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Consensus Comments
Solicitation Number: 3491


Solicitation Title: EQRO 


Opening Date: 2/22/2018


Delmarva Foundation Comments:


Vendor 01


Have 3 subcontractors.  Appears will be dealing with 4 different 


companies.  Project Manager references says she is new and doesn't have a lot


of experience.  Another said they need additional expertise.  


PEBP experience.


Germane Solutions Comments:


Vendor 02


Felt like they are a very small scale.  No detail to network adequacy and how to meet


requirment.  Said they would give a crosswalk, but didn't explaiin.  Minimal Technical


They didn't include signed amendments. Didn't respond to several sections of the RFP.


HealthInsight AssureComments:


Vendor 03


A lot of information that didn't pertain to RFP.  Formed 2017.  PIP table wasn't clear


Confusing to follow response.  CCO Experience and not much about MCO.


If/when an optional activity occurs they will respond.  


HSAG Health ServiceComments:


Vendor 04


Project Manager is very knowlegable and helpful.  Works closely with CMS


15 States. Project team worked together last 5 years. Reference clean and accurate 


to measure.  Only 1 subcontractor for surveys.  


Possitive recommendations.  


Mercer Health Comments:


Vendor 05


One subcontractor had bad references.  A lot of N/A on references. 


They didn't answer sections within RFP.  







Milliman, Inc. Comments:


Vendor 06


Didn't give any detail.  Didn't respond to optional activities, just said they would do it.


Took exceptions to contract.Didn't provide Amend #2.  


0 Comments:


Vendor 07


0 Comments:


Vendor 08


0 Comments:


Vendor 09


0 Comments:


Vendor 10







0 Comments:


Vendor 11


0 Comments:


Vendor 12


0 Comments:


Vendor 13


0 Comments:


Vendor 14


0 Comments:


Vendor 15











Solicitation Number:


Solicitation Title:


Opening Date:


Available Points: 850


Vendor # Vendor Name Technical Rank


Vendor 01 Delmarva Foundation 545 3


Vendor 02 Germane Solutions 456.6666667 6


Vendor 03 HealthInsight Assure 531.6666667 4


Vendor 04 HSAG Health Service 823.3333333 1


Vendor 05 Mercer Health 581.6666667 2


Vendor 06 Milliman, Inc. 500 5


Vendor 07 0 0 7


Vendor 08 0 0 7


Vendor 09 0 0 7


Vendor 10 0 0 7


Vendor 11 0 0 7


Vendor 12 0 0 7


Vendor 13 0 0 7


Vendor 14 0 0 7


Vendor 15 0 0 7


Technical Ranking
3491


EQRO 


2/22/2018







Solicitation Number:


Solicitation Title:


Opening Date:


EVALUATION FACTORS:
Lowest Cost (LC): 2,029,510.93$                


Criteria Weight: 15


Line Item Quantity Type Unit Price 01 Ext. Price 01 Unit Price 02 Ext. Price 02 Unit Price 03
1 Total Contract Cost 1 2,360,573.84$    2,360,573.84$  9,780,458.00$    9,780,458.00$  2,687,075.49$     
2 -$                    -$                    
3 -$                    -$                    
4 -$                    -$                    
5 -$                    -$                    
6 -$                    -$                    
7 -$                    -$                    
8 -$                    -$                    
9 -$                    -$                    


10 -$                    -$                    
11 -$                    -$                    
12 -$                    -$                    
13 -$                    -$                    
14 -$                    -$                    
15 -$                    -$                    
16 -$                    -$                    


Total Cost (TC) 2,360,573.84$  9,780,458.00$  
Price Factor (LC/TC = PF): LC/TC = PF 0.86 0.21
1-10 Cost Score: PF * 10 9 2
Weighted Cost Score (WCS): CS x CW = WCS 129 31


Enter data into yellow cells.


Standard Cost Evaluation Form


3491
EQRO 


2/22/2018


Vendor 01
Delmarva Foundation 


Vendor 03
HealthInsight Assure


Vendor 02
Germane Solutions







Solicitation Number:


Solicitation Title:


Opening Date:


EVALUATION FACTORS:
Lowest Cost (LC): 2,029,510.93$                


Criteria Weight: 15


Line Item Quantity Type
1 Total Contract Cost 1
2
3
4
5
6
7
8
9


10
11
12
13
14
15
16


Total Cost (TC)
Price Factor (LC/TC = PF): LC/TC = PF
1-10 Cost Score: PF * 10
Weighted Cost Score (WCS): CS x CW = WCS


Enter data into yellow cells.


Ext. Price 03
2,687,075.49$     


-$                      
-$                      
-$                      
-$                      
-$                      
-$                      
-$                      
-$                      
-$                      
-$                      
-$                      
-$                      
-$                      
-$                      
-$                      


2,687,075.49$     
0.76


8
113


Vendor 03
HealthInsight Assure







Solicitation Number:


Solicitation Title:


Opening Date:


EVALUATION FACTORS:
Lowest Cost (LC): 2,029,510.93$                


Criteria Weight: 15


Line Item Quantity Type
1 Total Contract Cost 1
2
3
4
5
6
7
8
9


10
11
12
13
14
15
16


Total Cost (TC)
Price Factor (LC/TC = PF): LC/TC = PF
1-10 Cost Score: PF * 10
Weighted Cost Score (WCS): CS x CW = WCS


Enter data into yellow cells.


Unit Price 04 Ext. Price 04 Unit Price 05 Ext. Price 05 Unit Price 06
2,962,597.00$    2,962,597.00$  2,244,924.58$    2,244,924.58$  2,029,510.93$    


-$                    -$                    
-$                    -$                    
-$                    -$                    
-$                    -$                    
-$                    -$                    
-$                    -$                    
-$                    -$                    
-$                    -$                    
-$                    -$                    
-$                    -$                    
-$                    -$                    
-$                    -$                    
-$                    -$                    
-$                    -$                    
-$                    -$                    


2,962,597.00$  2,244,924.58$  
0.69 0.90


7 9
103 136


Vendor 04
HSAG Health Service


Vendor 06
Milliman, Inc. 


Vendor 05
Mercer Health 







Solicitation Number:


Solicitation Title:


Opening Date:


EVALUATION FACTORS:
Lowest Cost (LC): 2,029,510.93$                


Criteria Weight: 15


Line Item Quantity Type
1 Total Contract Cost 1
2
3
4
5
6
7
8
9


10
11
12
13
14
15
16


Total Cost (TC)
Price Factor (LC/TC = PF): LC/TC = PF
1-10 Cost Score: PF * 10
Weighted Cost Score (WCS): CS x CW = WCS


Enter data into yellow cells.


Ext. Price 06 Unit Price 07 Ext. Price 07 Unit Price 08 Ext. Price 08
2,029,510.93$  -$                  -$                  


-$                    -$                  -$                  
-$                    -$                  -$                  
-$                    -$                  -$                  
-$                    -$                  -$                  
-$                    -$                  -$                  
-$                    -$                  -$                  
-$                    -$                  -$                  
-$                    -$                  -$                  
-$                    -$                  -$                  
-$                    -$                  -$                  
-$                    -$                  -$                  
-$                    -$                  -$                  
-$                    -$                  -$                  
-$                    -$                  -$                  
-$                    -$                  -$                  


2,029,510.93$  -$                -$                


1.00 0.00 0.00
10 0 0


150 0 0


Vendor 08
0


Vendor 07
0


Vendor 06
Milliman, Inc. 







Solicitation Number:


Solicitation Title:


Opening Date:


EVALUATION FACTORS:
Lowest Cost (LC): 2,029,510.93$                


Criteria Weight: 15


Line Item Quantity Type
1 Total Contract Cost 1
2
3
4
5
6
7
8
9


10
11
12
13
14
15
16


Total Cost (TC)
Price Factor (LC/TC = PF): LC/TC = PF
1-10 Cost Score: PF * 10
Weighted Cost Score (WCS): CS x CW = WCS


Enter data into yellow cells.


Unit Price 09 Ext. Price 09 Unit Price 10 Ext. Price 10 Unit Price 11
-$                  -$                  
-$                  -$                  
-$                  -$                  
-$                  -$                  
-$                  -$                  
-$                  -$                  
-$                  -$                  
-$                  -$                  
-$                  -$                  
-$                  -$                  
-$                  -$                  
-$                  -$                  
-$                  -$                  
-$                  -$                  
-$                  -$                  
-$                  -$                  
-$                -$                


0.00 0.00
0 0
0 0


Vendor 11
0


Vendor 09
0


Vendor 10
0







Solicitation Number:


Solicitation Title:


Opening Date:


EVALUATION FACTORS:
Lowest Cost (LC): 2,029,510.93$                


Criteria Weight: 15


Line Item Quantity Type
1 Total Contract Cost 1
2
3
4
5
6
7
8
9


10
11
12
13
14
15
16


Total Cost (TC)
Price Factor (LC/TC = PF): LC/TC = PF
1-10 Cost Score: PF * 10
Weighted Cost Score (WCS): CS x CW = WCS


Enter data into yellow cells.


Ext. Price 11 Unit Price 12 Ext. Price 12 Unit Price 13 Ext. Price 13
-$                  -$                  -$                  
-$                  -$                  -$                  
-$                  -$                  -$                  
-$                  -$                  -$                  
-$                  -$                  -$                  
-$                  -$                  -$                  
-$                  -$                  -$                  
-$                  -$                  -$                  
-$                  -$                  -$                  
-$                  -$                  -$                  
-$                  -$                  -$                  
-$                  -$                  -$                  
-$                  -$                  -$                  
-$                  -$                  -$                  
-$                  -$                  -$                  
-$                  -$                  -$                  
-$                -$                -$                


0.00 0.00 0.00
0 0 0
0 0 0


Vendor 11
0


Vendor 12
0


Vendor 13
0







Solicitation Number:


Solicitation Title:


Opening Date:


EVALUATION FACTORS:
Lowest Cost (LC): 2,029,510.93$                


Criteria Weight: 15


Line Item Quantity Type
1 Total Contract Cost 1
2
3
4
5
6
7
8
9


10
11
12
13
14
15
16


Total Cost (TC)
Price Factor (LC/TC = PF): LC/TC = PF
1-10 Cost Score: PF * 10
Weighted Cost Score (WCS): CS x CW = WCS


Enter data into yellow cells.


Unit Price 14 Ext. Price 14 Unit Price 15 Ext. Price 15
-$                  -$                  
-$                  -$                  
-$                  -$                  
-$                  -$                  
-$                  -$                  
-$                  -$                  
-$                  -$                  
-$                  -$                  
-$                  -$                  
-$                  -$                  
-$                  -$                  
-$                  -$                  
-$                  -$                  
-$                  -$                  
-$                  -$                  
-$                  -$                  
-$                -$                


0.00 0.00
0 0
0 0


Vendor 14
0


Vendor 15
0
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May 1, 2018

***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.


		Solicitation:

		3491





		Title:

		External Quality Review Organization (EQRO)





		Vendor:

		Health Services Advisory Group, Inc. (HSAG)





		Contract Start Date:

		July 1, 2018

		Contract End Date:

		June 30, 2022 with the option to renew for two (2) additional years.





		Awarded Amount:

		$2,962,597.00





		Using Agency:

		Department of Health and Human Services (DHHS), Division of Health Care Financing and Policy (DHCFP)





************************************************************************************


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 Care Finance and Policy

		1000 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 May 11, 2018

Revised as of 10/05/11






 


 


 
 
February 20, 2018 
 
State of Nevada 
Purchasing Division 
515 E. Musser Street, Suite 300 
Carson City, NV 89701 
 
Attn: Ronda Miller, Procurement Officer II 
 
Subject: Delmarva Foundation’s Response to RFP 3491, “External Quality Review Organization 
(EQRO)” 
 
Dear Ms. Miller: 
 
Delmarva Foundation is excited to submit our proposal in response to the above referenced 
Request for Proposal. Our current External Quality Review (EQR) contracts across states 
have been effective in assisting managed care programs improve performance and achieve 
better health outcomes for their populations. Additionally, because we work with a variety 
of state clients, we can offer insights from lessons learned in quality improvement in 
managed care and performance measurement. We would enjoy the opportunity to partner 
with you and share our experiences and knowledge to benefit Nevadans.   
 
A partnership with Nevada for this scope of work provides the opportunity to expand our 
EQR work in your state and provide a fresh perspective and new recommendations to assist 
Nevada in achieving improved quality, timeliness, and access to health care for the State’s 
managed care beneficiaries. Delmarva Foundation’s Disability Team is currently working in 
Nevada to evaluate and monitor a regional center and bring it into compliance with Federal 
regulations. Acquiring the EQR contract would expand our footprint and allow us to share 
our expertise across multiple healthcare venues. Through our partnership with our state 
clients, we build high levels of trust and achieve meaningful quality improvement in 
managed care. We look forward to doing this with Nevada as well! 
 
Thank you for the opportunity to present our response to you and your colleagues. We look 
forward to working with you. If you have any questions, please contact me directly at 410-
770-8332 or via email at forsyther@qhs-inc.org. 
 
Sincerely, 
 
 
 
Ronald G. Forsythe, Jr., PhD 
Interim President 







 


Confidential Proprietary Information, which is the property of Delmarva Foundation, is contained herein.  
Such information is not to be used for purposes other than those for which it is submitted. It is not to be reproduced, distributed, or  


otherwise disclosed to others without prior written consent from Delmarva Foundation. 


 
 


 
External Quality Review Organization 
(EQRO) 
 
Request for Proposal # 3491 
 
 
 
Part IA - Technical Proposal 
 
 
 
Issued by:  State of Nevada 
  Purchasing Division 
  515 E. Musser St., Suite 300 
  Carson City, NV 89701 


    
 
 
 
 
 
 
 
 
 


Part IA – Technical Proposal 
RFP Title: EQRO 
RFP: 3491 
Vendor Name: Delmarva Foundation for Medical Care 
Address: 28464 Marlboro Ave., Easton, MD 21601 
Opening Date: 2/22/18 
Opening Time: 2:00 PM 


 


Submitted by: 
Delmarva Foundation 


28464 Marlboro Avenue 
Easton, MD 21601-2732 
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RFP 3491                                                                                                    Part IA, Section II- ii 
External Quality Review Organization (EQRO) 


Section II - Table of Contents 
 
Section III  Vendor Information Sheet ............................................................................................... III-1 
 
Section IV State Documents ............................................................................................................. IV-1 
 
Section V Scope of Work ................................................................................................................... V-1 
2.1.1.1 Performance Improvement Project Validation ......................................................................... V-1 
2.1.1.2 Performance Measurement Validation ..................................................................................... V-2 
2.1.1.3 A review, conducted within the previous 3-year period, to determine plans compliance with 
the standards set forth in subpart D of 42 CFR 438 relating to access; care coordination; amount, 
duration, and scope of covered services and other plan standards .......................................................... V-3 
2.1.1.4 Network Adequacy Validation ................................................................................................... V-4 
2.1.2.1 Validation of encounter data ..................................................................................................... V-5 
2.1.2.2 Administration or validation of consumer or provider surveys of quality of care .................... V-5 
2.1.2.3 Calculation of performance measures in addition to those reported by health plans ............. V-5 
2.1.2.4 Conduct of PIPs in addition to those conducted by health plans .............................................. V-6 
2.1.2.5 Conduct studies on quality that focus on a particular aspect of clinical or non-clinical services 


at a point in time ....................................................................................................................... V-6 
2.1.2.6 Assistance with the Quality Rating System ............................................................................... V-7 
2.1.3.1 Performance measures are calculated and submitted annually to the DHCFP by the contracted 


MCOs; the DBA/PAHP; and the CMO. The Contractor will evaluate the accuracy and the extent 
to which Medicaid-specific performance measures followed Health Effectiveness Data and 
Information Set (HEDIS) Specifications for the calculation of performance measures using one 
of two methods: 1) A HEDIS Compliance Audit™ Standards, Policies and Procedures or 2) the 
Center for Medicare and Medicaid (CMS) Validating Performance Measures Protocol. ......... V-7 


2.1.3.2.A Validation of HEDIS and performance measures reported (as required by the State) during the 
preceding 12 months. .............................................................................................................. V-12 


2.1.3.2.B Audited HEDIS Data using Interactive Data Submission System (IDSS). Submit information to 
NCQA, if applicable .................................................................................................................. V-13 


2.1.3.2.C HEDIS™ Comparative Analysis for SFY 2019 and each subsequent EQR contract 
renewal year ............................................................................................................................ V-13 


2.1.3.2.D The awarded vendor is required to submit a comparative analysis and production of a HEDIS 
report using HEDIS performance measures data submitted by each MCO and DBA/PAHP ... V-13 


2.1.3.3 Validation of Performance Improvement Projects (PIPs). The awarded vendor will be required 
to annually evaluate and validate two clinical PIPs and three non-clinical PIPs for the MCO; and 
one clinical PIP and one non-clinical PIP for the DBA/PAHP ................................................... V-13 


2.1.3.4 Validation of MCO and DBA/PAHP network adequacy during the preceding 12 months ...... V-17 
2.1.3.5.A The awarded vendor will evaluate the completeness of the state quality assessment and 


performance improvement strategy, examining strengths, limitations, and recommending 
improvements in the description or implementation of the strategy .................................... V-18 


2.1.3.5.B The awarded vendor will provide technical assistance to the Division as needed to incorporate 
changes and recommendations for the development of the Quality Strategy and performance 
tracking tool for the MCOs, DBA/PAHP, and CMO .................................................................. V-19 


2.1.3.5.C The evaluation in each year should include information about the State’s progress and status 
of goals; trends in clinical or service quality performance improvement programs; corrective 
actions and sanctions; progress and status of value based purchasing; and an assessment of 
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RFP 3491                                                                                                    Part IA, Section II- iii 
External Quality Review Organization (EQRO) 


the overall structure and process of the State Quality Assessment and Performance 
Improvement Strategy. Findings from this assessment will be incorporated as a chapter in the 
EQR Technical Report described below, entitled “External Quality Review  
Technical Report” .................................................................................................................... V-21 


2.1.3.5.D DHCFP requires an electronic copy of the final report in PDF and Word Format annually and 
three (3) hard copies of the final report for distribution ........................................................ V-21 


2.1.3.6.A Objectives; technical methods of data collection and analysis; description of data obtained, 
including validated performance measure data for each activity; and conclusions drawn from 
the data .................................................................................................................................... V-22 


2.1.3.6.B An assessment of each MCO's and DBA/PAHP's strengths and weaknesses for the quality, 
timeliness, and access to health care services furnished to Medicaid beneficiaries .............. V-22 


2.1.3.6.C Recommendations for improving the quality of health care services furnished by each MCO 
and DBA/PAHP including how the State can target goals and objectives in the quality strategy, 
to better support improvement in the quality, timeliness, and access to health care services 
furnished to Medicaid recipients. ............................................................................................ V-22 


2.1.3.6.D Methodologically appropriate, comparative information about all MCOs and DBA/PAHP, 
consistent with guidance included in the EQR protocols issued in accordance  
with §438.352(e) ...................................................................................................................... V-23 


2.1.3.6.E An assessment of the degree to which each MCO and PAHP, has addressed effectively the 
recommendations for quality improvement made by the EQRO during the previous year's 
EQR2.1.3.6. .............................................................................................................................. V-23 


2.1.3.6.F Revision. States may not substantively revise the content of the final EQR technical report 
without evidence of error or omission .................................................................................... V-23 


2.1.3.6.G Availability of information. (1) The State must contract with a qualified EQRO to produce and 
submit to the State an annual EQR technical report in accordance with paragraph (a) of this 
section. The State must finalize the annual technical report by April 30th of each year ....... V-24 


2.1.3.6.H Each year the Vendor will include a Chapter in the EQR Technical Report summarizing the 
findings from the assessment of the DHCFP’s implementation of the State Quality Assessment, 
Performance Improvement Strategy and Performance Tracking Tool.  DHCFP requires an 
electronic copy of the final report in PDF and Word Format annually and three (3) hard copies 
of the final report for distribution. .......................................................................................... V-24 


2.1.4 Conduct a compliance review evaluating the effectiveness of the quality strategy within the 
previous 3 years. This review will be broken out in sections to be reviewed annually. ......... V-24 


2.1.5.1.A Clinical focused studies ............................................................................................................ V-28 
2.1.5.1.B  Healthcare Effectiveness Data and Information Set (HEDIS) or HEDIS like calculations and 


audits ....................................................................................................................................... V-29 
2.1.5.1.C Encounter data validation and omission studies ..................................................................... V-30 
2.1.5.1 D Consumer Assessment of Healthcare Providers and Systems (CAHPS®) surveys .................... V-31 
2.1.5.2.A A comprehensive on-site contract compliance audit of DHCFP’s Care 


Coordination Vendor ............................................................................................................... V-32 
2.1.5.2.B Validation of up to 5 Performance Measures for DHCFP’s CMO Vendor. The EQRO will conduct 


the Validation of Performance Measures review in compliance with the CMS Protocol, 
Validating Performance Measures .......................................................................................... V-33 


2.1.5.3. Adopting the Quality Rating System developed by CMS, in consultation with States and other 
stakeholders and after providing public notice and opportunity to comment, will identify 
performance measures and a methodology for a Medicaid managed care quality rating system 







Part IA – Technical Proposal 
Section II - Table of Contents 


 
 


 
RFP 3491                                                                                                    Part IA, Section II- iv 
External Quality Review Organization (EQRO) 


that aligns with the summary indicators of the qualified health plan quality 
rating system ........................................................................................................................... V-34 


2.1.5.3.B Adopting an alternative Medicaid managed care rating system approved by CMS that utilizes 
different performance measures or applies a different methodology as long as the ratings 
generated by the alternative rating system yield information regarding the MCOs, and PAHP 
performance is substantially comparable to that yielded by the system developed 
by CMS ..................................................................................................................................... V-35 


2.1.5.4.A Provide consulting to DHCFP for ABD performance measures. The EQRO will 
identify/recommend new or revised performance measures applicable to the ABD 
population ............................................................................................................................... V-37 


2.1.5.4.B Conduct an Information Systems (IS) Readiness Review on selected ABD MCO Vendors ...... V-38 
2.1.5.4.C Evaluate implementation of performance measures .............................................................. V-39 
2.1.5.5.A Provide consulting for expansion performance measures applicable to the TANF/CHAP and 


CHIP populations ..................................................................................................................... V-39 
2.1.5.5.B Conduct an Information Systems (IS) Readiness Review on selected expansion 


MCO Vendor(s) ........................................................................................................................ V-39 
2.1.5.5.C Provide technical assistance to the MCOs on the development of performance measures .. V-40 
2.1.5.5.D Conduct a HEDIS Compliance Audit or validate the measures using the CMS Validating 


Performance Measures protocol on the contracted MCOs .................................................... V-40 
2.1.5.6.A A description of the major functions, tasks, and activities required ....................................... V-41 
2.1.5.6.B The timeline/due date for any reports or identified deliverables ........................................... V-41 
2.1.5.6.C Specifications as to the medium and/or format of the desired deliverable ........................... V-41 
2.1.5.6.D A listing of the EQRO's project requirements .......................................................................... V-41 
2.1.5.6.E Any other instructions, definitions, specifications, requirements, outcomes, tangible items, or 


projects expected .................................................................................................................... V-42 
2.2 Qualifications of External Quality Review Organizations .................................................. V-42 
2.2.1.1.A Medicaid recipients, policies, data systems, and processes ................................................... V-42 
2.2.1.1.B Managed care delivery systems, organizations, and financing ............................................... V-43 
2.2.1.2 Quality assessment and improvement methods ..................................................................... V-43 
2.2.1.3 Research design and methodology, including statistical analysis ........................................... V-44 
2.2.2 Sufficient physical, technological, and financial resources to conduct EQR or EQR-related 


activities ................................................................................................................................... V-45 
2.2.3 Other clinical and nonclinical skills necessary to carry out EQR or EQR-related activities and to 


oversee the work of any subcontractors ................................................................................. V-47 
2.2.4.1 A State agency, department, university, or other State entity ............................................... V-49 
2.2.4.2 May not have Medicaid purchasing or managed care licensing authority ............................. V-49 
2.2.4.3 Must be governed by a Board or similar body the majority of whose members are not 


government employees ........................................................................................................... V-49 
2.2.5.1.A Stock ownership ...................................................................................................................... V-49 
2.2.5.1.B Stock options and convertible debentures .............................................................................. V-49 
2.2.5.1.C Voting trusts ............................................................................................................................ V-50 
2.2.5.1.D Common management, including interlocking management ................................................. V-50 
2.2.5.1.E Contractual Relationships ........................................................................................................ V-50 
2.2.5.2 Deliver any health care services to Medicaid beneficiaries .................................................... V-50 
2.2.5.3 Conduct, on the State's behalf, ongoing Medicaid managed care program operations related 


to oversight of the quality of MCO, PAHP, or CMO entity services, except for the related 
activities specified in §438.358................................................................................................ V-50 
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RFP 3491                                                                                                    Part IA, Section II- v 
External Quality Review Organization (EQRO) 


2.2.5.4 Review any MCO, PAHP or CMO entity for which it is conducting or has conducted an 
accreditation review within the previous 3 years ................................................................... V-50 


2.2.5.5 Have a present, or known future, direct or indirect financial relationship with an MCO, PAHP, 
or CMO entity that it will review as an EQRO .......................................................................... V-50 


2.2.6 The vendor must designate a contract manager to work with the assigned DHCFP program 
specialist or contract monitor(s) ............................................................................................. V-50 


2.2.7 The awarded vendor is, or will subcontract with, a National Committee for Quality Assurance 
(NCQA) certified Consumer Assessment of Health Plans Survey (CAHPS) vendor, if this optional 
activity is assigned ................................................................................................................... V-51 


2.2.8 The awarded vendor is or has on staff, or will subcontract with, an NCQA- Certified Health 
Employer Data Information Set (HEDIS) Compliance Auditor ................................................. V-51 


2.3 Vendor Operating Staff and Structure .............................................................................. V-51 
2.3.1.1 Provide DHCFP with an updated organizational chart 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 all 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 ............................................................................ V-51 


2.3.1.2 The vendor must have in place the organizational, management, and administrative systems 
capable of fulfilling all contract requirements ........................................................................ V-52 


2.3.1.3  The vendor is accountable for and must oversee all subcontractor functions ...................... V-55 
2.4 Implementation ............................................................................................................... V-56 
2.4.1 The vendor shall develop and submit to DHCFP for approval, no later than one month after 


notification that the vendor has been awarded the Contract, a detailed work plan and timeline 
for performing the obligations set forth in the Contract for the first contract year ............... V-56 


2.4.2 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.  All such updates shall be reviewed and approved by the DHCFP ... V-56 


2.4.3 Unless otherwise agreed to by the DHCFP, submit to the DHCFP, within a minimum of ten (10) 
working days of the service start date, all deliverables to permit any DHCFP identified 
modifications.  The DHCFP will have a maximum of twenty (20) working days upon receipt in 
which to respond with modifications to the vendor.  If the DHCFP does not respond by the 
twentieth work day after receipt of the deliverable, the DHCFP’s approval of the submission 
will be assumed to be granted ................................................................................................ V-56 


2.5 Presentation of Findings .................................................................................................. V-56 
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VENDOR INFORMATION SHEET FOR RFP 3491 


 
Vendor Shall: 
 


A) Provide all requested information in the space provided next to each numbered question.  The 
information provided in Sections V1 through V6 shall be used for development of the contract; 


 
B) Type or print responses; and 


 
C) Include this Vendor Information Sheet in Section III of the Technical Proposal. 


 
V1 Company Name Delmarva Foundation for Medical Care 


 
V2 Street Address 28464 Marlboro Avenue 


 
V3 City, State, ZIP Easton, MD 21601 


 


V4 Telephone Number 
Area Code:  410 Number:  822-0697 Extension:   


 


V5 Facsimile Number 
Area Code:  410 Number:  822-1997 Extension:   


 


V6 Toll Free Number 
Area Code:  800 Number:  999-3362 Extension:   


 


V7 


Contact Person for Questions / Contract Negotiations, 
including address if different than above 


Name: Ron Forsythe, Jr., PhD 
Title: Interim President 
Address: 28464 Marlboro Avenue, Easton, MD 21601 
Email Address: forsyther@qhs-inc.org 


 


V8 Telephone Number for Contact Person 
Area Code:  410 Number:  770-8332 Extension:   


 


V9 Facsimile Number for Contact Person 
Area Code:  410 Number:  822-1997 Extension:   


 


V10 
Name of Individual Authorized to Bind the Organization 


Name: Ron Forsythe, Jr., PhD Title: Interim President 
 


V11 
Signature (Individual shall be legally authorized to bind the vendor per NRS 333.337) 


Signature: Date: 2/20/2018
  


Part IA - Technical Proposal 
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Section IV – State Documents 
 
 
All required State Documents are attached immediately following this section. 
 


State Documents Requested Attachment No. 
Amendment Signature Pages 4-1 
Attachment A – Confidentiality and Certification of Indemnification 4-2 
Attachment B – Vendor Certifications 4-3 
Attachment H – Certification Regarding Lobbying 4-4 
Copies of Vendor Licensing Agreements n/a 
Copies of Applicable Certifications and/or Licenses n/a 
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Amendment 1 RFP 3491 Page 19 of 19 


Attention: Purchasing Division 
Email: rfpdocs@admin.nv.gov 
Fax: 775-684-0188 
 
Please confirm the correct e-mail address for the return of the Reference Questionnaire. 


 
The correct e-mail is rlmiller@admin.nv.gov  


 
118. ATTACHMENT F– PROPOSED STAFF RESUME-Attachment F-40-Please clarify what is 


expected in the field entitled, "# of Years in Classification". Is this the number of years the staff 
member has been in their current position? 


 
 This is the number of years doing this type of service. 
 
119. ATTACHMENT G – COST SCHEDULE-Attachment G-41-The entries in the Cost Schedule 


column labeled “RFP Citation” do not align with the RFP citations for the activities listed in 
Section 2. Will the DHCFP consider issuing a revised Cost Schedule to help ensure vendors 
address the correct RFP requirements for each price proposed?  
 
Refer to beginning of this amendment for RFP submittal change. 


 
120. ATTACHMENT G – COST SCHEDULE-Attachment G-41-Please confirm that not all cells on 


the Cost Schedule require that a price be entered. For example, on the Optional Activities 
schedule, the row for Technical Assistance – Onsite contract compliance audit of the contracted 
CMO vendor will only have a price under the CMO-FFS column. 


  
The Cost Schedule has been revised. Please review revised Attachment G at the beginning of 
this amendment. 


 
 
 
ALL ELSE REMAINS THE SAME FOR RFP 3491 


 
 


Vendor must sign and return this amendment with proposal submitted. 
 


Vendor Name:  Delmarva Foundation for Medical Care


Authorized Signature:  


Title:  Interim President Date:  2/20/2018
 


This document must be submitted in the “State 
Documents” section of vendors’ technical proposal. 
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No. Cells that are not applicable shall be marked N/A. 


 


b. New Attachment G - Cost Proposal Form: If PIPs are not currently conducted by the 
CMO-FFS entity, is the Vendor allowed to list a $0 price in the validation of 
performance improvement project cost cells? If not allowed, in what year does the 
State expect this Activity to be applicable to the CMO-FFS entity/program? 
 
The state has no expectation of PIP activities for the current CMO-FFS vendor, 


and the state does not have a projected date of activity for future CMO-FFS 


vendors/projects. Please indicate N/A in cells that a cost is not applicable. 


 


c. New Attachment G - Cost Proposal Form: If an Activity can be conducted under one 
entity/program, but cover multiple entities/programs, does the State want one price in 
the appropriate column (e.g., MCO Title XIX) and other columns/entities/programs 
listed with $0 (e.g., MCO Title XXI) or does the State want costs to be allocated 
across all columns/entities/programs? 
 
The state expects a cost per activity by population (MCO Title XIX, MCO Title XXI, 


CMO FFS, etc). If the population is not applicable to the activity, then N/A can be 


indicated within the cell. The state would interpret $0 as an indication the activity 


would be completed for no charge. 


 
 


2. Can the State please reconcile responses to Questions 36 and 38 regarding whether 
suggested modifications/exceptions to the contract are permitted or not? 
 


No. 


 
 
 
ALL ELSE REMAINS THE SAME FOR RFP 3491 


 
 


Vendor must sign and return this amendment with proposal submitted. 


 


Vendor Name: Delmarva Foundation for Medical Care 


Authorized Signature:  


Title: Interim President Date:  2/20/2018
 
 
 
 


This document must be submitted in the “State 
Documents” section of vendors’ technical proposal. 
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ATTACHMENT A – CONFIDENTIALITY AND CERTIFICATION OF 
INDEMNIFICATION 


 
Submitted proposals, which are marked “confidential” in their entirety, or those in which a significant portion of the 
submitted proposal is marked “confidential” shall not be accepted by the State of Nevada.  Pursuant to NRS 333.333, 
only specific parts of the proposal may be labeled a “trade secret” as defined in NRS 600A.030(5).  All proposals are 
confidential until the contract is awarded; at which time, both successful and unsuccessful vendors’ technical and cost 
proposals become public information. 
 
In accordance with the submittal instructions of this RFP, vendors are requested to submit confidential information in 
separate files marked “Part IB Confidential Technical” and “Part III Confidential Financial”. 
 
The State shall not be responsible for any information contained within the proposal.  If vendors do not comply with 
the labeling and packing requirements, proposals shall be released as submitted.  In the event a governing board acts 
as the final authority, there may be public discussion regarding the submitted proposals that shall be in an open meeting 
format, the proposals shall remain confidential.  
 
By signing below, I understand it is my responsibility as the vendor to act in protection of the labeled information and 
agree to defend and indemnify the State of Nevada for honoring such designation.  I duly realize failure to so act shall 
constitute a complete waiver and all submitted information shall become public information; additionally, failure to 
label any information that is released by the State shall constitute a complete waiver of any and all claims for damages 
caused by the release of the information. 
 
This proposal contains Confidential Information, Trade Secrets and/or Proprietary information. 
 
Please initial the appropriate response in the boxes below and provide the justification for confidential status. 
 


Part IB – Confidential Technical Information 
YES X NO  


Justification for Confidential Status 
Part IA, Section V-1, 2.1.1.2: Proprietary Information, Name of Business Partner 


Part IA, Section V-1, 2.1.1.3: Tradesecret, method to conduct work 
Part IA, Section V-1, 2.1.2.1 and 2.1.2.3: Tradesecret, method to conduct work
                                     2.1.2.2: Proprietary Information, Name of Business Partner 
Part IA, Section V-1, 2.1.2.3: Tradesecret; method to conduct work 


Part IA, Section V-8, 2.1.3.1: Proprietary Information, Name of Business Partner 


Part IA, Section V-9, 2.1.3.1: Proprietary Information, Name of Business Partner 


Part IA, Section V-10, 2.1.3.1: Proprietary Information, Name of Business Partner 


Part IA, Section V-12. 2.1.3.2: Proprietary Information, Name of Business Partner 


Part IA, Section V-13, 2.1.3.2: Proprietary Information, Name of Business Partner 


Part IA, Section V-15, 2.1.3.3: Tradesecret, method to conduct work 


Part IA, Section V-16, 2.1.3.3: Tradesecret, method to conduct work 


Part IA, Section V-17, 2.1.3.4: Tradesecret, method to conduct work 
Part IA, Section V-18, 2.1.3.4: Tradesecret, method to conduct work
                                       2.1.3.5: Tradesecret, method to conduct work 
Part IA, Section V-19, 2.1.3.5: Tradesecret, method to conduct work 







Part IA, Section V-20, 2.1.3.5 : Tradesecret, method to conduct work 


Part IA, Section V-21, 2.1.3.5: Tradesecret, method to conduct work 


Part IA, Section V-23, 2.1.3.6: Tradesecret, method to conduct work 


Part IA, Section V-24, 2.1.3.6: Tradesecret, method to conduct work 


Part IA, Section V-25, 2.1.4:     Tradesecret, method to conduct work (Table 5-3) 


Part IA, Section V-26, 2.1.4:     Tradesecret, method to conduct work (including Table 5-3 and 5-4) 


Part IA, Section V-27, 2.1.4:     Tradesecret, method to conduct work (including Figure 5-1) 


Part IA, Section V-29, 2.1.5.1:  Proprietary Information, Name of Business Partner 


Part IA, Section V-30, 2.1.5.1:  Proprietary Information, Name of Business Partner 
Part IA, Section V-31, 2.1.5.1:  Tradesecret, method to conduct work
                                                       Proprietary Information, Name of Business Partner 
Part IA, Section V-32, 2.1.5.1:   Proprietary Information, Name of Business Partner 


Part IA, Section V-33, 2.1.5.2:   Tradesecret, method to conduct work 


Part IA, Section V-35, 2.1.5.3:   Tradesecret, method to conduct work 


Part IA, Section V-36, 2.1.5.3:   Tradesecret, method to conduct work 


Part IA, Section V-37, 2.1.5.3:   Tradesecret, method to conduct work (Figure 5-2) 
Part IA, Section V-40, 2.1.5.5:   Tradesecret, method to conduct work
                                                        Proprietary Information, Name of Business Partner 
Part IA, Section V-41, 2.1.5.6:   Tradesecret, method to conduct work 


Part IA, Section V-42, 2.1.5.6:   Tradesecret, method to conduct work 


Part IA, Section V-42, 2.2.1.1:   Tradesecret, method to conduct work 


Part IA, Section V-43, 2.2.1.1:   Tradesecret, method to conduct work 


Part IA, Section V-45, 2.2.2:       Proprietary Business Information, related to security 


Part IA, Section V-46, 2.2.2:       Proprietary Business Information, related to security 


Part IA, Section V-50, 2.2.6:       Proprietary Business Information, related to staffing 


Part IA, Section V-51, 2.2.8:       Proprietary Business Information, Name of Business Partner 


Part IA, Section V-52, 2.3.1.1:    Proprietary Business Information, Organizational Chart realted to staffing 


Part IA, Section V-56, 2.4.1:       Tradesecret, method to conduct work 


Part IA, Section V-56, 2.4.2:       Tradesecret, method to conduct work 


Part IA, Section VI-1, 3.1.1:         Proprietary Business Information, related to staffing 


Part IA, Section VI-2, 3.1.2:          Proprietary Information, Name of Business Partner 


Part IA, Section VI-10, 3.2.1.1:     Proprietary Information, Name of Business Partner 


Part IA, Section VI-11, 3.2.1.2.B: Proprietary Information, Name of Business Partner 


Part IA, Section VI-11, 3.2.1.3:     Proprietary Information, Name of Business Partner 


Part IA, Section VI-11, 3.1.1:         Proprietary Information, Name of Business Partner 


Part IA, Section VI-12, 3.1.1:         Proprietary Information, Name of Business Partner 







Part IA, Section VI-12, 3.1.2:        Proprietary Information, Name of Business Partner 


Part IA, Section VI-12, 3.1.3:        Proprietary Information, Name of Business Partner 


Part IA, Section VI-12, 3.1.4:        Proprietary Information, Name of Business Partner 


Part IA, Section VI-13, 3.1.6:        Proprietary Information, Name of Business Partner 


Part IA, Section VI-14, 3.1.8:        Proprietary Information, Name of Business Partner 


Part IA, Section VI-14, 3.1.9:        Proprietary Information, Name, Identifying Information of Business Partner 


Part IA, Section VI-15, 3.1.9:        Proprietary Information, Name of Business Partner 


Part IA, Section VI-16, 3.1.9:        Proprietary Information, Name of Business Partner 


Part IA, Section VI-17, 3.1.9:        Proprietary Information, Name of Business Partner 


Part IA, Section VI-18, 3.1.9:        Proprietary Information, Name of Business Partner 


Part IA, Section VI-18, 3.1.10:      Proprietary Information, Name of Business Partner 


Part IA, Section VI-19, 3.1.1:      Proprietary Information, Name, Identifying Information of Business Partner 


Part IA, Section VI-20, 3.1.2:      Proprietary Information, Name, Identifying Information of Business Partner 


Part IA, Section VI-20, 3.1.3:      Proprietary Information, Name of Business Partner 


Part IA, Section VI-20, 3.1.4:      Proprietary Information, Name, Identifying Information of Business Partner 


Part IA, Section VI-21, 3.1.6:      Proprietary Information, Name of Business Partner 


Part IA, Section VI-21, 3.1.8:      Proprietary Information, Name of Business Partner 


Part IA, Section VI-21, 3.1.9:      Proprietary Information, Name of Business Partner 


Part IA, Section VI-21, 3.1.10:    Proprietary Information, Name of Business Partner 


Attachment  Sec 07                     Proprietary Business Information, Resumes, Names of proposed staff 


 


 


 
 


Part III – Confidential Financial Information 
YES X NO  


Justification for Confidential Status 
Part III, Section II-1, 3.1.11.1:      Proprietary Information, Name, Identifying Information of Business Partner 


Part III, Section II-1, 3.1.11.2:      Proprietary Information, Name, Identifying Information of Business Partner 


Part III, Section II-1, 3.1.11.3:      Proprietary Information, Name of Business Partner 


Part III, Attachment 3-1_DFMC_ConfFinancials:    Proprietary Information, Confidential Financial Information 


Part III, Attachment 3-2_WBA_ConfFinancials:    Proprietary Information, Confidential Financial Information 


Part III, Attachment 3-3_HP_ConfFinancials:    Proprietary Information, Confidential Financial Information 


Part III, Attachment 3-4_CF_ConfFinancials:    Proprietary Information, Confidential Financial Information 


 







 


 


 
 


 
  
Company Name  
    


Signature    
    
    
Print Name   Date 


 
 
 This document shall be submitted in Section IV of vendor’s technical proposal 
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Delmarva Foundation for Medical Care
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Ron Forsythe, Jr., PhD
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2/20/2018







Attachment 4-3 
Attachment B – Vendor Certifications 


Attachment 4-3 
Attachment B – Vendor Certifications 







EQRO RFP 3491 Page 36 of 44 


 
ATTACHMENT B – VENDOR CERTIFICATIONS 


 
Vendor agrees and shall comply with the following: 
 
(1) Any and all prices that may be charged under the terms of the contract do not and shall not violate any existing federal, State 


or municipal laws or regulations concerning discrimination and/or price fixing.  The vendor agrees to indemnify, exonerate 
and hold the State harmless from liability for any such violation now and throughout the term of the contract. 


 
(2) All proposed capabilities can be demonstrated by the vendor. 
 
(3) The price(s) and amount of this proposal have been arrived at independently and without consultation, communication, 


agreement or disclosure with or to any other contractor, vendor or potential vendor. 
 
(4) All proposal terms, including prices, shall remain in effect for a minimum of 180 days after the proposal due date.  In the case 


of the awarded vendor, all proposal terms, including prices, shall remain in effect throughout the contract negotiation process. 
 
(5) No attempt has been made at any time to induce any firm or person to refrain from proposing or to submit a proposal higher 


than this proposal, or to submit any intentionally high or noncompetitive proposal.  All proposals shall be made in good faith 
and without collusion. 


 
(6) All conditions and provisions of this RFP are deemed to be accepted by the vendor and incorporated by reference in the 


proposal, except such conditions and provisions that the vendor expressly excludes in the proposal.  Any exclusion shall be in 
writing and included in the proposal at the time of submission. 


 
(7) Each vendor shall disclose any existing or potential conflict of interest relative to the performance of the contractual services 


resulting from this RFP.  Any such relationship that might be perceived or represented as a conflict shall be disclosed.  By 
submitting a proposal in response to this RFP, vendors affirm that they have not given, nor intend to give at any time hereafter, 
any economic opportunity, future employment, gift, loan, gratuity, special discount, trip, favor, or service to a public servant 
or any employee or representative of same, in connection with this procurement.  Any attempt to intentionally or 
unintentionally conceal or obfuscate a conflict of interest shall automatically result in the disqualification of a vendor’s 
proposal.  An award shall not be made where a conflict of interest exists.  The State shall determine whether a conflict of 
interest exists and whether it may reflect negatively on the State’s selection of a vendor.  The State reserves the right to 
disqualify any vendor on the grounds of actual or apparent conflict of interest. 


 
(8) All employees assigned to the project are authorized to work in this country. 
 
(9) The company has a written equal opportunity policy that does not discriminate in employment practices with regard to race, 


color, national origin, physical condition, creed, religion, age, sex, marital status, sexual orientation, developmental disability 
or handicap.   


 
(10) The company has a written policy regarding compliance for maintaining a drug-free workplace. 
 
(11) Vendor understands and acknowledges that the representations within their proposal are material and important, and shall be 


relied on by the State in evaluation of the proposal.  Any vendor misrepresentations shall be treated as fraudulent concealment 
from the State of the true facts relating to the proposal. 


 
(12) Vendor shall certify that any and all subcontractors comply with Sections 7, 8, 9, and 10, above. 
 
(13) The proposal shall be signed by the individual(s) legally authorized to bind the vendor per NRS 333.337. 
 
Delmarva Foundation for Medical Care  
Vendor Company Name  
    
Vendor Signature    
Ron Forsythe, Jr., PhD   2/20/18 


Print Name   Date 
  


This document shall be submitted in Section IV of vendor’s technical proposal 
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ATTACHMENT H – CERTIFICATION REGARDING LOBBYING 


 
Certification for Contracts, Grants, Loans, and Cooperative Agreements 
 
The undersigned certifies, to the best of his or her knowledge and belief, that: 
 
(1) No Federal appropriated funds have been paid or shall be paid, by or on behalf of the undersigned, to any 


person for influencing or attempting to influence an officer or employee of any agency, a Member of 
Congress, an officer or employee of Congress, or an employee of a Member of Congress in connection with 
the awarding of any Federal contract, the making of any Federal grant, the making of any Federal loan, the 
entering into of any cooperative agreement, and the extension, continuation, renewal, amendment, or 
modification of any Federal contract, grant, loan, or cooperative agreement. 


 
(2) If any funds other than Federally appropriated funds have been paid or shall be paid to any person for 


influencing or attempting to influence an officer or employee of any agency, a Member of Congress, an 
officer or employee of Congress, or an employee of a Member of Congress in connection with this Federal 
contract, grant, loan, or cooperative agreement, the undersigned shall complete and submit Standard Form-
LLL, “Disclosure of Lobbying Activities,” in accordance with its instructions. 


 
(3) The undersigned shall require that the language of this certification be included in the award documents for 


all sub awards at all tiers (including subcontracts, sub grants, and contracts under grants, loans, and 
cooperative agreements) and that all sub recipients shall certify and disclose accordingly. 


 
This certification is a material representation of fact upon which reliance was placed when this transaction was made 
or entered into.  Submission of this certification is a prerequisite for making or entering into this transaction imposed 
by section 1352, U.S. Code.  Any person who fails to file the required certification shall be subject to a civil penalty 
of not less than $10,000 and not more than $100,000 for each such failure. 
 
 
By:   2/20/18 
 Signature of Official Authorized to Sign Application  Date 


 
 
For: Delmarva Foundation for Medical Care 
      Vendor Name 


 
 
External Quality Review Organization (EQRO), RFP 3491 


Project Title 
 
 
 
 
 


 
  


This document shall be submitted in Section IV of vendor’s technical proposal 
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Section V – Scope of Work 
 
 
The services to be provided under the resulting contract include multiple tasks and deliverables 
that are consistent with applicable federal EQR regulations and protocols for MCOs, 
DBA/PAHP, and the CMO. The contract will allow the DHCFP to be compliant with federal 
EQR regulations and rules. The specifications for deliverables required under this RFP may 
evolve from year to year in response to program changes.  
 
2.1.1 The selected vendor will be required under the contract to perform tasks and functions 
identified in the contract and to perform them according to specified levels of quality and 
comprehensiveness as determined by DHCFP.  These mandatory activities are as follows: 
 


2.1.1.1 Performance Improvement Project Validation;  
Delmarva Foundation Response: Delmarva Foundation agrees to perform PIP validations 
annually, per the levels of quality and comprehensiveness as specified in the contract. 
Nevada’s Division of Health Care Financing and Policy (DHCFP) currently contracts and 
evaluates Performance Improvement Project (PIP) Validations across three (3) Managed Care 
Organizations (MCOs) and one (1) Prepaid Ambulatory Health Plan (PAHP). Our multi-
disciplinary team of quality improvement, analytic, and clinical professionals have more than 
15 years of experience reviewing and validating PIPs that will support emphasizing, ensuring, 
and enhancing quality and continuity of care for Nevada’s DHCFP.  
 
Delmarva Foundation’s External Quality Review (EQR) experience across current contracts 
enables us to share best practices identified in our EQR contract work. Among the credentials 
of the EQRO team, are staff trained in the Institute for Healthcare Improvement’s (IHI’s) Triple 
Aim initiative. Consistent with the Triple Aim framework, we believe our health care system 
needs to:  
 


 Improve the patient care experience (including quality and 
satisfaction); 


 Improve the health of populations; and 
 Reduce per capita cost of health care. 


 
IHI and Delmarva Foundation share the belief that these 
improvements are worthy goals, as does DHCFP. Your mission 
statement emphasizes maximized program efficiency, effectiveness, 
and continuity of care. Delmarva Foundation can assist DHCFP in yielding results, as we do for 
our current clients. Our team enhances the ability to provide effective PIP quality strategies 
by implementing a rapid cycle PIP approach while providing a customized technical service 
approach which engages with the MCOs and PAHP on improving PIP performance. This 
method has resulted in increasing performance rates in a Well Child Visit PIP by 18 
percentage points. We recommended implementing interventions which focused on making 
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direct contact with noncompliant members to assist in scheduling appointments and 
providing education and encouragement to seek a well-child appointment. Our rapid cycle PIP 
process and customized personalized approach can assist DHCFP in obtaining the desired 
results as well. 
 


Our experienced review team of quality improvement and 
analytical professionals review approximately 50 PIPs annually. 


 
2.1.1.2 Performance Measurement Validation; 


Delmarva Foundation Response: Delmarva Foundation agrees to provide annual performance 
measure validation (PMV) in pursuit of accuracy, improvement, and verification of collection 
methods as specified in the contract. We are partnering with a Nevada-based HEDIS® certified 
audit firm, Healthy People, to conduct the PMV audits. DHCFP’s approach to validating 
performance measures across MCOs, PAHPs, and CMOs utilizes HEDIS and HEDIS-like 
performance measures. Our experience lies heavily in HEDIS specifications and a collaborative 
approach to improving the quality, access, and timeliness of care in performance measures 
that are meaningful to DHCFP. We want to help you reach your goals. The experience we 
bring to the partnership allows us to collect and share best practices among 
MCOs/PAHP/CMO regarding data and medical record collection to gather the most 
meaningful information for performance measures.  
 
Our approach to conducting Performance Measure Validation (PMV) includes providing 
technical assistance as we conduct the audits to facilitate process improvement. Our certified 
professional coders and analytic team contribute their subject matter expertise to enhance 
our value. We want to help DHCFP improve on the strengths of your programs by assisting the 
MCOs/PAHP/CMO in their efforts to improve performance and outcomes. Our experience 
includes auditing HEDIS, CMS Core, and other homegrown performance measures.  
 


Our PMV Manager has over 14 years of PMV experience and will manage 
the PMV/HEDIS audits conducted by our Nevada-based licensed organization.  


 
Delmarva Foundation acknowledges that the DHCFP’s RFP emphasizes “identification of 
healthcare trends or ‘best practices’ in performance measures or quality improvement 
activities.” Additionally, two specific goals identified in the DHCFP Quality Assessment and 
Performance Improvement Strategy (Quality Strategy) relate to increasing the use of 
evidence-based practices for members with chronic conditions and improving the health and 
wellness of new mothers and infants. We have assisted the District of Columbia with 
facilitation of collaborative PIPs that focus on improving the outcomes of pediatric members 
with asthma and reducing adverse perinatal events. The PIPs include both HEDIS-like and 
homegrown performance measures; each are audited during the annual PMV. Delmarva 
Foundation actively engages in the collaboratives and makes recommendations for 
improvement from both a performance improvement and performance measurement 
perspective. The MCOs are implementing collaborative interventions that are currently 
yielding improvements. The MCO average for emergency department visits for pediatric 
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asthma declined by more than five percentage points in one year. The MCO average infant 
death rate has declined each year since PIP implementation. 
 


CUSTOMER SATISFACTION 
“Delmarva continues to deliver exceptional technical assistance to DHCF 


and its MCOs.” 
 


—District of Columbia EQRO Contract Administrator 
 


2.1.1.3 A review, conducted within the previous 3-year period, to determine plans 
compliance with the standards set forth in subpart D of 42 CFR 438 relating to access; 
care coordination; amount, duration, and scope of covered services and other plan 
standards; and 


Delmarva Foundation Response: Delmarva Foundation agrees to conduct a compliance 
review within the previous 3 year period to determine plans compliance with standards 
relating to access; care coordination; amount, duration, and scope of covered services and 
other plan standards set forth in subpart D of 42 CFR 438 as specified in the contract. We will 
use our more than 20 years of experience with the compliance review task that has sharpened 
our capacity to address the issues that matter most to states. DHCFP’s contract and Quality 
Strategy requires compliance review activities for both Nevada Medicaid and Nevada Check 
Up members. Consistent emphasis that DHCFP’s compliance review standards are as stringent 
as federal Medicaid standards exists in the Quality Strategy. Focus on enhancing care for 
members with special health care needs and communication across language diversity with 
the Cultural Competency Plan provides further emphasis on care and stresses DHCFP’s 
perceived need to expand the multicultural landscape across services in locations such as 
Clark and Washoe counties.  
 


“[Delmarva Foundation’s] technical assistance has been amazing. They have 
really helped the MCOs [which includes a dental PAHP] grow and come into 


compliance with all federal regulations.” 
 


—ND CHIP Contract Administrator 
 
Delmarva foundation developed a unique secure web-based review tool used across multiple 
state EQR contracts for collecting and reporting information gathered during the compliance 
review process. This tool allows reviewers to record determinations, comment on findings, 
identify strengths and weaknesses, document recommendations, and cite documents 
reviewed at the press of a button. As part of Delmarva Foundation’s approach, this tool 
enhances efficiency during review and reporting processes.  
 
Our added value extends to the technical assistance and actionable recommendations we 
provide. Delmarva Foundation assisted improved performance in North Dakota Children’s 
Health Insurance Program (CHIP) MCO’s Grievance and Appeal Standard by 63% after two 
years. Baseline performance for this MCO demonstrated 60% compliance in this standard, and 
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two years later, compliance improved to 98%. Other MCOs across contract states have 
received compliance improvement as well. A new MCO entering the Maryland’s HealthChoice 
market received a compliance score of 88% its first year of the compliance review.  Through 
customized technical assistance and actionable recommendations provided by Delmarva 
Foundation, the MCO increased it score to 97%; an increase of 9 percentage points in the 
following year’s compliance review. Delmarva Foundation’s actionable recommendations and 
technical assistance can also aid DHCFP’s MCOs, PAHP, and CMO in compliance review 
standards. We can customize our approach to fit DHCFP’s needs. Our experience across 
contracts affords us the ability to approach a compliance review with a third (1/3rd) of the 
standards each year. This approach also ensures compliance with federal EQR regulations 
which requires a comprehensive review within a three year period.    
 


Delmarva Foundation has conducted over 400 CRs and assists MCOs/PAHPs 
in strategies that promote improvement in the quality, access, and 


timeliness of services to Medicaid beneficiaries. 
 


2.1.1.4 Network Adequacy Validation.   
Delmarva Foundation Response: Delmarva Foundation agrees to complete a network 
adequacy validation as specified in the contract. Nevada DHCFP requires validation of MCO 
and PAHP network adequacy. The mission is to ensure each recipient can access 
comprehensive and high quality healthcare services within their service area. Accessibility of 
care is the embodiment of the network adequacy validation (NAV) mandatory task. Delmarva 
Foundation has multi-state experience completing this task. Prior to the 2018 scheduled 
release of the CMS EQR NAV Protocol, we have implemented this task and provided states 
with confidence that their Medicaid and CHIP beneficiaries are receiving appropriate and 
adequate access to providers, services, and care.  
 
Delmarva Foundation is well versed in the Utilization Review Accreditation Commission 
(URAC) and the National Committee for Quality Assurance (NCQA) recommendations for 
reviewing health plan network adequacy and accessibility policies and procedures both 
written and implemented to assure provider accessibility and availability, assessment of 
complaints and grievances, timely transition of enrollee upon provider termination, and 
maintenance of accurate and searchable provider directories. Our experience across state 
contracts has provided methodology familiarity and lessons-learned opportunities that will 
benefit DHCFP. 


 
Delmarva Foundation can offer a variety of solutions that will provide DHCFP with a 


customized Network Adequacy Assessment. 
 


2.1.2 During the length of the contract, work requests may be made of the Vendor at the sole 
discretion of the DHCFP for optional activities described in 42 CFR 438.358(c) or comparable 
activities that assess the quality of care or provide for the control of utilization of the DHCFP 
fee-for-service program.  Optional activities may include:
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2.1.2.1 Validation of encounter data;  
Delmarva Foundation Response: At the request of DHCFP, Delmarva Foundation agrees to 
conduct the Encounter Data Validation (EDV) task for the fee-for-service (FFS) program as 
specified in the contract. In pursuit of enhanced confidence in the validity and reliability of 
encounter data, DHCFP may optionally require the validation of encounter data. Our 
experience affords us the capabilities to agree to this optional task. When conducting hybrid 
studies requiring medical records, such as encounter data validations, Delmarva Foundation 
has consistently demonstrated high percentages of submission rates for medical record 
retrieval. This success rate is associated with our approach to requesting medical records, 
electronic matching of data, and communication with state clients, MCOs, and their 
providers. The Quality Strategy faces multiple challenges such as seeking further accuracy and 
completeness in reporting and enhancements, file formats, and coding approaches in an 
outdated system. Our experience and lessons learned, guided by our quality improvement, 
analytic, and certified coding professionals, provide potential direction and approach to 
benefit DHCFP.  
 


Delmarva Foundation has extensive experience handling large data sets 
and has a proven track record for meeting and exceeding customer requirements. 


 
2.1.2.2 Administration or validation of consumer or provider surveys of quality of care;  


Delmarva Foundation Response: At the request of DHCFP, Delmarva Foundation agrees to 
administration or validation of consumer or provider surveys of quality of care as specified in 
the contract. Delmarva Foundation will subcontract with an NCQA certified Consumer 
Assessment of Healthcare Providers and Systems (CAHPS®) vendor, WBA Research, to conduct 
this activity. In pursuit of measuring and improving the quality of health care services, the 
consumer or provider survey is an appropriate tool designed to capture accurate and reliable 
information from consumers about their experiences with health care. WBA Research has 
over 16 years of experience providing CAHPS surveys. Their reports will have results compared 
to benchmarks, identify areas where the performance meets or exceeds those benchmarks, 
and identify opportunities for improvement. Additionally, WBA Research’s experience will 
contribute to analyzing the results and identifying quality improvement activities to 
incorporate into the quality program.  
 


Our CAHPS vendor, WBA Research, has 16 years of experience 
conducting CAHPS Medicaid surveys. 


 
2.1.2.3 Calculation of performance measures in addition to those reported by health 
plans;  


Delmarva Foundation Response: At the request of DHCFP, Delmarva Foundation agrees to 
calculate performance measures in addition to those reported by health plans as specified in 
the contract. DHCFP’s consideration of calculating additional performance measures could 
assist in furthering to identify opportunities for improvement, topics for PIPs, or directions for 
focus studies. Based on experience, Delmarva Foundation’s analytic and PMV teams are 
prepared to calculate additional PMs at the direction of DHCFP. Collected demographics, 
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prospective areas of expansion, rural physician shortages, and geographic evaluation of 
services, in combination with additional targeted performance measures, could better inform 
creative endeavors for enhanced areas-of-concern results. Currently, we calculate the Use of 
Imaging Studies for Low Back Pain measure for our North Dakota Medicaid Expansion EQR 
contract. Low back pain is the most frequent diagnosis and provider compliance with practice 
guidelines is under review. Our reporting includes actionable recommendations for 
performance improvement.   
 


Our team has experience developing and calculating measures 
to address state-specific goals and priorities. 


 
2.1.2.4 Conduct of PIPs in addition to those conducted by health plans; 


Delmarva Foundation Response: At the request of DHCFP, Delmarva Foundation agrees to 
conduct PIPs in addition to those conducted by the health plans as specified in the contract. 
The inclusion of optionally additional PIPs, reinforces Nevada DHCFP’s mission and goals for 
enhancing, encouraging, and emphasizing the high quality, early intervention, and continuity 
of care. Delmarva Foundation agrees to pursue additional PIPs to further aid Medicaid and 
Check Up programs in ensuring improved care for Nevadans. Currently planned Medicaid and 
Check Up PIPs for 2016-2017 include Reducing Behavioral Health-Related Hospital 
Readmissions within 30 Days of Discharge, and Improving Weight Assessment and Counseling 
for Nutrition and Physical Activity for Children and Adolescents. Adding, for example, a PIP 
involving Chronic Diseases, might aid in further improving the prevention of Chronic Diseases 
in Nevada.   
 


“My sincere thanks for your efforts. When my research techniques reached an impasse, you 
kindly invested your time and knowledge to provide a path forward. 


It speaks volumes about you and Delmarva.” 


—Maryland MCO/Provider Consultant 
 


2.1.2.5 Conduct studies on quality that focus on a particular aspect of clinical or non-
clinical services at a point in time; and 


Delmarva Foundation Response: At the request of DHCFP, Delmarva Foundation agrees to 
conduct quality studies that focus on clinical or non-clinical services as specified in the 
contract. DHCFP’s consideration of the optional task to further emphasize quality 
enhancement through focused studies stresses recognition of areas in need of improvement. 
Leveraging our experience in focused studies will provide assistance in discovering creative 
initiatives to direct additional attention to concerns such as furthering provider and member 
education initiatives regarding the Reducing Avoidable Emergency Room Visits Work Group, 
establishing a new aged, blind, and disabled managed care expansion program, or preventing 
further physician and nurse shortages. Our experienced scientist, clinical quality professionals, 
and analytic team are prepared to assist DHCFP in making positive impacts on beneficiary 
lives. 
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Delmarva Foundation has conducted Focused Studies on the following topics: prenatal care, 


birth outcomes, adult immunizations, asthma, obesity, follow up after mental health 
admission, special needs populations, diabetes care, and women’s preventive services. 


 
2.1.2.6 Assistance with the Quality Rating System.  


Delmarva Foundation Response: At the request of DHCFP, Delmarva Foundation agrees to 
assist with the development of a quality rating system as specified in the contract. Per the 
Code of Federal Regulations (CFR), the Quality Rating System optional task encompasses the 
identification of performance measures and methodologies to produce information regarding 
performance of the DHCFP managed care system. An alternate system may be developed, 
given the intent of comparing medical care providers’ quality of care. Delmarva Foundation 
will utilize our 14 years of experience in developing Consumer Report Cards (CRCs) across 
state contracts to assist DHCFP in developing an information reporting strategy which 
includes the relevant performance measures to produce a quality rating system. 
 


Delmarva Foundation has 14 years of experience developing 
and maintaining Consumer Report Cards. 


 
2.1.3 Validation of MCO, DBA/PAHP and CMO Performance Indicators 
 


2.1.3.1 Performance measures are calculated and submitted annually to the DHCFP by 
the contracted MCOs; the DBA/PAHP; and the CMO. The Contractor will evaluate the 
accuracy and the extent to which Medicaid-specific performance measures followed 
Health Effectiveness Data and Information Set (HEDIS) Specifications for the calculation 
of performance measures using one of two methods: 1) A HEDIS Compliance Audit™ 
Standards, Policies and Procedures or 2) the Center for Medicare and Medicaid (CMS) 
Validating Performance Measures Protocol. 


Delmarva Foundation Response: Delmarva Foundation agrees to validate performance 
measures that are calculated and submitted to DHCFP by the MCOs, PAHP, and CMO as 
specified in the contract. Delmarva Foundation understands the complexities of the 
Performance Measure (PM) process, including selection of the right indicators to capture 
meaningful results and outcomes. We also understand the personalization factor, from 
performance measure recommendations, setting of goals, adjustments of national measures, 
and sharing of best practices to fit a State’s Medicaid/CHIP population. Examples of home-
grown and modified measures are found in our work with the District of Columbia and West 
Virginia EQRO contracts.  
 


“Thank you for recommending performance measures 
that are meaningful to our Medicaid population” 


 
-ND Medicaid Contract Monitor 
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Delmarva Foundation has partnered with an NCQA HEDIS licensed organization, Healthy 
People, to conduct the PMV task. Healthy People follows HEDIS Compliance Audit Standards, 
Policies, and Procedures and is prepared to validate performance measures reported to the 
DHCFP annually by the MCOs, PAHP, and CMO.  
 


Our Nevada-based partner, Healthy People, maintains exceptional 
client satisfaction as evidenced by: 


 
100% of Healthy People’s 2017 clients would recommend them to their peers. 


100% of Healthy People’s 2017 clients said they had a good experience with the firm. 
 
The purpose of conducting the PMV activity is to evaluate the accuracy and reliability of the 
performance measures produced and reported by the MCO, PAHP, and CMO and to determine 
the extent to which each entity followed HEDIS specifications for calculating and reporting the 
performance measures. The accuracy and reliability of the reported rates is essential to 
ascertaining whether each entity’s quality improvement efforts have resulted in improved 
health outcomes. Further, the validation process allows DHCFP to have confidence in 
MCO/PAHP/CMO performance measure results and allows for accurate comparisons. 
The HEDIS Compliance Audit is widely used throughout the industry and is an accepted 
methodology for the CMS Validating Performance Measures Protocol. This method of audit is 
best suited for the MCOs as their HEDIS results are reported to NCQA, in addition to the State. 
 
Healthy People will provide an NCQA Certified HEDIS Compliance Auditor (CHCA) to lead the 
audit and technical staff to conduct off-site source code review and medical record review. 
The Healthy People Team will include the Audit Practice Lead, Lead Auditor, source code 
reviewers, and nurse reviewers.  
 
The HEDIS Compliance Audit is conducted by a Certified HEDIS Compliance Auditor (CHCA) 
who determines how well each MCO complies with Information Systems (IS) and HEDIS 
Determination (HD) Standards. The CHCA will review and record their findings for the systems 
and processes for each appropriate standard.  
 
The audit team will conduct all audit and validation activities as prescribed by NCQA's HEDIS 
Compliance Audit: Standards, Policies and Procedures. The audit process is divided into three 
phases: audit preparation or pre-site phase, on-site visit, and post-site and reporting 
activities.  
 
During the three audit phases, auditors focus on a number of performance areas—including 
information practices and control procedures, sampling methods, data integrity, and analytic 
file production, algorithmic compliance with measurement specifications, reporting, and 
documentation. 
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Healthy People has conducted over 80 Medicaid NCQA HEDIS 


Compliance Audits. 
The pre-site activities are critical to ensure that all participants in the process are informed of 
their roles and responsibilities during the process. The critical activities include: 
 


 Determine and confirm measures and specifications to be audited with DHCFP 
 Provide an orientation to the MCOs/PAHP/CMO to review task, expectations, and 


audit dates 
 Review any prior audit data as provided and discuss any key area(s) of concern 


identified by the auditors or MCO/PAHP/CMO staff 
 Assign a lead auditor 
 Provide the MCO/PAHP/CMO a HEDIS Roadmap for completion 
 Review completed HEDIS Roadmap 
 Finalize composition of audit team 
 Request source code for measures outside of any NCQA-Certified Software 
 Review MCO/PAHP/CMO vendor operations and processes 
 Conduct pre-site visit conference call with MCO/PAHP/CMO to discuss on-site agenda 


and outstanding issues 
 
Synthesizing Pre-Site Information  
Communication with the MCOs/PAHP/CMO during the pre-site period is essential. Ongoing 
dialogue between the auditors and the entity staff to review documentation provided in the 
HEDIS Roadmap prepares the audit team for the on-site visit, and helps the organization 
prepare for both medical record review and measure production.  
 
HEDIS Roadmap 
A key audit activity is completion of the HEDIS Roadmap by the MCO/PAHP/CMO staff. The 
HEDIS Roadmap is a standardized, comprehensive instrument designed by NCQA to collect 
information from the entity on its structure, information collection, and processing (e.g., 
claims/encounter processing, medical record review processes, membership data processes, 
provider data processes) and HEDIS reporting procedures (e.g., measure programming, 
determinations, reporting functions). Accurate and timely completion of this document will 
help the auditors focus their questions and document review during the on-site audit. 
Completion and submission of the HEDIS Roadmap to Delmarva Foundation and Healthy 
People by each MCO/PAHP/CMO will be required four to six weeks prior to the on-site visit, 
allowing the audit team ample time to review and formulate questions for the on-site review. 
 
Key activities of the Roadmap review include: 
 


 Review provider mapping into the certified software product 
 Examine chase logic for medical record review and offer suggestions 
 Examine receipt of data from vendors (e.g., lab data) and impact on measures 
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 Review and mapping supplemental databases 
 Review mapping of benefit designations to members 
 Review and approve supplemental databases for use in producing measures 
 Prepare questions for on-site review based on review of all information provided by 


MCO 
 
The final pre-site activity occurs approximately two weeks prior to the on-site visit. The audit 
team will conduct a conference call with the MCO/PAHP/CMO to review the on-site agenda, 
resolve any outstanding issues, ensure the availability of staff and requested documentation, 
and answer any questions the entity, Healthy People, or Delmarva Foundation may have prior 
to the on-site audit. 
 
On-Site Activities  
On-site activities focus on collecting additional information to assess each MCO’s compliance 
with NCQA’s IS and HD standards. The IS standards are used to assess how the 
MCO/PAHP/CMO collects, stores, analyzes, and reports its data, while the HD standards are 
used to assess their adherence to the HEDIS technical specifications. These standards are the 
foundation upon which the CHCAs will base the MCO/PAHP/CMO’s ability to report HEDIS 
data accurately and reliably.  
 
IS Standards Capabilities Assessment 
The IS assessment determines what effects the IS practices have on the HEDIS reporting 
process. The audit evaluates the overall effectiveness of the organization’s management of IS 
and also focuses on the impact the organization’s IS has on accurately reporting HEDIS 
results. The auditor determines whether the organization’s automated systems, information 
management practices, and data control procedures ensure that all information required for 
HEDIS reporting is adequately captured, translated, stored, analyzed, and reported. The IS 
standards that are evaluated include: medical services data, enrollment data, practitioner 
data, medical record review process, supplemental data, and data integration.  
 
The methodology for assessing IS compliance consists of the following:  
 


 Interviews with key organization representatives responsible for operations or 
departments supplying data used in HEDIS reporting. 


 Review of documentation relevant to the IS domains and, as needed, view a 
demonstration of specific procedures. 


 Analysis of documentation describing the operation of computer systems and 
computerized files via text, code, and flow charts. 


 Observation of operations which include those areas that use the IS resources while 
preparing data for the HEDIS report. 


 Verification that file contents are accurate. 
 Review oversight actions by the organization for all data received and transmitted.
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 Confirmation of data integration from the medical record review data abstraction 
process. 


 
HD Standards 
The purpose of the HEDIS measure determination audit component is to assess whether the 
processes used to produce each HEDIS measure are compliant with individual HEDIS measure 
specifications and the measures are "reportable." The five standards include: denominator 
identification, sampling, numerator identification, algorithmic compliance, and outsourced or 
delegated HEDIS reporting function.  
 
To assess these areas, the auditors may: 
 


 Review the computer programs, identify numerators, and calculate rates 
 Run programs against test data where the outcome is predetermined 
 Examine files pertaining to specific measures 
 Evaluate medical record review tools, training, and processes 
 Determine accuracy of continuous enrollment criteria by measure 


 
Closing Conference 
At the conclusion of the on-site visit, the audit team will conduct a closing conference, 
providing the MCO with an issue log of items that need to be addressed prior to reporting the 
final rates. (e.g., areas requiring follow-up action, potential problems noted, measures in 
jeopardy of being non-reportable based on findings). 
 
Post-Site PMV Activities to Validate HEDIS Performance Measures  
The post-site activities commence with the audit team collating its findings. Within 10 
business days of the on-site visit, the team prepares an initial report for the MCO/PAHP/CMO 
that: 
 


 Details any outstanding issues 
 Lists any materials/documentation not yet received 
 Assesses whether specific data requirements are met for each measure tested 
 Lists all problem areas that require follow-up action before the Final Audit Report 


(FAR) is issued 
 Identifies potential problems with measure rate integrity 
 Notes any measures which, based on current findings to that point, would not be 


reportable should no further action be taken to correct identified deficiencies 
 
The audit team works closely with each MCO/PAHP/CMO during this process, providing 
technical assistance as needed. It will coordinate and document corrective actions and 
reporting according to the HEDIS Compliance Audit methodology and may include additional 
questions about an organization’s software, programming, manual processing, data input 
and output, and the effect of significant events (e.g., system conversion).







Part IA – Technical Proposal 
Section V – Scope of Work 


RFP 3491    
External Quality Review Organization  Part IA, Section V-12 


“Information on this page is considered to be confidential and not for public distribution.” 


 
Validation of Source Code 
Source code validation is the manual or automated process of examining original 
programming to verify that source code programming is accurate, complete, and complies 
with measure specifications. For MCOs which use certified HEDIS software, the auditor will 
evaluate the vendor’s Certification Report and determine the need for further manual source 
code review. The auditor may review source code on-site or off-site. 
 
Validation of Medical Record Data 
An additional off-site audit component is validating medical records. This Medical Record 
Review (MRR) validation is performed if the hybrid methodology is used by the 
MCO/PAHP/CMO for any of the applicable HEDIS measures. Records will be reviewed in which 
a numerator positive event was found in order to verify the accuracy of the entity’s findings. If 
possible, the auditors may conduct the MRR during the on-site visit. 
 
Final Validation of Measures and Reporting 
Auditors will review and validate the performance measures in the entity’s Interactive Data 
Submission System (IDSS) file and submit HEDIS results to NCQA and Delmarva Foundation on 
behalf of DHCFP, if applicable. The audit team prepares the Final Audit Report (FAR) or 
validation report as required for each entity. In addition to the FAR, a statewide MCO 
aggregate report will also be created that includes the following components: 
 


 MCO specific rates for each measure 
 Statewide aggregate rates for each measure 
 HEDIS or other benchmarking data when available 
 Trending data and analysis 
 Comparative analysis 
 Strengths  
 Conclusions and recommendations 


 
All individual and statewide MCO reports will be reviewed and approved by DHCFP prior to 
releasing the final reports. 
 


2.1.3.2 Verification of methods used to collect HEDIS performance measures. The 
validation process will be accomplished through methods described in the most recent 
version of the National Committee for Quality Assurance (NCQA) HEDIS Compliance 
Audit™ Specifications or the CMS Validating Performance Measures protocol. The audit 
will be conducted for SFY contract years 2019 and each subsequent EQRO contract 
renewal years. 


 
A. Validation of HEDIS and performance measures reported (as required by the 
State) during the preceding 12 months. 


Delmarva Foundation Response: Delmarva Foundation and our subcontracted NCQA HEDIS 
licensed organization, Healthy People, agree to validate the State-required HEDIS and other 
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performance measures reported by the MCO/PAHP/CMO during the preceding 12 months. 
Methods used will be in compliance with the most recent NCQA HEDIS Compliance Audit 
Specifications or the CMS Validating Performance Measures protocol. The first audit will be 
conducted in SFY contract year 2019, and the annual audits will occur each subsequent EQR 
contract year.   
 


B. Audited HEDIS Data using Interactive Data Submission System (IDSS). 
Submit information to NCQA, if applicable. 


Delmarva Foundation Response: As part of the HEDIS audit process, Delmarva Foundation, 
and our subcontractor, Healthy People, agree to audit HEDIS data using the Interactive Data 
Submission System (IDSS). The audited IDSS files will be submitted to NCQA and DHCFP. For 
non-HEDIS measures, an Excel Workbook will be used to submit results to DHCFP.   
 


C. HEDIS™ Comparative Analysis for SFY 2019 and each subsequent EQR 
contract renewal year.  


Delmarva Foundation Response: Delmarva Foundation agrees to report a HEDIS Comparative 
Analysis for SFY 2019 and subsequent years as specified in the contract. Comparative analyses 
aid in understanding and improving care delivered to members of DHCFP’s programs. 
Delmarva Foundation and Healthy People’s reporting include MCO/PAHP/CMO individual and 
aggregate analyses, as appropriate. When historical information is available, a three year 
trend comparison is provided. The analyses will include a comparison to state-wide weighted 
averages and/or benchmarks as requested by DHCFP.  
 


D. The awarded vendor is required to submit a comparative analysis and 
production of a HEDIS report using HEDIS performance measures data submitted 
by each MCO and DBA/PAHP. 


Delmarva Foundation Response: Delmarva Foundation, and our subcontractor, Healthy 
People, agree to complete a comparative analysis and HEDIS report based on the measures 
reported by each MCO/PAHP as specified in the contract. In the report, each MCO/PAHP is 
compared to national benchmarks and state aggregate performance. The state aggregate is 
also analyzed in comparison of national benchmarks. MCO/PAHP and the state aggregate 
rates are trended when three years of measure rates are available. The report also provides 
recommendations based on MCO/PAHP strengths and weaknesses.   
 


2.1.3.3 Validation of Performance Improvement Projects (PIPs). The awarded vendor 
will be required to annually evaluate and validate two clinical PIPs and three non-clinical 
PIPs for the MCO; and one clinical PIP and one non-clinical PIP for the DBA/PAHP. 


Delmarva Foundation Response: Delmarva Foundation agrees to validate PIPs as specified in 
the contract. We have been evaluating PIPs for more than 18 years. Our staff is 
knowledgeable and skilled with the model of improvement integrated with Nevada PIP 
methodology from the Associates in Process and IHI, and can easily provide continued 
technical assistance in this area to each MCO/PAHP. We are prepared to validate 17 PIPs 
annually including two clinical and three non-clinical PIPs for each of the three MCOs and one 
clinical and one non-clinical PIP for the PAHP. We are also prepared to assist DHCFP to 
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conduct additional PIPs for other quality, access, and availability concerns when gaps are 
identified. Additionally, we are prepared to validate additional PIPs conducted by the CMO 
related to Pay for Performance Measures as requested. 
 


Our multi-disciplinary team of quality improvement, analytic, 
and clinical professionals have extensive experience reviewing 


and validating PIPs; reviewing over 50 PIPs annually. 
 
Delmarva Foundation has conducted over 650 PIP assessments on a variety of clinical, 
behavioral health, and administrative topics. Examples include: 
 


 Improving Early and Periodic Screening, Diagnostic and Treatment (EPSDT) 
participation rates 


 Follow-Up for Mental Health 
 Improving the Use of Appropriate Medications for Children with Asthma 
 Improving the Rate of Body Mass Index Screening in the Pediatric Population to 


Manage Obesity  
 Improving Perinatal and Postpartum Visit Rates 
 Improving Preventive Dental Services 
 Improving Care Coordination for Behavioral Conditions 
 Improving Adolescent and Well Childhood Immunization Rates 
 Improving Well Child Visit Rates 
 Improving the Appropriate Use of Emergency Department Utilization  
 Decreasing the Rate of Emergency Department Visits and Acute Hospitalizations for 


Members with Chronic Conditions 
 Improving Initiation and Engagement of Substance Abuse Treatment 


 
PIPs are designed to use a systematic approach to quality improvement and can be effective 
tools to assist the MCOs and PAHP in identifying issues and implementing targeted 
interventions to achieve and sustain improvement in clinical or administrative processes. 
These improvements enhance quality, access, or timeliness of services provided to Medicaid 
and CHIP beneficiaries, leading to improved health outcomes. DHCFP has incorporated the 
evaluation of Medicaid Managed Care PIPs into the Medicaid Quality Strategy as a method to 
develop and maintain collaborative strategies by state agencies and external partners. 
Performance measurement through the structure of PIP can promote effective health 
education and better health outcomes, manage vulnerable and at risk members, and improve 
access and availability of care/services for all Nevada Medicaid and Nevada Check Up 
recipients. Delmarva Foundation’s PIP review team uses the CMS protocol, Validating 
Performance Improvement Projects—A Mandatory Protocol for External Quality Reviews, 
Protocol 3, Version 2.0, September 2012, as a guide in PIP review activities. The validation 
evaluates whether or not the PIPs were designed, conducted, and reported in a sound manner 
and the degree of confidence DHCFP can have in the reported results.  
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While following the CMS protocol, Delmarva Foundation implements a Rapid Cycle PIP 
Process to provide MCO/PAHPs with a quality improvement method that identifies, 
implements, and measures changes over short periods. This approach is continuous and 
allows the PIPs to monitor their improvement efforts over short time periods (quarterly). The 
ultimate goal is for plans to improve performance and sustain improvement resulting in a 
positive impact on member health outcomes. Implementing a quarterly schedule to guide 
MCO/PAHP’s activities facilitates a meaningful Rapid Cycle PIP process, particularly in the 
first year of deployment. 
 
Table 5-1 describes Delmarva Foundation’s PIP validation steps and summarizes the 
requirements for the project. 
 
Table 5-1. PIP Validation Process 
10-Step PIP Validation Process  
1. Study Topic. The study topic should be appropriate and relevant to the MCO’s population. 
2. Study Question. The study question(s) should be clear, simple, and answerable. 
3. Study Indicator(s). The study indicator(s) should be meaningful, clearly defined, and measurable. 
4. Study Population. The study population should reflect all individuals to whom the study questions 
and indicators are relevant. 
5. Sampling Methodology. The sampling method should be valid and protect against bias. 
6. Data Collection Procedures. The data collection procedures should use a systematic method of 
collecting valid and reliable data that represents the entire study population. 
7. Improvement Strategies. The improvement strategies, or interventions, should be reasonable and 
address barriers on a system-level. 
8. Data Analysis/Interpretation. The study findings, or results, should be accurately and clearly stated. 
A comprehensive quantitative and qualitative analysis should be provided.  
9. Real Improvement. Project results should be assessed as real improvement.  
10. Sustained Improvement. Sustained improvement should be demonstrated through repeated 
measurements. 
 
Our PIP validation tool contains a series of questions corresponding to each step referenced 
above. Each question and step, are assessed as “Met,” “Partially Met,” or “Unmet.” This scale 
allows for partial credit when a requirement is not fully met. Assessments include comments 
and, where appropriate, reasonable and actionable recommendations. 
 
At the conclusion of a PIP review, the project is scored as either: 
 


 PIP meets requirements, 
 PIP meets requirements with recommendations, 
 PIP requires revisions—resubmission required, or  
 PIP does not meet requirements. 
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Alternatively, Delmarva Foundation can numerically score the project submissions. A sample 
of validation scoring follows: 90–100% yields high confidence; 75–89% yields confidence; 60–
74% yields low confidence; and 0–59% yields results that are not credible. 
 
The MCOs we assist have come to depend on our guidance and technical assistance in the PIP 
development and reporting process. We are the only EQRO that develops a customized PIP 
technical guide for MCOs that includes systematic instructions on how to appropriately report 
and analyze PIP performance.  
 


Delmarva Foundation will develop this customized technical 
guide for MCO/PAHP use as an added value. 


 
Table 5-2 provides evidence of where our technical assistance helped current state clients and 
MCOs to meet goals and exceed national benchmarks.  
 
Table 5-2. Exceeding National Benchmarks 
PIP Topic Length of PIP Goal/Benchmark Improvement 


(Aggregate) 
Cervical Cancer Screening 3 years   


(2014-2017) 
HEDIS 90th Percentile  The MCO average 


improved 9.93 
percentage points 


Diabetes Collaborative -
Comprehensive Diabetes Care-
Hemoglobin A1c (HbA1c) Control 
(<8%) 


3 years  
(2013-2016) 


Exceed National 
Average by 2016 


All 3 MCOs exceeded 
the HEDIS 90th 
percentile 


Comprehensive Diabetes Care–
HbA1c Testing 


3 years  
(2013-2016) 


Exceed HEDIS National 
Average by 2016 


All 3 MCOs exceeded 
the HEDIS 90th 
percentile 


Follow-Up After Hospitalization 
for Mental Illness (FUH) 30 days 


Current  
(2014-current)


Exceed HEDIS 2016 
National Average plus 
5 percentage points 


The MCO exceeded 
the 90Th HEDIS 
percentile 


 
In addition to providing technical assistance to the MCOs during the reporting process, we 
also provide recommendations as we conduct our validation and review activities. We advise 
the MCOs on how to improve their barrier analyses, identify and implement system level 
interventions, and assess the effectiveness of their interventions.  
 
Delmarva Foundation will develop a final PIP Report for each MCO and PAHP consistent with 
CMS requirements. Reports will include PIP objectives; methodology; interventions and 
barriers; results/outcomes, including the reliability and validity of study results; and 
recommendations for improvement.  
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2.1.3.4 Validation of MCO and DBA/PAHP network adequacy during the preceding 12 
months. 


Delmarva Foundation Response: Delmarva Foundation agrees to validate the network 
adequacy of the each MCO and PAHP during the preceding 12 months as specified in the 
contract. We will conduct the network adequacy validation (NAV) task in a manner that 
assures DHCFP confidence in MCO/PAHP provider network results. We will comply with the 
CMS EQR NAV protocol, upon release. 
 
Based on our NAV experience in the District of Columbia, Maryland, and North Dakota, 
Delmarva Foundation will use our lessons learned to develop and recommend a tailored 
methodology for DHCFP in assessing the accuracy of the MCO and PAHP provider directories, 
adequacy of provider networks, and compliance with access and availability standards. 
 


Delmarva Foundation has experience customizing 
Network Adequacy Validation methodologies 


for the District of Columbia, Maryland, and North Dakota.  
 
It is essential that the MCOs and PAHP develop and maintain an adequate provider network. 
The MCOs and PAHP are expected to meet contractual requirements relating to geographic 
access, providers accepting new patients, and provider availability. Additionally, provider 
directory information must be accurate to ensure enrollees have access to correct contact 
information. Provider networks that satisfactorily meet requirements facilitate member 
access and opportunity to obtain preventive and diagnostic medical care and treatment. An 
adequate network may enhance appropriate utilization of care and services. 
 
Studies for validating acceptance of new patients, accuracy of online provider directories, and 
timely access and availability of service appointments will be conducted via secret shopper 
surveys. Delmarva Foundation is well versed in conducting this task. We develop scripts and 
the secret shopper surveyors follow them as they make calls. Scenarios are developed for the 
different types of assessments. For example, in an attempt to obtain a timely urgent care 
appointment with a pediatrician, the caller will contact the practitioner’s office and provide 
the following scenario: “I would like to schedule an appointment for my daughter. She has 
had a sore throat for three days, has swollen glands, and has a temperature of 103.” Results 
of the telephone surveys will determine compliance. 
 
The capacity to serve enrollees with diverse cultures and languages will be evaluated as part 
of the annual compliance review. During the review, we will interview MCO and PAHP staff 
and review reports and other documented evidence of compliance including cultural 
competence trainings. We will conduct appropriate validation as necessary, such as making 
secret shopper calls to providers who speak non-English languages (as identified in the 
provider directory). We will also conduct secret shopper calls to the MCOs and PAHP to 
determine access to providers who speak non-English languages, interpreter services, enrollee 
materials printed in non-English languages, etc.  
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During the annual compliance review, we will conduct interview sessions with MCO and PAHP 
staff and discuss their procedures for evaluating provider office physical access and 
reasonable accommodations for individuals with disabilities. We will request evidence of 
compliance.   
 
We are prepared to make recommendations and have collaborative discussions with DHCFP 
to develop a final methodology. We will ensure meaningful information is produced from our 
validation activities. Results may indicate that providers are challenged in meeting 
acceptable timeframes for next available appointments. Recommendations may include 
staffing additional nurse practitioners or physician assistants to assist providers in meeting 
demand.  
 
Delmarva Foundation will develop a final NAV Report for each MCO and PAHP. 
Comprehensive reporting will be completed and include: NAV objectives, audit 
methodologies, results, and trended results (as they are available). Additionally, conclusions, 
strengths, and recommendations for improvement will be reported.  
 


2.1.3.5 Validation of the Nevada DHCFP State Quality Assessment and Performance 
Improvement Strategy (QAPIS) in SFY 2019 and each subsequent EQR contract renewal 
year. The comprehensive quality assessment and performance improvement program 
must include PIPs; collection and submission of performance measurement data; 
mechanisms to detect both underutilization and overutilization of services; and 
mechanisms to assess the quality and appropriateness of care furnished to recipients with 
special health care needs as defined by the State in the quality strategy under 438.340.  


 
A. The awarded vendor will evaluate the completeness of the state quality 
assessment and performance improvement strategy, examining strengths, 
limitations, and recommending improvements in the description or 
implementation of the strategy.  


Delmarva Foundation Response: Delmarva Foundation agrees to annually evaluate the 
completeness of Nevada’s QAPIS and approach as stipulated in CMS’ §438.340 Managed Care 
State Quality Strategy beginning in SFY 2019, providing DHCFP with a summary of strengths, 
limitations, and recommendations for improvement in the description or implementation of 
the strategy. Nevada’s QAPIS is a vital step in assisting continual improvement and providing 
a framework designing and implementing a coordinated and comprehensive system. The four 
Quality Strategy goals seek to improve the health and wellness of Nevada Medicaid and 
Nevada Check Up members. DHCFP has defined specific metrics and thresholds for each 
objective. As part of upholding the intention of continually improving the delivery of quality 
health care to Nevadans in DHCFP’s programs, Delmarva Foundation will evaluate the 
methods or what DHCFP and other divisions completed to meet their objectives. Specifically, 
analyzing how the State used collaborative strategies, monitoring MCO/PAHP/CMO 
contractual obligations, completing additional performance improvement activities, and 
identifying emerging practices, improving use of health information technology and data, and 
ensuring member rights and satisfaction are evaluated. Delmarva Foundation will assess the 
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inputs, outputs and outcomes as outlined in DHCFP’s Logic Model for Improving Health 
Outcomes from the 2016-2017 Quality Assessment and Performance Improvement Strategy.  
 
Delmarva Foundation will use an iterative process for the evaluation that proactively places 
the Quality Strategy on the forefront of agendas for Medicaid Managed Care meetings. 
During the meetings, each objective will be on a high-level dashboard using results from the 
Quality Strategy’s performance tracking tool with a roll up of the metrics to determine if the 
goals for each objective are trending upward or downwards. Discussion items on the agenda 
can include trends that are moving below the expected threshold with focus on performance 
improvement. We will update the Quality Strategy annually with an evaluation of each 
MCO/PAHP/CMO performance, stakeholder input, or feedback from meetings, achievement 
of goals, changes resulting from federal, state and other regulatory authorities, and 
significant changes to the programmatic or operational processes in the Nevada Medicaid 
Program. We will document changes or modifications to the Medicaid Quality Strategy 
Annual Report in a Quality Strategy Change Document that tracks all change requests and 
approvals. 
 
By the end of the annual cycle for EQR, the State should have a clear picture of where each 
Quality Strategy goal is trending: the measure results, specific limitations, and targeted 
interventions/changes approved to address risks and barriers. We also include evidence we 
receive from the MCOs to respond to specific recommendations provided during any technical 
assistance provided by Delmarva Foundation’s team. 
 


B. The awarded vendor will provide technical assistance to the Division as needed 
to incorporate changes and recommendations for the development of the Quality 
Strategy and performance tracking tool for the MCOs, DBA/PAHP, and CMO. 
 


Delmarva Foundation Response: Delmarva Foundation agrees to provide technical assistance 
to incorporate changes and recommendations to the QAPIS and performance tracking tool for 
the MCOs/PAHP/CMO. Delmarva Foundation will provide technical assistance in all aspects of 
the EQR activities; both mandatory and optional. Our process for technical assistance is 
customizable based on the request, but at minimum, we incorporate a process that includes 
an agenda, purpose, and expected outcome. Based on the request, we review the literature 
for best practices and supporting evidence available in order to foster a productive discussion 
between the state and external partners so that informed decisions can be made to improve 
quality. Our technical assistance for decision-making can include a “decision template” with 
the request/problem/issue identified, a list of options to consider, and our recommendations 
for a decision based on best practice, subject matter expertise, and federal/state and other 
agency regulations.    
 
The opportunity to collaborate with DHCFP and provide technical assistance to support future 
strategic goals, especially with the increase in the NCCW Medicaid population, is full of 
potential. We have assisted other plans to evaluate provider networks and will readily utilize 
this experience. The State seeks to establish an efficient program that effectively delivers 
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quality of care and services in a timely manner. An analysis of the recent Nevada Medicaid 
NCCW report shows there may be some opportunities to align standards of care and set 
minimum targets for the Medicaid population overall, as there may be overlap among many 
of the NCCW recipient conditions across the MCO/PAHP population.   
 
Delmarva Foundation utilizes a secure portal for state clients and MCOs/PAHPs/CMOs. The 
portal serves as a secure repository of information, data, and reporting. Delmarva Foundation 
is poised to support stakeholder input and feedback via existing online links on DHCFP’s client 
portal.  
 
We provide technical assistance in a customized manner–we never use the standardized 
“cookie cutter approach” used by other EQROs. We are open to using a variety of methods 
and will utilize what best suits the needs of DHCFP, including interactive programs, webinars, 
secure web-based resource portals, and telephone or email correspondence. Upon 
verification, we will respond to all ad hoc technical assistance requests for advice to assist 
DHCFP.  
 


“We appreciate your guidance and collaborative approach 
in helping us become fully compliant. 


 
-North Dakota MCO 


 
“Delmarva continues to deliver exceptional technical assistance 


to DHCF and its managed care organizations.” 
 


—DC EQRO Contract Monitor 
 
Examples of technical assistance provided in the area of quality and performance 
improvements are listed below: 
 


 Customized PIP training on the development of measures and qualitative and 
quantitative analysis 


 Measure development for special populations including Supplemental Security Income, 
Behavioral Health, and Child Health 


 Development of Behavioral Health focused clinical study on improving care 
coordination 


 Delegation and deeming standards for compliance review activities 
 Review and revision of State Quality Strategies 
 Review and recommendations for reorganization of MCO governance committee 


structures 
 Review of value-based purchasing program’s progress and effectiveness 
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C. The evaluation in each year should include information about the State’s 
progress and status of goals; trends in clinical or service quality performance 
improvement programs; corrective actions and sanctions; progress and status of 
value based purchasing; and an assessment of the overall structure and process of 
the State Quality Assessment and Performance Improvement Strategy. Findings 
from this assessment will be incorporated as a chapter in the EQR Technical 
Report described below, entitled “External Quality Review Technical Report”.     
 


Delmarva Foundation Response: Delmarva Foundation agrees to include information in the 
annual QAPIS evaluation report that includes the results of the State’s progress in meeting 
their Quality Strategy goals, an explanation of trends in clinical and operational service 
quality performance, and a description of the inputs and output activities that supported the 
results. Additionally, the annual evaluation report will include a summary of corrective action 
reports and sanctions, progress and status of the value based purchasing activity, and 
strengths, limitations, and recommendations for Nevada’s QAPIS. Overall findings from the 
annual QAPIS evaluation will be incorporated as a separate section in the EQRO Technical 
Report. 
 
Delmarva Foundation’s QAPIS evaluation will also provide insight into the effectiveness of the 
strategy to address health care disparities through the implementation of the culturally 
competent plans each MCO/PAHP submitted so that health equality goals are reached. With 
available data crucial to understanding the distribution of health outcomes and social 
determinants of health across Medicaid enrollees, Delmarva Foundation will provide an 
overall rating (as collaborated with DHCFP) on each goal as well as recommendations for 
future activities based on our knowledge of the market and health care trends. 
 


D. DHCFP requires an electronic copy of the final report in PDF and Word 
Format annually and three (3) hard copies of the final report for distribution. 


Delmarva Foundation Response: Delmarva Foundation agrees to annually provide an 
electronic copy of the final QAPIS evaluation in PDF and Word Format along with three hard 
copies for final distribution to DHCFP. We have extensive experience with the development 
and production of final reports, including the annual Quality Strategy Report. We have 
repeatedly demonstrated our ability to grasp customer requirements and successfully provide 
informative and meaningful reports that meet and exceed client expectations. In addition to 
meeting CMS requirements, we also aim to continuously improve the value of our reports to 
our existing and future clients.  


 
“The overall quality of Delmarva’s work product is first rate.” 


 
—DHCF Contract Administrator 


 
Delmarva Foundation will work with the DHCFP to finalize the draft versions to develop an 
approved final version annually and will provide the report as requested. The final report will 
be formatted in compliance with §438.340 (3) (i) (ii) of CMS’s Managed Care State’s Quality 
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Strategy and can easily be formatted to meet compliance with Section 508 of the 
Rehabilitation Act, so it is readable and understandable for all stakeholders including 
program and policy makers.  
 


2.1.3.6 Annual External Quality Review Technical Report – The vendor will be required 
to produce a detailed technical report that must include:  


 
A. Objectives; technical methods of data collection and analysis; description of 
data obtained, including validated performance measure data for each activity; 
and conclusions drawn from the data. 


Delmarva Foundation Response: Delmarva Foundation agrees to produce an Annual Technical 
Report (ATR) based on requirements identified in 42 CFR §438.364, and DHCFP’s specific 
requirements. We will use the CMS protocol, An Introduction to the External Quality Review 
(EQR) Protocol, September 2012, and the External Quality Review Toolkit for States, 
November 2012, as guides in the development of the report. The ATR will consist of an 
analysis and evaluation of aggregated information on quality, timeliness, and access to 
health care services that are provided by the Nevada managed care entities. The ATR will 
present data from all mandatory and optional activities that are specifically detailed in 42 
CFR 438.204(d). Specifically, it will include objectives; technical methods of data collection 
and analysis; descriptions of data obtained, including validated performance measure data 
for each activity; and conclusions drawn from the data. 
 


“Thank you so much for working closely with us on our first ATR. We appreciated 
your professional guidance and patience for an excellent final report.  


You successfully satisfied our contract amendment on time, and within budget.” 
 


—MD DHMH Contract Monitor 
 


B. An assessment of each MCO's and DBA/PAHP's strengths and weaknesses for 
the quality, timeliness, and access to health care services furnished to Medicaid 
beneficiaries. 


Delmarva Foundation Response: Delmarva Foundation agrees to include in the ATR an 
assessment of each MCO’s/PAHP’s strengths and weaknesses for the quality, timeliness, and 
access to health care services furnished to Medicaid beneficiaries. The purpose of the EQRO 
activities and the resulting ATR is to provide DHCFP with an impartial assessment of 
MCO/PAHP performance as it relates to the quality, access, and timeliness of services 
provided to the Medicaid enrollees. The comprehensive assessment allows DHCFP to monitor 
overall performance of the Medicaid managed care program, and gauge performance against 
Nevada’s Quality Assessment and Performance Improvement Strategy.  
 


C. Recommendations for improving the quality of health care services furnished 
by each MCO and DBA/PAHP including how the State can target goals and 
objectives in the quality strategy, to better support improvement in the quality, 
timeliness, and access to health care services furnished to Medicaid recipients.
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Delmarva Foundation Response: Delmarva Foundation agrees to provide recommendations 
for improving the quality of health care services furnished by each MCO/PAHP in the ATR 
including how DHCFP can target goals and objectives in the Quality Strategy to support 
quality improvement relating to quality, timeliness, and access to health care services for 
Nevada’s managed care program. The ATR will present MCO/PAHP results (numeric and 
technical detail) in comparison to national benchmarks and regional or state averages, as 
appropriate. Delmarva Foundation will analyze results and provide appropriate and 
actionable recommendations to both DHCFP and the managed care entities to target 
program goals and improve the quality of health care services furnished to Medicaid/CHIP 
recipients. 


 
D. Methodologically appropriate, comparative information about all MCOs and 
DBA/PAHP, consistent with guidance included in the EQR protocols issued in 
accordance with §438.352(e). 


Delmarva Foundation Response: Delmarva Foundation agrees to include in the ATR the 
methodology for each task completed including references to EQR protocols and a description 
of Delmarva Foundation’s review procedures, data collection descriptions and methodologies, 
and procedures for analysis and validation. We will ensure that all information included in the 
ATR will be consistent with EQR protocols issued in accordance with §438.352(e). The ATR will 
include MCO and PAHP results, in numeric and technical detail. Comparisons between 
entities, to national benchmarks, and regional or state averages will be provided, as 
appropriate. Comparative results to previous annual reporting (trended results up to three 
years, when available) will assist in identifying performance issues. Delmarva Foundation will 
provide appropriate and actionable recommendations to both DHCFP and the managed care 
entities to address identified performance issues. 
 


E. An assessment of the degree to which each MCO and PAHP, has addressed 
effectively the recommendations for quality improvement made by the EQRO 
during the previous year's EQR. 


Delmarva Foundation Response: Delmarva Foundation agrees to include in the ATR an 
assessment of the degree to which each MCO/PAHP has addressed the recommendations for 
quality improvement made in the prior year’s ATR, including required corrective action plans. 
The ATR will also include specific, actionable recommendations for improving compliance, 
utilization, and/or performance measure results.  
 


F. Revision. States may not substantively revise the content of the final EQR 
technical report without evidence of error or omission. 


Delmarva Foundation Response: Delmarva Foundation agrees and understands that States 
may not substantively revise the content of the final EQR ATR without evidence of error or 
omission. Our EQR team has policies and procedures and validation tools in place to ensure 
accurate and complete submissions. Our practices of providing complete and accurate reports 
prevent significant revisions. Further, we collaborate with our clients to develop a report 
template that meets their needs. This eliminates revisions of final reports and assists 
Delmarva Foundation and the State in meeting this federal requirement.  







Part IA – Technical Proposal 
Section V – Scope of Work 


RFP 3491    
External Quality Review Organization  Part IA, Section V-24 


“Information on this page is considered to be confidential and not for public distribution.” 


 
G. Availability of information. (1) The State must contract with a qualified EQRO 
to produce and submit to the State an annual EQR technical report in accordance 
with paragraph (a) of this section. The State must finalize the annual technical 
report by April 30th of each year. 


Delmarva Foundation Response: Delmarva Foundation, a qualified EQR Vendor, agrees to 
produce and submit an ATR in accordance with 42 CFR §438.364. Delmarva Foundation will 
submit a final technical report to DHCFP by October 2018. The final ATR, formatted in 
compliance with Section 508 of the Rehabilitation Act, will be readable and understandable 
for all stakeholders including program and policy makers. The State will have confidence in 
our reporting for their April 30th submission to CMS.  
 


H. Each year the Vendor will include a Chapter in the EQR Technical Report 
summarizing the findings from the assessment of the DHCFP’s implementation of 
the State Quality Assessment, Performance Improvement Strategy and 
Performance Tracking Tool.  DHCFP requires an electronic copy of the final 
report in PDF and Word Format annually and three (3) hard copies of the final 
report for distribution.      


Delmarva Foundation Response: Delmarva Foundation agrees to include a chapter in the ATR 
that summarizes the findings from the annual QAPIS evaluation. Additionally, Delmarva 
Foundation will annually provide DHCFP with an electronic copy of the final ATR in PDF and 
Word formats along with three hard copies of the ATR. Delmarva Foundation will validate 
MCOs’ HEDIS information for each of the required performance measures using the 
Performance Tracking Tool to measure the MCOs’ success in improving access to care and 
quality and timeliness of services provided. Delmarva Foundation will use the information 
collected from the Tracking Tool to recommend what additional quality improvement efforts 
MCOs should make to improve quality of care and health outcomes for the population.  
 
2.1.4 Conduct a compliance review evaluating the effectiveness of the quality strategy within 
the previous 3 years. This review will be broken out in sections to be reviewed annually. 
Delmarva Foundation Response: Delmarva Foundation agrees to conduct a compliance 
review evaluating the effectiveness of the quality strategy within the previous 3 years. The 
review will be broken into sections that are reviewed annually. Delmarva Foundation has 
developed and implemented a succinct process and has created the tools necessary to 
conduct Compliance Reviews (CRs). Our EQR staff has conducted more than 400 CRs over the 
last 18 years in multiple states. We are prepared to complete CRs to evaluate each 
MCO/PAHP plan in accordance with the most current CMS protocol, Assessment of 
Compliance with Medicaid Managed Care Regulations: A Mandatory Protocol for External 
Quality Review, Protocol 1, Version 2.0, September 2012. Delmarva Foundation is also 
prepared to complete a CR of the CMO, if necessary. 
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“Just wanted to thank you for the excellent work you have done with the  


comprehensive OSR (compliance review) management, process and 
implementation. It has gone very smoothly and with high quality!” 


 
—VA DMAS Contract Monitor 


 
CRs are designed to assess MCO/PAHP compliance with structural and operational standards, 
which may impact the quality, timeliness, or accessibility of healthcare services provided to 
Medicaid/CHIP enrollees. CMS requires a comprehensive administrative review at least once 
every three years to determine compliance with federal and state program requirements. The 
review provides the DHCFP with an impartial assessment of MCO/PAHP capabilities which can 
be used to promote accountability and improve quality related processes and monitoring.   
 
CR Process 
Our approach to conducting CRs is in accordance with 42 CFR §438.358(b)(iii) and follows the 
most current CMS EQR protocol. Our reviews are based on federal requirements outlined in 
the Code of Federal Regulations (CFR). We will work with DHCFP to identify any additional 
requirements which may be obtained from MCO/PAHP contracts or the DHCFP’s Quality 
Strategy.  
 
As requested, Delmarva Foundation will review a third of the standards each year resulting in 
a complete evaluation of the effectiveness of the quality strategy within the previous 3 years. 
This type of review reduces the burden on the MCO/PAHPs and allows for a more detailed 
review of the standards. In addition to a third of the standards being reviewed each year, any 
new or baseline standards would be reviewed along with any standard that was found to be 
not fully met by an MCO/PAHP in the previous year.   
 
CR Methodology 
Delmarva Foundation’s methodological approach to CRs is comprised of three phases 
consistent with the CMS EQRO protocol: pre-site review, on-site review, and post-site review. 
Each phase is designed to ensure the CR process is comprehensive and efficient. Our efforts 
seek to minimize the burden on MCOs whenever possible, while ensuring we receive all 
necessary information to conduct a thorough and accurate analysis of MCO/PAHP 
performance. Delmarva Foundation’s CR phases are described in Table 5-3. 
 
Table 5-3. Systems Performance Review 
CR Activities Delmarva Foundation Process 
Pre-Site Review 
 
Review of primary 
documentation 
submitted by the MCO 


Delmarva Foundation confirms the CR standards with the DHCFP and 
includes them in the annual MCO/PAHP EQR orientation materials. In 
preparation for the review, the MCO/PAHP completes A pre-site survey 
that provides organizational insight. The MCO/PAHP posts (uploads) its 
electronic documents (written plans, polices, and procedures) to 
Delmarva Foundation’s secure web-based portal approximately 60 days 
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CR Activities Delmarva Foundation Process 
prior to the on-site assessment. After this information is posted, 
Delmarva Foundation auditors begin the document review. Completing a 
large portion of the document review during the pre-site phase optimizes 
on-site review time by allowing the reviewers an opportunity to focus on 
questions or areas of concern. 


On-Site Review 
 
Review of 
documentation not 
previously available and 
staff interviews to 
determine compliance 


Delmarva Foundation begins the on-site review with an opening 
conference and reviews the purpose and objectives of the CR. On-site 
review time is spent reviewing documentation, files, and records that 
were not available during the pre-site review. The review team also 
conducts staff interviews, observes processes, and follows up on 
Corrective Action Plans (CAPs), if necessary. The MCO must not only 
demonstrate that it has policies in place to support requirements, but it 
must also demonstrate compliance with those policies and procedures. A 
closing conference is held where reviewers describe general findings, 
identify issues warranting follow up, discuss post-site review activities, 
and provide opportunity for the MCO/PAHP to respond to preliminary 
findings. 


Post-Site Review 
 
Draft and submit exit 
letter and integrate 
findings into 
assessment 


Delmarva Foundation develops and provides the MCO/PAHP with an Exit 
Letter that officially notifies the MCO/PAHP staff of items that were not 
fully met during the review. The MCO/PAHP then has 10 business days to 
provide additional information to support compliance with identified 
standards. The information that is received is reviewed and integrated 
into the findings and final determinations are made. 


 
Scoring System 
After completing the CR, Delmarva Foundation’s review team documents its findings for each 
standard by element and by component. We use the three-point scoring system for analysis 
and aggregation of MCO/PAHP CR results described in Table 5-4. 
 
Table 5-4. CR Scoring System 
Finding Score 
Met 100% 
Partially Met 50% 
Unmet 0% 
 
This scoring system allows for credit when a requirement is partially met and each element or 
component of a standard receives equal weight. Corrective action is required when an MCO 
does not meet the required compliance rate, which is established with the DHCFP.  
 
Reporting and Corrective Action 
After the final scoring is determined, preliminary reports are drafted and submitted to the 
DHCFP for review and approval. Upon approval from the DHCFP, the reports are distributed to 
the MCO/PAHPs. At this time, MCO/PAHPs are also presented with any corrective action 
requests. Then MCO/PAHPs develop and submit their CAPs. Delmarva Foundation is available 
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to provide technical assistance in the development of CAPs as needed. We review and 
approve CAPs within two weeks of submission and finalize the CR reports. The CAPs are 
included in the MCO/PAHP final reports. 
 
Web-Based Review Tool 
Delmarva Foundation developed a unique secure web-based review tool that is used across 
multiple state EQRO contracts for collecting and reporting information gathered during the 
review process.  
 
This tool adds value by allowing the reviewers to record determinations, comment on 
findings, identify strengths and opportunities, document recommendations, and cite 
documents reviewed at the press of a button. Reports are linked to the database and are 
generated directly from the review tool. This enhancement has created efficiencies during the 
review and reporting process and proven to be valid and reliable. Additionally, we have the 
capability to easily adjust the tool to accommodate new standards, modifications in the 
review process, or changes in reporting. 
 
A screen shot of the CR tool is displayed in Figure 5-1.  
 
Figure 5-1. CR Tool Screen Shot 


 
 
2.1.5 Technical Assistance and Optional Activities  
 
The vendor may be required to provide technical assistance and/or optional activities described 
in 42 CFR 438.358(c) or comparable activities that assess the quality or utilization of services in 
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the fee-for-service program to DHCFP and the participating MCOs, PAHP, and CMO during the 
contract period. The specific nature of the technical assistance will be defined on a case-by-case 
basis, but at a minimum, may include educational sessions to enhance the use of EQR results, 
identification of healthcare trends or “best practices” in performance measures or quality 
improvement activities; providing clinical consultation and/or expertise; and conducting 
evaluations of health care initiatives. Optional activities described in 42 CFR 438.358(c) may 
include:    
 


2.1.5.1 Nevada Medicaid FFS population activities such as: 
 


A. Clinical focused studies;  
Delmarva Foundation Response: At the request of DHCFP, Delmarva Foundation agrees to 
complete clinical focused studies. Delmarva Foundation’s portfolio of Focused Clinical Studies 
spans over 20 years and across multiple states. Study topics include prenatal care, birth 
outcomes, child and adult immunizations, asthma, obesity, follow up after mental health 
admission, EPSDT/well-child visits, special needs populations, diabetes care, and women’s 
preventive services. We have extensive experience working with states to develop 
performance measures and ensure that data collection tools capture data needed to analyze 
and report on these measures.  
 
This experience allows Delmarva Foundation to address the complex technical requirements 
of data collection, analysis, and reporting to efficiently provide essential information to 
enhance continuous quality improvement in MCO/PAHP/CMO services. In addition, as a result 
of our years of collaboration with state Medicaid agencies, we have in-depth knowledge of 
the managed care systems, FFS population, stakeholder groups, policy and key personnel 
needed to ensure valid and accurate data that informs relevant recommendations to the state 
and regions. Delmarva Foundation will leverage extensive staff knowledge of the FFS, 
Medicaid, and CHIP populations and registry data to apply cost-effective and efficient 
approaches to accomplishing DCHFP goals.  
 


Our Scientist/Statistician has extensive experience in developing 
and writing quality improvement studies using various 


statistical/analytical methods including quantitative (predictive modeling) 
and qualitative (focus groups) techniques. 


 
At the option of DHCFP, Delmarva Foundation will design and complete focused studies. We 
will research and develop study topics based upon study questions or opportunities for 
improvement identified by DHCFP. We will design and conduct studies that focus on a 
particular aspect of clinical or non-clinical quality of care services. We will work with DHCFP 
to agree upon the requirements for the studies. Our team will complete a focused study in a 
manner consistent with the most current CMS EQR protocol, Conducting Focused Studies of 
Health Care Quality: A Voluntary Protocol for External Quality Review, Protocol 8, Version 2.0, 
September 2012.  
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We will work with DHCFP and the MCO/PAHP/CMOs to obtain data for use in the studies. Our 
data collection tools capture data needed to analyze and report on the measures related to 
the study topics. Our extensive experience allows us to address the complex technical 
requirements of data collection, analysis, and reporting to provide essential information in 
our focused studies to enhance continuous quality improvements with the goal of improving 
health outcomes.  
 
Our reporting will include, as applicable, the quality study objectives, methods of data 
collection and analysis, description of data contained, the study results and analysis, 
conclusions that can be drawn from the data, and recommendations for improvement. 
 


B. Healthcare Effectiveness Data and Information Set (HEDIS) or HEDIS like 
calculations and audits;         


Delmarva Foundation Response: At the request of DHCFP, Delmarva Foundation will 
subcontract with an NCQA licensed organization, Healthy People, to calculate and audit both 
HEDIS and HEDIS-like measures. Delmarva Foundation has worked with multiple states to use 
HEDIS or HEDIS-like measures to gauge quality provided to fee-for-service populations. 
Delmarva Foundation will work with DHCFP to identify HEDIS performance measures or 
adjust the specifications as needed to fit the population. For example, it may be 
recommended that continuous enrollment used in many HEDIS measures be lifted. Delmarva 
Foundation will provide clear measure specifications for the fee-for-service vendor that is 
calculating the measures.  
 
Delmarva Foundation’s subcontractor, Healthy People, uses the HEDIS Compliance Audit to 
validate performance measures calculated for the FFS programs. The HEDIS Compliance Audit 
is an accepted methodology for the EQO Protocol 2 Validation of Performance Measures. The 
audit is led by a Certified HEDIS Compliance Auditor (CHCA) and is conducted in three phases: 
Off-site, On-Site, and Post-onsite.  
 
During the Off-site, Delmarva Foundation verifies the measures to be collected with DHCFP 
and Healthy People sends the HEDIS Roadmap for the FFS vendor to be completed and 
returned. The FFS vendor uses the HEDIS Roadmap to self-report information about its 
systems and processes used to collect data to report HEDIS measures. The FFS vendor submits 
the Roadmap and other documentation to Healthy People for review by the CHCA. The CHCA 
uses the documentation to log items and questions for follow-up and plan for the on-site visit. 
A pre-site phone call is conducted with the vendor to set a date for the On-site, review the 
agenda, and to go over outstanding items. Primary rates may also be reviewed. 
 
The one day site visit is the next phase and begins with an opening conference where the 
CHCA outlines the objectives for the day. The CHCA holds different sessions to interview key 
personal and observe processes used to collect, transform, and store data used to report 
HEDIS and HEDIS like measures. The CHCA also meets with the analytic team who either 
operates HEDIS certified software or runs in-house source code to calculate the measures. The 
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on-site ends with a closing conference and a log of follow-up items and discussion of next 
steps.  
 
During the Post-onsite phase, Healthy People provides follow-up items as requested. The 
CHCA will review measure certification if HEDIS certified software is used to calculate 
measures. If in-house source code is used to program measures, the CHCA reviews the 
program and test cases. Medical Record Review Validation (MRRV) is also conducted 
according to HEDIS guidelines. Once MRRV is completed, follow-up items are closed; the 
vendor submits their final rates in an IDSS format to the CHCA for final review. If rates are 
accurate and correct, the CHCA approves the rates and both the CHCA and vendor applies 
their locks to the IDSS. The IDSS is then submitted to NCQA and Delmarva Foundation on 
behalf of the DHCFP. 
 
Healthy People provides a final audit report for the FFS vendor that contains findings of the 
FFS vendor’s compliance to the IS and HD standards, strengths and weaknesses, 
recommendations, and the final audit designation for each measure. 


 
C. Encounter data validation and omission studies; and  


Delmarva Foundation Response: At the request of DHCFP, Delmarva Foundation agrees to 
conduct Encounter Data Validation (EDV) and omission studies. Delmarva Foundation has 
over five years of experience across three contracts conducting encounter data validation and 
omission studies and will leverage this experience in conducting this optional activity should 
DHCFP request this task for the Nevada Medicaid FFS population.   
 


Delmarva Foundation’s EDV team has over 10 years of experience working with state  
MMIS data and managing large data sets with a proven track record for 
meeting and exceeding customer requirements conducting the EDV task. 


 
CMS strongly encourages states to contract with EQROs to conduct the EDV task due to the 
need for overall valid and reliable encounter data. Accurate and complete encounter data can 
provide valuable information about distinct services provided to enrollees that can be used to 
assess and improve quality, monitor program integrity, and determine capitation rates. EDV 
assesses the quality and completeness of the encounter data submitted by an entity. 
 
Three variables determine encounter data quality: completeness, timely submission, and 
accuracy. Delmarva Foundation has found in capitated environments such as managed care, 
timely data submission can be a challenge when providers receive a guaranteed monthly 
payment per member regardless of services provided. This can create concerns with data 
accuracy and completeness. Under-reporting may be frequent, particularly when enrollees 
receive multiple services from different providers. Conversely, in entities where providers are 
paid on a FFS basis, over-reporting and up-coding may be concerns. 
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Using a team of quality improvement, data management, analytic, and clinical professionals, 
we will conduct the EDV task according to the most current CMS protocol, Validation of 
Encounter Data Reported by the MCO, Protocol 4, Version 2.0, September 2012.  
 
Delmarva Foundation’s EDV process follows CMS’ protocol and consists of five sequential 
activities to assess the validity of reported data: 
 


1. Review DHCFP requirements for collection and submission of encounter data; 
2. Review each entity’s capacity to produce accurate and complete encounter data; 
3. Analyze each entity’s electronic encounter data for accuracy and completeness; 
4. Review medical records for confirmation of findings of analysis of encounter data; and 
5. Submit findings. 


 
DHCFP can have confidence in our EDV and omission study results. 


Delmarva Foundation has certified coding professionals 
to ensure accurate and quality validation results. 


 
Delmarva Foundation will examine the encounter data for accuracy and completeness, valid 
diagnosis, revenue and procedure codes (including modifiers), matching diagnosis and 
procedure codes, matching procedures to provider specialty, examining edits for duplicates, 
procedures by age/gender, dates of service, units of service and correct provider identifiers, 
specialists values, enrollee identifiers. We will calculate error thresholds for all edits. We 
recommend that if the entity falls below the performance threshold, a CAP or other 
improvement activity be initiated. We will analyze utilization patterns to assess data 
completeness, omissions, validity, or accuracy concerns. 
 
Upon completion of the initial data collection and medical record review for accuracy and 
completeness of encounter data, our analytic staff will analyze all data. We will prepare a 
report for DHCFP that includes the purpose, methodology, description of data, results and 
analysis, strengths, and recommendations.  
 


D. Consumer Assessment of Healthcare Providers and Systems (CAHPS®) 
surveys.  


Delmarva Foundation Response: At the request of DHCFP, Delmarva Foundation agrees to 
administer CAHPS surveys for the Nevada Medicaid FFS population. Delmarva Foundation will 
subcontract with WBA Research, an experienced NCQA-certified CAHPS vendor, to administer 
the survey. WBA Research has administered CAHPS surveys to adult and child Medicaid 
enrollees since 2001.  
 


WBA Research has 17 years of experience conducting CAHPS surveys 
 
Consumer Surveys, are designed to capture accurate and reliable information from consumers 
about their experiences with health care. Reported results, compared to benchmarks, will 
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identify areas where the performance meets or exceeds benchmarks and will additionally 
identify opportunities for improvement. 
 
Delmarva Foundation’s subcontracted NCQA-certified CAHPS vendor, WBA Research, will 
administer the Adult and Child surveys to the FFS Medicaid population in accordance with the 
HEDIS Volume 3: Specifications for Survey Measures. The CAHPS 5.0H survey instruments or 
the most recent release of the CAHPS survey will be used to assess member’s experience of 
care. 
 
Upon completion of the surveys, we will prepare a report for DHCFP that includes the 
purpose, methodology, description of data, results and analysis, strengths, and 
recommendations. 
 


2.1.5.2 Nevada Medicaid Care Coordination program activities such as: 
 


A. A comprehensive on-site contract compliance audit of DHCFP’s Care 
Coordination Vendor.   


Delmarva Foundation Response: At the request of DHCFP, Delmarva Foundation agrees to 
complete a comprehensive on-site contract compliance audit of DHCFP’s Care Coordination 
Vendor/CMO. Delmarva Foundation has experience conducting focused care management 
reviews and evaluations. We are prepared to conduct a formal, comprehensive on-site 
contract compliance audit of the overall effectiveness of the Care Coordination Vendor/CMO 
delivering case management programs to enrollees and providers participating in the Nevada 
Comprehensive Care Waiver (NCCW) Program. The overall goal of the on-site audit is to 
evaluate how effective the CMO is providing access to care, timeliness of service, and quality 
of care and services to enrollees who meet CMO program requirements, and whether they 
have the capacity to continually assess and achieve expected requirements set forth in the 
contract. We will work with DHCFP to customize the on-site compliance audit, aligning it with 
the NCCW Quality Strategy goals and Medicaid Managed Care Manual (MTL 19/17) 
requirements in order to:   
 


1. Provide care management to high-cost, high-need Medicaid beneficiaries who receive 
services on a fee-for-service (FFS) basis 


2. Improve the quality of care that high-cost, high-need Nevada Medicaid beneficiaries in 
FFS receive through care management and financial incentives such as pay for 
performance (quality and outcomes) 


3. Establish long-lasting reforms that sustain the improvements in the quality of health 
and wellness for Nevada Medicaid beneficiaries and provide care in a more cost 
efficient manner 


4. Improve NCCW enrollees’ satisfaction with care received 
 
Delmarva Foundation will meet with DHCFP to review past compliance audit reports and 
revise/develop specific operational and quality compliance criteria for 2018 using the Nevada 
Medicaid Manual’s 3800 Care Management Organization (MTL 19/17), NCCW Quality 
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Strategy, and federal requirements. Delmarva Foundation can merge applicable criteria into 
our secure web-based compliance review tool to provide a more reliable review and scoring 
process.  
 
Delmarva Foundation will collaborate with DHCFP and the CMO on an agreeable timeline and 
plan for pre-site, on-site, and post site activities. The comprehensive on-site compliance audit 
will be conducted in accordance with the CMS EQRO Protocol, Assessment of Compliance with 
Medicaid Managed Care Regulations: A Mandatory Protocol for External Quality Review, 
Protocol 1, Version 2.0, September 2012. 
 
Specifically related to care coordination and continuity activities as referenced in the Nevada 
Medicaid Manual (MTL 17/19), Delmarva Foundation will evaluate areas including but not 
limited to the CMO’s processes associated with: 
 


 Identifying, receiving, and handling enrollee referrals 
 Timeliness of screening new referrals 
 Developing and modifying care plans 
 Identification and assignment of a primary care provider and/or specialist 
 Communication with providers 
 Coordination of care 
 Promotion of better health outcomes 
 Evaluation of disease management and high cost 
 Program Integrity 
 Goals and metrics for program improvement  


 
Reporting will include a summary of the purpose, methodology, results and analysis, 
strengths, and recommendations for improvement. At the option of DHCFP, we will work with 
the CMO on corrective actions that may be required.  
 


B. Validation of up to 5 Performance Measures for DHCFP’s CMO Vendor. The 
EQRO will conduct the Validation of Performance Measures review in 
compliance with the CMS Protocol, Validating Performance Measures. 


Delmarva Foundation Response: At the request of DHCFP, Delmarva Foundation agrees to 
validate up to 5 performance measures (PMs) reported by the CMO. We will validate the PMs 
following the CMS EQR PMV Protocol, Validation of Performance Measures Reported by the 
MCO: A Mandatory Protocol for External Quality Review, Protocol 2, Version 2.0, September 
2012. Consistent with the protocol, our performance measure validation (PMV) process is 
divided into three phases: 1) pre-site phase/audit preparation, 2) on-site visit, and 3) post-site 
phase/reporting activities. 
 
The purpose of conducting the PMV activity is to evaluate the accuracy and reliability of the 
measures produced and reported by the CMO and to determine the extent to which the CMO 
followed specifications established by DHCFP for calculating and reporting the measures. The 
accuracy and reliability of the reported rates are essential to ascertaining whether CMO 
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quality improvement efforts have resulted in improved health outcomes. Further, the 
validation process allows DHCFP to have confidence in CMO PM results and allows for 
accurate benchmarking comparisons.  
 
Annually, we assess the CMO’s information systems (IS) characteristics, capabilities, and 
compliance with specifications for individual measures. Our audits evaluate how the CMO 
produces the required PM results. Information from this assessment forms the foundation of 
the audit process and ensures that the CMO can accurately and completely capture encounter 
data and can integrate data from multiple sources to construct PMs.  
 
We are also prepared to make recommendations on new PMs. Typically recommendations 
are based on opportunities for improvement and meaningful initiatives for the population 
being served. We understand DHCFP’s desire to meet PM goals and improve member health 
care outcomes.  
 
Delmarva Foundation will develop a final PMV Report for the CMO. Comprehensive reporting 
will be completed and include: PMV objectives, audit methodologies, results of the IS 
assessment, PM results, and trended results. Additionally, conclusions, the CMO strengths 
and recommendations for improvement will be reported.  
 


2.1.5.3 The awarded vendor may be asked to assist with the development and/or 
implementation of the Medicaid managed care quality rating system within 3 years of the 
date of the final notice in the FEDERAL REGISTER by: 


 
A. Adopting the Quality Rating System developed by CMS, in consultation with 
States and other stakeholders and after providing public notice and opportunity to 
comment, will identify performance measures and a methodology for a Medicaid 
managed care quality rating system that aligns with the summary indicators of the 
qualified health plan quality rating system; or  


Delmarva Foundation Response: At the request of DHCFP, Delmarva Foundation agrees to 
assist with adopting a Quality Rating System developed by CMS. Delmarva Foundation will 
build on our more than 15 years of experience developing quality performance rating systems 
for Medicaid plans. Specifically, we have been producing a Consumer Report Card (CRC) in 
Maryland for years and we are currently assisting the District of Columbia with the 
development of a CRC.  
 
A Quality Rating System provides methodologically sound, accurate information about each 
of the MCOs so Medicaid beneficiaries may select the organization of their choice. CMS 
created the Five-Star Quality Rating System to help consumers, their families, and caregivers 
compare services more easily. We will work with DHCFP to identify the appropriate 
performance measures, a methodology and information reporting strategy, and a format that 
clearly compares plans and services. Additionally, we will work with DHCFP to obtain input 
from stakeholders and enrollees and incorporate those comments into the overall design of 
the rating system.
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B. Adopting an alternative Medicaid managed care rating system approved by 
CMS that utilizes different performance measures or applies a different 
methodology as long as the ratings generated by the alternative rating system 
yield information regarding the MCOs, and PAHP performance is substantially 
comparable to that yielded by the system developed by CMS. 


Delmarva Foundation Response: At the request of DHCFP, Delmarva Foundation agrees to 
assist with adopting an alternative Medicaid managed care rating system approved by CMS. 
Delmarva Foundation will utilize our extensive experience with producing CRCs to assist 
DHCFP in developing an alternative Medicaid managed care rating system. The benefits of 
using an alternative rating system such as the CRC to Nevadans are best emphasized through 
DHCFP’s goal for ensuring each recipient has access to high quality, comprehensive healthcare 
services, due to the personalization factor. Delmarva Foundation will collaborate with DHCFP 
in the selection of the measures and reporting categories to include in the CRC. We will ensure 
through our proven methodology that selected measures provide meaningful information in 
each reporting category.  
 
The CRC assists Medicaid beneficiaries in selecting a participating MCO/PAHP. Information 
contained in the CRC, such as reports on key health care quality priority areas or patient 
satisfaction, helps new members make valid comparisons between available plans. 
Ultimately, the CRC will provide a mechanism to stimulate quality improvement, data 
transparency, and accountability among the MCOs/PAHP.  
 
Delmarva Foundation and our knowledgeable analytic staff, including our experienced 
Statistician, PMV Manager, and Lead Analyst will develop a methodology and information 
reporting strategy (IRS) to produce an annual CRC for DHCFP. The report card will provide 
enrollees with comparable quality information in common plain language for selecting an 
MCO/PAHP. The methodology and information reporting strategy will be comparable to that 
yielded by CMS’ quality rating system and approved by CMS.   
 
Delmarva Foundation will consider the following within the IRS: 
 


 Selection of available measures to report  
 Reporting categories to use and how to map available measures to reporting 


categories 
 Analysis plan and methodology 
 Statistical weighting of measures within reporting categories 
 Risk adjustment of CAHPS data 
 Handling of missing values 
 Identification of best methods to compare plans 
 Identification of methods to display performance and differences 
 Design 
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Design and Content 
The CRC process will incorporate the MCO/PAHP annual quality activities and meet the 
challenge facing all consumer information projects, which is, how to communicate a large 
amount of complex information in an understandable and meaningful manner while fairly 
and accurately representing the data. 
 
To enhance comprehension and interpretation of quality measurement information provided 
for a Medicaid/CHIP audience, it is recommended that a small number of reporting/topic 
categories are selected with one level of summary scores (or measures) rolling up and totaling 
the score for the reporting category per MCO/PAHP. Research has shown people have 
difficulty comparing MCO/PAHP performance when information is presented in too many 
topic areas. A comprehensive set of performance measures should be chosen that roll up into 
in a limited number of reporting/top categories that are meaningful to the target audience, 
creating an effective consumer information product. 
 
Additionally, the formatting principles are important when designing report cards. Based on 
our experience, the recommended score card design should be a single-page presentation of 
performance measures and formatted with English on one side and a second language, such 
as Spanish, on the other. Measure explanations should be integrated on the same page as the 
performance results, helping the Medicaid enrollee to match the explanation with the 
performance data. Explanations of performance ratings, measure descriptions, and how to 
use the report card should be straightforward. 
 
It is important that the CRC be consistent with and complement the other material that the 
enrollment broker sends to enrollees in order to increase both its acceptance and use. Annual 
modifications to the report card template will be minor in nature as to allow for annual 
versions to be visually distinguishable from one year to the next. Concurrent with data 
collection, the CRC graphics design and text will be evaluated annually. 
 
An example of the Maryland CRC that Delmarva Foundation developed and updates annually 
is provided as Figure 5-2 and illustrates six report card performance areas. This allows for a 
single-page presentation of performance measures—formatted with English on one side and 
Spanish on the other. Measure explanations are integrated on the same page as the 
performance results, helping the Medicaid enrollee to match the explanation with the 
performance data. Performance stars indicate performance that is “above,” “the same as,” or 
“below” the Maryland HealthChoice plan average.   
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Figure 5-2. Report Card Performance Areas 


 


 
 
Delmarva Foundation will collaborate with DHCFP on all aspects of the design, development, 
and annual maintenance of the CRC to best meet the needs of DHCFP.  
 


2.1.5.4 The awarded vendor may be asked to perform the following quality activities for 
a new Nevada Medicaid Aged Blind and Disabled (ABD) managed care expansion 
program. Tasks may include: 


 
A. Provide consulting to DHCFP for ABD performance measures. The EQRO 
will identify/recommend new or revised performance measures applicable to the 
ABD population;  


Delmarva Foundation Response: At the request of DHCFP, Delmarva Foundation agrees to 
provide consulting for Aged Blind and Disabled (ABD) performance measures (PMs). 
Delmarva Foundation can benefit DHCFP through consultation of PMs for a new Medicaid 







Part IA – Technical Proposal 
Section V – Scope of Work 


RFP 3491    
External Quality Review Organization  Part IA, Section V-38 


 


ABD managed care expansion program. Much work has occurred and continues regarding 
reviewing appropriate PMs for those supported under ABD services for long term services and 
supports (LTSS) and acute and primary care. Individuals in Medicaid managed care desire to 
live in their own homes and be meaningfully engaged in their communities. While there are 
many measures looking at acute and primary care, there are few reflecting the social 
determinants of health and well-being important to beneficiaries of LTSS. 
 
CMS has recently developed several PMs looking at these specific outcomes. These include 
some just recently reviewed by several technical expert panels including measuring the 
individual’s satisfaction with care coordination efforts in helping to access employment 
opportunities (especially for non-aged individuals with disabilities, but also for seniors). 
Nevada could be among the first states to measure employment by looking at the proportion 
of individuals who do not have an integrated job in the community, but would like one in 
addition to the proportion of individuals who have an integrated job in the community 
(working alongside individuals with and without disabilities).   
 
Another option is the National Core Indicators for Aging and Disabilities (NCI-AD) which is 
used to gather direct input from service users through in-person surveys. The NCI-AD helps 
states measure and compare satisfaction with their LTSS delivery systems and service 
recipients’ quality of life and outcomes in domains such as Community Participation and 
Relationships; Everyday Living, Work, and Affordability; Choice and Decision Making, Self-
Direction, and Control; Rights and Respect and Safety; Service Coordination, Care 
Coordination, and Access; and Health Care, Wellness, and Medications. The resulting data can 
be tracked and compared to performance at the program level (including various Medicaid 
HCBS programs, Older Americans Act programs, state-funded programs, nursing facilities), by 
accountable entity (managed care organizations, for example) and on the system level. 
Results can also be tracked and compared to the performance of other states’ service systems 
and to the average across participating states. Delmarva Foundation administers the NCI-AD 
in Georgia.  Nevada is already using this tool administered through the Aging and Disability 
Services Division (ADSD), Nevada Department of Health and Human Services. 
 


B. Conduct an Information Systems (IS) Readiness Review on selected ABD 
MCO Vendors; and  


Delmarva Foundation Response: At the request of DHCFP, Delmarva Foundation agrees to 
conduct an information systems (IS) readiness review of the selected ABD MCO Vendors to 
collect and store accurate data. Delmarva Foundation has experience conducting IS readiness 
reviews for new MCOs/PAHPs, and can leverage this familiarity to the ABD populations. Each 
MCO information system will be assessed by its capability to collect, analyze, integrate, and 
report data for areas such as utilization and reporting performance measures. Specifically, the 
assessment will verify that the MCO system is able to do the following: 
 


 Collect enrollee and provider characteristics and information on services provided to 
enrollees through encounter data;  


 Ensure data collected from providers is accurate and complete;  
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 Ensure collected data is available upon request by the State or CMS.   
 
The process begins with each MCO completing an Information System Capabilities 
Assessment (ISCA) tool. The ISCA is a comprehensive instrument for collecting information 
including the MCO’s structure, information collection and processing, and measure reporting 
procedures. Our auditors will evaluate adequacy of each MCO’s policies and procedures 
through the ISCA and other submitted documents. The auditors will log a list of items to 
further investigate and schedule an on-site visit with each MCO. During the on-site, the 
auditors will interview key staff and observe systems and processes used in data capture and 
reporting of performance measures. The review concludes after the on-site and the auditors 
provide a final statement of findings and readiness of each MCO information system.  
 
The final statement of findings will allow DHCFP to be confident in each MCO’s preparedness 
to submit complete and accurate encounter data to the State, calculate accurate and valid 
performance measures, conduct quality assessments and initiatives, and manage the delivery 
of health care to enrollees.   
 


C. Evaluate implementation of performance measures. 
Delmarva Foundation Response: At the request of DHCFP, Delmarva Foundation agrees to 
develop the most appropriate method to evaluate the implementation of selected 
performance measures selected for the ABD population.  Delmarva Foundation tracks and 
monitors non-HEDIS performance measures. Delmarva Foundation is prepared to monitor, 
report, and trend performance measure results as appropriate.  
 


2.1.5.5 The awarded vendor may be asked to perform the following quality activities for 
expansion of Managed Care for the TANF/CHAP and CHIP populations into the rural 
counties.  The awarded vendor may be asked to provide consulting to DHCFP’s MCOs.  
Tasks may include: 


 
A. Provide consulting for expansion performance measures applicable to the 
TANF/CHAP and CHIP populations;  


Delmarva Foundation Response: At the request of DHCFP, Delmarva Foundation agrees to 
provide consulting for expansion performance measures applicable to the TANF/CHAP and 
CHIP populations. Using nationally recognized measure data sets, Delmarva Foundation is 
prepared to recommend measures that are appropriate for the expansion of TANF/CHAP and 
CHIP populations. Delmarva Foundation has worked with other state clients to identify 
measures from HEDIS and the CMS Adult and Child Quality Core Sets that would fit their 
programs. In some cases, measures specifications may need to be adjusted to account for 
unique needs for certain populations. Delmarva Foundation is experienced in creating HEDIS-
like measures for different states. For example, in the District of Columbia, HEDIS asthma 
measures have been adjusted for a collaborative PIP to proactively manage pediatric asthma.    
 


B. Conduct an Information Systems (IS) Readiness Review on selected expansion 
MCO Vendor(s); 
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Delmarva Foundation Response: At the request of DHCFP, Delmarva Foundation agrees to 
conduct an information systems (IS) readiness review of the selected expansion MCO Vendors 
to collect and store accurate data. Delmarva Foundation has experience conducting IS 
readiness reviews for new MCOs/PAHPs, and can leverage this familiarity to the expansion of 
managed care populations. We will conduct an information assessment of the selected 
MCO(s) to collect and store accurate data. The MCO information system is assessed by its 
capability to collect, analyze, integrate, and report data for areas such as utilization and 
reporting performance measures. Specifically, the assessment will verify that the MCO system 
is able to do the following: 
 


 Collect enrollee and provider characteristics and information on services provided to 
enrollees through encounter data;  


 Ensure data collected from providers is accurate and complete;  
 Ensure all collected data is available upon request by the State or CMS.   


 
The review begins with the MCO completing an ISCA tool. The ISCA is a comprehensive 
instrument for collecting information including the MCO’s structure, information collection 
and processing, and measure reporting procedures. Our auditors will evaluate each ISCA and 
other submitted documents to assess the adequacy of MCO information system policies and 
procedures. The auditors will log items to further investigate and set up an on-site visit with 
each MCO. During the on-site visit, the auditors will interview key staff and observe system 
processes used in data capture, transfer, storage, and integration for reporting. The review 
concludes after the on-site visit and the auditors provide a final statement of findings and 
readiness of the MCO information system.  
 
The final statement of findings will allow DHCFP to be confident in each MCO’s preparedness 
to submit complete and accurate encounter data to the State, calculate accurate and valid 
performance measures, conduct quality assessments and initiatives, and manage the delivery 
of health care to enrollees.   
 


C. Provide technical assistance to the MCOs on the development of performance 
measures; and  


Delmarva Foundation Response: At the request of DHCFP, Delmarva Foundation agrees to 
provide the MCOs technical assistance on the development of appropriate performance 
measures for the expansion of Managed Care for the TANF/CHAP and CHIP populations. 
Delmarva Foundation will draw on experience conducting this activity for other contracts 
including our District of Columbia EQR contract in which we developed homegrown 
performance measures.  
 


D. Conduct a HEDIS Compliance Audit or validate the measures using the CMS 
Validating Performance Measures protocol on the contracted MCOs. 


Delmarva Foundation Response: At the request of DHCFP, Delmarva Foundation’s 
subcontractor, a Nevada-based NCQA licensed audit firm, Healthy People, will conduct a 
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HEDIS Compliance Audit to validate performance measures for the expansion of Managed 
Care for the TANF/CHAP and CHIP population.  
 


2.1.5.6 At the discretion of the DHCFP, the EQRO may be asked to provide additional 
technical assistance or consultative services related to EQR activities.  All requests for 
technical assistance or consultative services shall be transmitted in writing from the 
DHCFP to the EQRO.  Each request, at a minimum, will include the following: 


 
A. A description of the major functions, tasks, and activities required; 


Delmarva Foundation Response: At the request of DHCFP, Delmarva Foundation agrees to 
provide additional technical assistance or consultative services related to EQR activities. Upon 
request, we will provide a description of the major function, tasks, and activities required per 
specifications. Delmarva Foundation’s intention is to assist the state in reaching its goals 
related to EQR and the State’s Quality Strategy. Additional technical assistance may be 
required to assist DHCFP and its contracted entities to implement, maintain, and improve 
programs that aim to improve the health care outcomes of Nevadans.  
 
Our goal is to provide exceptional service that exceeds DHCFP’s EQR contract requirements 
and improves the final deliverables to the state, MCO/PAHP/CMOs, and ultimately CMS. To 
that end, we will provide additional technical assistance or consultative services to DHCFP 
related to EQR activities at their discretion. We are available via telephone, email, and 
webinar to provide special trainings and technical assistance. We will await the description of 
major functions, tasks, and activities from DHCFP and respond as required.  
 


“Delmarva continues to deliver exceptional technical assistance 
to DHCF and its managed care organizations.” 


 
—DC EQRO Contract Administrator 


 
B. The timeline/due date for any reports or identified deliverables; 


Delmarva Foundation Response: At the request of DHCFP, Delmarva Foundation agrees to 
collaborate with DHCFP on a timeline and due date for any deliverable reports or identified 
deliverables as specified. We will modify our work plan and timeline to reflect additional 
tasks and deliverables.  
 


C. Specifications as to the medium and/or format of the desired deliverable; 
Delmarva Foundation Response: At the request of DHCFP, Delmarva Foundation agrees to 
collaborate with DHCFP on the desired medium or format of each deliverable. The agreed 
upon specifications will be documented and used to guide the production of the deliverable.  
 


D. A listing of the EQRO's project requirements; and 
Delmarva Foundation Response: At the request of DHCFP, Delmarva Foundation agrees to 
meet with DHCFP to discuss the definition of the additional technical assistance or consulting  
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services to ensure a mutual understanding of project requirements. Our process is to receive 
and discuss a list of all of the requirements related to the request. Delmarva Foundation will 
meet internally to discuss the project requirements and follow up with DHCFP with any 
questions or concerns. All final project requirements will be documented and approved by 
DHCFP.   
 


E. Any other instructions, definitions, specifications, requirements, outcomes, 
tangible items, or projects expected.  


Delmarva Foundation Response: At the request of DHCFP, Delmarva Foundation agrees to 
collaborate on other instructions, definitions, specifications, requirements, outcomes, 
tangible items, or projects expected.  Similar to project requirements, we will maintain 
approved documentation to guide methodologies and ensure compliant deliverables. 
 


The EQRO will submit to the DHCFP, for approval, its cost proposal for 
completing the technical assistance or consultative project according to the scope 
of work detailed in the DHCFP's request. 


Delmarva Foundation Response: At the request of DHCFP, Delmarva Foundation agrees to 
submit to DHCFP a cost proposal for completing the technical assistance or consultative 
project according to the scope of work detailed in the request. We are aware of budget 
limitations and constraints and will be cost conscience with our proposals.  
 
 
2.2 QUALIFICATIONS OF EXTERNAL QUALITY REVIEW ORGANIZATIONS 
 
The following are mandatory requirements needed to successfully meet the minimum standards 
of this RFP.  These items are not negotiable.   
 
2.2.1 The vendor and all subcontractors must meet all requirements of 42 CFR 438.354 and the 
mandatory DHCFP contract requirements as follows:  
 


2.2.1.1 The vendor must have staff with demonstrated experience, knowledge and skills 
of:  


   
A. Medicaid recipients, policies, data systems, and processes;  


Delmarva Foundation Response: Delmarva Foundation’s experience with Medicaid members, 
policies, data systems, and processes spans decades. Our utilization, quality 
assurance/quality improvement, and EQR work all provide evidence of this requested 
experience. Our EQR team reviews Medicaid recipient information through a variety of means 
such as grievance and appeal file reviews, MCO/PAHP reporting, performance improvement 
projects, and aggregate reporting. We also review member materials to ensure they are in an 
appropriate format and that they communicate member rights and procedures on how to 
access health care services. We evaluate MCO/PAHP policies and procedures and determine 
compliance with state and federal requirements during readiness reviews and systems 
performance reviews.  
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Our EQR team, analysts, and IT professionals are adept at managing large member and 
provider databases. Our data management team routinely receives large datasets for quality 
studies using administrative data. They are equally adept at merging hybrid and 
administrative data for calculation of performance measures. Our data team is flexible in 
working with a variety of stakeholders for direct acquisition or exchange of data. Delmarva 
Foundation has developed data management and exchange plans directly with state MMIS 
contractors and MCOs for large encounter data files.  
 


B. Managed care delivery systems, organizations, and financing;       
Delmarva Foundation Response: Delmarva Foundation has been conducting reviews of 
managed care delivery systems since 1997—prior to the release of the EQR Protocols by CMS. 
Our experience includes working with states, a variety of managed care entities, and each 
state’s tailored managed care programs. We have worked with states as they transition from 
fee-for-services and primary care case management programs to managed care delivery 
systems. Our approach in working with these organizations is to develop collaborative 
relationships that facilitate open communication. This allows us to better understand 
program initiatives and progress with meeting goals and targets, as well as the challenges 
faced by the organizations. This positions us to most effectively make recommendations for 
improvement as we understand gaps in care and areas of noncompliance. We are mindful 
and cost conscious when we make our realistic and targeted recommendations.  
 
We understand financial constraints that face states as well as their MCOs. We are sensitive 
to budgets and offer financial experience related to: 
 


 Value based purchasing and incentive programs to promote accountability, improved 
outcomes, and cost efficient services 


 Encounter data validations to ensure complete, timely, and accurate encounter data 
which can be used to monitor program integrity and assist in determining capitation 
rates 


 Fraud, waste, and abuse and program integrity monitoring that may identify under or 
overutilization and/or other abusive practices    


 
2.2.1.2 Quality assessment and improvement methods; and     


Delmarva Foundation Response: Delmarva Foundation is a CMS Federally designated QIO-like 
organization and our EQR staff is well versed in quality assessment and quality improvement 
methods. We have several staff members who are certified in health care quality. Our Senior 
EQR Director has been trained by the Institute for Health Care Improvement in strategies that 
improve health outcomes and reduce health care costs. Our corporate Quality Management 
System (QMS) is ISO 9001:2015 certified and it ensures that we always follow the Plan, Do, 
Check, Act (PDCA) model of quality improvement. We execute this model internally with our 
work procedures, as well as externally when we work with MCOs/PAHPs and make 
recommendations for improvement. Delmarva Foundation is also URAC certified for health 
utilization management. We apply our ISO and URAC principles in our PDCA continuous 
improvement approach.
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We have extensive experience providing quality improvement technical assistance on a 
national, state, and MCO level. Our methods provide recommendations and prescribe best 
practices that will have a measureable impact on the health outcomes of Medicaid/CHIP 
members. Many of our quality improvement recommendations are based on our extensive 
experience reviewing and validating a variety of PIP topics and are based on lessons learned. 
Performance improvement is generally attributed to changing a process rather than through 
passive interventions. For example, if a PIP focuses on improving postpartum visit rates, 
improvement is much more likely to occur if postpartum visits are scheduled by hospital 
discharge planners, rather than waiting for mothers to schedule the appointments themselves 
after being reminded via an educational mailing about postpartum care. 
  


2.2.1.3 Research design and methodology, including statistical analysis.   
Delmarva Foundation Response: Delmarva Foundation’s skilled EQR and analytic team 
applies our extensive experience in research methodology, various statistical analytic 
techniques, and reporting capabilities from many types of data/databases to all aspects of 
the EQRO work. We routinely work with managed care encounter data, hybrid data, Medicaid 
and Medicare claims data, national survey data, and data collected by Delmarva Foundation 
through quality assurance and quality improvement program initiatives to provide a 
thorough evaluation and analysis of each MCO/PAHP, and comparative analysis among 
organization peers. Our Scientist/Statistician has over 20 years of experience in statistics and 
research methodologies and our Director of Data Management has 24 years of related 
experience. They are both well versed in conducting focused studies. We have conducted a 
variety of studies using various statistical techniques including: 
 


 Birth outcomes 
 Behavioral health 
 EPSDT 
 Asthma emergency room utilization 
 Well child study 
 Psychotropic drug use
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2.2.2 Sufficient physical, technological, and financial resources to conduct EQR or EQR-
related activities 
Delmarva Foundation Response: Delmarva Foundation possesses the following physical, 
technological, and financial resources to continue delivering EQR services effectively and 
efficiently for DHCFP. 
 
Physical Resources 
Delmarva Foundation’s parent organization, QHS, operates a business unit dedicated 
specifically to managing office space and resources and physical security and storage of 
hardcopy Personal Health Information (PHI). Our corporate Facility/Administration 
Operations Leader ensures we have the resources and facilities to meet DHCFP’s 
requirements. In addition to our corporate office, Delmarva Foundation currently supports 
eleven regional offices across the nation. All of our facilities are equipped with the required 
office and technological equipment, physical security, and resources to support the proposed 
services and all other business activities in a quick and efficient manner. Our Easton, 
Maryland corporate office will serve as the primary location for services related to this 
contract. 
 
Technological Resources 
Delmarva Foundation’s IT team works as easily with our customer’s legacy centralized data 
systems as they do with our custom-designed secure web-based systems which demonstrates 
our flexibility to meet DHCFP’s IT needs. Delmarva Foundation’s information systems are 
primarily based in the Easton, Maryland datacenter. Local and wide area networks for over 
450 associates are served by more than 225 servers running Microsoft Windows 2012 for file 
and application services, and Active Directory for directory services. Web services are 
provided on Internet Information Services (IIS) 7.5 platforms. We provide extensive, 
sophisticated database services on Microsoft SQL Server 2012/2016. Delmarva Foundation 
hosts mail on a Microsoft Exchange 2016 environment in all offices. Information storage is 
provided via a 3Par Storage Area Network (SAN) with approximately 130 terabytes (TB) of 
storage space, expandable to over 800 TB. Delmarva Foundation’s infrastructure is designed 
to maximize performance while ensuring that information security remains at high levels. 
Multiple firewalls provide an architecture that meets and exceeds CMS requirements, using 
Cisco’s Adaptive Security Appliance along with F5’s BIG-IP for secure reverse proxy. Our 
offices in the District of Columbia and Columbia, MD provide reduced but similar information 
services for local work and for business continuity purposes. We store backup tapes for each 
office at off-site locations.  
 


 Secure Intersite Connectivity. All of Delmarva Foundation’s offices are connected via a 
Multi-protocol Label Switching (MPLS) network. This connectivity provides a secure, 
off-Internet, meshed information-sharing capability across all offices. Our system 
provides high information-passing capacity without exposure to the security issues 
inherent with the public Internet. It also allows for greater flexibility for daily 
processing and more reliability for business continuity purposes.  
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 Remote Access to Delmarva Foundation’s Environment. Delmarva Foundation is very 
familiar with remote access because of our diverse needs for employees working 
outside of our physical office sites. Our current client-to-site Virtual Private Network 
(VPN) uses Cisco’s adaptive security appliance (ASA) firewalls. The VPN enables our 
employees to connect to the information systems environment from outside locations 
quickly and securely. 


 Application Development and Data Management Environment. Application developers 
provide innovative applications for review tools using Microsoft .NET, C#.net, 
JavaScript, HTML, and CSS. Delmarva Foundation’s standard database management 
system is SQL Server 2016. The benefit to our clients is our ability to build custom 
applications and quickly update tools to meet client requirements. This minimizes the 
waiting time and cost for a vendor to update code. 


 Voice and Video Conferencing. Delmarva Foundation’s teleconferencing and 
videoconferencing meets industry-standard specifications for linking to non-Delmarva 
Foundation facilities. Our web-based collaboration allows us to give presentations, 
share applications, and edit documents in real-time, and interacts with participants via 
live video conferencing. 


 Secure Web Portal Technology. We communicate effectively with remote clients 
through secure web portal technology. Web portals allow us to schedule project 
activities, share and manage documents, post announcements, track project progress, 
and conduct other project management and data-sharing activities in a secure, real-
time environment. User names and passwords provide access to this secure system at 
the approved access level for each participant. The system can be accessed via the 
Internet from any computer by authorized users. Delmarva Foundation collaborates 
with clients on the same document using web portal technology. The web portal offers 
a more efficient way to modify reports; maintains a record of edits, comments, and 
decisions; and creates a final product faster and more effectively. This site becomes 
the communication pathway for deliverables in production, as well as a repository for 
all accepted deliverables and status reports. Search capabilities are embedded within 
the portal, and alerts can be set to notify users by email of updates or additions to the 
portal.  


 Data Security. Delmarva Foundation’s approach to protecting our customer’s 
information and meeting federal and state laws and regulations (including HIPAA) is 
guided by the recommendations of the National Institute of Standards and Technology 
(NIST). More specifically, our security program, policies, and procedures are intended 
to be in line with the families of controls recommended within NIST Special Publication 
800-53 Rev 4, “Security and Privacy Controls for Federal Information Systems and 
Organizations.” Information security policies and procedures to meet the physical, 
administrative, and technical security controls specified by NIST are documented and 
tightly enforced. A dedicated security team is in place to implement, monitor, and 
constantly improve all aspects of the Delmarva Foundation security program.  
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Financial Resources 
Delmarva Foundation has the financial capability and working capital needed to undertake 
all tasks associated with the resultant contract. Our commitment to fiscal integrity is 
demonstrated by internal and external metrics such as an excellent Dun & Bradstreet (D&B) 
rating, and compliance with Generally Accepted Accounting Principles (GAAP) and applicable 
circulars for the US Office of Management and Budget (OMB). This assures our clients that 
Delmarva Foundation is a stable and reliable business partner with 44 years of successful 
experience in government contracting. 
 
2.2.3 Other clinical and nonclinical skills necessary to carry out EQR or EQR-related activities 
and to oversee the work of any subcontractors. 
Delmarva Foundation Response: Delmarva Foundation’s EQR team possesses the following 
clinical and nonclinical skills necessary to carry out EQR or EQR-related activities and oversee 
the work of any subcontractors for DHCFP.  
 
Clinical and Non-Clinical Skills  
Delmarva Foundation’s EQRO team is committed to our clients and provides meaningful 
contract deliverables that are completed on time, every time, and assist in informing policy. 
Our clinical and non-clinical quality assurance and quality improvement skills are 
strengthened by our ability to plan, organize, and execute in a manner that exceeds customer 
expectations and delivers value. 
 
Delmarva Foundation’s experienced staff includes senior level quality improvement 
professionals, a medical director, registered nurses, health care analysts, coders, and an array 
of IT professionals. Our qualified and well-rounded EQR team has demonstrated our 
commitment to quality improvement by gaining a variety of advanced educational health 
care degrees and professional certifications in a number of areas including: 
 


 Project Management Profession Certification (PMP). Requires an individual to have at 
least 4,500 hours of experience leading and directing projects, take a 35-hour project 
management education course, and pass a certification exam demonstrating 
competence to perform in the role of a project manager who leads and directs projects 
and teams. Maintaining a PMP requires earning 60 professional development units 
every three years.   


 Certified Person Centered Thinking Trainer (CPCTT). Requires an individual to 
demonstrate competent knowledge and training skills by successfully 
conducting person centered thinking training in two distinct sessions, observed and 
certified by a certified mentor trainer.  Must demonstrate competency in the principles 
of person centered practices, and ability to train using the principles of adult learning. 


 Certified Professional in Health Care Quality (CPHQ). Requires an individual to pass an 
accreditation examination demonstrating competent knowledge, skill, and 
understanding of program development and management, quality improvement 
concepts, coordination of survey processes, communication and education techniques, 
and departmental management. 
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 Certified Six Sigma Green Belt (CSSGB). Requires an individual to operate in support or 
under the supervision of a Six Sigma Black Belt, analyze and solve quality problems, 
and be involved in quality improvement projects. Additionally, a CSSGB has completed 
at least three years of work experience and has demonstrated knowledge of Six Sigma 
tools and processes by passing a certification exam. 


 Certified Professional Coder (CPC). Requires an individual to pass a certification 
examination demonstrating knowledge of compliance with all medical coding laws 
and regulations and ensure that the coding used is for reimbursable expenses when 
necessary. CPCs must be members of the American Academy of Professional Coders. 
(AAPC), have two years of professional experience or complete an apprentice 
program. 


 Certified Professional Coding Instructor (CPC-I). Requires an individual to have five or 
more years of medical coding experience, complete the AAPC Instructor Certification 
Course, and pass a written exam at a proctored exam site. In addition to course 
completion and scoring a passing grade on the exam, the candidate must conduct a 
15-minute presentation that is evaluated by peers with their evaluations submitted to 
AAPC for review. 


 Certified Professional Medical Auditor (CPMA). Requires an individual to pass an exam 
that demonstrates knowledge of the multifaceted components of medical auditing, 
record standards and documentation guidelines, coding and documentation 
compliance, coding and reimbursement concepts, audit scope and statistical sampling 
methods, medical record audit abstraction, and category risk analysis and 
communication. 


 Certified Medicaid Professional (MCMP-I). Requires successful completion of course 
work on a variety of subjects including Medicaid funding, MMIS, and Procurement 
Lifecycle. 


 NCQA-Certified Patient-Centered Medical Home Content Expert (PCMH CCE). Requires 
demonstration of comprehensive knowledge of the PCMH model of care including 
expertise in navigating the NCQA PCMH Recognition process and expertise on PCMH 
concepts.  


 NCQA-Certified CAHPS Survey Vendor. Organization selected by NCQA’s Survey Vendor 
Certification Team to collect data for CAHPS survey. The NCQA Survey Vendor 
Certification Team is responsible for recruiting, training, certifying, and providing 
quality oversight to the survey vendor. 


 NCQA HEDIS Licensed Organization Vendor. NCQA licenses organizations and certifies 
selected employees or contractees of licensed organizations to conduct audits using 
NCQA's standardized audit methodology. The audit adds a higher degree of integrity 
to HEDIS data, and enables MCOs to provide consumers and purchasers with 
consistent and comparable HEDIS reports. 


 
Our proposed DHCFP EQR Team certifications and credentials are highlighted in Figure 5-3.  
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Figure 5-3. DHCFP Medicaid EQR Team Certifications and Credentials 


 
 
2.2.4 Independence. The EQRO and its subcontractors must be independent from the MCO, 
PAHP, or CMO entities.  To qualify as “independent”: 
 


2.2.4.1 A State agency, department, university, or other State entity: 
Delmarva Foundation Response: Delmarva Foundation attests that our company and 
subcontractors are independent from any State agency, department, university, or other 
State entity.    
 


2.2.4.2 May not have Medicaid purchasing or managed care licensing authority; and 
Delmarva Foundation Response: Delmarva Foundation attests that our company and 
subcontractors are independent and does not have Medicaid purchasing or managed care 
licensing authority. 
 


2.2.4.3 Must be governed by a Board or similar body the majority of whose members are 
not government employees. 


Delmarva Foundation Response: Delmarva Foundation attests that our company and 
subcontractors are independent and is not covered by a Board or similar body that consists of 
a majority of government employees.  
 
2.2.5 As described in (described in §438.354(c)(2)) an EQRO may not: 
 


2.2.5.1  Review any MCO, PIHP, PAHP, or PCCM entity or a competitor operating in 
the State, over which the EQRO exerts control or which exerts control over the EQRO (as 
used in this paragraph, “control” has the meaning given the term in 48 CFR 19.101) 
through: 


 
A. Stock ownership; 


Delmarva Foundation Response: Delmarva Foundation will not review MCO, PIHP, PAHP, or 
PCCM entity if either exerts control (as defined in 48 CFR 12.1010) through stock ownership. 
 


B. Stock options and convertible debentures; 
Delmarva Foundation Response: Delmarva Foundation will not review MCO, PIHP, PAHP, or 
PCCM entity if either exerts control (as defined in 48 CFR 12.1010) through stock options and 
convertible debentures. 
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C. Voting trusts; 


Delmarva Foundation Response: Delmarva Foundation will not review MCO, PIHP, PAHP, or 
PCCM entity if either exerts control (as defined in 48 CFR 12.1010) through voting trusts.  
 


D. Common management, including interlocking management; and 
Delmarva Foundation Response: Delmarva Foundation will not review MCO, PIHP, PAHP, or 
PCCM entity if either exerts control (as defined in 48 CFR 12.1010) through common 
management, including interlocking management.  
 


E. Contractual relationships. 
Delmarva Foundation Response: Delmarva Foundation will not review MCO, PIHP, PAHP, or 
PCCM entity if either exerts control (as defined in 48 CFR 12.1010) through contractual 
relationships.  
 


2.2.5.2 Deliver any health care services to Medicaid beneficiaries; 
Delmarva Foundation Response: Delmarva Foundation will not deliver any health care 
services to Medicaid members.  
 


2.2.5.3 Conduct, on the State's behalf, ongoing Medicaid managed care program 
operations related to oversight of the quality of MCO, PAHP, or CMO entity services, 
except for the related activities specified in §438.358; 


Delmarva Foundation Response: Delmarva Foundation will not conduct, on DHCFP’s behalf, 
ongoing Medicaid managed care program operations related to oversight of the quality of 
MCO, PAHP, or CMO entity services, except for the related activities specified in §438.358. 
 


2.2.5.4 Review any MCO, PAHP or CMO entity for which it is conducting or has 
conducted an accreditation review within the previous 3 years; or 


Delmarva Foundation Response: Delmarva Foundation will not review any MCO, PAHP or 
CMO entity for which it is conducting or has conducted an accreditation review within the 
previous 3 years. 
 


2.2.5.5 Have a present, or known future, direct or indirect financial relationship with an 
MCO, PAHP, or CMO entity that it will review as an EQRO. 


Delmarva Foundation Response: Delmarva Foundation will not have a present, or known 
future, direct or indirect financial relationship with any MCO, PAHP, or CMO entity that it will 
review as an EQRO. 
 
2.2.6 The vendor must designate a contract manager to work with the assigned DHCFP 
program specialist or contract monitor(s). 
Delmarva Foundation Response: Delmarva Foundation has designated Patricia Newcomb, BS, 
RN, as the contract manager to work with the assigned DHCFP program specialist or contract 
monitor(s). Ms. Newcomb’s role will also include the following: 
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 Work with EQR Project Director 
 Provide direct oversight of each contract task 
 Plan and coordinate details of review activities 
 Ensure schedule is maintained 
 Participate in review activities and provide technical assistance 
 Be involved in report writing 
 Provide subcontractor oversight 
 Ensure deliverables are timely and accurate 


 
2.2.7 The awarded vendor is, or will subcontract with, a National Committee for Quality 
Assurance (NCQA) certified Consumer Assessment of Health Plans Survey (CAHPS) vendor, if 
this optional activity is assigned.   
Delmarva Foundation Response: Delmarva Foundation will subcontract with a National 
Committee for Quality Assurance certified CAHPS vendor, if this optional activity is assigned. 
Delmarva Foundation will be partnering with an experienced NCQA-certified CAHPS vendor to 
administer the survey, WBA Research. The organization has administered CAHPS surveys to 
adult and child Medicaid enrollees since 2001. Regarding member confidentiality, it is 
important to note that WBA Research abides by all HIPAA, NCQA, and Code of Standards and 
Ethics for Survey Research (CASRO) guidelines. WBA Research will work with Delmarva 
Foundation and The State of Nevada to develop a comprehensive report that best suits 
DHCFP’s needs. 
 
2.2.8 The awarded vendor is or has on staff, or will subcontract with, an NCQA- Certified 
Health Employer Data Information Set (HEDIS) Compliance Auditor.  
Delmarva Foundation Response: Delmarva Foundation will subcontract with Healthy People, 
Inc. Healthy People is licensed by NCQA to perform NCQA HEDIS Compliance Audits. The Lead 
Compliance Auditor is a Certified HEDIS Compliance Auditor.  
 
 
2.3 VENDOR OPERATING STRUCTURE AND STAFFING  
 
2.3.1 The vendor must assure DHCFP that the organization is adequately staffed with 
experienced, qualified personnel.  The vendor shall provide such assurances as follows: 
 


2.3.1.1 Provide DHCFP with an updated organizational chart 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 all 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; 


Delmarva Foundation Response: Delmarva Foundation’s proposed Nevada EQR Team is 
displayed in the following organizational chart.  
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Figure 5-4. Project Organization Chart 


 
 
2.3.1.2 The vendor must have in place the organizational, management, and 
administrative systems capable of fulfilling all contract requirements; and 


Delmarva Foundation Response:  
Delmarva Foundation utilizes a corporate QMS for all contracts. The QMS model is customized 
to meet the contract requirements and ensures complete customer satisfaction and 
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fulfillment of all contract deliverables. Excellent contract results are achieved through a 
combination of continuous quality improvement and contract performance transparency. 
 
Delmarva Foundation’s QMS incorporates a secure, web-based system for project 
management, activity tracking, and performance measurement that blends detailed input 
and information with multi-level process measures, document libraries, and advanced 
reporting capabilities. The QMS delivers:  
 


 A totally integrated performance management system that measures the overall 
contract performance including all tasks and subtasks 


 Complete customer satisfaction metrics and reporting 
 Tracking and advanced notification of compliance with contract requirements 


ensuring timely, accurate, and complete reports and deliverables  
 
Our corporate QMS is International Organization for Standardization (ISO) 9001:2015 
certified and it ensures that we consistently follow the PDCA model of quality improvement. 
We abide by the ISO quality management system as it promotes: 
 


 A standardized approach to quality management using the Plan-Do-Check-Act (PDCA) 
approach  


 Measurement and monitoring to assure achievement of requirements 
 Transparency and consistency in work processes and outputs 
 Continuous improvement that fosters quality and improves efficiency 


 
Delmarva Foundation’s QMS process flow begins with the response to a business proposal 
and then contract award. Upon contract award, pre-implementation activities lead to full 
implementation. This is followed by ongoing contract administration for all aspects of 
contract compliance and customer satisfaction. Core procedures and processes assure 
ongoing continuous monitoring and improvement in all aspects of the work, as per the PDCA 
continuous improvement approach. Figure 5-4 shows the integration of operations, 
procedures, and PDCA approach.  
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Figure 5-5. QMS Process Flow 


 
This process-driven approach assists Delmarva Foundation in the development and 
implementation of standardized processes and procedures to effectively manage EQR 
activities.  
 
Our QMS constantly reinforces the continuous quality approach of concurrently monitoring, 
evaluating, refining, and improving performance, integrity, innovativeness, and the quality of 
our work. The development and use of contract-specific and internal process measures 
positions Delmarva Foundation for success. Some of the specific process measures applicable 
to this contract include communication/status reports and timeliness of contract deliverables. 
 
Delmarva Foundation’s QMS policies specifically address the following: 
 


 Contract Implementation 
 Training for new staff 
 Annual review of policies and procedures 
 Assessments of staff training needs 
 Review of technical capacity to maintain and report required information 
 Review and evaluate compliance with HIPAA and Protected Health Information (PHI) 
 Opportunities for process improvement 
 Development and implementation of CAPs 
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Delmarva Foundation’s annually reviews and updates all QMS policies and procedures.  
 


2.3.1.3  The vendor is accountable for and must oversee all subcontractor functions. 
Delmarva Foundation Response:  
Delmarva Foundation has partnered with three skilled and experienced subcontractors that 
will provide services in support of the Nevada EQR scope of work. We agree to be accountable 
and oversee all subcontractor functions. 
 
Delmarva Foundation selects subcontractors based on qualifications and experience providing 
services of similar scope and size necessary to fulfill our contractual obligations. Our selection 
criteria for subcontractors include: 
 


 Impeccable references demonstrating the required experience and ability to provide 
the requisite services  


 Appropriate liability and worker’s compensation insurance 
 Absence of any actual or perceived conflicts of interest pertinent to the scope of work 


activities 
 
All subcontractor personnel are subject to the same requirements as direct Delmarva 
Foundation employees relative to the specific task performed. At a minimum, all 
subcontractor personnel must: 
 


 Have a completed background check 
 Complete Delmarva Foundation security and confidentiality training on initial 


employment, and annually thereafter 
 Not have a conflict of interest 
 Possess the requisite licensure  
 Possess the requisite experience and knowledge 
 Attend required trainings and meetings 
 Meet inter-rater reliability requirements 
 Meet productivity and deadline requirements 


 
Delmarva Foundation works closely with our subcontractors on each contract task. We 
communicate with our subcontractors frequently to ensure understanding, progress, and 
quality of work related to each task. We require each subcontractor to provide a monthly 
progress report that links back to the scope of work outlined in the subcontract. At the end of 
each year, Delmarva Foundation completes a subcontractor evaluation per our ISO/QMS 
Policy. This re-evaluates the subcontractor’s professional credentials, licensures, and state 
operating licenses and evaluates the subcontractor on the quality/accuracy of their work, 
timeliness of deliverables, and overall satisfaction with their services.   
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2.4 IMPLEMENTATION 
 
2.4.1 The vendor shall develop and submit to DHCFP for approval, no later than one month 
after notification that the vendor has been awarded the Contract, a detailed work plan and 
timeline for performing the obligations set forth in the Contract for the first contract year. 
Delmarva Foundation Response: Upon contract award, we will immediately begin 
development of a detailed work plan and timeline that will address all activities in the 
contract scope of work. The work plan and timeline will include milestones and dates for each 
activity, as well as resources to accomplish each task. We will build time into the work plan to 
allow for DHCFP input in customizing each activity to best meet the needs of the program. We 
will also account for DHCFP’s time to review draft reports and provide feedback before we 
finalize them. Delmarva Foundation’s work plan and timeline will be submitted to DHCFP for 
review and approval within one month after notification of the contract award. Work plans 
and timelines will be maintained on the Nevada portal, in which DHCFP staff may access.  
 
2.4.2 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.  All such updates shall be reviewed and approved by the 
DHCFP.   
Delmarva Foundation Response: Delmarva Foundation will update the initial work plan and 
timeline using an EQR task change document to include the change modification description, 
and date of request. If the change affects a deliverable, we will note that also. Each work plan 
that we submit will include a state of readiness for each task, as well as an expected 
completion date, and later an actual completion date so that work plan progress is 
transparent. We will add the changes to the monthly status report for review/approval by 
DHCFP.  
 
2.4.3 Unless otherwise agreed to by the DHCFP, submit to the DHCFP, within a minimum of 
ten (10) working days of the service start date, all deliverables to permit any DHCFP identified 
modifications.  The DHCFP will have a maximum of twenty (20) working days upon receipt in 
which to respond with modifications to the vendor.  If the DHCFP does not respond by the 
twentieth work day after receipt of the deliverable, the DHCFP’s approval of the submission will 
be assumed to be granted. 
Delmarva Foundation Response: Delmarva Foundation agrees to submit all deliverables to 
DHCFP within ten (10) working days of the service start date with identified modifications. We 
agree that after twenty (20) workings days upon receipt and review, if DHCFP does not 
respond back, we will assume DHCFP’s approval has been granted for the modification. 
 
 
2.5 PRESENTATION OF FINDINGS 
 
The awarded vendor must obtain 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.
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Delmarva Foundation Response: Delmarva Foundation agrees 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 understand that we will have access 
to confidential information about enrolled recipients. We will treat information, including 
PHI, in a confidential manner. Delmarva Foundation executes a Confidentiality Policy and 
Agreement with all employees. The agreement explains and identifies authorized uses and 
disclosures of confidential information. Any material that is developed will protect specific 
individual recipient privacy and confidentiality to the extent required by both federal and 
state law and regulation. 
 
 
2.6 HIPAA COMPLIANCE REQUIREMENTS 
 
2.6.1 The vendor represents and warrants that:   
 


2.6.1.1 It will conform to all applicable Health Insurance Portability and Accountability 
Act (HIPAA) requirements and regulations no later than the compliance date of each of 
those requirements or regulations;     


Delmarva Foundation Response: Delmarva Foundation conforms to all applicable HIPAA 
requirements and regulations. We ensure compliance by required dates of regulations. Our 
approach to protecting customer information and meeting federal and state laws and 
regulations (including HIPAA and HITECH) is guided by the recommendations of the National 
Institute of Standards and Technology (NIST). Our security program, policies, and procedures 
are in accordance with the controls recommended within NIST Special Publication 800-53 Rev 
4, “Security and Privacy Controls for Federal Information Systems and Organizations.” 
Information security policies and procedures to meet the physical, administrative, and 
technical security controls specified by NIST are documented and tightly enforced. A 
dedicated security team is in place to implement, monitor and constantly improve all aspects 
of the Delmarva Foundation security program. 
 
Delmarva Foundation’s Director of Compliance coordinates annual compliance training 
including the confidentiality of PHI, the secure handling and transmission of PHI and 
electronic protected health information (ePHI), and on reporting breaches of PHI and ePHI. 
Delmarva Foundation has also adopted and implemented a Code of Conduct titled Values in 
Action, to ensure compliance with operating standards and the requirements of our clients. 
The compliance training is part of overall annual Corporate Responsibility training covering 
the Code of Conduct, Ethics, Security Awareness and Harassment. Participation in the 
Corporate Responsibility training is reflected in each employee’s annual performance 
appraisal. Subcontractors are also required to complete the training.  
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2.6.1.2 It will ensure compliance with all HIPAA standards for themselves and any 
Business Associate(s), including transaction, code sets, identifier, privacy, 
confidentiality, and security standards, by the effective date of those rules; 


Delmarva Foundation Response: Delmarva Foundation and its subcontractors ensures 
compliance with all HIPAA standards, including transaction, code sets, identifier, privacy, 
confidentiality, and security standards, but the effective date of such rules and regulations.  
 


2.6.1.3 As a Business Associate, the Vendor and all subcontractors will comply with the 
Business Associate Addendum, (“BAA”) found in Attachment J that is made a part of the 
contract. 


Delmarva Foundation Response: Delmarva Foundation and its subcontractors will comply 
with the BAA found in Attachment J of the Request for Proposal 3491: External Quality 
Review Organization (EQRO). 
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Section VI – Company Background and References 
 
3. COMPANY BACKGROUND AND REFERENCES 
 
3.1 VENDOR INFORMATION 
 
3.1.1 Vendors shall provide a company profile in the table format below. 
 
Question Response 
Company name: Delmarva Foundation for Medical Care, Inc. 
Ownership (sole proprietor, partnership, etc.): Not for profit corporation 
State of incorporation: Maryland 
Date of incorporation: 05/15/1973 
# of years in business: 44 
List of top officers: Ronald G. Forsythe, Jr., PhD 


Chief Executive Officer and Interim 
President 
 
Rebecca Combs 
Chief Financial Officer 
 
Deborah Keller 
Vice President, Human Resources 


Location of company headquarters, to include 
City and State: 


28464 Marlboro Avenue 
Easton, Maryland 21601 


Location(s) of the office that shall provide the 
services described in this RFP: 


28464 Marlboro Avenue 
Easton, Maryland 21601 


Number of employees locally with the 
expertise to support the requirements 
identified in this RFP: 


n/a 


Number of employees nationally with the 
expertise to support the requirements in this 
RFP: 


105 


Location(s) from which employees shall be 
assigned for this project: 


28464 Marlboro Avenue 
Easton, Maryland 21601 


  
3.1.2 A Nevada-based business may apply for a five percent (5%) preference on its proposal.  
This preference may apply if a business has its principal place of business within Nevada.  This 
preference cannot be combined with any other preference, granted for the award of a contract 
using federal funds, or granted for the award of a contract procured on a multi-state basis.  To 
claim this preference a business must submit a letter with its proposal showing that it qualifies 
for the preference. 
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Delmarva Foundation Response: While Delmarva Foundation is not a local business, our 
subcontractor Healthy People, Inc. is Nevada-based company. Healthy People is located in 
Incline Village, Nevada.  
 
3.1.3 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws 
of another state shall 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. 
Delmarva Foundation Response: Delmarva has provided Attachment 6-1 following this 
section, its Notice of Exemption – Nevada State Business License issued by the Nevada 
Secretary of State. 
 
3.1.4 The selected vendor, prior to doing business in the State of Nevada, shall 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: NV20171828654 
Legal Entity Name: Delmarva Foundation for Medical Care, Inc. 


 
Is “Legal Entity Name” the same name as vendor is doing business as? 
 
Yes X No  


 
If “No”, provide explanation. 
 
3.1.5 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:  


  
3.1.6 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? 
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Yes  No X 
 
If “Yes”, please explain when the employee is planning to render services, while on annual 
leave, compensatory time, or on their own time? 
Delmarva Foundation Response: n/a 
 
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 shall be performing or producing the services which you shall 
be contracted to provide under this contract, you shall disclose the identity of each such person in 
your response to this RFP, and specify the services that each person shall be expected to perform. 
Delmarva Foundation Response: n/a 
 
3.1.7 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 
shall 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:  
 
3.1.8 Vendors shall review and provide if awarded a contract the insurance requirements as 
specified in Attachment D, Insurance Schedule for RFP 3491. 
Delmarva Foundation Response: If awarded a contract, Delmarva Foundation will provide the 
requested insurance requirements as specified in Attachment D. 
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3.1.9 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. 
Delmarva Foundation Response: Delmarva Foundation was established in 1973 as a peer 
standard review/quality improvement organization. With offices in Maryland, Georgia, 
Florida, and the District of Columbia, we have 105 employees with extensive experience 
conducting quality improvement (QI), quality assurance (QA), utilization review (UR), EQR, 
and related services. We are a subsidiary of Quality Health Strategies, Inc. (QHS), which is 
headquartered in Easton, Maryland. QHS employs over 450 highly-skilled experts including 
physicians, nurses, epidemiologists, biostatisticians, psychologists, social workers, 
programmers, health analysts, fraud experts and many other talented and dedicated 
professionals who work with Delmarva Foundation to assist and support our work. Figure 6-1 
is an overview of our corporate organization. 
 
Figure 6-1. Corporate Organizational Chart 


 
 
Delmarva Foundation has more than 44 years of in depth experience conducting utilization 
control (UC) and QA of selected health services provided in hospitals, nursing facilities, and 
home and community based settings for Medicaid and Medicare programs. In our home state 
of Maryland, this experience began with a regional Professional Standard Review 
Organization (PSRO) designation in 1975, followed by the first ever statewide Maryland 
Medical Assistance Utilization Control Contract in 1985. This was soon followed by a contract 
with the Health Care Finance Administration (HCFA—currently known as CMS) in 1986 as the 
Maryland Medicare Professional Review Organization, which then evolved into being 
designated as a QIO and QIO-like organization.  
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Over the span of four decades, we have held a variety of QA service contracts in Maryland 
and the District of Columbia. During this time, we developed QA programs focused on 
controlling utilization and costs of services for Medicaid recipients. These programs include 
authorization of acute, long-term care, and waiver services based on the application of 
program specific and InterQual criteria, as well as our professional knowledge and expertise.  
 
Through our EQRO contracts, Delmarva Foundation has identified and helped to improve 
quality, access, and timeliness of services provided to Medicaid managed care members in 10 
states. In 1996, Delmarva Foundation was awarded contracts to conduct external quality 
reviews of Medicaid managed care organizations (MCOs) in Maryland and Vermont. Due to 
our recognized expertise and commitment to states, Delmarva Foundation expanded its 
presence in the Medicaid evaluation and external quality arena with contracts in West 
Virginia, Virginia, Delaware, Ohio, Michigan, and California. Currently, Delmarva Foundation 
conducts EQRO activities in the District of Columbia, Maryland, North Dakota, and West 
Virginia. 
 
As part of our EQR activities, we also complete 1915(b) Waiver Assessments for the North 
Dakota Department of Human Services which includes an evaluation of accessibility, quality, 
and impact of the Medicaid Expansion program. We have conducted these assessments since 
contract implementation in 2014. We also have experience in conducting 1115 waiver 
assessments for managed care programs in Pennsylvania and New York. 
 
In addition to holding multiple EQRO contracts with state Medicaid agencies, Delmarva 
Foundation currently holds contracts with several Medicaid offices to conduct a variety of QA 
and QI activities, including work with populations that have developmental disabilities. Our 
work with this population began in 2001. We have designed and built comprehensive QA 
programs for home and community based services (HCBS) and state-funded Intellectual and 
Developmental Disabilities (IDD) populations in Georgia, Florida, Virginia, and South Carolina. 
We have also provided QI and oversight of services for individuals in Intermediate Care 
Facilities (ICF) in California. In the District of Columbia, Delmarva Foundation holds a Long-
Term Care contract where we assess the Medicaid population for receipt of home and 
community based service (HCBS). We have held this contract since 2013. 
 
Over and above our aforementioned experience, DHCFP can leverage our intelligence in 
program integrity. Our expertise includes Medicaid and Medicare fraud control and detection, 
originally within Delmarva Foundation, and now through our sister organization, Health 
Integrity, LLC, a wholly owned subsidiary of Quality Health Strategies. Health Integrity 
analyzes managed care data and serves the entire nation in an effort to protect the fiscal and 
clinical integrity of Medicare, Medicaid, and other healthcare systems. With multiple federal 
contracts for detecting and combating health care fraud, waste, and abuse on a national and 
regional level, Health Integrity offers fraud prevention solutions, tools, and customized 
analytics. Due to deep expertise in predictive modeling, sophisticated tools, and 
comprehensive fraud data sources, Health Integrity is able to offer custom analytical services, 
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beyond the scope of this RFP, to address any additional challenges facing Nevada Medicaid. 
Figure 6-2 provides an overview of our services and years of experience.  
 
Figure 6-2. Delmarva Foundation Experience 


 
Delmarva Foundation’s mission is to create solutions to transform health as evidenced by our 
business lines. In our quest to achieve our mission to transform health, we provide our clients 
with exceptional service. We are driven by a commitment to provide the best people, the best 
solutions, and the best results. We aim to exceed client expectations by providing quality and 
timely deliverables within budget. We have established goals in the areas of collaboration, 
results orientation, accountability, and solutions, as illustrated in Figure 6-3 below.   
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Figure 6-3. Delmarva Foundation Goals 


 
  
Through Delmarva Foundation, DHCFP will realize the benefits of our: 
 


 Knowledgeable professional staff and management team that have experience in all 
areas of the Nevada EQR scope of work.  


 Effective solutions that will be customized to meet the specific needs of DHCFP and the 
populations it serves.  


 Cost savings based on developed efficiencies and lessons learned in completing the 
tasks.  


 
If selected as your EQRO, we will: 
 


 Provide exceptional services and quality deliverables for each EQR task that will 
exceed your expectations.  


 Make recommendations for improving the quality of health care services furnished by 
each MCO, PAHP, and CMO including how Nevada can target goals and objectives in 
the Quality Strategy.  


 Work collaboratively with DHCFP and all of its contracted vendors throughout the 
contract period.  


 
“Delmarva Foundation provides exceptional services and has exceeded our 


expectations.” 
 


–ND EQRO Contract Monitor 
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“Delmarva Foundation’s team exceeded our expectations. We were fortunate to partner with 


an organization that understands the complexity of our state Medicaid program 
and was able to tailor the required tasks and reporting to meet the needs of the 


program and participating MCOs.” 
 


–CA EQRO Contract Monitor 
 


“They [Delmarva Foundation] provided valuable EQRO knowledge, advice, 
and assistance and they were available when needed.” 


 
–MD EQRO Contract Monitor 


 
3.1.10 Provide a brief description of the length of time vendor has been providing services 
described in this RFP to the public and/or private sector. 
Delmarva Foundation Response: Delmarva Foundation began providing EQR services to 
assess access, timeliness, and availability of Medicaid managed care services to beneficiaries 
in 1996.   
 


Delmarva Foundation has been conducting independent 
external quality reviews for 21 years. 


 
We have experience in conducting all of the tasks identified in the Nevada EQRO RFP. Table 6-
1 illustrates our years of experience in each task.  
 
Table 6-1. Task-Based Experience 


EQR Task Number of Years Experience 
2.1.1.1 Performance Improvement Project Validation 21 
2.1.1.2 Performance Measurement Validation 21 
2.1.1.3 Compliance Review 21 
2.1.1.4 Network Adequacy Validation 3 
2.1.2.1 Validation of Encounter Data 10 
2.1.2.2 Administration of Consumer Surveys 16 
2.1.2.3 Calculation of Performance Measures 21 
2.1.2.4 Conduct Performance Improvement Projects 21 
2.1.2.5 Conduct Quality Studies 21 
2.1.2.6 Assistance with the Quality Rating System 10 
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3.1.11 Financial information and documentation to be included in accordance with Section 8.5, 
Part III – Confidential Financial Information.  
 
3.1.11.1 Dun and Bradstreet Number     
 
3.1.11.2 Federal Tax Identification Number   
 
3.1.11.3 The last two (2) years and current year interim: 
 
A.  Profit and Loss Statement  
B.  Balance Statement 
Delmarva Foundation Response: All of the requested information above has been included in 
Part III, Confidential Financial Information. 
 
3.2 SUBCONTRACTOR INFORMATION 
 
Subcontractors are defined as a third party, not directly employed by the contractor, who shall 
provide services identified in this RFP.  This does not include third parties who provide support 
or incidental services to the contractor. 
 
3.2.1 Does this proposal include the use of subcontractors? 
 
Yes X No  


 
If “Yes”, vendor shall: 
 
3.2.1.1 Identify specific subcontractors and the specific requirements of this RFP for which each 
proposed subcontractor shall perform services. 
Delmarva Foundation Response: Delmarva Foundation has partnered with three 
subcontractors to assist in performing the EQR scope of work including Healthy People, WBA 
Research, and Cambridge Federal.  
 
Healthy People is licensed by NCQA to perform NCQA HEDIS® Compliance Audits™. We will be 
using this subcontractor to complete the Performance Measurement Validation task.  
 
WBA is an NCQA-certified CAHPS® vendor. We will be using this vendor to complete the 
optional CAHPS Survey task.  
 
Cambridge Federal is a veteran-owned business that provides call center operations. We will 
be using this subcontractor to complete next available appointment calls which is a 
component of the Network Adequacy Validation task.  
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3.2.1.2 If any tasks are to be completed by subcontractor(s), vendors shall: 
 
A.  Describe how the work of any subcontractor(s) shall be supervised, channels of 
communication shall be maintained and compliance with contract terms assured; and 
Delmarva Foundation Response: Delmarva Foundation requires that all subcontractors follow 
the terms of their agreements, and monitors compliance with those terms for the duration of 
the agreement. We ensure their success by providing them with an orientation that is specific 
for their task and provide trainings, if applicable. Our Project Manager develops a workplan 
and timeline for them and maintains frequent communication to ensure compliance. 
Communication may occur through trainings, webinars, conference calls, emails, or face-to-
face. Our subcontractors are required to submit monthly written reports which documents 
their progress in meeting contract requirements.  
 
We also create portals for our subcontractors and require that they complete and store work 
on our portals. This provides us with real-time access to their work where we can monitor 
progress and quality in a secure enviornment.  
 
B.  Describe your previous experience with subcontractor(s). 
Delmarva Foundation Response: We have previous experience working with two of the three 
subcontractors.  
 
We have a working history with WBA Research that spans more than 10 years. Currently we 
use WBA Research as our CAHPS Survey vendor for our District of Columbia EQRO contract.  
 
Our experience with Cambridge Federal dates back to 2016. We currently use Cambridge 
Federal to complete next available calls for our Maryland EQRO contract.  
 
Our partnership with Healthy People is new for this Nevada EQR scope of work. We selected 
this subcontractor based on quality references, NCQA-certification, and Nevada-based 
location.  
 
3.2.1.3 Provide the same information for any proposed subcontractors as requested in Section 
3.1, Vendor Information. 
 
WBA Research Response:  
3.1 VENDOR INFORMATION 
 
3.1.1 Vendors shall provide a company profile in the table format below. 
 
Question Response 
Company name: Widener-Burrows & Associates, Inc. (DBA 


WBA Research) 
Ownership (sole proprietor, partnership, etc.): Corporation 
State of incorporation: Maryland 
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Question Response 
Date of incorporation: 1987 
# of years in business: 28  
List of top officers: S. Renee Henley – President/CEO 


Allison S. Booker, Executive V. President 
Susan J. Landis, Senior V. President 
Kevin A. Pullis, Vice President 
Jeffrey W. George, Vice President 


Location of company headquarters, to include 
City and State: 


Crofton, Maryland 


Location(s) of the office that shall provide the 
services described in this RFP: 


Crofton, Maryland 


Number of employees locally with the 
expertise to support the requirements 
identified in this RFP: 


52 


Number of employees nationally with the 
expertise to support the requirements in this 
RFP: 


Not applicable 


Location(s) from which employees shall be 
assigned for this project: 


Crofton, Maryland 


  
3.1.2 A Nevada-based business may apply for a five percent (5%) preference on its proposal.  
This preference may apply if a business has its principal place of business within Nevada.  This 
preference cannot be combined with any other preference, granted for the award of a contract 
using federal funds, or granted for the award of a contract procured on a multi-state basis.  To 
claim this preference a business must submit a letter with its proposal showing that it qualifies 
for the preference. 
WBA Research Response: n/a 
 
3.1.3 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws 
of another state shall 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. 
WBA Research Response: Application to the State of Nevada submitted 2/9/2018. 
 
3.1.4 The selected vendor, prior to doing business in the State of Nevada, shall 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: In process 
Legal Entity Name: Widener-Burrows & Associates, Inc. 


 
Is “Legal Entity Name” the same name as vendor is doing business as? 
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Yes  No X 
 
If “No”, provide explanation. 
 
WBA Research Response: The Legal Entity Name is used when requested. The majority of our 
clients use WBA Research. 
 
3.1.5 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:  


  
3.1.6 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? 
WBA Research Response: Not applicable 
 
If you employ (a) any person who is a current employee of an agency of the State of Nevada, or 
(b) any person who has been an employee of an agency of the State of Nevada within the past 
two (2) years, and if such person shall be performing or producing the services which you shall 
be contracted to provide under this contract, you shall disclose the identity of each such person in 
your response to this RFP, and specify the services that each person shall be expected to perform. 
WBA Research Response: Not applicable 
 
3.1.7 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 
shall also be disclosed. 
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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:  
 
3.1.8 Vendors shall review and provide if awarded a contract the insurance requirements as 
specified in Attachment D, Insurance Schedule for RFP 3491. 
WBA Research Response: If awarded a contract, WBA Research will provide the requested 
insurance requirements as specified in Attachment D. 
 
3.1.9 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. 
WBA Research Response: Widener-Burrows & Associates, Inc, (dba WBA Research) is a full-
service for-profit market research firm, serving clients in a wide range of industries including, 
but not limited to, travel and tourism, transportation, healthcare, higher education, financial 
services and utilities. WBA prides itself on being a firm that is large enough to serve any 
market research need a client might have, but still small enough to provide consistent, 
personalized service. We do not have standard solutions to any problems or issues brought to 
us—we work individually with each client to determine the research approach that would 
best meet their needs. 


WBA Research was founded in 1987 by Dawne Widener-Burrows and is currently in its 30th 
year as a national market research company. In 1997, the company was sold to Steve 
Markenson who had previously served as Senior Vice President. In 2017, 23-year company 
veteran Renée Henley purchased majority ownership of WBA Research and was named 
President and CEO. Steve Markenson, now a part-time Research Consultant, and Executive 
Vice President Allison Booker share the remaining minority ownership.   
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The company is registered as a C Corporation in the State of Maryland, and as a woman-
owned small business, WBA Research is certified as follows: 
 


• Maryland Department of Transportation (MDOT) – MBE/DBE/SBE 
• State of Maryland – MBE/DBE/SBE 
• Washington Metropolitan Transportation Authority (WMATA) – DBE/SBE 
• District of Columbia Department of Transportation (DDOT) – DBE/SBE 
• New York State – WBE 
• New Jersey Department of Transportation (NJDOT) – DBE 
• Georgia Department of Transportation (GDOT) – DBE 
• Delaware Department of Transportation (DelDOT) – DBE 
• Vermont Agency of Transportation (VTrans) – DBE 
• Washington State – DBE 


 
*MBE=Minority Business Enterprise, DBE=Disadvantaged Business Enterprise, SBE=Small 
Business Enterprise* 
 
WBA has an in-house full-time staff of 25 professionals; this includes a project management 
team of 10, 2 Professional Focus Group Moderators, a Data Management Director and 2 
Programmers, a Field Director, Telephone Center Director, and Coding Director. In addition, 
our field staff includes more than 100 professional telephone and in-person interviewers. 
Based between Baltimore and Washington D.C., the firm conducts research on a national 
basis for a wide variety of clients.   
 
EXPERIENCE 


WBA has interviewed hundreds of thousands of consumers since our inception 30 years ago, 
and in the past five years alone, WBA has: 


 Distributed more than 2,000,000 self-administered, online, and mail surveys 
 Conducted more than 500,000 telephone interviews  
 Conducted more than 30,000 intercept surveys at malls, airports, shopping 


centers, etc. 
 Conducted more than 500 focus groups  


 
We can provide any and all functions for both qualitative and quantitative market research 
engagements. This includes: 


 Selection of the best methodology/approach based on your research needs 
 Questionnaire development 
 Identification of target audience and the best means of reaching them to 


conduct research 
 Data collection 
 Data processing (including coding/categorizing open-ended responses) 
 Analysis of results 
 Reporting/Presentation 
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WBA offers custom research services, including:  


 Customer satisfaction and needs assessment studies  
 Advertising tracking 
 Copy and logo testing  
 Image studies 
 New product and service development  
 Demographic profiling studies 


 
In providing these services to our clients, WBA is capable of utilizing a full range of qualitative 
and quantitative market research techniques, including: 


 On-Site Intercept/Exit Interviews 
 Telephone Surveys 
 Mail Surveys 
 Self-Administered Surveys 
 Web/Online Surveys 
 Multi-Modal Surveys 
 Focus Groups  
 Mini-Groups 
 In-depth Telephone Interviews (IDIs) 
 One-on-One Personal Interviews 
 Online Qualitative Studies 


 
Overall, our company has extensive experience in the areas of travel, tourism, transportation, 
health care, higher education, associations, utilities, among others.  Some of WBA’s clients 
include: 
 AAA 
 Amtrak 
 BlueCross of Idaho 
 BGE/Exelon 
 CareFirst BlueCross BlueShield 
 Choice Hotels International 
 Commonwealth of Virginia 
 Delmarva Foundation for Medical Care, Inc. 
 Health Services for Children with Special Needs, Inc. (HSCSN) 
 Highmark Health 
 Johns Hopkins Medicine 
 Maryland Aviation Administration (BWI Marshall Airport) 
 Maryland Department of Health and Mental Hygiene 
 Maryland Health Care Commission 
 Metropolitan Atlanta Rapid Transit Authority (MARTA) 
 Metropolitan Transportation Authority (MTA)/NYC Transit 
 Metropolitan Washington Council of Governments (MWCOG) 
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 New Jersey Transit 
 The Art & Science Group 
 MedStar Health 
 U.S. Census Bureau 
 ICMA Retirement Corporation (ICMA-RC) 
 Army National Guard 
 Air National Guard 
 U.S. Coast Guard 
 National Sleep Foundation 
 Department of Vermont Health Access 
 Washington Gas 
 Washington Metropolitan Area Transit Authority (WMATA) 


 
Service & Quality 
WBA regularly compiles research data and information for a wide array of clients who have 
varied knowledge of market research. WBA partners with its clients to deliver “research that’s 
meaningful in the real world.” For typical projects, data collection is only the beginning. WBA 
excels in helping clients make sense of the data and information collected. That means user-
friendly reports, tailored to deliver the best information in the best format for the ultimate 
user. As one client recently noted, “Studies were always completed on time, within budget, 
with the final product being a report that all members of management found readable and 
useful.” 
 
WBA is bound by the professional standards and ethics of the survey research industry held by 
the Council of American Survey Research Organizations (CASRO) and the Council for 
Marketing and Opinion Research (CMOR), as well as state, federal, and international laws 
that require us to respect and protect respondent privacy, such as the Health Insurance 
Portability and Accountability Act (HIPAA), the Children’s Online Privacy Protection Act 
(COPPA), and the Gramm-Leach-Bliley Act. 
 
Data Security 
WBA has documented and published security policies establishing the procedures for 
information security. WBA employs an Information Security Management System (ISMS), 
which ensures the confidentiality, integrity and availability of WBA Research, Inc.’s and its 
clients information assets. As part of the ISMS, WBA undertakes a process of formally 
identifying, understanding, assessing and controlling threats and risks to its information 
assets. The ISMS also ensures that WBA can maintain full compliance with all applicable 
legislation, regulations, contractual requirements, and the professional standards and ethics 
of the market research industry.   
 
WBA takes a very pro-active approach to data security. Although WBA has never experienced 
any security breach or loss of data, since 2008 we regularly conduct on-site audits of our 
security procedures. Thus, increased measures for data access and storage have been 
implemented. In addition, WBA has annual electronic scans of our networks and firewalls 
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conducted by outside security experts.  This audit ensures the integrity and confidentiality of 
information and resources.   
 
Besides the NCQA and CMS compliance audits, WBA has met the stringent data 
security/audits of the following organizations to do business with them: American 
Automobile Association, Exelon, Con Edison, PNC, and Fidelity Investments. 
 
Staffing 
WBA Research, as a provider of high-level full service market research services, is organized 
around the concept of client- and project-driven flexible teaming of functional experts. To 
manage our daily activities, WBA finds that the best organizational approach is to create 
departments around functions such as data collection, data processing, project management, 
data analysis and administration. Then for individual clients, WBA can assemble the most 
appropriate personnel from each discipline into an assigned team. Since research is project-
driven, this seems to be more effective in staffing and is best for our clients. Day-to-day 
management and contact with the client is handled by one person for the purpose of 
continuity, with senior management having a significant role in every project. 
 
3.1.10 Provide a brief description of the length of time vendor has been providing services 
described in this RFP to the public and/or private sector. 
WBA Research Response: Our experience in the healthcare industry and high standards of 
quality were first recognized in November 1998 by the National Committee for Quality 
Assurance (NCQA), as WBA Research was certified to conduct HEDIS/CAHPS Surveys. Since 
then WBA has been one of a limited number of research firms to be re-certified by NCQA each 
year.   
 
Starting in November 2010, our experience in the healthcare industry was recognized by the 
Centers for Medicare and Medicaid Services (CMS), as WBA met the Medicare Advantage and 
Prescription Drug Plan (MA & PDP) CAHPS Survey requirements to be approved to administer 
the MA & PDP CAHPS Survey. 
 
Starting in October 2013, our experience in the healthcare industry was again recognized by 
the Centers for Medicare and Medicaid Services (CMS), as WBA met the Accountable Care 
Organization (ACO) CAHPS Survey requirements to be approved to administer the ACO CAHPS 
Survey. 
 
Starting in November 2014, our experience in the healthcare industry was again recognized 
by CMS, as WBA met the Qualified Health Plan (QHP) CAHPS Survey requirements to be 
approved to administer the QHP CAHPS Enrollee Survey. 
 
3.1.11 Financial information and documentation to be included in accordance with Section 8.5, 
Part III – Confidential Financial Information.  
 
3.1.11.1 Dun and Bradstreet Number     
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3.1.11.2 Federal Tax Identification Number   
 
3.1.11.3 The last two (2) years and current year interim: 
 
A.  Profit and Loss Statement:   
B.  Balance Statement:   
 
Delmarva Foundation/Subcontractor Response: All of the requested information above has 
been included in Part III, Confidential Financial Information. 
 
Healthy People Response: 
3.1 VENDOR INFORMATION 
 
3.1.1 Vendors shall provide a company profile in the table format below. 
 
Question Response 
Company name: Healthy People, Inc. 
Ownership (sole proprietor, partnership, etc.): S-Corp 
State of incorporation: Delaware 
Date of incorporation: June 4, 2009 
# of years in business: Eight 
List of top officers: Katharine Iskrant 


Joan Spiegler 
Norma Davenport 
Wendell Hicken 


Location of company headquarters, to include 
City and State: 


774 Mays Boulevard, Incline Village, NV, 
89451 


Location(s) of the office that shall provide the 
services described in this RFP: 


681 Tumbleweed Circle, Incline Village, NV, 
89451 


Number of employees locally with the 
expertise to support the requirements 
identified in this RFP: 


2 


Number of employees nationally with the 
expertise to support the requirements in this 
RFP: 


7 (includes local count of 2) 


Location(s) from which employees shall be 
assigned for this project: 


Incline Village, NV; Boulevard, CA; Seattle, 
WA; La Mesa, CA 


  
3.1.2 A Nevada-based business may apply for a five percent (5%) preference on its proposal.  
This preference may apply if a business has its principal place of business within Nevada.  This 
preference cannot be combined with any other preference, granted for the award of a contract 
using federal funds, or granted for the award of a contract procured on a multi-state basis.  To 
claim this preference a business must submit a letter with its proposal showing that it qualifies 
for the preference. 
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Healthy People Response: Healthy People, Inc. is Nevada-based company. Healthy People is 
located in Incline Village, Nevada.  
 
3.1.3 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws 
of another state shall 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. 
Healthy People Response: Healthy People, Inc. is registered as a foreign corporation in 
Nevada. 
 
3.1.4 The selected vendor, prior to doing business in the State of Nevada, shall 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: E0524602017-8 
Legal Entity Name: Healthy People Healthcare Advisory Group 


 
Is “Legal Entity Name” the same name as vendor is doing business as? 
 
Yes X No  


 
If “No”, provide explanation. 
 
3.1.5 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:  


  
3.1.6 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 
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If “Yes”, please explain when the employee is planning to render services, while on annual 
leave, compensatory time, or on their own time? 
Healthy People Response: Not Applicable. 
 
If you employ (a) any person who is a current employee of an agency of the State of Nevada, or 
(b) any person who has been an employee of an agency of the State of Nevada within the past 
two (2) years, and if such person shall be performing or producing the services which you shall 
be contracted to provide under this contract, you shall disclose the identity of each such person in 
your response to this RFP, and specify the services that each person shall be expected to perform. 
Healthy People Response: We do not employ any such persons. 
 
3.1.7 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 
shall 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:  
 
3.1.8 Vendors shall review and provide if awarded a contract the insurance requirements as 
specified in Attachment D, Insurance Schedule for RFP 3491. 
Healthy People Response: If awarded a contract, Healthy People will provide the requested 
insurance requirements as specified in Attachment D. 
 
3.1.9 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. 
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Healthy People Response: Healthy People is an expert at quality measurement auditing. 
Healthy People has been licensed by the National Committee for Quality Assurance (NCQA) to 
perform HEDIS® Compliance Audits since our incorporation in 2009. Our senior team members 
were hired by NCQA to develop the original HEDIS Measure Certification ProgramSM on behalf 
of NCQA. Healthy People owns the copyright on that original NCQA program. Healthy People 
is also a Medicare Part C and Part D Data Validation Review Firm, since the inception of that 
program. The American College of Surgeons contracts with our firm yearly to conduct their 
CMS Physician Quality Reporting System Registry Audit of their Surgeon-Specific Registry, 
since 2015. Katharine Iskrant, Healthy People’s President, has been a Certified HEDIS 
Compliance Auditor since 1998 and a Certified CMS Medicare Data Validation Reviewer since 
2011, when the program began. Joan Spiegler, our Data Validation Director, has been a 
Certified Data Validation Reviewer since 2011 and a Certified HEDIS Compliance Auditor since 
2014. All of our audits have been completed within budget and on-time. Our firm has a 100% 
client satisfaction rating and 100% client retention. 
 
Healthy People has extensive experience conducting NCQA HEDIS Compliance Audits for 
Medicaid plans. Healthy People has conducted over 70 Medicaid NCQA HEDIS audits. Healthy 
People also has extensive experience conducting CMS performance measure validations 
following the CMS Validation of Performance Measure Protocol. In 2017, Healthy People 
conducted EQR Performance Measure Validations of HEDIS measures for 16 Massachusetts 
plans under subcontract to the Massachusetts EQR, KEPRO. In 2018, Healthy People is 
currently conducting EQR Performance Measure Validations of HEDIS measures for 11 
Massachusetts plans under contract with the Massachusetts EQR, KEPRO. Healthy People also 
currently provides consulting to the Commonwealth of Massachusetts Executive Office of 
Health and Human Services about the most efficient way to conduct CMS Performance 
Measure Validation in light of the addition of 16 ACOs to their program. 
 
Healthy People has created an optimized set of Medicaid performance measure audit tools, 
including a detailed work plan, performance rate benchmarking tools, information systems 
assessment forms, audit document tracking tools, interview guides, a site visit agenda, source 
code review forms, and medical record abstraction tool assessment forms.     
  
3.1.10 Provide a brief description of the length of time vendor has been providing services 
described in this RFP to the public and/or private sector. 
Healthy People Response: Eight years and eight months. 
 
3.1.11 Financial information and documentation to be included in accordance with Section 8.5, 
Part III – Confidential Financial Information.  
 
3.1.11.1 Dun and Bradstreet Number     
 
3.1.11.2 Federal Tax Identification Number   
 
3.1.11.3 The last two (2) years and current year interim: 
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A.  Profit and Loss Statement  
B.  Balance Statement 
Delmarva Foundation/Subcontractor Response: All of the requested information above has 
been included in Part III, Confidential Financial Information. 
 
Cambridge Federal Response: 
3.1 VENDOR INFORMATION 
 
3.1.1 Vendors shall provide a company profile in the table format below. 
 


Question Response 
Company name: Cambridge Federal, LLC 
Ownership (sole proprietor, partnership, 
etc.): 


LLC, Sole Proprietor 


State of incorporation: Maryland 
Date of incorporation: 09/19/2012 
# of years in business: 5 
List of top officers: Michael Ross 
Location of company headquarters, to 
include City and State: 


104 Tech Park Drive 
Cambridge, MD 21613 


Location(s) of the office that shall provide 
the services described in this RFP: 


104 Tech Park Drive 
Cambridge, MD 21613 


Number of employees locally with the 
expertise to support the requirements 
identified in this RFP: 


10 


Number of employees nationally with the 
expertise to support the requirements in 
this RFP: 


10 


Location(s) from which employees shall be 
assigned for this project: 


104 Tech Park Drive 
Cambridge, MD 21613 


  
3.1.2 A Nevada-based business may apply for a five percent (5%) preference on its proposal.  
This preference may apply if a business has its principal place of business within Nevada.  This 
preference cannot be combined with any other preference, granted for the award of a contract 
using federal funds, or granted for the award of a contract procured on a multi-state basis.  To 
claim this preference a business must submit a letter with its proposal showing that it qualifies 
for the preference. 
Cambridge Federal Response: Cambridge Federal, LLC is a Maryland based firm and is a 
Veteran Owned, HUBZone and a Small Disadvantaged Business.   
 
3.1.3 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws 
of another state shall 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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Cambridge Federal Response: Cambridge Federal, LLC will be a subcontractor and 
acknowledges NRS 80.010. 
 
3.1.4 The selected vendor, prior to doing business in the State of Nevada, shall 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: Cambridge Federal, LLC 


 
Is “Legal Entity Name” the same name as vendor is doing business as? 
 


Yes X No  
 
If “No”, provide explanation. 
 
3.1.5 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:  


  
3.1.6 Are you now or have you been within the last two (2) years an employee of the State of 
Nevada, or any of its agencies, departments, or divisions? 
 


Yes  No  
 
If “Yes”, please explain when the employee is planning to render services, while on annual 
leave, compensatory time, or on their own time? 
Cambridge Federal Response: N/A 
 
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 shall be performing or producing the services which you shall 
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be contracted to provide under this contract, you shall disclose the identity of each such person in 
your response to this RFP, and specify the services that each person shall be expected to perform. 
Cambridge Federal Response: N/A 
 
3.1.7 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 
shall 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:  
 
3.1.8 Vendors shall review and provide if awarded a contract the insurance requirements as 
specified in Attachment D, Insurance Schedule for RFP 3491. 
Cambridge Federal Response: Cambridge Federal, LLC will abide by all insurance 
requirements. 
 
3.1.9 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. 
Cambridge Federal Response: Cambridge Federal was established in 2012 in an effort to give 
back to the community we serve by increasing quality employment opportunities, technical 
training, investment, and overall economic development. Cambridge Federal was founded by 
a US Navy Aviator and combat veteran (served in Beirut and Grenada in the 1980s) who is an 
experienced government contracting executive and an Adjunct Professor at Salisbury 
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University. CF is located in Dorchester County, Maryland, a HUB Zone county, and works 
closely with the Dorchester County Department of Economic Development (DCED).  
 
Cambridge Federal currently operates a Call Center and Help Desk in Cambridge, MD and 
offers both Outbound Call Center and Inbound Help Desk Services. Cambridge Federal is 
currently performing on a 5 year contract with the Maryland State Department Health as a 
subcontractor to Delmarva Foundation performing Network Adequacy Surveys in support of a 
large External Quality Review Organization (EQRO) contract. Under this 5 year contract, 
Cambridge Federal is performing Outbound Network Adequacy Surveys on 9 Managed Care 
Organizations (MCO) with a minimum sample of 250 per each MCO. 
 
3.1.10 Provide a brief description of the length of time vendor has been providing services 
described in this RFP to the public and/or private sector. 
Subcontractor Response: 4 years 
 
3.1.11 Financial information and documentation to be included in accordance with Section 8.5, 
Part III – Confidential Financial Information.  
 
3.1.11.1 Dun and Bradstreet Number     
 
3.1.11.2 Federal Tax Identification Number   
 
3.1.11.3 The last two (2) years and current year interim: 
 
A.  Profit and Loss Statement :   
B.  Balance Statement  
Delmarva Foundation/Subcontractor Response: All of the requested information above has 
been included in Part III, Confidential Financial Information. 
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Section VII – Proposed Staff Resumes 
 
 
As requested, all proposed Vendor and Subcontractor staff resumes have been included on 
Attachment F forms immediately following this section. 
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Attachment F – Proposed Staff Resumes 
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Delmarva Foundation for Medical Care 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Jody Jobeck, MBA, CPHQ, PMP, CSSGB Key Personnel: 
(Yes/No) Yes 


Individual’s Title Senior Director 
# of Years in Classification: 2 # of Years with Firm: 14 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Ms. Jobeck has 22 years of relevant experience, with the last 19 concentrated in healthcare quality 
assurance and quality improvement. Since joining Delmarva Foundation in 2004, she has managed 
multiple external quality review (EQR) contracts and has developed subject matter expertise in 
performance improvement. She is a certified Professional in Healthcare Quality, Project Management, 
and Six Sigma. She has also completed Triple Aim training through the Institute for Healthcare 
Improvement, which aims to: improve the patient care experience; improve the health of populations; and 
reduce per capita cost of healthcare.  
 
Ms. Jobeck additionally participates in Delmarva Foundation’s Quality Management System Committee 
and ensures EQR compliance with ISO 9001:2015 standards since 2015 to the present. She participated 
in the development of Delmarva Foundation’s corporate Capability Maturity Model Integration (CMMI) 
process improvement program that achieved a successful level 3 appraisal, from 2016 to 2017.  
 


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  Delmarva Foundation for Medical Care, Inc., Easton, MD 
2015-Present  EQR Senior Director  
Provides leadership and is responsible for the successful management and oversight of the EQR 
Department and associated contracts. Completes contract and project planning, implementation, and 
management activities to ensure compliance with EQR protocols. Ensures quality and timely deliverables 
for all EQR contracts. Conducts compliance review (CR) and performance improvement project (PIP) 
review activities. Directs teams completing performance measurements and encounter data validations. 
Writes reports for all EQR tasks, including Annual Technical Reports. Works with state clients on optional 
tasks, such as providing subject matter expertise to states reviewing annual progress on Medicaid 
Quality Strategies. Provides technical assistance and conducts presentations and trainings for State 
clients, Medicaid managed care organizations (MCOs), and other stakeholders.  
 
2012-2015  EQR Director 
Provided oversight for multiple EQR contracts including the District of Columbia, North Dakota Children’s 
Health Insurance Program (CHIP), and North Dakota Medicaid Expansion.  
 
2010-2012  EQR Project Manager 
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Provided day-to-day oversight for the North Dakota CHIP contract. Completed CR and PIP review 
activities across multiple EQR contracts. Wrote reports for EQR tasks, including Annual Technical 
Report. 
 
2004-2010  Quality Improvement Coordinator 
Completed CR and PIP reviews for multiple EQR contracts and assisted in the timely completion of 
quality deliverables. Also, managed the Centers for Medicare & Medicaid Services (CMS) Medicare 
Advantage Quality Review Organization (MAQRO) contract (2005-2008) and successfully completed 
hundreds of Quality Improvement Project (QIP) and Chronic Care Improvement Program (CCIP) project 
reviews. Completed QIP and CCIP training sessions for Medicare Advantage Organizations (MAOs) and 
provided technical assistance to MAOs and CMS.   
 
1999-2004  University of New Mexico Hospital, Albuquerque, NM 
2003-2004  Infection Control Practitioner 
Conducted surveillance and completed data collection on nosocomial and surgical site infections. 
Investigated infections and educated staff regarding infection outbreaks, clusters, and exposures. 
Analyzed and presented data to the Infection Control and Quality Management Committees. Assisted 
with accreditation processes, including Joint Commission, for the Epidemiology and Safety Departments.  
 
1999-2003  Quality Improvement Coordinator 
Managed the quality programs and projects for hospital, clinic, and medical staff areas. Facilitated 
process improvement efforts. Completed chart reviews and data collection, benchmarking, and analyses. 
Researched, prepared, and presented reports to quality committees. Assisted with accreditation 
processes, including Joint Commission, and conducted Core Measure activities.    
 
1996-1999  Reimbursement Technologies, Inc., Blue Bell, PA 
1998-1999  Enrollment Supervisor 
Managed staff and day-to-day operations of the physician enrollment department for approximately 75 
emergency department contracts.  
 
1997-1998  Financial Management Reporting Associate 
Generated, updated, and edited monthly emergency department contract reports distributed to regional 
Medical Directors and Vice Presidents. Performed financial and patient volume analyses for 
approximately 30 clients. 
 
1996-1997  Enrollment Specialist 
Enrolled physicians in third-party payers. 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
MBA, Healthcare Management, University of Phoenix, Albuquerque, NM; 2003 
BS, Health Sciences, Healthcare Administration, James Madison University, Harrisonburg, VA; 1996 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Certified Six Sigma Green Belt (CSSGB), 2014-Present 
Certified Project Management Professional (PMP), 2010-Present 
Certified Professional in Healthcare Quality (CPHQ), 2006-Present 
Triple Aim training, Institute for Healthcare Improvement, 2016 
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REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.   


 
Jodi Hulm 
Title: Administrator, Health Tracks and Healthy Steps 
Organization: North Dakota Department of Human Services, Medical Services Division 
Ph: 701-328-2323 
Fx: 701-328-1544 
Email: jmhulm@nd.gov 
 
Derdire “De” Coleman 
Title: Management Analyst 
Organization: District of Columbia Department of Health Care Finance, Division of Quality and Health 
Outcomes, Department of Healthcare Finance 
Ph: 202-724-8831 
Fx: n/a 
Email: Derdire.coleman@dc.gov 
 
Stephanie Waloch, BSN, RN  
Title: North Dakota Medicaid Expansion Contract Administrator 
Organization: North Dakota Department of Human Services Division, Medical Services Division 
Ph: 701-328-1705 
Fx: 701-328-1544 
Email: Swaloch@nd.gov 
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Delmarva Foundation for Medical Care 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Dana Pate, MA, MCMP-I Key Personnel: 
(Yes/No) Yes 


Individual’s Title Project Director 
# of Years in Classification: 6 # of Years with Firm: 13 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Ms. Pate has 25 years of experience in health care and human services, including 13 years of direct 
External Quality Review Organization (EQRO) experience. Since joining Delmarva Foundation, she has 
led compliance reviews for all state clients and developed guidelines based on state and federal 
regulations and other accrediting bodies. Ms. Pate has assisted several states with the deeming process 
(comparing state and federal standards with the National Committee for Quality Assurance standards) to 
reduce the administrative burden on Managed Care Organizations during compliance reviews. She also 
evaluates performance improvement projects, assesses network adequacy, manages performance 
measure validation, conducts encounter data validation, and develops consumer report cards. EQR 
clients include Maryland, North Dakota, West Virginia, and the District of Columbia. She manages 
contract budgets and oversees subcontractor performance.  
 
Ms. Pate received her Master’s and Bachelor’s degrees in Psychology from West Chester University in 
Pennsylvania. She currently holds a certification as Medicaid Learning Center Certified Medicaid 
Professional (MCMP-I). 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
 
2005-Present   Delmarva Foundation for Medical Care, Inc., Easton, MD 
Maryland EQRO Project Director (Quality Improvement Director)  
Directs and manages all aspects of the Maryland EQRO contract. Completes project planning, 
implementation, and management of all tasks and deliverables. Supervises staff and subcontractors to 
assure timely and quality completion of contract deliverables. Analyzes and evaluates MCO compliance 
with federal and state requirements. Reviews and assesses MCO performance improvement projects. 
Manages the encounter data validation, consumer report card, and value based purchasing activities. 
Conducts analyses and prepares contract deliverables and ad hoc reports. Provides presentations to the 
State client, MCOs, and other stakeholders. Serves as the primary point of contact for the State. 
Provides support for other EQRO contracts.   
 
2000-2005  Mid-Shore Mental Health Systems, Inc., Easton, MD 
Program Director  
Completed compliance and quality assurance reviews for behavioral health and rehabilitation programs. 
Developed and revised policies, procedures, and outcomes measures for Mid-Shore Mental Health 
Systems contracts and programs; analyzed and evaluated Adult and Child program outcomes. 
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Completed data analyses and monitored service utilization and provider performance. Provided technical 
advice and education to providers on state regulatory requirements. Coordinated with the state licensing 
office during licensing visits to regional providers. Wrote scope of work activities for contracts, monitored 
contracts, and authorized fund release. Wrote grants and administered funds for more than $2 million 
annually, including the federal HUD grant for homeless services. Supervised program service 
coordinators and consultants. 
 
1998-2000  Crossroads Community, Inc., Centreville, MD 
Targeted Care Manager  
Coordinated access to resources to meet mental health and daily needs for adults and children with 
severe mental illness. Developed and revised policies and procedures. Supervised case manager 
associates. Trained staff on targeted case management services. Facilitated agency meetings. 
 
1992-1998 Chester County Department of Mental Health and Mental Retardation, 


West Chester, PA 
Case Manager 
Assisted adults and children with severe intellectual and developmental disabilities. Coordinated 
appropriate and necessary services and resources for meeting their daily needs to transition into or 
remain in the community. Participated in the first waiver program that incorporated person-centered 
planning to assist individuals transitioning into community living situations. Trained families and agencies 
on person-centered planning and how to complete the process. Wrote person-centered annual service 
plans. Facilitated agency meetings. 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
MA, West Chester University, West Chester, PA, 1999 
BA, West Chester University, West Chester, PA, 1991 
AA, Chesapeake College, Wye Mills, MD, 1989 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Certified Medicaid Professional (MCMP-I), 2011 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 
Maureen Kelly 
Title: Director, Quality and Program Management 
Organization: Boston Medical Center HealthNet Plan 
Ph: 617-478-3953 
Fx: 617-897-0819 
Email: Maureen.kelly@bmchp-wellsense.org  
 
Karen Callahan 
Title: Manager of Health Information Systems 
Organization: Annapolis Pediatrics 
Ph: 410-263-6363 ext. 132 
Fx: 410-263-7551 
Email: KCallahan@annappeds.com    
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Diane Lynch-Godette 
Title: Medical Care Program Specialist II 
Organization: Maryland Department of Health 
Ph: 410-767-1604 
Fx: n/a 
Email: diane.lynch-godette@maryland.gov  
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Delmarva Foundation for Medical Care 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Patricia Newcomb, BSN, RN Key Personnel: 
(Yes/No) Yes 


Individual’s Title Project Manager 
# of Years in Classification: 6 # of Years with Firm: 5 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Ms. Newcomb has over 30 years of relevant experience, with 15 years in nursing services, 12 years as a 
health informatics and quality consultant, and 5 years working as External Quality Review (EQR) project 
manager on Medicaid and Medicare Managed Care contracts. As a coordinator for a case management 
program, she developed a pathways model for hospitals that promoted early discharge planning and use 
of standardized order sets with a focus on patient outcomes. As a managed care nurse, she reviewed 
inpatient length of stays to determine medical necessity and authorized services with case managers. 
Using her skills in quality measure development, she recently researched and drafted 10 quality 
indicators on emerging health care topics such as consumer access, social determinants of care, and 
physician burnout for national clients. Her expertise with data analytics and reporting assisted 24 
operational and quality data stewards and analysts to understand their new standard reports post 
electronic health record implementation. She has worked with multiple reporting analysts and IT vendors 
to address issues with data quality. Patricia is certified as a National Committee for Quality Assurance 
(NCQ) Patient Centered Medical Home (PCMH) Certified Content Expert (CCE) and has assisted 
practices in assessing their quality programs and measurement of patient populations while seeking 
recognition. She possesses familiarity with Health Effectiveness Data Information Set (HEDIS), 
Consumer Assessment of Healthcare Providers and Systems (CAHPS), Meaningful Use (MU), and 
Inpatient and Outpatient quality measures used in the CMS Hospital Compare Program. 
 


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. 
 
2018-Present  Delmarva Foundation for Medical Care, Inc., Easton, MD 
EQR Project Manager 
Plans, develops, and implements EQR tasks while monitoring timelines and expected deliverable dates. 
Works with EQR Project Director to respond and address risks and issues that arise. Conducts Medicaid 
managed care organization’s system performance review, evaluates project improvement projects, and 
assists with evaluation of encounter data validation and provider network adequacy requirements. 
Compiles annual technical report and works with state clients to approval final version. Assists with state 
proposal development, EQR program and process review to comply with ISO 9001:2015 audit 
compliance.   
 


“Information on this page is considered to be confidential and not for public distribution.”







Revised:  04-05-17 Resume Form Page 2 of 4 


2015-2017  CTG Health Solutions, Inc., Buffalo NY 
Clinical Advisory Services Delivery Director 
Developed quality benefits project strategy and processes assisting health care organization to 
determine where return on investment was achieved post implementation of a new electronic health 
record. Guided over 80 team members across hospitals to agree on a list of metrics and to develop 
workflows and train their staff to enter data for optimal reporting. Assisted vendor in developing a quality 
value benefits dashboard and trained data stewards in generating reports on a monthly basis. Wrote a 
data analytics and reporting business proposal approved as a new business line. Created an enterprise-
based reporting model with three new resources despite a hiring freeze. 
 
2010-2015  Encore Health Resources, Houston, TX 
Clinical Advisory Services Managing Consultant 
Provided daily oversight and technical support to project team members working on data analytics and 
quality reporting projects. Conducted annual team performance reviews and co-led clinical advisory 
practice’s governance model that met practice goals and expected outcomes of improved 
communication, onboarding processes, and knowledge spread across project teams.    
 
Led three Meaningful Use Readiness Assessment Projects for healthcare systems in Massachusetts, 
Washington, Pennsylvania, Vermont, and Texas. Directed team members and participated in the 
compliance with Medicaid and Medicare MU requirements. Analyzed strengths, weaknesses, and made 
recommendations in the area of operational and IT system capabilities, clinical processes and workflows 
to assist with collection of appropriate data for successful attestation. 
 
Developed standardized MU reporting and attestation processes for corporate compliance utilization 
when receiving report submissions from 47 hospitals with different electronic health records. Assisted 
with MU audits from Medicaid and Medicare auditors and received passing results over three-year 
period. Designed and implemented a new Health IT merger and acquisitions process and tools that aided 
organization to assess pre-acquisition risks for meaningful use attestation.  
 
2005-2010  First Consulting Group/Computer Sciences Corporation, Long Beach, CA 
Health Advisory Services Senior Consultant 
Developed project plans and timelines, hired project team and educated them in project start up activities 
prior to an ambulatory electronic health care record install at 62 clinics. Worked with CMIO to develop 
physician adoption plan and processes, met with physician leaders to design and build order sets. 
Worked with physician practices to create standardized provider pre-visit flowsheets to remind providers 
what preventative tests and evaluations were due before visit commenced.   
 
Managed a team of clinical analysts working with hospital teams to create and adopt standard clinical 
content and order sets for EHR implementation activities. Collaborated with surgeons and 
anesthesiologists to agree and adopt evidence-based content for order sets prior to electronic health 
record implementation at two hospitals. Developed electronic order set review and approval process and 
tools that later became system specifications documents for new order set review and approval 
database. 
 
2000-2005  Delmarva Foundation for Medicare Care, Inc., Easton, MD  
2003-2005  State Programs Director, State Programs 
Managed and oversaw tasks completed by project managers, QI coordinators, health scientists, data 
analysts, and nurses assigned to External Quality Review contracts. Conducted evaluation MCO system 
performance reviews, performance improvements projects, and provided technical assistance to 
Medicare Managed Care Organizations (MCO) as requested. Wrote and compiled information from other 
task findings in annual technical reports to evaluate level of access, care, and timeliness of service 
delivered to members by the managed care organizations who held Medicaid Managed Care contracts 
with the states.    
 
 
 


“Information on this page is considered to be confidential and not for public distribution.”







Revised:  04-05-17 Resume Form Page 3 of 4 


2000-2003  M+CQRO Manager 
Led Quality Assessment and Performance Improvement Project (QAPI) reporting to CMS Project Officer 
on all tasks and deliverables. Worked with three other Quality Improvement Organizations (QIOs) to 
develop project materials and training strategy for staff in CMS, Regional Offices, and Medicare + Choice 
Organizations. Evaluated QAPI report submissions and provided technical assistance to Medicare + 
Choice Organizations (M+CO) in quality improvement activities from region 4 and 6 after project 
implementation.    
 
1995-2000  Mid-Atlantic Health Plan, MAMSI, Rockville, MD 
Utilization Management Nurse and Supervisor 
Conducted utilization review and discharge planning for inpatient stays using approved review 
guidelines. Completed outpatient behavioral health reviews for children and adults seeking service 
authorization, and worked with inpatient psychiatric facilities if admission approved. Worked with case 
management nurses to provide durable medical equipment, home health services, and other services in 
a timely manner and according to Milliman and Roberson requirements. Conducted data analysis on 
length of stays for coronary bypass patients versus health outcomes for Maryland, Delaware, and 
Virginia hospitals, which led to development of health plan’s cardiac centers of excellence designation for 
network hospitals in seven states. 
 
1989-1995  Dorchester General Hospital, Cambridge, MD  
1994-1995  Case Management and Clinical Pathways Coordinator 
1992-1994  Critical Care Educator, PALS and ACLS Instructor, Dorchester General 
1989-1992  ED Preceptor, ED Nurse Manager 
 
1987-1988  Mallard Bay Nursing Home, Cambridge, MD  
Skilled Care Supervisor 
 
1979-1987  Easton Memorial Hospital, Easton, MD 
1986-1987  PACU Nurse and Anesthesia Liaison 
1985-1986  ICU Staff Nurse 
1979-1980  Medical Surgical Nurse 
 
1980-1985  Dorchester General Hospital, Cambridge, MD 
1984-1985  Nurse Manager ICU 
1983-1984  Assistant Manager, ICU/CCU 
1981-1982  ICU Nurse, DGH 
1980-1981  OR Circulating Nurse, DGH 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
BSN, Nursing, Wilmington College, Wilmington DE, 1995 
Diploma in Nursing, MacQueen Gibbs Willis School of Nursing, Easton MD, 1979 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Registered Nurse, State of Maryland, 1979–present (status active)  
NCQA PCMH Certified Content Expert, 2015–2018 
Crosswind PMP Project Management Institute Training, 2017 
Cerner and Epic IP/Ambulatory Solutions Training, 2017 
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REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.   


 
Linda Lockwood 
Title: Vice President of Clinical and Quality Informatics 
Organization: AVIA 
Ph: 410-310-6571 
Fx: n/a 
Email: llockwood@aviahealthinnovation.com 
 
Sophia Batallas 
Title: Associate Director, Advisory Services 
Organization: Encore, and Emids Company 
Ph: 973-202-4781 
Fx: n/a 
Email: sophia@batallas.net 
 
Vivian Chun Patterson 
Title: Senior Manager 
Organization: The Chartis Group 
Ph: 310-622-3650 
Fx: n/a 
Email: 2vivianchun@gmail.com  
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Delmarva Foundation for Medical Care 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Sunil Budhrani, MD, MPH, MBA Key Personnel: 
(Yes/No) No 


Individual’s Title Medical Director 
# 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. 


 
Dr. Sunil Budhrani is a Board Certified Emergency Medicine Physician who graduated from the 
University of Pennsylvania with a degree in Neuroscience and English, completed his Medical and Public 
Health Degree at the George Washington University, and then his Residency training in Emergency 
Medicine at the Tufts University School of Medicine. He went on to Chair and direct Emergency 
Departments and Urgent Care Centers throughout the East Coast. Dr. Budhrani then served as the Chief 
Medical Officer of the Affordable Care Act’s Evergreen Health Cooperative Insurance for the State of 
Maryland and led the clinical course for medical technology, network development, member/patient 
engagement, and Population Health for the Plan.  
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
 
2014-Present  Delmarva Foundation for Medical Care, Inc. Washington , DC 
Medical Director 
For over four years, has been responsible for oversight of Medicaid state, and federal insurance 
programs. Oversees and performs case reviews related to insurance reimbursement for acute and long 
term care in Maryland and Washington, DC. Responsible for all processes related to case reviews 
including hospital and facility chart examinations, compliance agency adherence i.e. URAC, and 
appropriate documentation. Leads QI Committee for URAC compliance. Provides case review and 
technical assistance services for EQRO contracts. 
 
05/2013  CareClix Telemedicine, Tysons Corner, VA 
Co-Founder 
Cofounder and ongoing consultant of Global Telemedicine Healthcare delivery services and technology. 
Organization provides comprehensive end-to-end telemedicine solutions for Government agencies, Third 
Party Administrators, Employers, Healthcare Networks, and Health systems both domestic and abroad. 
 
10/2013  Fort Belvoir Community Hospital, Fort Belvoir, VA 
Supervising Emergency Medicine Physician 
Part-time Supervising Emergency Medicine Physician in high volume, approximately 50,000 annual 
patient-visit, tertiary care/Level II medical center. Delivering emergency care to a high acuity, diverse 
community including a large pediatric population. 
 
2012-2013  Evergreen Health Cooperative Insurance, Baltimore, MD 
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Chief Medical Officer 
Chief Medical Officer for Maryland State Cooperative Insurance established as provision of Affordable 
Care Act. Oversaw all clinical staff and instituted policies and directives as related to clinical operations, 
provider and hospital contract negotiations, network establishment, state mandates, and clinical site 
infrastructure. 
 
2007-2012  PrimeMed Urgent Care Systems, Dumfries, VA 
Chief Executive Officer/Medical Director 
Chief Executive Officer/Medical Director of multi-location urgent care system in DC Metropolitan area. 
Specializing in the consulting, management, and provision of acute and urgent care services. 
 
2006-2010   NOVA Alexandria Hospital, Alexandria, VA 
Emergency Medicine Attending Physician 
Supervising Emergency Medicine Physician in high volume, approximately 75,000 annual patient-visit, 
tertiary care/Level II medical center. Delivering emergency care to a high acuity, diverse community 
including a large pediatric population. 
 
2005-2007  Independent Consultancy, Washington, DC 
Independent Healthcare Consultant 
Managed, Developed and Strategized plan for the delivery of acute care services in the District of 
Columbia’s public/community urgent care centers and emergency departments. Collaborated with city 
officials, politicians, health care providers, and EMS personnel to orchestrate more efficient and higher-
quality delivery of health care. 
 
2004-2006  Good Samaritan Medical Center, West Palm Beach, FL 
Chairman, Department of Emergency Medicine 
Oversaw management of Level 2 Medical Center Emergency Department with responsibilities including 
physician, PA, and mid-level staffing, continuous quality improvement, and community outreach. 
Engaged in regular interaction with other departmental chiefs as well as hospital administration and Chief 
Executive Staff. Served as an active member of Hospital-wide committees including Medical Executive 
Committee, Pharmacy and Therapeutics Committee, and Credentials Committee. Maintained full-time 
clinical schedule.  
 
2002-2004  Hackensack University Medical Center, Hackensack, NJ 
Emergency Medicine Attending Physician 
Supervised emergency medicine physician in high volume, approximately 80,000 annual patient-visit, 
tertiary care/trauma center. Actively involved in education of medical students and residents from 
regional health care institutions including University of Medicine and Dentistry of New Jersey. 
 
2000-2001  Baystate Medical Center/Tufts University Department of Emergency 
   Medicine, Springfield, MA 
Primary Investigator 
Served as principle investigator of retrospective analysis of 85 pediatric trauma centers to examine the 
occurrence and magnitude of serious injuries related to participation in American Youth Football. 
Accepted for abstract submission and presented at both New England Regional Society of Academic 
Emergency Medicine Conference in April 2001 and National Society of Academic Emergency Medicine 
Convention in May 2001. 
 
2000-2001  George Washington University School of Medicine, Washington, DC 
Research Assistant 
Collaborated with The Department of Pathology to write a case report on inflammatory pseudotumor of 
the spleen. Accepted August 1998 to In Vivo for publication.  
 
1997-1998  The Washington Free Clinic 
Community Service Project Coordinator 
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Served on an eight member outreach committee, ISCOPES (Interdisciplinary Student Community Patient 
Education Service). Identified local health needs of a predominantly Latino population, implemented 
health education and promotion projects, and supported staff with ancillary services. 
 
1995-1996  Screening for Kids: Headstart Programs/United Planning Organization, 
   Washington, DC 
Community Service Project Coordinator 
Performed screening exams including blood pressure, height, and weight measurements for an outreach 
program to ascertain the health status of indigent elementary school children. 
 
1993   Georgetown University-Lombardi Cancer Institute, Washington, DC 
Research Assistant 
Acquired skills in fluorescent antibody staining, tissue culture, DNA and RNA tissue extractions, 
electrophoresis, and cell counts of cancerous breast and prostate cells.   
 
1991-1992  Food and Drug Administration (FDA), Bethesda, MD 
Research Assistant 
Conducted in vitro tests with enzyme concentrations of reverse transcriptase and noted its effects on a 
substrate as enzyme concentration increases. 
 
1989-1989  Dr. John A. Mercantini, DDS, Reston, VA 
Dental Assistant 
Participated in various oral procedures including amalgam/composite fillings, root canals, tooth 
extractions, and dental cosmetics. 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
MBA, University of Baltimore, 2003 
Residency, Emergency Medicine, Tufts University School of Medicine, 2002 
MD, George Washington University School of Medicine, 1999 
MPH, Administrative Medicine Concentration, George Washington University School of Public Health, 
1999 
BA, The University of Pennsylvania, 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.   
 
Kim N. Hicks 
Title: Customer Service Manager – DC Long Term Care 
Organization: Delmarva Foundation for Medical Care, Inc. 
Ph: 202-496-6543, ext. 11716 
Fx: n/a 
Email: hicksk@delmarvafoundation.org 
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Anita Massengale, RN, BA, JD 
Title: Project Director – DC Long Term Care 
Organization: Delmarva Foundation for Medical Care, Inc. 
Ph: 202-496-6540, ext. 11709 
Fx: n/a 
Email: massengalea@delmarvafoundation.org 
 
Flora Gooding-Davies, BA, MSN.ED, RN, ALM/DM 
Title: Quality Manager 
Organization: Delmarva Foundation for Medical Care, Inc. 
Ph: 202-496-6547 
Fx: n/a 
Email: Daviesf@delmarvafoundation.org 
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Delmarva Foundation for Medical Care 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Susan M. Kelly, BA, MS, PhD Key Personnel: 
(Yes/No) No 


Individual’s Title Statistician/Sr. Scientist 
# of Years in Classification: 11 # of Years with Firm: 14 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Dr. Kelly joined Delmarva in 2004 as a Social Research and Evaluation Scientist. Her role has grown 
over the years to encompass activities in Quality Assurance and External Quality Review (EQR) 
Programs. Her responsibilities include overseeing all aspects of data analysis and research/sample 
designs for ongoing and new project initiatives, overseeing senior analysts, writing Quality Improvement 
Studies along with quarterly and annual reports, and providing ongoing analytical support. She has 
worked closely directing subcontractors in the review and analysis of data for quarterly and annual 
reports and for Pharmaceutical Drug Use studies, and provides analytic support to EQRO contracts as 
needed. Dr. Kelly performs complex statistical analyses including multiple regression, logistic regression, 
spatial analysis (adjusting for spatial autocorrelation), principle component analysis, and has completed 
work with path analysis. 
 


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  Delmarva Foundation for Medical Care, Inc., Easton, MD 
Senior Scientist 
Oversees all aspects of data analysis and research/sample designs and staff for ongoing and new 
projects, particularly for statewide quality assurance/improvement programs offering services to 
individuals with intellectual and developmental disabilities (I/DD). Provides analytic help with External 
Quality Review (EQR) and Quality Improvement Organization (QIO) projects as needed. Develops and 
writes Quality Improvement studies using various statistical/analytical methods including quantitative 
(predictive modeling) and qualitative (focus groups) techniques. Provides support and guidance in 
developing proprietary tools/surveys used to collect data through feedback surveys, face to face surveys 
(individual and provider interviews), observations of home and day programs, and provider 
documentation (record reviews).   
 
Works extensively with states to develop performance indicators for CMS Evidentiary Reports and other 
performance areas, for the Home and Community Based Services Waiver program; helps ensure data 
from Delmarva Foundation review processes align with the measures, and assisted with report writing.   


 
Completes extensive data analysis of complex relational databases using various techniques including 
Regression (Least Squares and Logistic), Two Stage Least Squares (Propensity Analysis), Principal 
Component/Factor Analysis, Confirmatory Analysis (check validity of tool) and tests for statistical 
significance. 
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Served as Principal Scientist for CMS Validation and Performance Assessment project. 
 
1993-2004  Health Strategies, Inc., Tallahassee, FL 
Senior Research Consultant 
Conducted research, data analysis and report writing in emergency medical services, certificate of need 
applications, managed care, and healthcare policy issues for clients in Florida. Used complex statistical 
analyses with data sets such as Florida AHCA hospital data, Health Plan Encounter and Hybrid data, 
Florida highway safety data, Medicaid eligibility and claims, and Florida head and spinal cord injuries.  
 
Programmed and evaluated HEDIS measures, helping an MCO achieve a three-year NCQA 
accreditation. Guided client through four NCQA audits, identified problems and implemented intervention 
strategies; completed quality of care studies; coordinated chart reviews; ensured data integrity; and 
conducted physician satisfaction surveys.  
 
1997-2004 Florida State University (FSU) and Tallahassee Community College (TCC), 


Tallahassee, FL 
Adjunct Professor 
Taught college level course:  Introduction to Sociology at TCC; and a graduate course in Statistical 
Research Methods at FSU: Social Research Methods, Social Statistics, Introduction to Sociology and 
Social Problems. 
 
1990-1995 Institute for Health and Human Services Research, Tallahassee, FL 
Research Associate 
Responsible for data collection and analysis for the following grant projects:  


 (1993-1995) Guggenheim Foundation Grant: Florida State University: “How Different is the 
Ecological Context of Violence in Families from Violence on the Streets?” Responsibilities 
included the collection and spatial analysis. 


 (1992-1993) Emergency Medical Services Grant, Florida EMS/HRS "Florida Trauma Triage 
Study". Managed data collection and analysis; prepared and presented final report.  The official 
Florida Trauma Triage protocol is based on the results of this study.     


 (1992) Emergency Medical Services Grant, Florida EMS/HRS "Social Context of Injuries”. 
Directed all aspects of this ecological analysis that explored the spatial distribution of injuries in 
Dade County, Florida for 1991.  


 (1991) Emergency Medical Services Grant, Florida EMS/HRS "Rural Injuries Study”. Assisted 
with analysis hospitalized injury rates among six of Florida's less populated rural counties, 
exploring the differences that may exist among the counties to explain low versus high injury 
rates  


 (1990) Emergency Medical Services Grant, Florida EMS/HRS "Aging Drivers and Pedestrians” 
Assisted in the analysis of pedestrian injuries among the elderly in Florida’s 67 counties, using 
the Florida Highway Safety Database. 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
PhD, Sociology, Florida State University, 1997 
MS, Sociology, Florida State University, 1993 
BA, Sociology, University of North Carolina at Asheville, 1990 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
N/A 
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REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.   


 
Eddie Towson 
Title: IDD Coordinator 
Organization: Georgia, Department of Behavioral Health and Developmental Disabilities 
Ph: 404-310-2578 
Fx: n/a 
Email: Eddie.Towson@dbhdd.ga.gov  
 
Edwin DeBardeleben 
Title: Chief, Quality Management 
Organization: Florida, Agency for Persons with Disabilities 
Ph: 850-414-9273 
Fx: n/a 
Email: Edwin.DeBardeleben@adpcares.org 
 
Steve Dunaway, PhD 
Title: Senior Management Review Specialist (retired) 
Organization: Florida, Agency for Persons with Disabilities 
Ph: 850-559-9886 
Fx: n/a 
Email: n/a 
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Delmarva Foundation for Medical Care 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Laura Poynor, MBA, PMP, CPHQ Key Personnel: 
(Yes/No) Yes 


Individual’s Title Performance Measure Validation Manager 
# of Years in Classification: 10 # of Years with Firm: 16 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Ms. Poynor provides 25 years of project management and analytic experience in healthcare quality and 
insurance. She joined Delmarva Foundation in 2002 and manages performance measure validation 
processes across multiple External Quality Review (EQR) contracts. She has extensive knowledge and 
experience in working with nationally recognized performance measures and developing client-specific 
measures. As a Certified HEDIS Compliance Auditor from 2008-2015, she led and participated in HEDIS 
and CAHPS audits for Medicaid, Medicare, and commercial organizations. She holds professional 
designations in Project Management and Healthcare Quality.   
 


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. 
 
2002-Present  Delmarva Foundation for Medical Care, Inc., Easton, MD 
2008–Present  Project Manager, Performance Measure Validation 
Provides oversight of performance measure validation (PMV) activities across EQR contracts. Conducts 
PMV audits for Medicaid and CHIP MCOs. Manages team members and tasks to meet audit and 
reporting timelines. Writes summary of PMV findings for Annual Technical Reports. Participates in EQR 
proposal responses. Provides technical assistance to States and MCOs regarding performance 
measures and assessments of information system capabilities, and provides expertise to Medicaid 
MCOs who have measure calculation or information system issues. Participates in other EQR activities 
such as Compliance Reviews and Performance Improvement Project Validations. Led HEDIS audits for 
Medicare, Medicaid, and commercial MCOs from 2008-2015 as a Certified HEDIS Compliance Auditor.    
 
2002–2008  Senior Health Analyst 
Developed data strategies for quality improvement and focused clinical studies. Conducted and reported 
results from HEDIS and performance measure analysis. Contributed to study design, data analysis, and 
report writing.  
 
2001–2002  Harte-Hanks CRM Marketing Analytics, Billerica, MA 
Senior Database Marketing Analyst 
Planned and conducted marketing analysis for clients in healthcare, financial services, and retail and 
pharmaceutical industries. Presented insights and recommendations to clients on a regular basis.    
 
1998–2000  Blue Cross Blue Shield, Orlando, FL 
Senior Health Care Data Analyst/Programmer 
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Developed programs and databases to be used by internal and external users. Analyzed provider 
networks and claims utilizations for geographic region. Generated financial impact studies and reports for 
contract settlements. Programmed, analyzed, and distributed quarterly provider incentive plan reports.  
 
1990-1997  USAA Life Insurance Company, San Antonio, TX 
1991 – 1997   Marketing Research Analyst 
Programmed and analyzed data from various marketing campaigns for effectiveness for life and health 
products. Managed large scale projects that involved focus groups, pilot tests, development of 
promotional messages, and identified target audiences. 
 
1990–1991   Marketing Research Coordinator 
Generated member files for direct mail campaigns. Managed data tables associated with new programs.   
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
MBA, Business Administration, St. Mary’s University, 1991 
BBA, Business Administration Management/ Marketing, University of San Antonio, TX, 1985 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Certified Project Management Professional (PMP), 2011-Present 
Certified Professional in Healthcare Quality (CPHQ), 2016-Present 
Certified HEDIS Compliance Auditor (CHCA), 2008-2015 
NCQA Facilitating PCMH Recognition Seminar 2013 
CMS Medicaid Training 2010 
NCQA HEDIS Update and Best Practices Seminar 2009 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 
Kim Edwards 
Title: HR Consultant 
Organization: Self-Employed 
Ph: 310-739-0835 
Fx: same 
Email: kedardsmb@gmail.com 
 
Nada Soussou 
Title: Senior Product Manager 
Organization: Harvard Pilgrim HealthCare 
Ph: 617-509-2529 
Fx: 617-290-6232 
Email: nsoussou10@gmail.com 
 
Irene Brassard, RN 
Title: Adjunct Nursing Instructor 
Organization: Valencia College 
Ph: 407-765-0115 
Fx: same 
Email: IBrassard@yahoo.com 
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Delmarva Foundation for Medical Care 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Jenna Jones, MFA Key Personnel: 
(Yes/No) No 


Individual’s Title Technical Writer 
# of Years in Classification: 1 # of Years with Firm: 1 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Ms. Jones has 8 years of relevant experience, concentrated in the quality assurance and improvement of 
writing and editing. Since joining Delmarva Foundation in 2017, she has edited reports across multiple 
external quality review (EQR) contracts and has developed knowledge in healthcare quality assurance 
and improvement. Prior knowledge of the proposal process has since expanded at Delmarva 
Foundation. She contributes to the writing and editing of proposals. 
 


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. 
 
2017 - Present Delmarva Foundation for Medical Care, Inc., Easton, MD 
EQR Technical Writer/Editor  
Provides editorial advice and guidance for content development and report finalization across EQR 
contracts. Ensures quality and timely deliverables. Assists in producing final formatting and presentation 
of assorted communication materials with the Mailroom and Production Office. Transcribes internal 
meeting minutes. Co-leads Business Development Strategy Workgroup. Contributes to the writing and 
editing of EQR proposals. 
 
2016 - 2017  Purdy Group, LLC., Cambridge, MD 
Research and Proposal Assistant 
Researched government contract opportunities and proposals. Organized, summarized, and presented 
weekly findings. Provided office support and occasional editorial guidance.   
 
2013 – Present Hamline University, Saint Paul MN  
2016-Present  Mentor for the Minnesota Prison Writing Workshop 
Reviews and critiques an individual mentee’s submission. Provides commentary including strengths, 
weaknesses, opportunities for improvement, and ideas and exercises for revision and suggested further 
reading. 
 
2013-2016 Editorial Intern of Water~Stone Review: An Annual National Journal 
Provided editorial review assistance across several January semesters to critique submissions sent to 
the publication. Editorial advice included strengths, weaknesses, and analysis of current submissions in 
the context of the publication’s history and reputation. 
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2013 Editorial Board Member of Water~Stone Review: An Annual National Journal 
Enrolled in a voluntary course about writing and submitting for literary journals and magazines. Course 
members were editorial fiction board members who read and critiqued works submitted for inclusion to 
Water~Stone Review. Editorial advice included strengths, weaknesses, and analysis of current 
submissions in the context of the publication’s history and reputation. Encompassed additional course 
activities, including writing our own works for possible submission to outside publications and created 
dream line-ups. 
 
2011-2012  Roanoke College, Salem, VA  
2011-2012  Managing Editor of Roanoke Review: An Annual National Journal 
Managed day-to-day oversight and organized editorial content for the literary journal, Roanoke Review. 
Assisted with reviewing submissions to the publication, and served as a liaison while working 
collaboratively with the Editor, editorial board, and writers. 
 
2011-2012  Editor of On Concept’s Edge: Roanoke College Student Literary Magazine 
Managed editorial board, content critique resources, and production processes for student literary 
magazine publication, On Concept’s Edge, with student team assistance. Provided editorial review all 
four years of college. Published two poems in the 2011-2012 publication.  
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
MFA, Writing, Hamline University, Saint Paul, MN, 2015 
BA, English, Roanoke College, Cum Laude, Salem, VA, 2012 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
n/a 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 
Karen Callahan 
Title: Manager of Health Information Systems 
Organization: Annapolis Pediatrics 
Ph: 410-263-6363 ext. 132 
Fx: 410-263-7551 
Email: KCallahan@annappeds.com  
 
Sheila O’Connor 
Title: Associate Professor and Fiction Editor for Water~Stone Review  
Organization: Hamline University 
Ph: 952-925-4265 
Fx: n/a 
Email: soconnor01@hamline.edu 
 
Susan Banks 
Title: Business Development Manager 
Organization: Dorchester County Economic Development 
Ph: 443-521-1527 
Fx: 410.228.9518 
Email: sbanks@docogonet.com 
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Delmarva Foundation for Medical Care 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Daniel Edris, BS Key Personnel: 
(Yes/No) Yes 


Individual’s Title Director of Data Management 
# of Years in Classification: 7 # of Years with Firm: 24 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Mr. Edris has over 24 years of experience in healthcare data analysis, rising from a statistical analyst to 
Delmarva Foundation’s Director of Data Management. He has extensive experience working with 
Medicaid, Medicare, HEDIS, CAHPS, and Focused Clinical Studies data in multiple states including: 
Maryland and the District of Columbia with Medicaid Utilization Review data, Florida, Georgia, and South 
Carolina with Developmental Disabilities data, as well as Maryland, the District of Columbia, Virginia, 
West Virginia, Ohio, Michigan, and North Dakota with External Quality Review data. Mr. Edris is well 
versed in QI and system automation. He oversees the secure transfer of all data into and out of our 
corporate databases, provides data preparation for our contract teams of doctors, nurses, social workers, 
and analysts, develops databases as custom solutions for corporate contracts, and creates report 
solutions to provide accurate information quickly to both internal and external customers. These solutions 
include sampling scripts for defined population samples, providing reliable results while also considering 
budget constraints. Mr. Edris was instrumental in the design and development of each custom electronic 
review tool used by our EQR team. He has extensive experience using Access, Excel, SharePoint, and 
SQL Server (Including Reporting Services and Integration Services) and is an active member of the 
CMMI process team. Mr. Edris is the leader of the Delmarva Foundation Measurement Workgroup. 
 


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. 
 
1993-Present  Delmarva Foundation for Medical Care, Inc., Easton, MD 
2010-Present  Director of Data Management 
Directs corporate data management operations, and determines scope and priority of data management 
projects. Develops and implements policies, standards, and procedures to ensure the proper security, 
quality, and integrity of data management products. Analyzes computer system and information needs 
for management and functional operations. Manages data through its lifecycle (creation through 
archival), including implementation of all ETL activities such as logging and deleting all dataset provided 
by external customers. Additionally, manages custom database solution developments in coordination 
with the Application Development Team to ensure efficient systems are built to provide accurate, high 
quality data for clients.   
 
2005-2010  Database Analyst 
Led team in developing Delmarva Foundation data management systems, and defined data policies and 
procedures for contracts. Served as a central integration point for client, contract staff, and information 
technology resources.   
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1998-2005  Senior Healthcare Analyst 
Served as Lead Analyst on the Maryland, District of Columbia, and West Virginia EQRO contracts. 
Provided oversight of sampling, medical record data collection, analysis, and reporting of data. Consulted 
with EQRO teams in Delaware and Ohio. Helped develop quality improvement projects (QIP) for 
Medicaid Managed Care Organizations (MCO) and other managed care operations. 
 
1993-1998  Statistical Analyst 
Served as Lead Analyst for District of Columbia and Maryland Medical Assistance, a position responsible 
for designing and maintaining data reports. Provided data analysis, including frequency distribution, chi-
square analysis, and multiple regressions. Validated review data collected by field staff. Provided 
additional responsibilities, when required, such as sampling methodology and programming.  
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
BS, Virginia Polytechnic Institute & State University, 1993 
 


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.   
 
 
Glendora Finch 
Title: Division Chief, Division of HealthChoice Quality Assurance 
Organization: Maryland Department of Health and Mental Hygiene 
Ph: 410-767-1740 
Fx: n/a 
Email: Glendora.finch@maryland.gov 
 
David Idala 
Title: Director of Medicaid Policy Studies 
Organization: The Hilltop Institute 
Ph: 410-455-6296 
Fx: 410-455-1309 
Email: didala@hilltop.umbc.edu 
 
Matt Kline 
Title: Systems Programming Administrator 
Organization: Florida, Agency for Health Care Administration 
Ph: 850-412-3472 
Fx: n/a 
Email: Matt.kline@ahca.myflorida.com 
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Delmarva Foundation for Medical Care 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Jean Honey, MBA Key Personnel: 
(Yes/No) Yes 


Individual’s Title Lead Analyst 
# of Years in Classification: 20 # of Years with Firm: 5 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Ms. Honey brings over 20 years of experience in health care analytics, health administration, and project 
management. Since joining Delmarva Foundation in 2013, Ms. Honey has provided analytical support for 
multiple external quality review (EQR) activities, including performance measure validation, encounter 
data validation, network adequacy assessments, consumer report card methodology, and focused study 
analysis and reporting. Within the past 4+ years, she has developed models to track various aspects of 
utilization management including length of stay and readmission analyses. She has presented findings of 
blue print models at various conferences, including the International American Telemedicine Association.   
 
Ms. Honey holds an Honorary Accountant Lambda Alpha International title from Land Economics 
Society, and membership in the Maryland Association of Institutional Research, American Telemedicine 
Association, and the Associated University Bureaus of Economic Research. She has experience with in-
house systems development, SAS, SPSS, ArcGIS, and Quickbooks.   
 


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  Delmarva Foundation for Medical Care, Inc., Easton, MD 
Senior Analyst 
Performs study design, data analysis, and report preparation. Designs data analysis strategies to identify 
potential areas for quality improvement or focused investigation. Develops epidemiological sound 
indicators for quality of care. Designs re-measurement strategies (post intervention) of healthcare 
processes and outcomes to effectively quantify impact of interventions for improvement. Develops 
dashboards with external and internal benchmarks of care for comparative and trend analysis. 
Developed models to measure performance, examine trends, generate forecasts, and predict outcomes.  
 
2012-2013  The Aspen Institute, Inc., Queenstown, MD 
Accounting Manager 
Management of finance department functions including payroll, accounts payable, accounts receivable, 
and cost management activities. Compiled budgets and forecasts for organizational programs and 
divisions to inform decision-making. Prepared financial statements in accordance with GAAP. Applied 
statistical analysis to assess risk-adjusted return in endowment portfolios. Applied formulas to allocate 
income and overhead to organizational programs. Coordinated internal and external audit activities.  
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2008-2012  Mid Shore Mental Health Systems, Inc., Easton, MD 
2010-2012 Finance Director 
Managed planning, oversight, and execution of the organization’s business and fiscal operations. Led 
and coordinated the organization’s annual audit. Prepared internal and external reports including annual 
financial statements, federal/state filings and management reports in compliance with GAAP. Performed 
desk audits of providers and sub-contractors of the State of Maryland. Prepared sensitivity models to 
analyze trends/variances, and optimize utilization and resources across continuums of care. Utilized 
actuarial models to project benefit payments and adjustments. Worked collaboratively with senior 
management and program administrators to support planning efforts through preparation of budgets, 
forecasts, and trend analysis. 
 
2008-2010 Grants Program Coordinator 
Responsible for planning, coordination, and governance of activities associated with tele-health grant 
programs. Secured competitive grant funding and ongoing research contracts through successful 
proposal writing. Submitted comprehensive reports (narrative and financial), milestones, and deliverables 
for contracts with public agencies. Presented/documented blue print model for rural tele-health site fee 
reimbursement for HRSA and CMS review. Built HIPAA compliant, client record sharing system 
(SharePoint, credible EMR) for clinical management.  
 
2005-2008   Chesapeake College, Wye Mills, MD 
Research and Assessment Analyst 
Developed tactical plans with dashboards to assess student learning outcomes and the quality of student 
services, and track financial outcomes for the college. Prepared and submitted internal and statewide 
accountability reports to summarize program, departmental, and institutional effectiveness. Conducted a 
variety of research studies at the request of administrators and stakeholders. Developed longitudinal 
tracking systems to analyze degree progress and other student learning outcomes. Performed 
quantitative and qualitative analyses, satisfactions surveys, needs assessments, and focused studies.  
 
2001-2005 University of Memphis, Bureau of Business and Economic Research, 


Memphis, TN 
2001-2005  Senior Research Associate 
Conducted specialized studies for clients, including, needs assessments, Economic Impact Studies, 
contract pricing models, economic forecasting, budget analysis, and predictive models. Coordinated 
activities between survey and reporting units. Developed dashboard (baseline data, key performance 
indicators, benchmarks, peer and trend data) to measure project/ agency outcomes. Developed scoring 
models to compare local agency outcomes and institute statewide performance-based payment systems. 
Published in professional journals. Delivered presentations on topics of economic origin. Prepared 
environmental scans to examine state and local trends. 
 
1998-2001 Graduate Research Assistant 
Developed real-time databases to analyze data and generate visual reports. Proficiency in excel and 
access as tools to custom design databases. Developed activities based costing models to capture cost 
data for business unit activities. Developed a research operating procedures manual and flow-charts. 
Utilized design methodology to test reliability, develop sampling approaches, and analyze factor inputs 
for research activities.  
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
MBA, Business Administration, The University of Memphis, 2001 
BS, Accounting Science, The University of South Africa, 1995 
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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.   
 
Stephanie Cleary 
Title: Administrative Director 
Organization: Mid-Shore Mental Health Systems, Inc. 
Ph: 410-673-1579 
Fx: 410-770-4809 
Email: sbcleary@verizon.net  
 
Dr. John Gnuschke 
Title: Executive Director 
Organization: Sparks Bureau of Business and Economic Research 
Ph: 901-678-2281 
Fx: 901-678-4056 
Email: jgnuschk@memphis.edu 
 
Bill Schneider 
Title: Associate Vice President, Research and Performance Management 
Organization: North Carolina Community Colleges System 
Ph: 919-807-6979 
Fx: 919-807-7165 
Email: schneiderb@nccommunitycolleges.edu 
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Delmarva Foundation for Medical Care 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Yani Su Key Personnel: 
(Yes/No) No 


Individual’s Title Analyst 
# of Years in Classification: 9 # of Years with Firm: 9 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Ms. Su has over ten years of experience in health data analytics and quality improvement. She is adept 
at designing methodologies to measure performances and quality of services for Medicaid and Medicare 
providers; building algorithms to synthesize data from multiple sources including review data, HEDIS and 
CAHPS; conducting focused clinical studies to identify opportunities to improve health outcomes; 
conducting analyses using claims data to discover prescribing patterns, readmission trends, and adverse 
drug events. 
 


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  Delmarva Foundation for Medical Care, Easton, MD 
Senior Data Analyst  
Apply statistical and computational methodologies to provide insights and answers for stakeholders; 
develop procedures for analysis and data validation; identify opportunities for quality improvement and 
efficiency optimization:  
 
Maryland HealthChoice Consumer Report Card: Analyzes HEDIS, CAHPS and value based purchasing 
data to produce comprehensive ratings for all participating managed care organizations. Makes 
recommendations and revises methodology based on changes in the data and plans.  
 
DC Medicare Quality Improvement program: Analyzes Medicare claims data to calculate admission and 
readmission rates by providers. Utilizes DGN ICD codes and pharmacy NDC information to detect 
Adverse Drug Events (ADE). 
 
Georgia and Virginia State Medicaid HCBS quality assurance programs: Evaluates provider 
performance, and measure individual outcome using quality review data, NCI survey, SIS, HRST and 
other available data sources. Conducts quality improvement studies to research predictors and influential 
factors for individual outcomes and provider quality of service. Identifies key performance indicators and 
synthesizes data into higher level findings. Summarizes results in regional Quality Improvement Councils 
and facilitates work groups to develop quality improvement initiatives and interventions.   
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2007-2008  Arizona Respiratory Center, University of Arizona, Tucson, AZ 
Research Specialist 
Developed research hypothesis, analyzed data using statistics models including GLM and GLMM, wrote 
reports and manuscripts for a prospective birth cohort (longitudinal epidemiology) study. 
 
2004-2007  University of Arizona Department of Pediatrics, Tucson, AZ 
Program Coordinator 
Coordinated with different departments involved in a randomized clinical trial; analyzed data and 
participated in report writing. 
 
2004   University of Arizona Cancer Center, Tucson, AZ 
Research Intern 
Designed surveys to evaluate the risk perception and prevention behavior for patients with melanoma. 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
Master of Public Health in Biostatistics, University of Arizona, Tucson, AZ, 2002-2004 
Bachelor of Medicine, Guangdong Pharmaceutical University, Guangzhou, China 1997-2001 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
SAS 9 Advanced Programming, date received: 04/20/2015 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 
Sue Kelly 
Title: Senior Scientist 
Organization: Delmarva Foundation for Medical Care, Inc. 
Ph: 850-671-5044 
Fx: n/a 
Email: kellys@delmarvafoundation.org 
 
Bonnie Horvath 
Title: Director 
Organization: Delmarva Foundation for Medical Care, Inc. 
Ph:410-872-9610 
Fx: n/a 
Email:horvathb@delmarvafoundation.org 
 
Marion Olivier 
Title: Director 
Organization: Delmarva Foundation for Medical Care, Inc. 
Ph:404-459-9667 
Fx: n/a 
Email:olivierm@delmarvafoundation.org 
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Delmarva Foundation for Medical Care 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Cynthia Jones, CPC, CPMA, CPC-I Key Personnel: 
(Yes/No) No 


Individual’s Title Quality Improvement Coordinator 
# 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. 


 
Ms. Jones has over 30 years of healthcare related experience. She began her career as a primary care 
office manager with billing and coding responsibilities. She transitioned to a quality role collecting and 
reporting core measure data for a local hospital before accepting a project manager position with a 
national provider of data abstraction services. Prior to joining Delmarva Foundation, she was a claims 
analyst at Health Integrity LLC, a sister company of Delmarva Foundation, where she validated medical 
claims to identify potential fraud, waste, and abuse. She is currently teaching an in-house Certified 
Professional Coder (CPC) certification course to assist the Health Integrity team in medical coding for 
physician offices.   
 
She has experience with Midas, Press Ganey, and Comparion software, and Cerner and Epic electronic 
health record systems. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
 
2017-Present   Delmarva Foundation for Medical Care, Inc., Easton, MD 
EQR Quality Improvement Coordinator - EQR 
Performs project management activities for successful implementation and completion of quality 
improvement (QI) projects for various deliverables. Works among an interdisciplinary team consisting of 
physicians, nurses, analysts, and scientists across contract requirements, maintaining knowledge of the 
QI activities assigned. Provides analytic and encounter data validation (EDV) support. Performs source 
code review, performance measure validation activities, and special projects across contracts. Teaches 
an in-house CPC course to improve associate knowledge base. 
 
2015-2017  Health Integrity, Easton, MD 
Claims Analyst 
Served as a member of the medical review staff to audit and validate medical claims for medical 
necessity, proper coding, and fulfilment of state Medicaid billing policies. Assisted staff with proper 
ICD/CPT code selection during design of data collection algorithms. Instituted an in-house CPC course 
to prepare staff for potential new contracts. 
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2014-2015  Registry Partners, Burlington, NC 
Quality Core Measure Project Manager, 2014-2015 
Trained data abstraction staff on client-specific electronic health record and software systems in order to 
accurately collect core measure data. Provided ongoing training and education to the abstraction staff as 
well as the on-site staff to maintain compliance with changes to data collection processes. Validated and 
performed opportunity for improvement (OFI) and non-OFI cases. Monitored assignments and work 
completed in addition to reviewing and approving staff timekeeping records. 
 
2008-2014  Shore Regional Medical Center, Easton, MD 
Quality Core Measure Abstractor 
Abstracted inpatient and outpatient electronic medical records for quality core measure reviews.  
Participated in quality committee meetings to share abstraction results and provided education to clinical 
staff to improve documentation. Utilized Meditech electronic health record, and Midas and Press Ganey 
software, for quality core measure data set collection and submission. Created tool on facility intranet to 
notify nursing staff/clinicians of OFI cases.  
 
2006-2008  Lois A. Narr, DO, LLC, Cambridge, MD 
Office Manager/Coder/Biller 
Managed daily operations, staff schedules, payroll, and office inventory. Conducted weekly staff 
meetings. Coded and generated electronic and paper billing for all practitioners. Tracked business 
accounts payable and managed office inventory. Regularly attended coding, billing, and compliance 
training to maintain competency.  
 
1984-2000  Robert M. McDonald, MD, PA, Easton, MD 
Office Manager/Coder/Biller 
Managed daily operations, staff schedules, payroll, and office inventory. Coded and generated electronic 
and/or paper billing for all practitioners. Tracked business accounts payable and managed office 
inventory. Regularly attended coding, billing, and compliance training to maintain competency. 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
Cambridge South Dorchester High School, 1984, Cambridge, MD 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Certified Professional Coder, 2007-current 
Certified Professional Coding Instructor, 2016-current  
Certified Professional Medical Auditor, 2016-current 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 
Brad Meisky 
Title: Inpatient Coding Consultant 
Organization: UASI 
Ph: 410-739-5978 
Fx: n/a 
Email: bmbr@comcast.net 
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Cindy Bartkus 
Title: Senior Vice President of Quality Services Division 
Organization: Registry Partners 
Ph: 815-931-1141 
Fx: n/a 
Email: cindybartkus@registrypartners.com 
 
Polly Lacoco 
Title: Claims Analyst Lead 
Organization: Health Integrity, LLC 
Ph: 410-770-3574 
Fx: n/a 
Email: lacocop@healthintegrity.org 
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Delmarva Foundation for Medical Care 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Hui Theng Pohl Key Personnel: 
(Yes/No) No 


Individual’s Title Quality Improvement Coordinator 
# of Years in Classification: 1 # of Years with Firm: 1 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Ms. Pohl has 6 years of healthcare related experience. Administrative support positions at various 
medical facilities provided proficiency in day-to-day business operations and marketing. She gained 
familiarity in federal, state, and commercial insurances for referrals, preauthorization, and billing 
purposes. Prior to joining Delmarva Foundation (DF), she was a National Benefit Integrity Medicare Drug 
Integrity Contractor (NBI MEDIC) Customer Complaint Specialist at Health Integrity LLC., a sister 
company of Delmarva Foundation. Her Health Integrity position provided skills in addressing fraud, 
waste, and abuse in Medical Part C and D programs. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
 
2017-Present  Delmarva Foundation for Medical Care, Inc., Easton, MD 
Quality Improvement Coordinator I 
Performs project management activities for successful implementation and completion of quality 
improvement projects for various deliverables. Works among an interdisciplinary team consisting of 
physicians, nurses, analysts, and scientists across contract requirements, maintaining knowledge of the 
quality improvement (QI) activities assigned. Provides analytic support, performance measure validation 
(PMV) support, and conducts special projects across contracts.   
 
2016-2017  Health Integrity LLC, Easton, MD 
NBI MEDIC Customer Complaint Specialist 
Initiated, evaluated, and researched complaints to detect and prevent fraud, waste, and abuse in the Part 
C and Part D MEDICARE programs on a national level. Answered the NBI MEDIC hotline, and 
communicated with external customers including beneficiary or individual complainants, and 
representatives from the Senior Medicare Patrol, Plan Sponsors, and CMS. 
 
2012-2014  Exeter Regional Hospital- Center for Sleep Disorder, Exeter, NH 
Patient Service Representative II, 2003-2004 
Provided administrative support to the clinical staff which involved scheduling office visits, and sleep and 
neurology testing. Handled incoming referrals, patients’ personal health information (PHI), medical 
records, and performed billing responsibilities. Successfully strategized marketing of the sleep center by 
improving office functions, customer service, and public relations, resulting in a significant financial 
growth.  
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2011-2012  Whole Life Health Care LLC, Newington, NH 
Medical Record Coordinator/Administrative Assistant 
Managed the medical record department for the facility. Provided administrative support to the primary 
care nurse practitioners in day-to-day operations, which included scheduling appointments, preparing 
referrals forms, and collecting copays.   
 
2009-2011  Dr. Stephen A. Moore LLC, Ophthalmologist, Great Barrington, MA 
Medical Secretary/ Visual Field Technician 
Provided administrative support to the ophthalmologist in day-to-day operations, which included 
scheduling appointments, obtaining referrals, collecting copays, and billing insurance claims. Performed 
visual field exams for Glaucoma patients.   
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
BMus, Bachelor of Music Performance, University of Central Arkansas, Conway, Arkansas, 1997 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
NA 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 
Mr. Brian Campbell 
Title: Vice President of Ambulatory Care 
Organization: Exeter Regional Hospital 
Ph: 603-580-7427 
Fx: n/a 
Email: BCampbell@ehr.org 
 
 
Dr. Stephen A. Moore 
Title: Retired Ophthalmologist 
Organization: Dr. Stephen A. Moore, LLC  
Ph: 413-329-6767 
Fx: n/a 
Email: n/a 
 
Mrs. Sandra Hooper 
Title: Retired Registered Nurse 
Organization: Whole Life Health Care but retired in 2017 
Ph: 207-439-1888 
Fx: n/a 
Email: pshoopster@gmail.com 
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Delmarva Foundation for Medical Care 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Suzanne M. Reinhold Key Personnel: 
(Yes/No) No 


Individual’s Title Quality Improvement Project Coordinator 
# of Years in Classification: 2.5  # of Years with Firm: 2.5 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Ms. Reinhold has 20 years of relevant experience in operations coordination and project management, 
with the last three years in Medicaid fraud, waste, and abuse and external quality improvement. Since 
joining Delmarva Foundation in 2017, she has managed multiple external quality review (EQR) project 
tasks, and has developed and implemented a tool for Network Adequacy Validation which significantly 
improved the overall efficiency of the project. She has completed the ICD-10-CM, CPT, and HCPCS 
Medical Coding courses, and plans to sit for the AAPC CPC exam this year to obtain her professional 
coding certification.  
 


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. 
 
2017-Present  Delmarva Foundation for Medical Care, Inc., Easton, MD 
External Quality Review Quality Improvement Project Coordinator  
Provides coordination and support, conducts special projects, and preforms administrative and technical 
activities to meet objectives and deliverable deadlines across all contracts. Collects and researches data, 
draws samples for review activities, and prepares and validates data. Prioritizes and coordinates tasks 
and projects to meet internal and external customer deadlines. Monitors project team activities, and 
communicates progress, barriers, changes, and concerns of tasks and activities for resolution in a timely 
manner. Utilizes quality improvement tools to continuously improve processes. 
 
2015-2017  Health Integrity, LLC, Easton, MD 
Medicaid Integrity Contract Operations Coordinator 
Obtained and provided information, identified issues, and assisted with timely responses to inquiries from 
CMS and other governmental contractors.  Ensured contract compliance by communicating Medicare 
change requests to team members, formatting and editing reports, monitoring deliverables and contract 
requirements. Collaborated with other business units within the organization to ensure the effective 
coordination of objectives and deliverables. Established systems permissions, and performed quality 
review of deliverables to ensure compliance in accordance with applicable regulations within the scope of 
work, managed activities, and facilitated projects by setting priorities. Provided training and technical 
advice to team members. 
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2014-2015  Mid-Shore Council on Family Violence, Easton, MD 
Lethality Assessment Coordinator  
Coordinated and facilitated Lethality Assessment Program (LAP) trainings for law enforcement and 
government agencies as outlined by the Maryland Network Against Domestic Violence Plan of 2001 to 
prevent domestic violence, homicides, and serious injuries. Acted as liaison to law enforcement and 
government agencies on the proper utilization and implementation of the LAP tool during a domestic 
violence crisis to ensure immediate intervention for those that are at highest risk of being seriously 
injured or killed by their intimate partner. Worked with community partners and coordinated public 
outreach and educational events on domestic violence.  
 
2001-2006  Hospice of Queen Anne’s, Inc., Queenstown, MD 
Office Coordinator  
Managed all office administrative functions with specialized support of the Executive Director, the Clinical 
Director and Volunteer Coordinator. Created databases and spreadsheets for the improvement of client 
and donor data management to improve reporting accuracy. Assisted with compliance review and 
preparation efforts for the Joint Commission Accreditation survey. Managed office volunteers and 
oversaw volunteer projects. Assisted in coordinating public outreach, training, educational and 
fundraising events. 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
Graphics Design & Multimedia Training, Chesapeake College, Wye Mills, MD, 2003 
A.A. Psychology, Liberty University, Lynchburg, VA, Psychology, pending graduation 2019 
 


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.   
 
Mr. Gary Coley 
Title: VP Operations and Deputy Director Medicaid Integrity Contract  
Organization: Health Integrity, LLC  
Phone: 919-302-4566 
Fax: N/A 
Email: coleyg@healthintegrity.org 
 
Ms. Heidi Kimble, MSN, RN 
Title: Claims Analyst II MIC ZPIC 4 
Organization: Health Integrity, LLC 
Phone: 410-822-0697 
Fax: N/A 
Email: kimbleh@healthintegrity.org 
 
Ms. Michelle Kennedy 
Title: Operations Coordinator Medicaid Integrity Contract, TO2 
Organization: Health Integrity, LLC 
Phone: 410-770-3759 
Fax: N/A 
Email: kennedym@healthintegrity.org 
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Delmarva Foundation for Medical Care 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Diane McComb, MS Key Personnel: 
(Yes/No) No 


Individual’s Title  
# of Years in Classification: 30 # of Years with Firm: 10 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Ms. McComb is a Disabilities subject matter expert (SME) for Delmarva Foundation providing technical 
expertise on disabilities and health. She has broad expertise in federal and state policy, Medicaid policy, 
quality improvement, community waiver programs, intermediate care facilities, managed care, and health 
disparities. Concurrently, she also works with the American Network of Community Options and 
Resources (ANCOR) as their Liaison to State Associations across the country.  
 
Prior to her current work, she was appointed by Maryland’s governor as the Deputy Secretary of the 
Maryland Department of Disabilities. She oversaw the development of the Maryland State Disability Plan, 
covering a wide array of issues including children and families, long-term services and supports, 
employment and training, housing, technology, Medicaid, transportation, and emergency preparedness. 
She was instrumental in initiating numerous policy shifts resulting in increasing person-directed supports 
and other levels of inclusion of people with disabilities in program evaluation and quality improvement 
initiatives. She brings her extensive knowledge of the disability community, her demonstrated track 
record of innovative problem solving, and lifelong commitment to creating improved capacity in the 
systems empowering individuals with disabilities to achieve their personal and professional goals in 
communities where they live. 
 


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  Delmarva Foundation for Medical Care, Inc., Easton, MD 
Aging and Disability Subject Matter Expert 
Develops key efforts to expand work in quality improvement in disabilities, Home and Community Based 
Waivers, and intermediate care facilities. Possesses expertise in outcome measure development for 
long-term services and supports relating to the social determinants of health and well-being in managed 
care settings. Provides professional leadership on disability issues relevant to Delmarva Foundation. 
Trained staff from intermediary care facilities (ICF) in Ohio and Maryland. 
 
2007-Present American Network of Community Options and Resources (ANCOR), 


Washington, DC 
Liaison to State Associations (Contractual Position) 
Provides communication, technical assistance, and support to state associations of community agencies 
supporting people with disabilities across the United States. Provides state trending data regarding 
economy, healthcare initiatives, and managed care; policy updates; and advocacy efforts. 
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2012-Present  CMMI Grant Reviewer/Review Team Chairperson and Panelist 
Serves on Capability Maturity Model Integration (CMMI) review panels for Innovation Grants and others. 
Chairperson for a review team for Round 2 of the Innovation Grants. 
 
2009-Present National Leadership Consortium on Developmental Disabilities, 


University of Delaware 
Faculty 
Attends national leader sessions addressing current and future strategies regarding developmental 
disabilities. Topics range from managed care to overall trends in the field of disabilities. 
 
2003-2008  The Maryland Department of Disabilities, Baltimore, MD 
Deputy Secretary 
Authored and successfully navigated enabling legislation to create the Maryland Department of 
Disabilities, the first cabinet-level department of its nature in the country. Oversaw the development of 
the State Disability Plan covering a wide array of issues including: children and families, adult services, 
long term care supports, employment and training, housing, technology, Medicaid, transportation, 
disaster planning, and emergency preparedness. Played a pivotal leadership role in achieving critical 
milestones in disability service performance and assessment of outcomes. 
 
1988-2003  The Maryland Association of Community Services, Severna Park, MD 
Chief Executive Officer 
Provided executive leadership to statewide membership of agencies supporting people with disabilities. 
Interfaced with the nonprofit board of directors to implement their vision. Organized statewide advocacy 
efforts to secure community services and supports for individuals in a wide array of support 
environments. Promoted association mission with emphasis on public policy, interacted routinely with 
elected and public officials. Worked closely with membership activities to assure alignment with overall 
objectives of the board of directors. Conducted training and facilitated conferences. 
 
1976-1987  The Caroline Center, Inc., Caroline County, MD 
Executive Director 
Developed and implemented a full array of community supports for people with developmental 
disabilities. Formulated budgets and managed fiscal resources. Maintained on-going regulatory 
compliance. Developed policies and procedures for personnel and program management. Worked 
cooperatively with other organizations, including local and state government and the board of education 
to advocate on behalf of people with developmental disabilities. 
 
Technical Expert Panels 


 National Quality Forum:  Medicaid Innovation Accelerator Project: Community Integration – 
Community-based LTSS Technical Expert Panel  2016-2017 


 Technical Expert Panel (TEP) on Quality Measure Development for Dual Enrollees and Medicaid 
Beneficiaries using Home- and Community-Based Services (HCBS) 2016 


 NCQA/Mathmatica: Duals/HCBS Technical Expert Panel (TEP) TEP for Duals/MLTSS/IAP-
Community Integration 2016-2017 


 National Quality Forum:  Addressing Performance Measure Gaps in Home and Community-
Based Services to Support Community Living Technical Expert Panel (TEP) – 2015 


 
Presentations (2008 to present) 
Regularly speak at national and state conferences on the following topics: 


 National Trends and Disabilities 
 Managed Long Term Services and Supports and People with Disabilities 
 Building Capacity for Sustainability — Collecting and Using Outcome Measures Data 
 Achieving Quality Outcomes through Person Centered Practices 
 Building Coalitions to Market Your Mission 
 How the Future of Supports for People with Disabilities is Affected by the Economy and Political 


Climate 
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 Medicaid, Managed Care, and Opportunities under the Affordable Care Act for People with 
Disabilities 


 Income Disparity and the Effects on the Social Determinants of Health and Well-Being 
 


Honors and Awards 
2015 Circle of Excellence – Legacy Leader, American Network of Community Options & Resources 
2006 Award of Excellence, On Our Own of Maryland 
2005 Inspiration Award, MACS WC-SIG 
2004 Leadership Award, Abilities Network 
2001 Advocacy Awards: MD Statewide Independent Living Councils; Arc of Southern MD  
2001 Legislative Awards: The Arc of Baltimore; Arc of the Northern Chesapeake Region 
2000 Arc of Maryland President’s Cup Award 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
MS, Severe & Profound Disabilities, Johns Hopkins University, 1990 
BA, English, University of Maryland at College Park, 1972 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Certified Person Centered Thinking Trainer, 2017 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 
Barbara Merrill 
Title: CEO 
Organization: The American Network of Community Options and Resources, Inc. (ANCOR) 
Ph: (703) 535-7850, ext. 103 
Fx: (703) 535-7860 
Email: bmerrill@ancor.org  
 
Kris Cox 
Title:Executive Director 
Organization:Utah Governor's Office of Management and Budget 
Ph: 801-538-1705 
Fx: n/a 
Email:Kristen.Cox@comcast.net   
 
Scott Vivona 
Title:Assistant Deputy Director 
Organization:California Dept. of Public Health 
Ph:  916-440-7377 
Fx:  916-324-4820 
Email:Scott.Vivona@cdph.ca.gov   
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Delmarva Foundation for Medical Care 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Larry Townsend, MS Key Personnel: 
(Yes/No) No 


Individual’s Title Director of Application Development 
# of Years in Classification: 7 # of Years with Firm: 17 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Mr. Townsend has been the leader of a software development team for over seven years.  He also led 
several project teams on multi-million dollar municipal infrastructure projects as an engineer.  He has an 
analytical mindset and exceptional problem solving abilities. He possesses expertise in machine 
learning, particularly genetic algorithms and neural networks. An innovative software developer with full 
life cycle experience, he is proficient in developing, integrating, and supporting software. He is a current 
doctoral candidate for computer science. He possesses technical skills in C#.NET, Machine learning, 
Python, SQL, JAVA, C++, JavaScript, CSS, AJAX, HTML.   
 


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. 
 
2010-Present  Delmarva Foundation for Medical Care, Inc., Easton, MD 
2010-Present Director of Application Development 
Leads team of developers and business analysts to implement and manage enterprise software projects.   
Manages and monitors developer's workload and performance, and coordinates activities of the 
development team to ensure deadlines and deliverables are met. Consults with corporate management, 
recommending IT solutions to create efficiencies and leverage capabilities for a strategic advantage. 


 
2005-2010  Developer III 
Developed a Medicare/Medicaid tracking and authorization application for the District of Columbia that 
validated and approved coverage for approximately 2,000 cases per month.  Developed Neural Network 
Models for data analysis using C++ and Matlab. Developed a data lag simulation in C++ for “Making 
Things Work” conference at MIT.  Developed a data-driven case management system used in Florida, 
Georgia and South Carolina for improving the care of the developmentally disabled. Gathered 
requirements and produced an environmental scanning application in C# that tracked the strength of 
competitor companies. Produced a web-based, e-learning application for healthcare government 
officials.  Directed filming, performed editing, and utilized Flash animation. Created a company-wide 
automated expense approval and reimbursement process. Wrote a real-time, web-based application that 
identified and provided status for all Maryland-based healthcare facilities.  
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2002–2005  Systems Analyst  
Managed full life-cycle application development efforts. Gathered user requirements and developed 
software using C++, C# and Visual Basic.  Redesigned internal business processes for software 
development efficiency.  
 
2000-2002  Database Administrator   
Managed, designed, and maintained SQL Server and Access databases. Wrote SQL stored procedures 
and database applications using Access and VBA. Performed data import, clean-up, extraction, and 
merge.   
 
1996-2000  Davis, Bowen, and Friedel, Salisbury, MD 
Civil Engineer 
Designed and managed projects for municipal and commercial water and wastewater treatment systems. 
Prepared plans and developed specifications for street, utility, and site projects. 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
PhD, Computer Science, Nova Southeastern University, Expected 2018 
MS, Applied Computer Science, University of Maryland Eastern Shore, 2002 
BS, Civil Engineering, University of Maryland at College Park, 1995 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Certified Professional in Software Engineering, Learning Tree International, 2003 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 
Brian Cleary 
Title: Vice President of IT 
Organization: Quality Health Strategies 
Ph: 410-763-6253 
Fx: 410-822-7971 
Email: clearyb@qhs-inc.org 
 
Dan Edris 
Title: Director of Data Management 
Organization: Quality Health Strategies  
Ph: 410-763-6227 
Fx: 410-822-7971 
Email: edrisd@qhs-inc.org 
 
Shannon Wolfe 
Title: Corporate Security Officer 
Organization: Quality Health Strategies 
Ph: 410-763-6273 
Fx: 410-822-7971 
Email: wolfes@healthintegrity.org 


“Information on this page is considered to be confidential and not for public distribution.”







Part IA – Technical Proposal 
Section VIII – Other Informational Material 
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Section VIII – Other Informational Material 
 
 
Delmarva Foundation and it’s subcontractors have no additional informational material to 
submit at this time. 
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February 20, 2018
DELMARVA FOUNDATION FOR MEDICAL CARE, INC.
State of Nevada DHHS, DHCFP Division EQRO
MANDATORY ACTIVITIES    Request for Proposal: 3491


RFP 3491 EQRO 


Activity RFP Citation MCO Title XIX MCO Title XXI DBA Title XIX
DBA Title 


XXI
CMO -FFS TOTAL


2.1.1.1 2019 $30,901.53 $12,034.19 $4,962.58 $1,550.31 N/A $49,448.61
2.1.3.3 2020 $31,828.58 $12,395.22 $5,111.46 $1,596.82 N/A $50,932.07


2021 $32,783.43 $12,767.07 $5,264.81 $1,644.72 N/A $52,460.03
2022 $33,766.94 $13,150.08 $5,422.75 $1,694.06 N/A $54,033.83


2.1.1.2 2019 $59,461.76 $21,686.40 $17,965.70 $8,395.77 $21,747.78 $129,257.41
2.1.3.1 2020 $50,636.07 $21,907.69 $18,159.64 $8,499.77 $21,891.41 $121,094.59
2.1.3.2 2021 $51,153.45 $22,135.62 $18,359.40 $8,606.90 $22,039.36 $122,294.73


2022 $51,686.36 $22,370.39 $18,565.15 $8,717.23 $22,191.74 $123,530.87
2.1.1.4 2019 $72,784.57 $23,044.53 $18,869.01 $9,166.61 N/A $123,864.72
2.1.3.4 2020 $74,453.26 $23,735.87 $19,435.08 $9,441.61 N/A $127,065.81


2021 $72,073.17 $24,447.95 $20,018.13 $9,724.85 N/A $126,264.10
2022 $74,235.37 $25,181.38 $20,618.67 $10,016.60 N/A $130,052.02


2.1.1.3 2019 $54,745.10 $24,842.75 $20,564.34 $8,921.51 $26,142.03 $135,215.73
2.1.4 2020 $56,387.45 $25,588.03 $21,181.27 $9,189.16 $26,926.29 $139,272.20


2021 $58,079.08 $26,355.67 $21,816.70 $9,464.83 $27,734.08 $143,450.37
2022 $59,821.45 $27,146.34 $22,471.21 $9,748.78 $28,566.10 $147,753.88


2019 $16,647.93 $7,540.78 $5,631.15 $2,578.00 $6,622.42 $39,020.29


2020 $17,147.37 $7,767.01 $5,800.09 $2,655.34 $6,821.09 $40,190.90
2021 $17,661.79 $8,000.02 $5,974.09 $2,735.00 $7,025.73 $41,396.62
2022 $18,191.65 $8,240.02 $6,153.31 $2,817.05 $7,236.50 $42,638.52
2019 $26,268.08 $12,569.50 $6,957.92 $3,690.86 N/A $49,486.36
2020 $22,528.19 $11,006.04 $7,166.66 $3,801.58 N/A $44,502.47
2021 $23,204.04 $11,336.22 $7,381.66 $3,915.63 N/A $45,837.55
2022 $23,900.16 $11,676.30 $7,603.11 $4,033.10 N/A $47,212.67


2019 $28,064.71 $10,009.48 $10,238.60 $7,690.65 N/A $56,003.44


2020 $28,906.65 $10,309.76 $10,545.76 $7,921.37 N/A $57,683.54


2021 $29,773.85 $10,619.06 $10,862.13 $8,159.01 N/A $59,414.05


2022 $30,667.07 $10,937.63 $11,187.99 $8,403.78 N/A $61,196.47


2022
$606,418.27


Total Contract Costs :


Mandatory Activities:  SFY 2019-2022


1.5


2.1.3.6


2.1.3.5


Production of a Detailed Annual 
Technical Report


Vendor Responsibilities: Meetings: 4 
MCO Quarterly Meetings per year (on-


site), 4 DBA Quarterly Meetings per year 
(on-site), and monthly DHCFP 


teleconference calls for managed care 
(12 months) and the dental benefits 
administrator (12 months) programs.


$2,360,573.84


Performance Improvement Project 
Validation


HEDIS Performance Measure Validation


Network Adequacy Validation


Compliance Monitor of MCOs, PAHP, 
DBA, and CMO


Validation of the Quality Assessment 
and Performance Improvement Strategy


2019
$582,296.55


Total SFY Costs
2020


$580,741.58
2021


$591,117.45
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ATTACHMENT B – VENDOR CERTIFICATIONS 


 Vendor agrees and shall comply with the following:  


 (1) Any and all prices that may be charged under the terms of the contract do not and shall not 


violate any existing federal, State or municipal laws or regulations concerning discrimination 


and/or price fixing.  The vendor agrees to indemnify, exonerate and hold the State harmless from 


liability for any such violation now and throughout the term of the contract.  


 (2) All proposed capabilities can be demonstrated by the vendor.  


 (3) The price(s) and amount of this proposal have been arrived at independently and without 


consultation, communication, agreement or disclosure with or to any other contractor, vendor or 


potential vendor.  


 (4) All proposal terms, including prices, shall remain in effect for a minimum of 180 days after 


the proposal due date.  In the case of the awarded vendor, all proposal terms, including prices, 


shall remain in effect throughout the contract negotiation process.  


 (5) No attempt has been made at any time to induce any firm or person to refrain from proposing 


or to submit a proposal higher than this proposal, or to submit any intentionally high or 


noncompetitive proposal.  All proposals shall be made in good faith and without collusion.  


 (6) All conditions and provisions of this RFP are deemed to be accepted by the vendor and 


incorporated by reference in the proposal, except such conditions and provisions that the vendor 


expressly excludes in the proposal.  Any exclusion shall be in writing and included in the 


proposal at the time of submission.  


 (7) Each vendor shall disclose any existing or potential conflict of interest relative to the 


performance of the contractual services resulting from this RFP.  Any such relationship that 


might be perceived or represented as a conflict shall be disclosed.  By submitting a proposal in 


response to this RFP, vendors affirm that they have not given, nor intend to give at any time 


hereafter, any economic opportunity, future employment, gift, loan, gratuity, special discount, 


trip, favor, or service to a public servant or any employee or representative of same, in 


connection with this procurement.  Any attempt to intentionally or unintentionally conceal or 


obfuscate a conflict of interest shall automatically result in the disqualification of a vendor’s 


proposal.  An award shall not be made where a conflict of interest exists.  The State shall 


determine whether a conflict of interest exists and whether it may reflect negatively on the 


State’s selection of a vendor.  The State reserves the right to disqualify any vendor on the 


grounds of actual or apparent conflict of interest.  


 (8) All employees assigned to the project are authorized to work in this country.  


 (9) The company has a written equal opportunity policy that does not discriminate in 


employment practices with regard to race, color, national origin, physical condition, creed, 


religion, age, sex, marital status, sexual orientation, developmental disability or handicap.    
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SECTION V. SCOPE OF WORK 
 
Nevada has experienced a dramatic increase in Medicaid enrollment since 2013, increasing by 
90% or by almost 300,000 (298,568 people) despite a gubernatorial veto to pass Medicaid 
buy-in legislation.  Medicaid was expanded in 2014 through the Affordable Care Act, with 
approximately 266,000 people becoming newly eligible for coverage.  Four (4) carriers were 
awarded Medicaid managed care contracts in late 2016, doubling the carriers that provide 
Medicaid managed care in the state. Health Plan of Nevada (United Healthcare) and 
Amerigroup (Anthem) were existing plans, with additions of Better Health of Nevada 
(Anthem) and Silver Summit Health Plan (Centene). Open enrollment occurred in Spring of 
2017 (April 1 through June 30th) to allow Medicaid enrollees to select their carrier from this 
widened payer base.  The lower reimbursement rates of Medicaid (compared to Medicare or 
private insurance) has resulted in fewer providers willing to accept Medicaid (68.9% 
acceptance rate by doctors for new Medicaid patients compared to 83.7% for Medicare and 
84.7% for private insurance plans). A dearth of primary care providers adds to this access 
issue. 


More than three-quarters of current Medicare enrollees are covered by Medicaid managed 
care. The passage of expanded Medicaid has resulted in a significant drop in the uninsured 
rate (down almost 40% from 2013 to 2015), from 20.7% to 12.3%. Enrollment has also 
increased among those who were already eligible for Medicaid.  In addition, CHIP (Children’s 
Health Insurance Program) enrollment has substantially increased from 70.6% in 2012 
(compared to 88% in 2015).  


Eligibility for adult is at 138% of the Federal Poverty Level and for pregnant women, at 160%. 


Children are eligible for CHIP in households up to 200% of the Federal Poverty Level.  


The Quality of Care in Nevada is measured using Core Set Measures with related indicators. 
 
Table 1. HEDIS® Measures for Nevada Medicaid & Nevada Check-Up, 2016 


NEVADA MEDICAID (19 measures) NEVADA CHECK-UP (15 measures) 


Child: 
Access 


1) Access to Primary Care Practitioners 
2) Access to Annual Dental Visit 


Preventive 
3) Adolescent Well Care Visits 
4) Childhood Immunization Status 
5) Immunizations for Adolescents 
6) Well Child Visit in first 15 months of 


life 
7) Well Child Visit in 3rd, 4th, 5th, 6th 


years of life 


Child & Adolescent: 
Access 


1) Access to Primary Care Practitioners 
2) Annual Dental Visits 


Preventive 
3) Adolescent Well-Care Visits 
4) Childhood Immunization Status 
5) Immunization for Adolescents 
6) Well Child Visit in first 15 months of 


life 
7) Well Child Visit in 3rd, 4th, 5th, 6th 


years of life 
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8) Weight Assessment and Counseling 
for Nutrition & Physical Activity-
Child/Adolescent 


9) Human Papilloma Virus for 
Adolescent Females 


Maternity 
10) Prenatal and Postpartum Care 
11) Frequency of Ongoing Prenatal Care 


Care for Chronic Conditions 
12) Comprehensive Diabetes Care 
13) Medication Management for People 


with Asthma 
Behavioral Health 


14) Follow-up after Hospitalization for 
Mental Illness 


15) Follow-up for Children prescribed 
ADHD medication 


16) Use of multiple concurrent 
antipsychotics for Children & Adults 


Utilization and Diversity of Membership 
17) Mental Health Utilization - Total 
18) Ambulatory Care – Total 
19) Weeks of Pregnancy at Time of 


Enrollment 


8) Weight Assessment and Counseling 
for Nutrition & Physical Activity-
Child/Adolescent 


9) Human Papilloma Virus for 
Adolescent Females 


Care for Chronic Conditions 
10) Medication Management for People 


with Asthma 
Behavioral health 


11) Follow-up after Hospitalization for 
Mental Illness 


12) Follow-up Care for Children 
Prescribed ADHD Medications 


13) Use of Multiple Concurrent 
Antipsychotics in Children & 
Adolescents 


Utilization and Diversity of Membership 
14) Mental Health Utilization-Total 
15) Ambulatory Care – Total 


 
 


 


Table 2. Pre-On site, On site and Post-On-Site Activities for Protocol  


Pre-On site On Site Post-On Site 


Define the Scope of 
Validation 


Review Information Systems 
Underlying Performance 


Measurement 


Determine Preliminary 
Validation Findings for 


Each Measure 


Assess the Integrity of the 
MCO’s Information System 


Assess Data Integration and 
Control for Performance Measure 


Calculation 


Assess Accuracy of 
MCO’s Performance 


Measure Reports to the 
State 


Select Measures for 
Detailed Review 


Review Performance Measure 
Production 


Submission of Validation 
Report to the State 


Initiate Review of Medical 
Record Data Collection 


Conduct Detailed Review of 
Selected Measures 


 


Prepare the MCO Onsite 
Visit 


Assess the Sampling Process (if 
applicable) 


 


 Preliminary Findings and 
Outstanding Items 
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2.1.1 TASKS AND FUNCTIONS 
 
 
 
Performance Improvement Projects (‘PIP’) are designed to promote improvement in the 
quality of care and outcomes for members of the MCO (Managed Care Organizations), DBA 
(Dental Benefits Administrator), and PAHP (Pre-Paid Ambulatory Health Plans). The PIP 
process is data-driven and requires identification of a problem, a source for the data needed 
to measure the problem, baseline data, an expected outcome, the intervention and barriers to 
achieving the outcome. Germane uses a Plan-Do-Study-Act approach in developing PIPs and 
can utilize its information technology resources to mine additional sources of data that may 
not have been previously readily available. 


Germane will assess each PIP study methodology, offering insights into the topics, questions, 
state-selected indicators/measures, study population sampling and data collection 
procedures. Our performance improvement methods have been used in a variety of settings 
from states, counties and cities to provider agencies in primary care, behavioral health and 
long-term care settings. 


To determine appropriateness of the study topic, Germane will review documentation to 
answer the questions: 


1. Did the State require the PIP topic, goal and/or study methodology? 
2. Were specific MCO, DBA/PAHP or State enrollee demographic characteristics and 


health risks considered? 
3. Is the topic consistent with demographic and epidemiologic information of the current 


enrollees? 


Germane will determine if the MCO/DBA/PAHP considered input from enrollees who are 
users of or concerned with specific areas such as mental health or substance abuse. The PIP, 
over time, should address a broad spectrum of enrollee care and services. Some of the areas 
that could be addressed include: children with special health care needs, preventive care, 
acute and chronic condition care, high-volume and high-risk services, specialized care received 
from centers such as burn, transplant and cardiac surgery centers, continuity or coordination 
of care from multiple providers, appeals and grievances or access to and availability of care. 


Reviewing the study questions is the second step in this review (per the CMS protocol1) and 
Germane will determine if the study questions are clear, simple and answerable. Supporting 
information for this step will be gathered from QI study documentation, relevant clinical 
literature, enrollee focus groups/surveys, and enrollee/provider representatives on Quality 
Committees. 


In reviewing the study population, each MCO, DBA, and PAHP will be reviewed to determine 
whether the entirety of a population or a sample was used. The following questions must be 


                                                           
1 EQR Protocol 3, Validation of Performance Improvement Projects (PIPs). Centers for Medicaid and Medicare 
Services. September 2012. 


2.1.1.1 Performance Improvement Project Validation 
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considered (according to the CMS protocol) in determining whether the study population is 
clearly identified: 


1. How was the “at risk” population defined? 
2. Are all individuals clearly defined in terms of the identified study question(s) and 


relevant indicators? 
3. Is the entire study population or a sample used? If the organization can collect and 


analyze data through an automated data system, is it possible to study the whole 
population? If the data must be collected manually, sampling may be more realistic. 


4. Did the definition of the study population include requirements for the length of the 
study populations’ members’ enrollment in the MCO, PAHP, and CMO? The required 
length of time will vary depending on the study topic and study indicators. 


5. If the entire population was studied, did the data collection approach capture all 
enrollees to whom the study question applied? 


Each PIP should have one or more measured indicators to track performance and 
improvement over a specific period. All measured indicators are objective, clearly defined, 
based on current clinical knowledge or health services research and enrollee outcomes or a 
valid indicator of these outcomes. Germane will review the project documentation to 
determine if appropriate measures are used. Examples of acceptable measures include 
NCQA’s HEDIS® measures. 


 
 
Germane will review the sampling methods for each MCO, DBA, PAHP, and CMO (Care 
Management Organization) to determine the appropriateness and validity of the sampling 
methods. Appropriate sampling is necessary to ensure valid and reliable information. The 
team will consider questions such as: 


A. Did the methods… 
a. …calculate the required sample size? 
b. …consider and specify the true or estimated frequency of the event? 
c. …identify the confidence level to be used? 
d. …identify an acceptable margin of error? 


B. Are valid sampling techniques used? 


In reviewing the data collection procedures, Germane will ensure that the data used to 
measure performance are valid and reliable. Valid data measure what is intended to be 
measured, while reliable data produces consistent results. The data collection plan needs to 
specify the data to be collected, the data sources, how and when the data are to be collected, 
who will collect the data and instruments that will be used to collect the data. 


Germane will review each MCO’s, DBA’s, PAHP’s, and CMO’s adherence to the statistical 
analysis techniques defined in the data analysis plan. Questions to be answered in this review 
include:


2.1.1.2 Performance Measurement Validation 
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A. Is the analysis of the findings conducted in accordance with the data analysis plan? 
B. Are numerical results and findings presented in an accurate, clear and easily 


understood manner? 
C. Does the analysis identify: 
- Initial and repeat measurements of project outcomes? 
- Realistic and unambiguous targets for the measures? 
- The statistical significance of any differences between the initial and repeat 


measurements? 
- Factors that influence the comparability of initial and repeat measurements? 
- Factors that threaten the internal or external validity of the findings? 
D. Does the analysis of the study data include an interpretation of the extent to which its 


PIP is successful and what follow-up activities are planned as a result? 


Germane will collect this information in its RHONDA database and be able to produce reports 
for the State and DHCFP. RHONDA (‘Real Health Outcomes Need Data Analytics’) is a user-
friendly web-based data warehouse that is used to collect quality outcomes based on the 
measures' numerator and denominator defined in the performance measure description.  The 
RHONDA tool is a secure online portal with two main purposes. It is designed to capture 
quality improvement information and then generate actionable data and reports.  The 
RHONDA tool records details of medical charts without capturing any PHI (Protected Health 
Information).  


In assessing whether the MCO’s, DBA, PAHP’s improvement strategies will achieve true 
improvement, Germane will look at the interventions and their relation to causes and barriers 
identified through data analysis and quality improvement processes. Were the interventions 
based on a root cause analysis of the problem that the PIP addressed? Are the interventions 
proposed sufficient to be expected to improve processes or outcomes (did they do enough to 
cause change)? Are the interventions culturally and linguistically appropriate? 


Germane also must assess whether the improvement is real improvement. To what extent did 
the improvement occur? Are there any documented improvements in processes or outcomes 
of care? Does the improvement in performance appear to be the result of the planned quality 
improvement intervention (is it relational)? Is there any statistical evidence that any observed 
performance improvement is true improvement? 


We must also examine documentation to ensure the improvement on a project is sustained. Is 
sustained improvement demonstrated through repeated measurements over comparable 
time periods? Germane’s team will evaluate this aspect of each MCO, DBA, and PAHP PIPs 
and document it in RHONDA for later comparison and reporting.  
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Figure 1. CMS Performance Measure Validation Worksheet Template 


In preparation for each site visit, Germane will contact the MCO to explain the procedures 
and timelines for performance measure validation activities, communicate Germane’s policies 
and procedures for safeguarding confidential information and sign confidentiality 
agreements and organize the onsite visit to ensure the availability of necessary 
documentation and staff. 


Preparing for and scheduling site visits for quality review is a process Germane is very familiar 
with from projects in Texas, Florida, Louisiana, New York and Connecticut. We have 
conducted hundreds of onsite reviews for quality performance from multiple funding sources 
and under multiple sets of criteria. 


During the on-site visit Germane will confirm, observe and query systems used to produce 
performance measure results (including membership, medical, pharmacy, provider and 
ancillary data sources); investigate and follow-up on issues identified in the IT assessment; 
assess data integration and control procedures for accurate production of the performance 
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measures; assess data completeness; and confirm the process for calculating and reporting 
the performance measures. The confirmation will occur through staff interviews, primary 
source verification, system and process review, observation and data file review, per the CMS 
protocol.  


Germane, instead of using the worksheet templates shown, would develop within its 
proprietary RHONDA tool (‘Real Health Outcomes Need Data Analytics’), the criteria for each 
review and be able to report out on each element that is being tracked in real time across all 
the MCO’s being reviewed. The RHONDA database is currently being used in quality reviews 
for the State of Texas and Florida Ryan White Part B programs and the same processes and 
resulting reports will be used for EQRO activities as well. 


RHONDA (‘Real Health Outcomes Need Data Analytics’) is a user-friendly web-based data 
warehouse that is used to collect quality outcomes based on the measures' numerator and 
denominator defined in the performance measure description.  The RHONDA tool is a secure 
online portal with two main purposes.  It is designed to capture quality improvement 
information and then generate actionable data and reports. The RHONDA tool records details 
of medical charts without capturing any PHI (Protected Health Information). The end user is 
simply shown a list of questions that they answer yes/no.  Once the data has been collected 
there are several reports with the flexibility to add more. This lack of manual entry allows 
information to move quicker and with increased accuracy from the auditor, through the 
reporting structure and to DHCFP. Compliance and outcomes are calculated based on the 
percentage of yes/total responses, with the ability to derive performance measures. 
 
Additional database services include: MCO/DBA/PAHP reporting by service category and 
indicator, aggregate reporting by Region/by indicator/program, full aggregated reporting by 
service category/indicator for the State. Comparison reports are available for any service 
and/or specific indicators that show year-over-year comparison for quality improvement 
initiatives. RHONDA has the capacity to pull numerator and denominators for each indicator 
directly from EPIC, eClinicalWorks, or any other Electronic Medical Record. RHONDA can 
incorporate demographic data that is not PHI to trend target populations for health 
outcomes. An example of the RHONDA data and performance measure comparison year-over-
year is provided below.
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Figure 2. RHONDA Performance Measures, 2016 Baseline vs. 2017
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Figure 3. Germane's Proprietary RHONDA Database Example 
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Business Intelligence is our tool to provide benchmark comparisons for HEDIS® measures. 


Business Intelligence (BI) leverages software and services to transform data into actionable 
information that informs an organization’s strategic and operational business decisions.  
Germane Solutions has years of experience analyzing healthcare data from EMRs (Electronic 
Medical Records), PMs (Performance Measures) and other operational and financial data 
sources.  Germane Solutions can provide diverse reporting/software methods to meet specific 
user requirements such as mobile friendly custom .NET website applications, email 
subscription-based reports utilizing SQL Server Reporting Solutions, cube building with SQL 
Server Analysis Services and Power BI.  Germane Solutions’ BI capabilities include integrating 
data from various sources, national benchmarking and producing graphics with high data 
visualizations, so you can make better business decisions. 
 


 


Figure 4. Germane's Proprietary Business Intelligence Database Example 1 
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Figure 5. Germane's Proprietary Business Intelligence Database Example 2 
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Germane Solutions understands that the State’s desire is to implement innovative approaches 
that will improve the quality of care and outcomes for Medicaid recipients and provide better 
value to its citizens.  


Federal regulations at 42 CFR Part 438, subpart E set forth the parameters that the State of 
Nevada must follow when conducting an external quality review (EQR) of their contracted 
managed care organizations (MCOs). An EQR is the analysis and evaluation by an external 
quality review organization (EQRO) of aggregated information on quality, timeliness, and 
access to the health care services that a MCO, or their contractors, furnish to Medicaid 
recipients. 


The EQR process consists of three (3) mandatory and five (5) optional EQR-related activities. 
Each of these EQR-related activities has a corresponding EQR protocol which provides 
detailed instructions on how to complete the activity. 


Figure 6. Code of Federal Regulation (CFR) governing EQRO reviews 


 
 
The Centers for Medicare and Medicaid Services (CMS) requires statistics to set threshold 
standards to ensure that the provider network by plan is adequate to handle capacity, 
particularly in a period of intense growth experienced from 2013 to present by Nevada. 
 
The transparency of these standards is also critical with specific standards established for: 


• Time and distance for  
o Primary care (adult and pediatric patients); 
o Obstetrician/gynecologists; 
o Behavioral health; 


42 CFR 438.358 


(a) General rule. The State, its agent that is not an MCO or an EQRO may perform the mandatory and 


optional EQR-related activities in this section 


(b) Mandatory activities. For each MCO and the EQR must use information from the following activities: 


(3) A review, conducted within the previous 3-year period, to determine the MCO’s or ’s compliance with 


standards (except with respect to standards under Sec. 438.240(b) (1) and (2), for the conduct of performance 


improvement projects and calculation of performance measures respectively) established by the State to comply 


with the requirements of Sec. 438.204(g). 


42 CFR 438.204 


At a minimum, State strategies must include the following: 


(g) Standards, at least as stringent as those in the following sections of this subpart [Subpart D], for 


access to care, structure and operations, and quality measurement and improvement. 


2.1.1.3  Review to determine Plan’s Compliance with Standards 


2.1.1.4  Network Adequacy Validation 







Germane Solutions Nevada EQRO: RFP 3491 23 | P a g e  
 


o Specialists (adult and pediatric); 
o Hospitals; 
o Pharmacy; 
o Pediatric dental; and 
o Additional provider types reflective of the objective of that state’s Medicaid 


program.  
 
2.1.2 OPTIONAL ACTIVITIES 
 
 
 
Encounter data is the electronic record of services provided to MCO enrollees by both 
institutional and practitioner providers (regardless of how the providers were paid), when the 
services would traditionally be a billable service under fee-for-service (FFS) reimbursement 
systems. Encounter data provide substantially the same information that is found in 
traditional claim submissions, but not always in the same format. Encounter data is used to 
assess and improve quality, monitor program integrity and determine capitation payment 
rates. 


Germane will assist the state in establishing standards (per the CMS protocol) for encounter 
data, including: 


1. An operational definition of an “encounter” and the types of encounters (e.g., 
physician, hospital, dental, vision, laboratory, etc.) MCOs must report; 


2. Standards for encounter data accuracy and completeness; and 
3. Objective standards to which encounter data will be compared. 


The protocol calls out five sequential activities: 


1. Review State requirements for collecting and submitting encounter data; 
2. Review the MCO’s capacity to produce accurate and complete encounter data; 
3. Analyze MCO electronic encounter data for accuracy and completeness; 
4. Review of medical records for confirmation of findings of analysis of encounter data; 


and 
5. Submission of findings. 


Germane will complete each of these activities following the protocols as outlined and has 
experience conducting these types of validations for states and counties under other funding 
streams.  


Our team also has access to information technology resources and systems that will be 
deployed in this effort to assist with more comprehensive reviews than the State may have 
received previously. Germane’s Business IntelligenceTM tool provides a collaborative data 
repository for benchmarking and improving patient care activities. By importing encounter 
data into our Business IntelligenceTM tool, we can offer insights into encounter data that have 
not been previously identified. 


2.1.2.1 Validation of Encounter Data 
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Figure 7. Germane Solutions Business IntelligenceTM Outpatient and Inpatient Dashboards 


Germane’s proprietary Business IntelligenceTM information system provides a collaborative 
data repository for benchmarking and improving patient care activities and the associated 
claims information. Originally designed to enhance the performance of graduate medical 
education programs, the software has evolved to incorporate an enterprise data warehouse, 
benchmarking and analysis platform, a decision support component, revenue cycle and 
advanced reporting capabilities. Business IntelligenceTM will be used throughout this project 
to enhance the efforts of the Department in evaluating its MCO’s and the various 
requirements in external quality review. 


Project Launch 
Germane will first conduct a project launch to meet with DHCFP staff, review the work plan to 
produce a detailed work plan within the first week post-project launch, and obtain all needed 
contacts, both within DHCFP, the CMO and for the MCOs, DBA, PAHP and FFS providers. 


Review State Requirements 


The purpose of the review of State requirements is to ensure the process follows guidance 
around collecting and submitting encounter data that is specific to Nevada. Germane will 
require DHCFP to provide: 


1. Requirements for the types of encounters that must be validated; 
2. The State’s data dictionary; 
3. A description of the information flow from the MCO/DBA/PAHP to DHCFP, including the 


role of any contractors or data intermediaries; 
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4. State standards for encounter data completeness and accuracy; 
5. A list and description of edit checks built into the State’s Medicaid Management 


Information System (MMIS) that identifies how the system treats data that fails edit 
checks; 


6. The time frames for data submission; 
7. The EQR reports for prior years validating encounter data; and 
8. Any other information DHCFP sees as relevant to encounter data validation. 


DHCFP will need to specify acceptable rates of accuracy and completeness for each data field 
submitted for each encounter type. The target error rate should be below 5 percent for each 
period that is reviewed. 


Germane will use a version of the form provided by CMS in the attachment to the protocol 
related to encounter data validation to summarize these specifications and the data field 
validity requirements. Our team has worked with similar types of validations for other data 
sets as well as for Medicaid data on a variety of projects. 


 


Figure 8. CMS Acceptable Error Rate Specification Form 







Germane Solutions Nevada EQRO: RFP 3491 26 | P a g e  
 


 


Figure 9. CMS Data Element Validity Requirements Form 
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Using the Survey Validation Worksheet in EQR Protocol 5, Germane Solutions staff would 
confirm, with Nevada staff, the survey purpose and uses, and select an existing or develop a 
new survey instrument. Germane would develop a representative survey sampling frame to 
statistically mirror the target population.  A recruitment strategy and action plan would be 
developed to ensure the target response rate by demographic or other detail of the target 
population.  A quality assurance plan to ensure accurate data entry and input would be 
developed with quality checks on all data fields.  The survey would then be implemented in 
the timeframe determined at the outset. Analysis of the survey and documentation of survey 
results would be submitted in a raw database, a question-by-question database, cross-tabbed 
by managed care product, region, demographic and subpopulations of interest. Findings 
would be accompanied by a narrative Executive Summary and full report with a presentation, 
possibly condensed into an InfoGraphic. 
 
Using EQR Protocol 5, Germane Solutions staff will validate the results, from a statistical and 
representative basis, of consumer or provider surveys of quality care.  


 
 
Using the Performance Measure Calculation Tables in EQR Protocol 6, Germane Solutions 
staff will confirm state technical specification for performance measures to be reviewed in 
addition to those that are mandated, calculate compliance, report findings and stack-rank 
performance by MCHP with narrative explanation of factors that may contribute to their 
performance.  These could include staff (new vs. senior staff, turnover); client demographics 
(socio-demographics leading to higher risk or co-morbid conditions) or systems (recent 
changes in information technology). 
 
 


 
 
Using EQR Protocol 7, Germane Solutions staff will target improvement in either clinical or 
non-clinical services. Topics selected for study will reflect the Medicaid/CHIP enrollment in 
terms of demographic characteristics, prevalence of disease, and the potential consequences 
of the disease.  Germane Solutions uses a Plan-Do-Study-Act (PDSA) format visually displayed 
in a Storyboard.  Below is a representative example.


2.1.2.2 Administration or Validation of Consumer or Provider Surveys of Quality of Care 


2.1.2.3  Calculation of Performance Measures in Addition to those reported by Health Plans 


2.1.2.4 Conduct Performance Improvement Plans in addition to those conducted by 


Health Plans 
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(1) TEAM INFORMATION (2) CURRENT SITUATION 
(3) REASONS FOR IMPROVEMENT 


SAMPLING METHOD/VARIABLES 


▪  List team members, 
meet brief periods, 
even over phone, with 
data. 


▪  8-10 people at 
maximum 


Purpose statement (driving 
need for improvement) 
succinctly stated with issue, 
relevance and time period in 
which issue presented. 


List 3-4 reasons that this issue is critical or 
important. 
 
Develop sampling methodology/frame 
 
Determine Study Variables 


(4) ANALYZE ROOT 
CAUSES 


(5) DEVISE POTENTIAL 
SOLUTIONS 


(6) ANALYZE RESULTS 


Use flow diagrams, cause 
& effect tools, consensus 
scoring to determine root 
or underlying causes of 
symptoms of issue(s). 


Summarize possible solutions 
with field tests and 
probabilities to determine 
best solution or set of 
solutions and sequence. 


After field test, analyze results. 
Look for unintended consequences (good 
or bad) and behaviors/actions of people 
vs. what was expected. 


(7) FUTURE PLANS (8) LESSONS LEARNED (9) FOCUS OF NEXT CYCLE 


Focus on next opportunity 
specific to this issue (based 
on findings in 6) or related 
to this issue. 


Summarize what was learned 
that wasn’t known prior to 
this process and determine 
applicability to other issues. 


Decide what the focus of the next cycle 
will be and if the team will be maintained 
or members cycle off. 


Figure 10. Quality Improvement Storyboard or Performance Improvement Project (PIP) Process Elements 
 


 
 
 
 
Using EQR Protocol 8, Germane Solutions staff will follow a process like that for the 
Performance Improvement Plan displayed above.  Germane Solutions will specify that the 
study is more system-wide in nature, with the results of the study reported to the State. 
 
An example of a Quality Study that was discussed from a system-wide perspective is an 
examination of the Medical Transportation services in Long Island, New York, for Ryan White 
Part A clients.  This study repositioned how transportation occurs for chronically ill patients. 
This effort was awarded a Gold Medal at the 2010 Ryan White All Parts Conference.


2.1.2.5 Conduct Studies on Quality that Focus on Particular Aspect of Clinical or Non-


Clinical Services at a Point-In-Time 
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Figure 11. Transportation to Medical Services QI Storyboard
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A Quality Rating System(‘QRS’) is based on a common set of performance measures across 
States that increases transparency in Medicaid and CHIP; allows States to compare plan 
performance; and provides enrollees with comparative information regarding quality of care 
for Medicaid/CHIP plans similar to what is available to privately insured individuals. Notice of 
the final Medicaid and CHIP QRS occurred in 20162, with Medicaid provisions in force for new 
contracts as of July 1, 2017 and for CHIP as of July 1, 2018. All EQR provisions apply no later 
than July 1, 2018. 
 
Germane Solutions will provide a crosswalk between specific performance measures and 
indicators and the summary indicators adopted by Marketplace QRS. These ratings will be 
refined over the three-year implementation period.  
 
2.1.3 VALIDATION OF MCO, DBA/PAHP AND CMO PERFORMANCE INDICATORS 
The protocol to be deployed to validate performance measures is the Centers for Medicare 
and Medicaid Systems (CMS) EQR Protocol 2.3 Germane Solutions project staff will review the 
information, data and procedures to determine performance indicator by plan for accuracy, 
reliability, and compliance with standards established by DHCFP for interpretation to ensure 
bias-free reporting.  
 
Germane Solutions will conduct the first half of compliance, review of the Information 
Systems capabilities with the second half consisting of review of the HEDIS® data. 
 
The intent of the NCQA HEDIS® Compliance Audit is to determine whether a managed care 
organization has adequate and sound capabilities for processing medical, member and 
provider information to derive accurate performance measurement, including HEDIS® 
reporting. Functions reviewed include: 
▪ information practices and control procedures; 
▪ sampling methods and procedures; 
▪ data integrity; 
▪ compliance with HEDIS® specifications; 
▪ analytic file production; and 
▪ reporting and documentation. 


 
The audit verifies compliance of HEDIS® processes with specifications, with a sample of 
HEDIS® measures assessed to confirm that HEDIS® results are based on accurate source 
information. The audit focuses on data management processes and algorithmic compliance 
(translation of supplied data into HEDIS® statistics, specifications defined by NCQA & DHCFP).  
 


                                                           
2 Final Rule (CMS-2390-F); https://www.medicaid.gov/medicaid/managed-care/downloads/final-rule-overview.pdf  
3 EQR Protocol 2: Validation of Performance Measures Reported by the MCO: A Mandatory Protocol for External 
Quality Review (EQR), Version 2.0, September 1, 2012.  


2.1.2.6 Assistance with the Quality Rating System 



https://www.medicaid.gov/medicaid/managed-care/downloads/final-rule-overview.pdf
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Germane Solutions will use the HEDIS® Compliance Audit Standards, Volume 5 to evaluate the 
accuracy and extent to which the Medicaid-specific performance measures (19 for Nevada, 
see Table 1), follow HEDIS® specifications.  
 
 
 
 
A. Validate HEDIS® and performance measures during preceding 12 months; 
 
Germane Solutions plans to use the HEDIS® 2018 Technical Specifications, Volume 2 to 
validate the performance measures. 
 
B. Audit HEDIS® data using Interactive Data Submission System (IDSS) with submission to 
NCQA 
 
HEDIS non-survey data is collected through the Interactive Data Submission System (IDSS) and 
maintained in a central database with strict controls to protect confidentiality. Health Plans 
supply an Attestation with data identified for public reporting. This data has been audited by 
an NCQA-Certified HEDIS Compliance Auditor, marked Final in the Interactive Data 
Submission System (IDSS), and has an electronic Attestation of Accuracy, Public Reporting 
Authorization & Data Use Agreement (“Attestation”).  Germane Solutions would affirm that 
this data is accurate, validate the methods used to collect the HEDIS® Performance Measures, 
and verify the submission protocol.  
 
C. Use HEDIS® Comparative Analysis for SFY 2019 and subsequent EQR contract renewal years 
 
Germane Solutions plans to analyze health plan data using the HEDIS® Comparative Analysis 
for SFY 2019 and subsequent EQR contract renewal years.  Further provision of comparable 
benchmarks would occur using Business IntelligenceTM through dashboards by performance 
measure, indicator level and by health product and plan.  
 
D. Submit Comparative Analysis HEDIS® report using HEDIS® performance measures 
submitted by each MCO and DBA/PAHP 
 
A Comparative Analysis HEDIS® report using HEDIS® performance measures would be 
submitted to DHCFP for each health plan.  


2.1.3.1 Evaluate accuracy and extent to which Medicaid-specific performance measures 


follow HEDIS® specifications 


2.1.3.2 Verification of Methods used to collect HEDIS® Performance Measures 







Germane Solutions Nevada EQRO: RFP 3491 32 | P a g e  
 


 
 
Germane Solutions will review all Performance Improvement Projects (PIPs) conducted by 
health plans to determine if they meet Nevada QAPIS goals, have sound quality improvement 
methodology, and have the potential to address deficits in Performance Measures.  
 
 
 
Validation of MCO and DBA/PAHP network adequacy will be addressed using CMS (Centers 
for Medicare and Medicaid Services) standards to ensure that the provider network by plan is 
adequate to handle capacity, particularly in a period of intense growth experienced from 
2013 to present by Nevada. Standards will address ratios of estimated population to provider, 
both primary care and specialists, geographic access and providers willing to accept 
Medicaid. 
 
 
 
 


 
A. Evaluate completeness of QAPIS with Strength, Limitations and Improvements; 
 
This review will trend the effectiveness of the Quality Assessment and Performance 
Improvement Strategy (QAPIS) over the prior three (3) years.  The findings will be displayed 
using a Strength, Limitations and Improvement matrix to clearly illustrate recommendations. 
 


B. Provide Technical Assistance to DHCFP to incorporate changes and recommendations to 
QAPIS; 
Technical Assistance could potentially consist of clarifying the recommendations and 
related changes in a cross-walk to current components of the QAPIS, refining performance 
measurement data collection through development or updating of a Data Dictionary, to 
actual training of health plan providers.  
 


C. Include evaluation of QAPIS with information annually about State’s: 
- Progress, status of goals 
- Trends in clinical or service quality performance improvement programs 
- Corrective actions and sanctions 
- Progress and status of value-based purchasing 
- Assessment and Structure of QAPIS 


 
A document will be developed that clearly states the Goals and Objectives of the most recent 
version of Nevada’s Division of Health Care Financing and Policy (DHCFP) the Quality 
Assessment and Performance Improvement Strategy and the progress towards achieving 
each goal. Support of that overarching assessment will be supplied through trending analysis 
of clinical or service performance improvement programs with cross-tabulation to selected 


2.1.3.3 Validation of Performance Improvement Projects 


2.1.3.4 Validation of MCO and DBA/PAHP network adequacy 


2.1.3.5 Validation of Nevada Division of Health Care Financing and Policy (DHCFP) Quality 
Assessment and Performance Improvement Strategy (QAPIS) 
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performance measures and their component indicators.  Any corrective actions, sanctions or 
defunding of health plans will be addressed, including progress towards addressing these 
findings.   
 
The status and progress of QAPIS will contribute to benchmarking against CMS’ and DHCFP’s 
intent to move to value-based purchasing, with a candid evaluation of status towards that 
goal.  Finally, the current assessment and structure of QAPIS will be evaluated with findings 
related to possible refinements in the Strategy.   
 
D.  DHCFP requires an electronic copy of the final report in PDF and Word Format annually 
and three (3) hard copies of the final report for distribution. 
 
Findings will be incorporated in a Chapter in the EQR Technical Report titled “External Quality 
Review Technical Report”. All information will be provided in an electronic format with the 
final report in a PDF and WORD format including three (3) copies for distribution.  
 
 
 
The following items will be reflected in the Annual External Quality Review Technical Report. 
 
A. Table of Contents of EQR Technical Report: 


- Objectives 
- Technical methods of data collection and analysis 
- Description of data obtained 


o Validated performance measure data by activity 
- Conclusions 


 
B. Assessment of each MCO and DBA/PAHP’s strengths and weaknesses for Medicaid 
beneficiaries related to: 
 
The Centers for Medicare and Medicaid Services (CMS) requires states to address: 


- Quality 
- Timeliness 
- Access to Health Care services 


In addition, they must determine: 
- The extent to which beneficiary needs are met; 
- The availability of care and providers; 
- Changes in beneficiary service utilization; and 
- Comparison between Medicaid rates and rates paid by other public and private 


payers. 
 
The Centers for Medicare and Medicaid Services (CMS) issued a ruling that states have the 
flexibility to make data-driven decisions in changes to fee-for-service Medicaid payment rates 


2.1.3.6 Produce Annual External Quality Review Technical Report  
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that ensure access to covered Medicaid services.  Access monitoring plans validate these 
decisions, with the requirement that the plan reviews a core set of five (5) services: 


(1) Primary Care; 
(2) Physician specialist; 
(3) Behavioral Health; 
(4) Pre- and Postnatal Obstetrics; 
(5) Home Health Services; and for Nevada, 
(6) Dental Services. 


 
C. Recommendations for improving quality of health care services furnished by each MCO and 
DBA/PAHP  


- How Nevada (DHCPF) can target goals & objectives in quality strategy (QAPIS) 
- How to support improvement in the quality, timeliness & access to health care 


services for Medicaid recipients 
 
D. Methodologically appropriate, comparative information about MCO and DBA/PAHP 
performance 
 
E. Assessment of degree to which MCO and PAHP addressed the recommendations made by 
the EQRO the prior year. 
 
F. Revision. States may not substantively revise the content of the final EQR technical report 
without evidence of error or omission. 
 
G. Availability of information. (1) The State must contract with a qualified EQRO to produce 
and submit to the State an annual EQR technical report in accordance with paragraph (a) of 
this section. The State must finalize the annual technical report by April 30th of each year. 
 
H. Each year the Vendor will include a Chapter in the EQR Technical Report summarizing the 
findings from the assessment of the DHCFP’s implementation of the State Quality 
Assessment, Performance Improvement Strategy and Performance Tracking Tool.  DHCFP 
requires an electronic copy of the final report in PDF and Word Format annually and three (3) 
hard copies of the final report for distribution.      
 
All information will be provided in an electronic format with the final report in a PDF and 
WORD format including three (3) copies for distribution.  
 
2.1.4 CONDUCT A COMPLIANCE REVIEW 
 
A standardized methodology for verifying the integrity of HEDIS® collection and calculation 
processes - the NCQA HEDIS® Compliance Audit will be implemented using the two-part 
program consisting of an information systems capabilities assessment (IS standards) followed 
by an evaluation of the MCO's ability to comply with HEDIS® specifications (HD standards). 
The NCQA HEDIS® Compliance Audit indicates whether a managed care organization has 
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adequate and sound capabilities for processing medical, member and provider information as 
a foundation for accurate and automated performance measurement, including 
HEDIS®reporting. 
 
2.1.5 TECHNICAL ASSISTANCE AND OPTIONAL ACTIVITIES 
Technical guidance or assistance may be offered to groups of Managed Care Health Plans 
experiencing the same issues whether with documentation, a category of personnel, or a 
specific HEDIS® measure. 


 
 
A. Clinical Focused Studies; 
B.  HEDIS® or HEDIS®-like calculations and audits; 
C.  Encounter data validation and omission studies; and 
D. Consumer Assessment of Healthcare Providers and Systems (CAPHS) surveys. 
 
 
 
A. A comprehensive on-site contract compliance audit of DHCFP’s Care Coordination Vendor; 
 and 
B. Validation of up to five (5) performance measures for DHCFP’s CMO vendor. The EQRO will 
conduct the validation of performance measures review using the CMS Protocol, Validating 
Performance Measures. 
 
 
A. Adopting the Quality Rating System developed by CMS; and 
B. Adopting an alternative Medicaid managed care rating approved by CMS that uses different 
performance measures or an alternative methodology. 
 
 
 
 
 
A.  Consulting to DHCFP for ABD performance measures 
 
B. Conducting an Information Systems Readiness Review on selected ABD MCO vendors; and 
 
C. Evaluating implementation of performance measures.  
 
 
 
 
Quality activities that might relate to expansion of Managed Care could include the impact 
upon volume (need for additional health plans), by type (Title XIX- Nevada Medicaid/CHIP, 


2.1.5.1 Provide studies on Nevada Medicaid Fee-For-Service population activities 


2.1.5.2 Provide Nevada Medicaid Care Coordination program activities 


2.1.5.3 Develop and/or Implement Medicaid managed care quality rating system 


2.1.5.4 Conduct quality activities for ‘new’ Nevada Medicaid Aged, Blind & Disabled  


(ABD) managed care expansion program 


2.1.5.5 Quality Activities related to expansion of Managed care for TANF/CHAP 







Germane Solutions Nevada EQRO: RFP 3491 36 | P a g e  
 


Title XXI-Nevada Medicaid Check Up, DBA Title XIX-Dental Medicaid, DBA Title XXI- Dental 
Medicaid/CHIP Check Up).   Other potential findings would be the predicted impact on key 
performance measures as more high-risk or chronic individuals enter Medicaid managed care. 
 
 
 
A. A description of the major functions, tasks, and activities required; 
B. The timeline/due date for any reports or identified deliverables; 
C. Specifications as to the medium and/or format of the desired deliverable; 
D. A listing of the EQRO's project requirements; and 
E. Any other instructions, definitions, specifications, requirements, outcomes, tangible items, or 
projects expected. 
 
The EQRO will submit to the DHCFP, for approval, its cost proposal for completing the technical 
assistance or consultative project according to the scope of work detailed in the DHCFP's 
request. 


Technical assistance or consultative services may be offered related to EQRO activities. 
 
2.2 QUALIFICATIONS OF EXTERNAL QUALITY REVIEW ORGANIZATIONS 
 
2.2.1 The vendor and all subcontractors must meet all requirements of 42 CFR 438.354 and 
the mandatory DHCFP contract requirements as follows. 
 
 
 
A. Medicaid recipients, policies, data systems, and processes;  
B. Managed care delivery systems, organizations, and financing;       
 
Germane performs its external quality review functions in accordance with federal and state 
laws, regulations and policies that govern Medicaid, Ryan White, the Substance Abuse 
Prevention and Treatment Block Grant and various other funding sources – including 
standards and procedures related to waiver programs.  Our team combines decades of 
experience managing large-scale state, managed care, and federal contracts. The Account 
Executive and Project Team have over eighteen (18) years providing comparable services to 
the public health sector. 


 
 
 
Germane currently provides external quality review services for the State of Texas, State of 
Florida, the City of New Haven (CT) and the City of Baton Rouge (LA) and has previously done 
quality review work for Nassau & Suffolk Counties (NY), Cleveland (OH) and other localities 
around the country. Prior work with States includes Arizona, Connecticut, Idaho, Maine, 
Nebraska, South Dakota and Wyoming. 


2.1.5.6  Additional Technical Assistance related to EQRO 


2.2.1.1  The vendor must have staff with demonstrated experience, knowledge and skills 


of: 


2.2.1.2  Quality assessment and improvement methods; and 
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2.2.2 Sufficient physical, technological, and financial resources to conduct EQR or EQR-
related activities 
 
Germane has the resources to conduct the EQR and EQR related activities.  Germane has 
sufficient software, hardware, expertise and security protections to carry out all technology 
components. 
 
2.2.3 Other clinical and nonclinical skills necessary to carry out EQR or EQR-related activities 
and to oversee the work of any subcontractors. 
 
2.2.4 Independence. The EQRO and its subcontractors must be independent from the MCO, 
PAHP, or CMO entities.  To qualify as “independent”: 
 
 
 
Not Applicable 
 
 
 
Not Applicable 
 
 
 
Not Applicable 
 
2.2.5 As described in (described in §438.354(c)(2)) an EQRO may not: 
 
 
 
A. Stock ownership; 
B. Stock options and convertible debentures; 
C. Voting trusts; 
D. Common management, including interlocking management; and 
E. Contractual relationships. 
 
Not Applicable 
 
 
 
Not Applicable 


2.2.1.3  Research design and methodology, including statistical analysis.   


2.2.4.1  A State agency, department, university, or other State entity: 


 


2.2.4.2.  May not have Medicaid purchasing or managed care licensing authority; and 


2.2.4.3  Must be governed by a Board or similar body the majority of whose members are 


not government employees. 


2.2.5.1  Review any MCO, PIHP, PAHP, or PCCM entity or a competitor operating in the 


State, over which the EQRO exerts control or which exerts control over the EQRO (as used 


in this paragraph, “control” has the meaning given the term in 48 CFR 19.101) through:not 


government employees. 


2.2.5.2  Deliver any health care services to Medicaid beneficiaries; 
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Not Applicable 
 
 
 


Not Applicable 
 
 
 


Not Applicable 
 
 
2.2.6 The vendor must designate a contract manager to work with the assigned DHCFP 
program specialist or contract monitor(s). 
 
2.2.7 The awarded vendor is, or will subcontract with, a National Committee for Quality 
Assurance (NCQA) certified Consumer Assessment of Health Plans Survey (CAHPS) vendor, if 
this optional activity is assigned.   
 
2.2.8 The awarded vendor is or has on staff, or will subcontract with, an NCQA- Certified 
Health Employer Data Information Set (HEDIS) Compliance Auditor.  
 
Allen Iovannisci is an NCQA-Certified HEDIS Compliance Auditor. Allen is highly experienced in 
conducting HEDIS Compliance Audits, performing CMS data validation audits and 
performance measure validation audits. 
 
2.3 VENDOR OPERATING STRUCTURE AND STAFFING 
 
 
 


 
Figure 12. Germane Solutions Leadership Structure 


 


Tracy Kulik, Vice President of Health Access, will function as the Account Executive on this 
engagement, supported by Amy Fleischer, Project Manager; Rhonda Stewart, Director of 
Quality Improvement; and Jordan McCown, Senior Consultant with extensive behavioral 
health experience. Displayed below is an organizational chart for the Health Access Section. 


 


2.3.1.1 Updated Organizational Chart 


2.2.5.3  Conduct, on the State's behalf, ongoing Medicaid managed care program 


operations related to oversight of the quality of MCO, PAHP, or CMO entity services, 


except for the related activities specified in §438.358; 


2.2.5.4  Review any MCO, PAHP or CMO entity for which it is conducting or has conducted 


an accreditation review within the previous 3 years; or 


2.2.5.2  Have a present, or known future, direct or indirect financial relationship with an 


MCO, PAHP, or CMO entity that it will review as an EQRO. 
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Figure 13. Health Access Section of Germane Solutions 







Germane Solutions Nevada EQRO: RFP 3491 40 | P a g e  
 


 
 
Germane Solutions is a firm that was founded to develop solutions to the Graduate Medical 
Education arena.  In 2014, the Health Access section was acquired with a prior twelve-year 
history serving the clinical quality needs of Medicaid managed care organizations, public 
health entities and recipients of federal health and social service grant funds. 
 
The Quality Improvement review function has evolved from disease-specific compliance 
audits and Plan-Do-Study-Act (PDSA) models to statewide quality and program compliance 
reviews, Performance Improvement Plans and filing to become a National Committee for 
Quality Assurance (NCQA) CAPHS-certified provider for surveys of consumers and providers.  
Our plan is to become fully NCQA-certified for CAPHS surveys in 2018. 
 
Our management and administrative support reflects this evolution, with growth from a 
three-person staff in 2014 to 9 in 2016 and 12 in 2017; with plans to expand to 18-25 
dedicated staff. Targeted recruitment occurred in qualified survey professionals, behavioral 
health experts, and most importantly, dedicated Information Technology expertise. 
 
Administrative support includes development and refinement of a Business Intelligence 
system focused on quality review and internal development of RHONDA (Real Health 
Outcomes Need Data Analytics).  This data collection system is HIPAA compliant, with data 
collected on-site through a comprehensive review of consumer clinical and non-clinical charts 
using the HRSA sampling methodology of a 90% confidence level with a +/-10% confidence 
interval of the total unduplicated clients served by the sub-recipient per service category for a 
pre-determined 12-month measurement year. Data abstracted on-site is documented in the 
monitoring tools with preliminary outcomes determined ‘real time’ by indicator/performance 
measure to discuss with the sub-recipient during the exit briefing. At no time during the 
clinical and non-clinical chart abstraction review will patient health information be collected 
by the Germane Solutions review team.  


 
 
 
Not Applicable – no use of Subcontractors. 
 


2.3.1.2 Organizational, Management & Administrative Systems to fulfill contract 


2.3.1.3 Acknowledged Responsibility for Subcontractor 
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2.4.  IMPLEMENTATION 
 
 
 
 


RFP 


Reference 


Deliverables MCO Title 


XIX 
MCO Title XXI 


DBA 


Title XIX 
DBA Title XXI CMO-FFS 


Mandatory  NV Medicaid NV MA Check Up 


(NCU) 


Dental 


NV MA 


Dental NV MA 


Check Up (NCU) 


Care Management 


Organization  


2.1.1.1  Performance Improvement Project 


Validation 
✓ ✓ ✓ ✓  


2.1.1.2  Performance Measurement 


Validation 
✓ ✓ ✓ ✓ ✓ 


2.1.1.3  Review to determine Plan’s 


Compliance with Standards 
✓ ✓ ✓ ✓  


2.1.1.4 Network Adequacy Validation ✓ ✓ ✓ ✓  


Optional       


2.1.2.1  Validation of Encounter Data ✓ ✓ ✓ ✓  


2.1.2.2  Administration or Validation of 


CAPHS 
✓ ✓ ✓ ✓  


2.1.2.3   Calculation of Performance 


Measures in Addition to those 


reported by Health Plans 


✓ ✓ ✓ ✓  


2.1.2.4  Conduct Performance 


Improvement Plans in addition to 


those conducted by Health Plans 


✓ ✓ ✓ ✓  


2.1.2.5 Conduct Studies on Quality that 


Focus on Particular Aspect of 


Clinical or Non-Clinical Services 


at a Point-In-Time 


    ✓ 


2.1.2.6  Assistance with the Quality Rating 


System 
    ✓ 


2.4.1 Develop Detailed Work Plan and Timeline for First Contract Year 
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RFP 


Reference 


Deliverables MCO Title 


XIX 
MCO Title XXI DBA Title XIX DBA Title XXI CMO -FFS 


Detail 


Work Plan 


 NV Medicaid NV MA Check Up 


(NCU) 


Dental NV MA Dental NV MA 


Check Up (NCU) 


Care Management 


Organization  


2.1.3 


(2.1.1.2) 


VALIDATE MCO, DBA/PAHP 


AND CMO PERFORMANCE 


INDICATORS 


✓ ✓ ✓ ✓  


2.1.3.1  


 


Evaluate accuracy and extent to 


which Medicaid-specific 


performance measures follow 


HEDIS® specifications 


✓ ✓ ✓ ✓  


2.1.3.2  Verification of Methods used to 


collect HEDIS® Performance 


Measures 


✓ ✓ ✓ ✓  


2.1.3.3  Validation of Performance 


Improvement Projects 
✓ ✓ ✓ ✓  


2.1.3.4  Validation of MCO and 


DBA/PAHP network adequacy 
✓ ✓ ✓ ✓  


2.1.3.5 Validation of Nevada Division 


of Health Care Financing and 


Policy (DHCFP) Quality 


Assessment and Performance 


Improvement Strategy (QAPIS) 


✓ ✓ ✓ ✓ ✓ 


2.1.3.6  


 


Produce Annual External 


Quality Review Technical 


Report 


✓ ✓ ✓ ✓ ✓ 


2.1.4 


(2.1.1.3) 


CONDUCT A COMPLIANCE 


REVIEW 
     


2.1.5  TECHNICAL ASSISTANCE 


AND OPTIONAL 


ACTIVITIES 


    ✓ 


2.1.5.1  


 


Provide studies on Nevada 


Medicaid Fee-For-Service 


population activities 


    ✓ 


2.1.5.2  Provide Nevada Medicaid Care 


Coordination program activities 
    ✓ 
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RFP 


Reference 


Deliverables MCO Title 


XIX 
MCO Title XXI DBA Title XIX DBA Title XXI CMO -FFS 


Detail 


Work Plan 


 NV Medicaid NV MA Check Up 


(NCU) 


Dental NV MA Dental NV MA 


Check Up (NCU) 


Care Management 


Organization  


2.1.5.3  


 


Develop and/or Implement 


Medicaid managed care quality 


rating system 


✓ ✓ ✓ ✓ ✓ 


2.1.5.4  


 


Conduct quality activities for 


‘new’ Nevada Medicaid Aged, 


Blind & Disabled  


(ABD) managed care expansion 


program 


✓ ✓ ✓ ✓ ✓ 


2.1.5.5  Quality Activities related to 


expansion of Managed care for 


TANF/CHAP 


✓ ✓ ✓ ✓ ✓ 


2.1.5.6   Additional Technical Assistance 


related to EQRO 
✓ ✓ ✓ ✓ ✓ 
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Germane Solutions will update the initial work plan and timelines following the Project 
Launch after contract award.  
 
 
 
 
Deliverables will be submitted within the revised work plan and are subject to DHCFP 
modification.  
 
2.5 PRESENTATION OF FINDINGS 
The awarded vendor must obtain 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. 
 
Germane Solutions agrees to this requirement and will communicate with DHCFP prior to any 
published material regarding the Nevada EQRO engagement.  
 
2.6 HIPAA COMPLIANCE REQUIREMENTS 
 
 
 
Germane Solutions will validate encounter data from contracted health plans.  Validation will 
occur through EQR Protocol #4. Encounter data are the electronic record of services provided 
to managed care health plan enrollees by providers. Encounter data provide the information 
found on claim forms (e.g., UB-04 or CMS 1500. States use encounter data to assess and 
improve quality, monitor program integrity, and determine capitation payment rates.   
  
This protocol specifies procedures for EQROs to assess the completeness and accuracy of 
encounter data submitted by MCOs to the State. The State establishes standards for 
encounter data, including:  1. An operational definition of an “encounter” and the types of 
encounters (e.g., physician, hospital, dental, vision, laboratory, etc.) MCOs must report;  
2. Standards for encounter data accuracy and completeness; and 3. Objective standards to 
which encounter data will be compared. The protocol consists of five sequential activities: 
 1. Review State requirements for collecting and submitting encounter data;  
2. Review the MCO’s capacity to produce accurate and complete encounter data;  
3. Analyze MCO electronic encounter data for accuracy and completeness;  
4. Review of medical records for confirmation of findings of analysis of encounter data; and  
5. Submission of findings.  
 
 
 


2.4.2 Update Initial Work Plan and Timelines, identifying adjustment per DHCFP 


2.4.3 Submit within ten (10) working days of service start date, all deliverables to permit 


DHCFP identified modifications 


2.6.1 Validation of Encounter Data 


2.6.1.1 Conformance with HIPAA Requirement and Regulations 
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Germane Solutions represents and warrants that all HIPAA requirements and regulations will   
be fully complied with, and conformance will be assured. Further, use of RHONDA (‘Real 
Health Outcomes Need Data Analytics’) as the data collection tool ensures that no personally 
identifiable information is collected.  This will assist in not exposing any Protected Health 
Information (PHI) or Personally Identifiable Information (PII). 
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SECTION VI. COMPANY BACKGROUND AND REFERENCES 
 
3.1 VENDOR INFORMATION 


 
Question Response 


Company name: Germain & Co., Inc. dba 
Germane Solutions 


Ownership (sole proprietor, partnership, etc.): Partnership 


State of incorporation: Ohio 


Date of incorporation: July 23, 2002 


# of years in business: 16 


List of top officers: Art Boll, Tracy Kulik, Jim Brown 


Location of company headquarters, to include City 


and State: 


10552 Success Lane, Suite A 
Dayton, OH 45458 


Location(s) of the office that shall provide the 


services described in this RFP: 


10552 Success Lane, Suite A 
Dayton, OH 45458 


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: 


12 


Location(s) from which employees shall be assigned 


for this project: 


10552 Success Lane, Suite A 
Dayton, OH 45458 


 


 


NOT APPLICABLE 


 


 


Germane Solutions will provide upon contract award. 


 


 


Question Response 


Nevada Business License Number: SEE BELOW—ON ORDER 


Legal Entity Name: Germain & Co., Inc. 


3.1.2 Nevada Business and 5% Preference 


3.1.3 Foreign Corporation License  


3.1.4 Nevada Business License 
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Is “Legal Entity Name” the same name as vendor is doing business as? 


Yes  No x 


 


This was a formative decision, given middle surname of owner as ‘Germain’. The business 


name, Germane Solutions, also refers to the initial prime focus of Graduate Medical Education 


(GME). 


 


 


3.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?   


Yes  No x 


 


 


 


 


3.1.6 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 


 


3.1.5 Germane Solutions Prior Contract with State of Nevada Agency 


3.1.6 Germane Solutions prior employee of State of Nevada or its agencies, departments 


or divisions 
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3.1.7 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 shall 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:  


 


 


 


Germane Solutions will provide the insurance requirements per Attachment D, Insurance 


Schedule for RFP 3491. 


 


 


 


Since 2002, Germane Solutions has been providing solutions to the healthcare services field, 


including being actively engaged in quality improvement efforts for states, managed care 


organizations, funders, county systems, local health departments, hospitals and health 


systems across the country. Germane currently provides external quality review services for 


the State of Texas, State of Florida, the City of New Haven (CT) and the City of Baton Rouge 


(LA) and has previously done quality review work for Nassau & Suffolk Counties (NY), 


Cleveland (OH) and other localities around the country. Prior work with States includes 


Arizona, Connecticut, Idaho, Maine, Nebraska, South Dakota and Wyoming.  


3.1.7 Disclosure of prior or ongoing contract failures, breaches, litigation – NOT 


APPLICABLE 


3.1.8  Germane Solutions and Insurance Requirements 


3.1.9 Germane Solutions Company Background/History or Qualifications 
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Figure 14. Map of Germane Solutions Clients 


Germane performs its external quality review functions in accordance with federal and state 
laws, regulations and policies that govern Medicaid, Ryan White, the Substance Abuse 
Prevention and Treatment Block Grant and various other funding sources – including 
standards and procedures related to waiver programs. 
 
 
 
Our team combines decades of experience managing large-scale state, managed care, and 
federal contracts. Germane has a sound and refined project management process and a long 
track record of successful implementations. The Account Executive and Project Team have 
over eighteen (18) years providing comparable services to the public health sector.  


 
 
3.1.11 Financial Information and Documentation 
 
 
 
Dun and Bradstreet Number:  079211332 
 
 
 
Federal Tax Identification Number:  20-0242557 
 
 
The last two years and current year interim (2015, 2016 and 2017-provisional) 
        A. Profit and Loss Statement 
        B.  Balance Sheet 
 


3.1.11 Financial Information & Documentation 


3.1.11.1 Dun and Bradstreet 


3.1.12 Germane Solutions Prior Contract with State of Nevada Agency 


3.1.13 Last two years and current year interim (2015, 2016 and 2017-provisional) 
 


3.1.10 Length of Time Providing Services in RFP to the Public and/or Private Sector 
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A. Profit and Loss Statement 
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B. Balance Sheet 
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Does this proposal include the use of subcontractors? 


Yes  No X 


 


3.2.1  Conformance with HIPAA Requirement and Regulations 
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3.3 BUSINESS REFERENCES 
 
 
Table 1. Reference Projects 


Name of Contractor/ 
Contract/ Contract Value 


Contract Description Period 
Contracting Officer’s Name 


and Telephone Number 


Texas State Department of 
State Health Services (Ryan 
White B) 
 
Annual Contract 
$910,000 
 
Clinical Quality 
Management/ Training & 
Technical Assistance/ ARIES 
support 


Assess and monitor provision of 
HIV health services in twenty-six 
(26) Health Service Delivery 
Areas in Texas.  Developed and 
maintains aggregated 
comprehensive database for all 
service categories with provision 
of training and technical 
assistance to DSHS, all 
Administrative Agencies and 
providers.  


November 
2015- Present 


Michelle Berkoff 
HIV Care Services Grant 
Coordinator 
Texas Department of State 
Health Services 
 
(512) 533-3080 
Michelle.Berkoff@dshs.stat
e.tx.us 


Florida Department of 
Health (Ryan White B) 


Contract - $175,000 


Evaluation of HIV Delivery 
System 


Evaluation of HIV Delivery 
System throughout Florida 
including Continuous Quality 
Management process, 
Allocations, Provider 
Procurement and Service 
Delivery. 


August 2017-
Present 


Shelley Taylor-Donahue 
Community Programs 
Supervisor 
 
850-245-4448 (phone) 
Shelley.TaylorDonahue@fl
health.gov 


Cuyahoga County 
Department of 
Health/Office of Health & 
Human Services (OH) 


Contract - $90,000 


Quality Improvement then 
Formation of Cuyahoga 
Health Access Partnership 
(CHAP) 


Developed Service Standards for 
10 funded services then 
conducted annual QI site visits to 
determine compliance. 
 
Assisted Cuyahoga County’s 
Office of Health Policy define a 
Business Case to reduce non-
urgent visits to County 
Emergency Departments.  
Resulted in creation of Cuyahoga 
Health Access Partnership 
(CHAP), a health access network 
that migrated to a Health 
Insurance navigator role.   


2003 to 
Present 
 
2003 – 2006 
 QI and 
Support of 
Ryan White 
2010-2014 – 
Formation of 
CHAP 
2015- 
Strategic Plan 
for CHAP 


Sabrina Roberts 
Administrator, Health 
Policy & Programs 
Office of  
 
(216) 698-2316 
sroberts@cuyahogacounty.
us    


Orange County Health 
Services Department (FL) 


Contract - $138,000 


Quality Improvement 


Initially evaluated HIV System of 
Care for Orlando area (5 
counties) then developed AOHS, 
MCM, EIS, Oral Health Service 
Standards 


November 
2016 - Present 


John Goodrich 
Assistant Executive 
Director, Fiscal and 
Operational Support 
Division 
(407) 836-7689 
John.Goodrich@ocfl.net 


Department of Health & 
Human Services 
Baton Rouge (LA) 
Contract - $150,000 


Quality Improvement 


Clinical Quality Management/ 
Comprehensive Plan/ Annual 
Grant/ QA Committee 
Facilitation/ 
Needs Assessments 


2008-Present Shamell Lavigne 
Program Administrator 
(225) 358-1954 
slavigne@brgov.com  


3.3.1 Three (3) Business References for last three (3) years 



mailto:Michelle.Berkoff@dshs.state.tx.us

mailto:Michelle.Berkoff@dshs.state.tx.us

mailto:Shelley.TaylorDonahue@flhealth.gov

mailto:Shelley.TaylorDonahue@flhealth.gov

mailto:sroberts@cuyahogacounty.us

mailto:sroberts@cuyahogacounty.us

mailto:John.Goodrich@ocfl.net

mailto:slavigne@brgov.com
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Sent to: 
 


(1) Texas State Department of State Health Services  


(2) Florida Department of Health 


(3) Cuyahoga County Department of Health/Office of Health & Human Services (OH) 


(4) Orange County Health Services Department (FL) 


(5) Department of Health & Human Services of Baton Rouge (LA) 


3.3.2 Attachment E, Reference Questionnaire 
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3.4 VENDOR STAFF RESUMES 


SECTION VII. ATTACHMENT F – PROPOSED STAFF RESUMES 
 


Company Name Submitting Proposal: Germane Solutions 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  


 


The following information requested pertains to the individual being proposed for this project. 


Name: Tracy Kulik 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title Vice President of Health Access Division 


# of Years in Classification: 39 # of Years with Firm: 4 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 


Ms. Kulik is Vice President of the Health Access division of Germane Solutions and previously, 
President of Collaborative Research. Ms. Kulik supports community leaders in the planning, 
operations, policy and funding of non-profit services. She has 39 years of experience in 
healthcare administration, in not-for-profit organizations.   
 
Her expertise is in Medicaid managed care since 1994 and focus on quality improvement and 
statistical process control.  


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. 


 


Extensive experience in Medicaid Managed Care since 1994 related to Children’s Hospitals 
and lead in conversion to Medicaid Managed Care for the Ohio State University Hospital.  
Followed by consultative capacity at leading firm with four (4) states supported in crafting 
Children’s Health Insurance Program (CHIP)—Arkansas, Georgia, Kentucky & Virginia.  Led 
projects with American Medical Centers in late 1990s on Medicare and Medicaid risk projects 
including determination of capitation payment, allocation of dollars and negotiation for 
insurer (Coventry) to acquire a leading academic medical center’s health insurance plan.  
Since 2002, focuses on quality improvement review of publicly funded entities including lead 
on Florida.  Specific projects, timeframe, and contract details of clients, location, and Ms. 
Kulik’s position title and role are listed below.
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REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


COMPANY NAME/ 
TIMEFRAME/LOCATION/POSITION 


PROJECT DETAILS CONTACT INFORMATION 


Florida Department of Health 
Tallahassee, Florida 
 
August 2017-Present 
 
TK position:  Account Executive 


Evaluation of 
statewide HIV 
Service Delivery 
System including 
Allocations, 
Quality 
Improvement, 
Information 
Technology review 


Shelley Taylor-Donahue 
Community Programs Supervisor 
HIV/AIDS Section - Patient Care Unit 
Division of Disease Control and 
Health Protection/Florida Dept. of 
Health 
PH: (850) 245-4448  
FX:  (850) 245-4920 
Shelley.TaylorDonahue@flhealth.gov 


Orange County Health Services 
Department 
Orlando, Florida  
 
November 2016 – present 
 
TK position:  Account Executive 


Initially evaluated 
HIV System of Care 
for Orlando area  
(5 counties) then 
developed AOHS, 
MCM, EIS, Oral 
Health Service 
Standards 


John Goodrich, Assistant Director 
Fiscal & Operational Support Division 
Orange County Health Services 
Department 
PH: (407) 836-7689 
FX: (407) 836-7634 
John.Goodrich@ocfl.net 


Office of Health & Human Services 
Cuyahoga County, Ohio 
Cleveland, Ohio 
 
2003-2015 
 
TK position:  Account Executive 


2003:  Started with 
development of 
Service Standards 
for 10 funded 
service categories 
and QI site visits to 
determine 
compliance 
2010-14:  Created 
CHAP then 2015: 
conducted CHAP 
Strategic Plan 


Sabrina Roberts Administrator 
Health Policy & Programs  
Office of Health & Human Services of 
Cuyahoga County 
PH: (216) 698-2316   
FX: (216) 443-7000 
sroberts@cuyahogacounty.us 


 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


M.S.P.H. University of Massachusetts at Amherst, Massachusetts - February 1980 
Major:  Hospital Administration      Minor:  Health Care Finance 
 
B.S. Canisius College, Buffalo, New York - May 1977; Major in Premedical Science/Biology 
 



mailto:Shelley.TaylorDonahue@flhealth.gov

mailto:John.Goodrich@ocfl.net

mailto:sroberts@cuyahogacounty.us
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CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


• ACURP – American College of Utilization Review, 1995 


• ASQ – American Society of Quality, member since 2002 


• CPHQ – Certified Professional in Healthcare Quality, 1995  


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


COMPANY NAME/ 
TIMEFRAME/LOCATION/POSITION 


PROJECT DETAILS CONTACT INFORMATION 


Florida Department of Health 
Tallahassee, Florida 
 
August 2017-Present 
 
TK position:  Account Executive 


Evaluation of 
statewide HIV 
Service Delivery 
System including 
Allocations, 
Quality 
Improvement, 
Information 
Technology review 


Shelley Taylor-Donahue 
Community Programs Supervisor 
HIV/AIDS Section - Patient Care Unit 
Division of Disease Control and 
Health Protection/Florida Dept. of 
Health 
PH: (850) 245-4448  
FX:  (850) 245-4920 
Shelley.TaylorDonahue@flhealth.gov 


Orange County Health Services 
Department 
Orlando, Florida  
 
November 2016 – present 
 
TK position:  Account Executive 


Initially evaluated 
HIV System of Care 
for Orlando area (5 
counties) then 
developed AOHS, 
MCM, EIS, Oral 
Health Service 
Standards 


John Goodrich, Assistant Director 
Fiscal & Operational Support Division 
Orange County Health Services 
Department 
PH: (407) 836-7689 
FX: (407) 836-7634 
John.Goodrich@ocfl.net 


Office of Health & Human Services 
Cuyahoga County, Ohio 
Cleveland, Ohio 
 
2003-2015 
 
TK position:  Account Executive 


2003:  Started with 
development of 
Service Standards 
for 10 funded 
service categories 
and QI site visits to 
determine 
compliance 
2010-14:  Created 
CHAP then 2015: 
conducted CHAP 
Strategic Plan 


Sabrina Roberts Administrator 
Health Policy & Programs  
Office of Health & Human Services of 
Cuyahoga County 
PH: (216) 698-2316   
FX: (216) 443-7000 
sroberts@cuyahogacounty.us 


 



mailto:Shelley.TaylorDonahue@flhealth.gov

mailto:John.Goodrich@ocfl.net

mailto:sroberts@cuyahogacounty.us
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Company Name Submitting Proposal: 
Germain & Co., Inc 


Germane Solutions 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  


 


The following information requested pertains to the individual being proposed for this project. 


Name: Rhonda Stewart 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title Director of Quality Improvement 


# of Years in Classification: 12 # of Years with Firm: 4 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Ms. Stewart has extensive experience in operations of Federally Qualified Health Centers 
(FHQCs). She has over 10 years of experience in the HIV/AIDS field, focusing on improving 
clinical access and design in Ryan White Outpatient/Ambulatory Health Services for 
Persons Living with HIV, as well as clinical operations specific to program compliance with 
Federal grants. Prior to Germane, Ms. Stewart worked in the public health community in 
the San Antonio, Texas TGA for CentroMed, the local FQHC, with responsibilities for the 
RWHAP Part C Program and Healthcare for the Homeless grant-funded clinic operations, 
client level data reporting, and quality management activities and design. Her focus 
areas are Quality Management (QM), Outcome Measures, and utilization of client level 
data to strategically design improvement processes in the medical community. Ms. 
Stewart is an accomplished grant writer, developing federal health and social service 
grant opportunities from major federal funders. 


 


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. 


Leads all quality improvement projects for the Health Access section of Germane Solutions 
with Account Executive function for the statewide review of Texas and South Dakota.  Twelve 
years of experience in quality improvement for publicly funded entities with substantial grant-
writing proficiency.  Adept at developing performance measures and reviewing, with 
eponymous creation of RHONDA (Real Health Outcomes Need Data Analytics), a HIPPA 
compliant data collection tool that allows for cloud-based compliance. 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 


Bachelors of Science in Kinesiology, University of Texas at El Paso, May 1997 
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CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number and 


email address.   


COMPANY NAME/ 
TIMEFRAME/LOCATION/POSITION 


PROJECT DETAILS CONTACT INFORMATION 


Texas Department of State Health 
Services (DSHS) 
Austin, Texas 
 
November 2015 – present 
 
RS position:  Account Executive 


Assess and monitor 
provision of HIV health 
services in twenty-six 
(26) Health Service 
Delivery Areas in 
Texas.  Develop and 
maintain 
comprehensive 
database for all service 
categories with 
provision of training 
and technical 
assistance to DSHS, 
Administrative 
Agencies and sub-
recipients 


Michelle Berkoff, HIV Care 
Services Grant Coordinator 
Texas Department of State Health 
Services 
PH: (512) 533-3080 
X: (512) 776-7111 
Michelle.Berkoff@dshs.state.tx.us 


Orange County Health Services 
Department 
Orlando, Florida  
 
November 2016 – present 
 
RS position:  Project Manager 


Initially evaluated HIV 
System of Care for 
Orlando area  
(5 counties) then 
developed AOHS, 
MCM, EIS, Oral Health 
Service Standards. 
(Ambulatory Health 
Services, Medical Case 
Management, Early 
Intervention Services) 


John Goodrich, Assistant Director 
Fiscal & Operational Support 
Division 
Orange County Health Services 
Department 
PH: (407) 836-7689 
FX: (407) 836-7634 
John.Goodrich@ocfl.net 


City of Baton Rouge/Parish of E. 
Baton Rouge 
Department of Health & Human 
Services 
Baton Rouge, Louisiana 
July 2008 – Present 
RS position:  Project Manager 


Clinical Quality 
Management/ 
Comprehensive Plan/ 
Annual Grant/ QA 
Committee Facilitation 
 


Shamell Lavigne, Program 
Administrator 
City of Baton Rouge/Parish of East 
Baton Rouge 
PH: (225) 358-1954 
FX: (225) 358-4561 
slavigne@brgov.com 



mailto:Michelle.Berkoff@dshs.state.tx.us

mailto:John.Goodrich@ocfl.net

mailto:slavigne@brgov.com
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Company Name Submitting Proposal: 
Germain & Co., Inc dba 


Germane Solutions 
 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  


 


The following information requested pertains to the individual being proposed for this project. 


Name: Jordan McCown 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title Manager of Quality Improvement 


# of Years in Classification: 5 # of Years with Firm: 2 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Ms. McCown has experience working with community-based and hospital not-for-profit 
systems in the behavioral health, substance abuse and HIV/AIDS fields. Prior to joining 
Germane Solutions, Ms. McCown served as the HIV Administrative Agency Program 
Supervisor for the PanWest and West Texas regions, providing programmatic and fiscal 
oversight to Ryan White Part B and Housing Opportunities for Persons with AIDS (HOPWA) 
service providers. Ms. McCown has also served as a staff member at Children’s Medical 
Center Dallas, working with children and families with behavioral health disorders. Since 
joining Germane Solutions in 2016, Ms. McCown has participated in a pilot project with the 
Texas Department of State Health Services (DSHS) focusing on Quality Improvement for Ryan 
White Part B and State Services, completed Ryan White Part A grant applications for Dallas 
EMA, developed a Policies and Procedures Manual and revised the Quality Management Plan 
for the South Dakota Ryan White Part B program and assisted in quality reviews for HIV 
service providers in the Baton Rouge TGA. 


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. 


Jordan is a licensed rehabilitation counselor and chemical dependency counselor with 
significant expertise in administering regional programs in Texas related to special needs 
populations.  She has five (5) years of experience in quality improvement/ performance review.   


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


• Texas Tech University, Lubbock, TX:  Master of Business Administration, August 2016 


• University of North Texas, Denton, TX: Master of Science, August 2013, Rehabilitation 
Counseling 


• Texas Tech University, Lubbock, TX: Bachelor of Arts, May 2011 
               Major: Psychology, Minor: Addictive Disorders and Recovery Studies 
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CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 


• Certified Rehabilitation Counselor  


• Commission on Rehabilitation Counselor Certification, 2013 


• Licensed Chemical Dependency Counselor  


• Texas Department of State Health Services, 2014 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number and 


email address.   


COMPANY NAME/ 
TIMEFRAME/LOCATION/POSITION 


PROJECT DETAILS CONTACT INFORMATION 


Texas Department of State Health 
Services (DSHS) 
Austin, Texas 
 
November 2015 – present 
 
JM position:  Behavioral Health 


Assess and monitor 
provision of HIV health 
services in twenty-six (26) 
Health Service Delivery 
Areas in Texas.  Develop 
and maintain 
comprehensive database 
for all service categories 
with provision of training 
and technical assistance to 
DSHS, Administrative 
Agencies and sub-recipients 


Michelle Berkoff, HIV Care 
Services Grant Coordinator 
Texas Department of State Health 
Services 
PH: (512) 533-3080 
FX: (512) 776-7111 
Michelle.Berkoff@dshs.state.tx.us 


Orange County Health Services 
Department 
Orlando, Florida  
 
November 2016 – present 
 
JM position:  Behavioral Health 


Initially evaluated HIV 
System of Care for Orlando 
area (5 counties) then 
developed AOHS, MCM, EIS, 
Oral Health Service 
Standards. 
(Ambulatory Health 
Services, Medical Case 
Management, Early 
Intervention Services) 


John Goodrich, Assistant Director 
Fiscal & Operational Support 
Division 
Orange County Health Services 
Department 
PH: (407) 836-7689 
FX: (407) 836-7634 
John.Goodrich@ocfl.net 


City of Baton Rouge/Parish of East 
Baton Rouge 
Department of Health & Human 
Services 
Baton Rouge, Louisiana 
July 2008 – Present 
JM position:  Behavioral Health 


Clinical Quality 
Management/ 
Comprehensive Plan/ 
Annual Grant/ QA 
Committee Facilitation 
 


Shamell Lavigne, Program 
Administrator 
City of Baton Rouge/Parish of 
East Baton Rouge 
PH: (225) 358-1954 
FX: (225) 358-4561 
slavigne@brgov.com 



mailto:Michelle.Berkoff@dshs.state.tx.us

mailto:John.Goodrich@ocfl.net

mailto:slavigne@brgov.com
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Company Name Submitting Proposal: 
Germain & Co., Inc dba 


Germane Solutions 
 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  


 


The following information requested pertains to the individual being proposed for this project. 


Name: Amy Fleischer 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title Director of Business Intelligence 


# of Years in Classification: 10 # of Years with Firm: 7 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Ms. Fleischer is a business intelligence developer with 10 years of experience with data 
architecture, ETL (Exchange-Transfer-Load), and Reporting in Healthcare.  Ms. Fleischer has 
created many data warehouses from various healthcare data sources:  quality, encounters, 
operational and financial. She provides experience in overseeing data reporting solutions and 
project management. 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during the 


term of the contract/project and details of contract/project. 


TIMEFRAME/COMPANY NAME/ 
LOCATION/POSITION 


PROJECT DETAILS CONTACT INFORMATION 


Riverside University Health System 
Moreno Valley, CA 
2015-2017 
AMF Position:  Business 
Intelligence Support for 10-site 
FQHC Assessment 


Assessment, HRSA 
OSV Preparation, 
Financial Review, 
for 10-site FQHC 
(Federally Qualified 
Health Center) 


Lynette Beckedahl, Executive 
Clinically Integrated Network 
Riverside Medical Clinic 
PH: (951) 285-8022 
FX: (951) 782-3050 
Lynette.Beckedahl@rmcps.com 


AMS: Affiliated Medical Services 
Houston, Texas; June 2017-present 
AMF Position:  Business Intelligence 
Support for Primary Care Consortia 
for Affiliated Medical Services 
(AMS), Texas not-for-profit 
corporation with two members – 
Baylor College of Medicine (BCM) & 
University of Texas Health Science 
Center of Houston (UT Health). 


Review alternative 
affiliation models and 
contractual terms 
(including value-based 
models to determine 
areas where AMS is 
open to new terms 
versus those which are 
non-negotiable 


 


Julie Page, Medical School Dean 
University of Texas as Houston 
PH: (713) 500-5169 
FX: (713) 500-0620 
Julie.T.Page@uth.tmc.edu 
 



mailto:Michelle.Berkoff@dshs.state.tx.us

mailto:Julie.T.Page@uth.tmc.edu
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Central Michigan University Health 
Saginaw, Michigan 
March 2016 – October 2017 
AMF Position:  Business Intelligence 
Support for Resident Productivity 


Assisted Operations 
with analysis and 
review of current 
resident programs 


Evan Paulus, Operations 
Director  
Central Michigan University 
Health 
PH: (989) 746-7906 
FX: (989) 583-6885 
evan.paulus@cmich.edu  


 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


• ONLC, Cincinnati, Ohio                   2010 


• Business Intelligence:  Reporting, Analysis, & Integration Services 


• Miami University, Oxford Ohio     2007 


• B.A., Management:  Organizational Leadership  


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


Access 2007 Microsoft Certified Application Specialist certification          


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number and 


email address.   


COMPANY NAME/ 
TIMEFRAME/LOCATION/POSITION 


PROJECT DETAILS CONTACT INFORMATION 


Riverside University Health System 
Moreno Valley, CA; 2015-2017 
AMF Position:  Business Intelligence 
Support for 10-site FQHC Assessment 


Assessment, HRSA 
OSV Preparation, 
Financial Review, 
for 10-site FQHC 
(Federally Qualified 
Health Center) 


Lynette Beckedahl, Executive 
Clinically Integrated Network 
Riverside Medical Clinic 
PH: (951) 285-8022 
FX: (951)782-3050 
Lynette.Beckedahl@rmcps.com 


AMS: Affiliated Medical Services 
Houston, Texas; June 2017-present 
AMF Position:  Business Intelligence 
Support for Primary Care Consortia 
for Affiliated Medical Services (AMS), 
Texas not-for-profit corporation with 
two members – Baylor College of 
Medicine (BCM) & University of 
Texas Health Science Center of 
Houston (UT Health) 


Review alternative 
affiliation models 
and contractual 
terms (including 
value-based models 
to determine areas 
where AMS is open 
to new terms versus 
those which are 
non-negotiable 


Julie Page, Medical School Dean 
University of Texas as Houston 
PH: (713) 500-5169 
FX: (713) 500-0620 
Julie.T.Page@uth.tmc.edu 
 



mailto:evan.paulus@cmich.edu

mailto:Michelle.Berkoff@dshs.state.tx.us

mailto:Julie.T.Page@uth.tmc.edu
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Central Michigan University Health 
Saginaw, Michigan 
March 2016 – October 2017 
AMF Position:  Business Intelligence 
Support for Resident Productivity 


Assisted 
Operations with 
analysis and 
review of 
current resident 
programs 


Evan Paulus, Operations Director  
Central Michigan University Health 
PH: (989) 746-7906 
FX: (989) 583-6885 
evan.paulus@cmich.edu  


 


Company Name Submitting Proposal: Germain & Co., Inc. dba Germane Solutions 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  


 


The following information requested pertains to the individual being proposed for this project. 


Name: Allen Iovannisci 
Key Personnel: 


(Yes/No) 
No 


Individual’s Title HEDIS® Auditor 


# of Years in Classification: 16 # of Years with Firm: 16 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Mr. Iovannisci has conducted audits and quality improvement projects, using NCQA 


certification as a HEDIS® Compliance Auditor. He conducts performance measure analysis for 


Medicaid, Medicare, Commercial and Marketplace lines of business. Allen provides technical 


assistance on strategic planning and quality improvement, with over 18 years of experience in 


the health insurance arena. 


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. 


 


Since 2002, Allen has worked as an NCQA certified HEDIS® auditor. He worked six years prior 


to this capacity (2008-2014) for HealthNow in Buffalo, NY as a Medical Economics/HealthCare 


Services Analyst and Business Intelligence Analyst. Prior to that, Allen worked from 1999 to 


2008 for Preferred Care in Rochester, NY as a Medical Cost Data Analyst, Data Analyst/ 


Application Specialist for HEDIS®, and as a System Configuration Analyst. 



mailto:evan.paulus@cmich.edu
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EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


• M.S.  from New School for Social Research, New York, NY   2000 


• B.A.   from LeMoyne College, Syracuse, NY        1993 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


• NCQA Certified HEDIS® Compliance Analyst – since October 2006 


• CPHQ Certified (Certified Professional in Healthcare Quality) – November 2007 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


COMPANY NAME/ 
TIMEFRAME/LOCATION/POSITION 


PROJECT DETAILS CONTACT INFORMATION 


Anthem (CareMore) 
Long Beach, CA 
Time: 2012-present 
AI Position: HEDIS® Auditor 


HEDIS® Audit, long-
term relationship 


Erika Tigno, Director of Quality 
Management 
Anthem (CareMore) 
(562) 622-2848 
 Frederika.Tigno@caremore.com 


Alignment HealthCare 
Orange, CA 
Time: 2012-present 
AI Position:  HEDIS® Auditor 


HEDIS® Audit, long-
term relationship 


Bhavin Shah, Director IT Application 
Development 
Quality Management 
Alignment HealthCare 
(505) 301-0999 
BShah@ahcusa.com 


PRIMEWEST Health 
Alexandria, MN 
Time: 2011-present 
AI Position: HEDIS® Auditor 


HEDIS® Audit, long-
term relationship 


Bethany Krafthefer 
Director of Quality & Utilization 
Management 
PRIMEWEST Health 
(320) 335-5392 
Bethany.Krafthefer@primewest.org 


 



mailto:Frederika.Tigno@caremore.com

mailto:BShah@ahcusa.com

mailto:Bethany.Krafthefer@primewest.org
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SECTION VIII. OTHER INFORMATIONAL MATERIAL 








 


Germane Solutions Nevada EQRO: RFP 3491 1 | P a g e  
 
 


 


REQUEST FOR PROPOSAL: 3491 


COST PROPOSAL 


External Quality Review Organization 


State of Nevada 


 


Submitted by: 


 
10552 Success Lane, Suite A 


Dayton, OH 45458 
www.germane-solutions.com 


Amy Fleischer 
 Director of Business Intelligence 


afleischer@germane-solutions.com  
(513) 502-6205 


 
February 22, 2018 by 2:00 p.m. MST 


 



http://www.germane-solutions.com/

mailto:afleischer@germane-solutions.com
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SECTION I.  TITLE PAGE 
 
 


Part II – Cost Proposal 


RFP Title: EQRO 


RFP: 3491 


Vendor Name: Germain & Co., Inc dba Germane Solutions 


Address: 10552 Success Lane, Suite A 
Dayton, OH 45458 


Opening Date: 2/22/18 


Opening Time: 2:00 PM 
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Mandatory Activities:  SFY 2019-2022 
Activity RFP Citation   MCO Title XIX MCO Title XXI DBA Title XIX DBA Title XXI CMO-FFS TOTAL 


Performance 
Improvement Project 
Validation 


2.1.1.1 2019 $91,500.00 $139,000.00 $2,600.00 $6,600.00 $0.00 $239,700.00 


2.1.3.3 2020 $91,958.00 $140,000.00 $2,500.00 $6,000.00 $0.00 $240,458.00 


  2021 $92,000.00 $140,000.00 $2,500.00 $5,500.00 $0.00 $240,000.00 


  2022 $92,000.00 $140,000.00 $2,500.00 $5,500.00 $0.00 $240,000.00 


HEDIS Performance 
Measure Validation 


2.1.1.2 2019 $236,700.00 $343,000.00 $2,800.00 $13,500.00 $45,900.00 $641,900.00 


2.1.3.1 2020 $237,000.00 $340,000.00 $2,500.00 $13,500.00 $45,000.00 $638,000.00 


2.1.3.2 2021 $237,000.00 $340,000.00 $2,500.00 $13,500.00 $45,000.00 $638,000.00 


  2022 $237,000.00 $340,000.00 $2,500.00 $13,500.00 $45,000.00 $638,000.00 


Network Adequacy 
Validation 


2.1.1.4 2019 $98,800.00 $141,000.00 $2,800.00 $6,200.00 $0.00 $248,800.00 


2.1.3.4 2020 $97,500.00 $140,000.00 $2,500.00 $6,000.00 $0.00 $246,000.00 


  2021 $97,500.00 $140,000.00 $2,500.00 $6,000.00 $0.00 $246,000.00 


  2022 $97,500.00 $140,000.00 $2,500.00 $6,000.00 $0.00 $246,000.00 


Compliance Monitor of 
MCOs, PAHP, DBA, and 
CMO 


2.1.1.3 2019 $245,000.00 $343,000.00 $2,900.00 $13,500.00 $0.00 $604,400.00 


2.1.4 2020 $240,000.00 $340,000.00 $2,900.00 $12,000.00 $0.00 $594,900.00 


  2021 $240,000.00 $340,000.00 $2,900.00 $12,000.00 $0.00 $594,900.00 


  2022 $240,000.00 $340,000.00 $2,900.00 $12,000.00 $0.00 $594,900.00 


Validation of the Quality 
Assessment and 
Performance 
Improvement Strategy 


2.1.3.5 


2019 $184,000.00 $275,000.00 $2,600.00 $10,500.00 $39,800.00 $511,900.00 


2020 $180,000.00 $250,000.00 $2,600.00 $10,000.00 $40,000.00 $482,600.00 


2021 $180,000.00 $250,000.00 $2,600.00 $10,000.00 $40,000.00 $482,600.00 


2022 $180,000.00 $250,000.00 $2,600.00 $10,000.00 $40,000.00 $482,600.00 


Production of a Detailed 
Annual Technical Report 


2.1.3.6 


2019 $97,800.00 $98,000.00 $2,200.00 $6,500.00 $8,200.00 $212,700.00 


2020 $95,000.00 $95,000.00 $2,200.00 $6,500.00 $8,000.00 $206,700.00 


2021 $95,000.00 $95,000.00 $2,200.00 $6,500.00 $8,000.00 $206,700.00 


2022 $95,000.00 $95,000.00 $2,200.00 $6,500.00 $8,000.00 $206,700.00 
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Vendor Responsibilities: 
Meetings: 4 MCO 


Quarterly Meetings per 
year (on-site), 4 DBA 


Quarterly Meetings per 
year (on-site), and 


monthly DHCFP 
teleconference calls for 


managed care (12 
months) and the dental 


benefits administrator (12 
months) programs. 
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2019 $12,000    $12,000      $24,000.00 


2020 $12,000    $12,000      $24,000.00 


2021 $12,000    $12,000      $24,000.00 


2022 $12,000    $12,000      $24,000.00 


Total SFY Costs 


2019 2020 2021 2021 


$2,483,400.00 $2,432,658.00 $2,432,200.00 $2,432,200.00 


Total Contract Costs : 


$9,780,458.00 
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Part	II–	Cost	Proposal	
RFP	Title:	 EQRO	
RFP:	 3491	
Vendor	Name:	 HealthInsight	Assure	
Address:	 6830	W	Oquendo	Rd	#102	


Las	Vegas,	NV	89118	
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Activity MCO Title XIX DBA Title XIX CMO ‐FFS TOTAL


2019 $57,633.53 $2,988.41 N/A $85,383.02


2020 $58,786.20 $3,048.18 N/A $87,090.68


2021 $59,961.92 $3,109.14 N/A $88,832.49


2022 $61,161.16 $3,171.32 N/A $90,609.14


2019 $49,946.63 $2,589.83 N/A $73,995.02


2020 $51,445.03 $2,667.52 N/A $76,214.87


2021 $52,988.38 $2,747.55 N/A $78,501.32


2022 $54,578.03 $2,829.98 N/A $80,856.36


2019 $45,690.75 $2,369.15 N/A $67,690.00


2020 $46,833.02 $2,428.38 N/A $69,382.25


2021 $48,003.85 $2,489.09 N/A $71,116.81


2022 $49,203.95 $2,551.32 N/A $72,894.73


2019 $118,389.60 $6,138.72 N/A $175,392.00


2020 $121,941.29 $6,322.88 N/A $180,653.76


2021 $125,599.53 $6,512.57 N/A $186,073.38


2022 $129,367.52 $6,707.95 N/A $191,655.59


2019 $83,851.88 $4,347.88 N/A $124,225.02


2020 $85,948.18 $4,456.58 N/A $127,330.65


2021 $88,096.88 $4,567.99 N/A $130,513.91


2022 $90,299.30 $4,682.19 N/A $133,776.75


2019 $47,930.40 $2,485.28 N/A $71,008.00


2020 $49,368.31 $2,559.84 N/A $73,138.24


2021 $50,849.36 $2,636.64 N/A $75,332.39


2022 $52,374.84 $2,715.74 N/A $77,592.36


2019 $24,563.00 $9,211.00 N/A $47,283.55


2020 $25,299.89 $9,487.33 N/A $48,702.05


2021 $26,058.89 $9,771.95 N/A $50,163.12


2022 $26,840.66 $10,065.11 N/A $51,668.02


Note: CMO cost not included, assuming phase out complete as of June 2018.


$2,687,075.49


Total SFY Costs
2019 2020 2021 2021


$644,976.61 $662,512.50 $680,533.42 $699,052.95


$6,710.16 $8,052.09


Vendor Responsibilities: 


Meetings: 4 MCO Quarterly 


Meetings per year (on‐site), 4 


DBA Quarterly Meetings per 


year (on‐site), and monthly 


DHCFP teleconference calls 


for managed care (12 months) 


and the dental benefits 


administrator (12 months) 


programs.
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Total Contract Costs :


$6,140.75 $7,368.80


$6,324.97 $7,589.86


$6,514.72 $7,817.56


$5,819.43 $16,682.35


Production of a Detailed 


Annual Technical Report


$5,325.60 $15,266.72


$5,485.37 $15,724.72


$5,649.93 $16,196.46
2.1.3.6


Validation of the Quality 


Assessment and Performance 


Improvement Strategy


2.1.3.5


$9,316.88 $26,708.38


$9,549.80 $27,376.09


$9,788.55 $28,060.49


$10,033.26 $28,762.00


$14,374.17 $41,205.95


Compliance Monitor of MCOs, 


PAHP, DBA, and CMO


2.1.1.3


2.1.4


$13,154.40 $37,709.28


$13,549.03 $38,840.56


$13,955.50 $40,005.78


$5,333.76 $15,290.11


$5,467.10 $15,672.36


Network Adequacy Validation


2.1.1.4


2.1.3.4


$5,076.75 $14,553.35


$5,203.67 $14,917.18


Mandatory Activities:  SFY 2019‐2022


RFP Citation MCO Title XXI DBA Title XXI


Performance Improvement 


Project Validation


2.1.1.1


2.1.3.3


$6,403.73


$6,795.69 $19,480.97


$18,357.35


$6,531.80 $18,724.50


$6,662.44


HEDIS Performance Measure 


Validation


2.1.1.2


2.1.3.1


2.1.3.2


$19,098.99


$5,887.60 $16,877.79


$6,064.23 $17,384.12


$5,549.63 $15,908.93


$5,716.12 $16,386.20
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HealthInsight Assure  6830 W. Oquendo Road, Suite 102  Las Vegas, NV 89118 


Phone: 702-385-9933  Fax: 702-385-4586  www.healthinsight.org


February 20, 2018 


Ronda Miller, Purchasing Officer II 
State of Nevada, Purchasing Division 
515 E. Musser Street, Suite 300 
Carson City, Nevada 89701 


RE: HealthInsight Assure Response to State of Nevada Purchasing Division
Request for Proposal 3491 External Quality Review Organization 


Dear Ms. Miller: 


HealthInsight Assure, LLC (Assure) a division of HealthInsight Management Corporation 
(HealthInsight), is pleased to offer the enclosed response to the Nevada Department of 
Health and Human Services (DHHS) Division of Health Care Financing and Policy (DHCFP) 
Request for Proposal (RFP) number 3491 to provide external quality review services for the 
State of Nevada. 


You may be familiar with HealthInsight’s Nevada affiliate, HealthInsight Nevada, as they have 
provided services to DHCFP and other state divisions since 1988, beginning with 15 years of 
service as a Medicaid Utilization Review contractor. Since then, HealthInsight has had a long 
and rich history working in and with the State of Nevada as the CMS Quality Innovation 
Network-Quality Improvement Organization (QIO). 


A significant portion of the work will be done by staff who live and work in Nevada and staff 
from our other nearby offices will often travel to Nevada to execute the onsite portions of 
their work. Accordingly, we have attached a separate letter requesting the 5% preference 
referenced in the RFP.  


Assure was recently created to combine our External Quality Review Organization (EQRO) 
work in separate states into an organization that is independent from HealthInsight’s other 
affiliates and boards. Assure provides expert guidance to help health care programs ensure 
their customers can access timely, high-quality care. Our primary objective is to make a 
positive difference in health outcomes and the experience of health care for vulnerable 
citizens in our communities.  


With 20 years of external quality review experience, Assure and its predecessor 
organizations have performed the full range of mandatory and optional EQR activities and 
have conducted many statewide initiatives and provider education activities to improve 
quality of care, patient safety and access to timely care for Medicaid service recipients.  


Our deep Nevada roots and understanding of the local environment as well as our team’s 
high-level strengths, passion and expertise distinguish us from other organizations in this 
line of business, and we are excited about the opportunity to work collaboratively with the 
State of Nevada to assess and make recommendations for improving the quality of health 
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Phone: 702-385-9933  Fax: 702-385-4586  www.healthinsight.org 
 


care services furnished by each MCO, PAHP, and CMO including proactively helping the State 
to target goals and quality improvement objectives. 


Enclosed please find our technical and business proposals. We have included both a CD and 
flash drive just in case there is a glitch with technology. Each contains one pdf of the technical 
and the business proposal. We have not designated any information as confidential, so have 
not included separate confidential files. HealthInsight Assure’s offer is firm for a period of 
180 days after the proposal due date. 


We thank you for this opportunity and look forward to collaborating with DHCFP on this 
important work. Please feel free to contact me if you have any questions. I am available at 
your convenience by email at SDonnelly@healthinsight.org or by phone at (801) 892-6668. 
 
Sincerely, 
 


 
Sharon Donnelly, MS 
Senior Vice President, Development 
HealthInsight Assure Board Chair 
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HealthInsight Assure  6830 W. Oquendo Road, Suite 102  Las Vegas, NV 89118 


Phone: 702-385-9933  Fax: 702-385-4586  www.healthinsight.org


February 20, 2018 


Ronda Miller, Purchasing Officer II 
State of Nevada, Purchasing Division 
515 E. Musser Street, Suite 300 
Carson City, Nevada 89701 


RE: HealthInsight Assure Request for 5% Preference  
Request for Proposal 3491 External Quality Review Organization 


Dear Ms. Miller: 


HealthInsight Assure, LLC (Assure) a division of HealthInsight Management Corporation 
(HealthInsight), has submitted a response to the Nevada Department of Health and Human 
Services (DHHS) Division of Health Care Financing and Policy (DHCFP) Request for Proposal 
(RFP) number 3491 to provide external quality review services for the State of Nevada. 


HealthInsight’s Nevada affiliate, HealthInsight Nevada, has provided services to DHCFP and 
other state divisions since 1988, beginning with 15 years of service as a Medicaid Utilization 
Review contractor. HealthInsight has had a very long and rich history working in and with 
the State of Nevada as the CMS Quality Innovation Network-Quality Improvement 
Organization (QIO). 


Since we conduct EQRO work in multiple states, HealthInsight Assure was incorporated in 
Utah and registered with the State of Nevada as a foreign corporation. As a significant 
portion of the work for Nevada will be produced by staff living and working in Nevada and 
staff from our other nearby offices will often travel to Nevada to execute the onsite portions 
of their work, we are requesting the 5% preference referenced in the RFP in Section 9.2 on 
page 28, as follows: 


Effective July 1, 2017, a five percent (5%) preference will be awarded to businesses 
based in Nevada. A Nevada business is defined as a business which certifies either that 
its ‘principal place of business’ is in Nevada, as identified in Section 3.1, Vendor 
Information or that a ‘majority of goods provided for the contract are produced in 
Nevada.’  The preference will be applied to the total score. 


9.2.1 Financial stability shall be scored on a pass/fail basis. 


Five individuals will be working out of HealthInsight Nevada’s existing Las Vegas office or 
telecommuting from their homes in northern Nevada. We have listed those employees and 
their roles below. We estimate that their efforts, and the local support provided by our 
Nevada facilities (information technology, office space and supplies, etc.) and EQRO work 
performed in Nevada by other staff will encompass more than 50% of the work required for 
this contract. 
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• Project Manager- a Key Personnel who will be responsible for managing the 
timeline, tasks and deliverables for the contract 


• Nurse Reviewer- a Key Personnel who will work on compliance review activities 
as well as other areas where an RN is preferred  


• Medical Director- available when needed for consultation 
• Project Coordinator- providing coordination and assistance to the team 
• Project Assistant- providing support to the team 


I, Sharon Donnelly, HealthInsight Assure Board Chair, certify that the DHCFP RFP 3491 
for External Quality Review, if awarded to HealthInsight Assure, will result in a 
contract where the majority of goods for the contract are produced in Nevada. 


We thank you for this opportunity and look forward to providing DHCFP with Nevada 
External Quality Review services. Please feel free to contact me if you have any questions. I 
am available at your convenience by email at SDonnelly@healthinsight.org or by phone at 
(801) 892-6668. 
 
Sincerely, 
 


 
Sharon Donnelly, MS 
Senior Vice President, Development 
HealthInsight Assure Board Chair 
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ADA American Disabilities Act 
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CMS Centers for Medicare & Medicaid Services 


CoLTS Coordination of Long Term Services 


CY Calendar Year 
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Term Definition 


DSN Delivery System Network 


EAS Emergency Alert System 


EDV Encounter Data Validation 


EQR External Quality Review 


EQRO External Quality Review Organization 


FAR Federal Acquisition Regulation 


FFS Fee-for-service 


FH Fair Hearing 


FISMA Federal Information Security Management Act 


FY Fiscal Year 


FWA Fraud, Waste and Abuse 


G&A General and Administrative Expense 


GAAP Generally Accepted Accounting Principles 


GOBHI Greater Oregon Behavioral Health, Inc. 


HA Health Authority 


HEDIS® Healthcare Effectiveness Data and Information Set 


HHS Health and Human Services 


HIPAA Health Insurance Portability and Accountability Act 


HITECH Health Information Technology for Economic and Clinical Health 


HMC HealthInsight Management Corp. 


HSD Human Services Department 


IDS/IPS Intrusion Detection System/Intrusion Protection System 


IDSS Interactive Data Submission System 


IHCPs Indian Health Care Providers 


IRR Inter-rater Reliability 


ISCA Information Systems Capabilities Assessment 


IS Information Systems 


IT Information Technology 


LEP Limited English Proficiency 
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Term Definition 


LDL-C Low Density Lipoprotein Cholesterol 


LTSS Long-term Services and Supports 


MCO Managed Care Organizations 


MCP Managed Care Health Plan 


MLTSS Managed Long-Term Services and Supports 


MME Morphine Milligram Equivalent 


MMIS Medicaid Management Information System 


MSSP Managed Security Service Provider 


NCQA National Committee for Quality Assurance 


NDPP National Diabetes Prevention Program 


NEMT Non-Emergency Medical Transportation 


NIH National Institute of Health 


NF LOC Nursing Facility Level of Care 


NMMRA New Mexico Medical Review Association 


NOD Notice of Direction 


OHA Oregon Health Authority 


OMB Office of management and Budget 


PAHP Prepaid Ambulatory Health Plan 


PCP Primary Care Physician 


PII Personally Identifiable Information 


PDF Portable Document Format File 


PDMP Prescription Drug Monitoring Program 


PDSA Plan, Do, Study, Act 


PH Physical Health 
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Term Definition 


PHI Personal Health Information 


PII Personal Identifiable Information 


PAHP Prepaid Ambulatory Health Plans 


PIP Performance Improvement Project 


PIHP Prepaid Impatient Health Plan 


PM Performance Measures 


PMP Performance Measurement Program 


PMV Performance Measurement Validation 


PQA Pharmacy Quality Alliance 


PRO Peer Review Organization 


QAPI/QAPIS Quality Assessment Performance Improvement/Quality Assessment 
Performance Improvement Strategy 


QHOC Quality Health Oversight Committee 


QHP Qualified Health Plans 


QIN Quality Innovation Network 


QIO Quality Improvement Organization 


QIO/QIN Quality Improvement Organization/Quality Innovation Network 


QIO/PRO Quality Improvement Organization/Peer Review Organization 


QM/QI Quality Management and Quality Improvement 


QRS Quality Rating System 


REDCap Research Electronic Data Capture 


RESPOND Resources Encouraging Safe Prescription Opioid Medication Dispensing 


RFP Request For Proposal 


RHIT Registered Health Information Technology 
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Term Definition 


RSN Regional Service/Support Network 


SBIRT Screening, Brief Intervention and Referral to Treatment 


SHP Strategic Healthcare Program: 


SOW Scope of Work 


SPMI Serious and Persistent Mental Illness: 


SWBH Southwest Behavioral Health 


TANF Temporary Assistance for Needy Families 


UM Utilization Management 


VBP4P Value Based Pay for Performance 
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Section III – Vendor Information Sheet 


Vendor Shall: 


A) Provide all requested information in the space provided next to each numbered question.


The information provided in Sections V1 through V6 shall be used for development of the


contract;


B) Type or print responses; and


C) Include this Vendor Information Sheet in Section III of the Technical Proposal.


V1 Company Name HealthInsight Assure, LLC 


V2 Street Address 6830 W Oquendo Rd #102 


V3 City, State, ZIP Las Vegas, NV 89118 


V4 
Telephone Number 


Area Code:  702 Number:  933-7333 Extension:  


V5 
Facsimile Number 


Area Code:  702 Number:  385-4586 Extension:  


V6 
Toll Free Number 


Area Code:  Number:  1-866-708-1944 Extension:  


V7 


Contact Person for Questions / Contract Negotiations, 


including address if different than above 


Name:  Sharon Donnelly 


Title: SVP Strategy, HealthInsight Assure Board Chair 


Address: 756 E Winchester St Suite 200, Murray, UT 84107 


Email Address: SDonnelly@healthinsight.org 


V8 
Telephone Number for Contact Person 


Area Code:  801 Number:  892-6668 Extension:  


V9 
Facsimile Number for Contact Person 


Area Code:  801 Number:  892-0160 Extension:  
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V10 


Name of Individual Authorized to Bind the Organization 


Name:  Sharon Donnelly Title: SVP Development, HealthInsight 


Assure Board Chair 


V11 


Signature (Individual shall be legally authorized to bind the vendor per NRS 333.337)
 


Signature: Date: 


2-20-2018 
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Section IV – State Documents 


Attachment Document  Section Page 


IV-A Confidentiality and Certification of 


Indemnification 


 


 2 


IV-B Vendor Certifications  3 


IV-H Certification Regarding Lobbying  5 


IV-1 State of Nevada – Amendment 1  6 


IV-2 State of Nevada – Amendment 2 25 


IV-3 Vendor Licensing Agreements (Not 


Applicable) 


 


27 


IV-4 HEDIS Auditor Certification 28 


IV-5 DataStat HEDIS Certification 33 


IV-6 QIO-Like Certification 34 


IV-7 Nevada Business License 36 


  







 This document shall be submitted in Section IV of vendor’s technical proposal 


ATTACHMENT A – CONFIDENTIALITY AND CERTIFICATION OF 


INDEMNIFICATION 
 


Submitted proposals, which are marked “confidential” in their entirety, or those in which a significant portion of the 


submitted proposal is marked “confidential” shall not be accepted by the State of Nevada.  Pursuant to NRS 333.333, 


only specific parts of the proposal may be labeled a “trade secret” as defined in NRS 600A.030(5).  All proposals are 


confidential until the contract is awarded; at which time, both successful and unsuccessful vendors’ technical and cost 


proposals become public information. In accordance with the submittal instructions of this RFP, vendors are requested 


to submit confidential information in separate files marked “Part IB Confidential Technical” and “Part III 


Confidential Financial”. 


 


The State shall not be responsible for any information contained within the proposal.  If vendors do not comply with 


the labeling and packing requirements, proposals shall be released as submitted.  In the event a governing board acts 


as the final authority, there may be public discussion regarding the submitted proposals that shall be in an open meeting 


format, the proposals shall remain confidential.  


 


By signing below, I understand it is my responsibility as the vendor to act in protection of the labeled information and 


agree to defend and indemnify the State of Nevada for honoring such designation.  I duly realize failure to so act shall 


constitute a complete waiver and all submitted information shall become public information; additionally, failure to 


label any information that is released by the State shall constitute a complete waiver of any and all claims for damages 


caused by the release of the information. 


 


This proposal contains Confidential Information, Trade Secrets and/or Proprietary information. 


 


Please initial the appropriate response in the boxes below and provide the justification for confidential status. 
 


Part IB – Confidential Technical Information 


YES  NO ✓ 


 


 


Justification for Confidential Status 


N/A 


 


Part III – Confidential Financial Information 


YES  NO ✓ 


 


 


Justification for Confidential Status 


N/A 


Company Name   


HealthInsight Assure, LLC    


Signature    


 


   


Print Name 


Sharon Donnelly 


  Date 


2-20-2018 
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ATTACHMENT B – VENDOR CERTIFICATIONS 


Vendor agrees and shall comply with the following: 


(1) Any and all prices that may be charged under the terms of the contract do not and shall not 
violate any existing federal, State or municipal laws or regulations concerning 
discrimination and/or price fixing.  The vendor agrees to indemnify, exonerate and hold 
the State harmless from liability for any such violation now and throughout the term of the 
contract. 


(2) All proposed capabilities can be demonstrated by the vendor. 


(3) The price(s) and amount of this proposal have been arrived at independently and without 
consultation, communication, agreement or disclosure with or to any other contractor, 
vendor or potential vendor. 


(4) All proposal terms, including prices, shall remain in effect for a minimum of 180 days after 
the proposal due date.  In the case of the awarded vendor, all proposal terms, including 
prices, shall remain in effect throughout the contract negotiation process. 


(5) No attempt has been made at any time to induce any firm or person to refrain from 
proposing or to submit a proposal higher than this proposal, or to submit any intentionally 
high or noncompetitive proposal.  All proposals shall be made in good faith and without 
collusion. 


(6) All conditions and provisions of this RFP are deemed to be accepted by the vendor and 
incorporated by reference in the proposal, except such conditions and provisions that the 
vendor expressly excludes in the proposal.  Any exclusion shall be in writing and included 
in the proposal at the time of submission. 


(7) Each vendor shall disclose any existing or potential conflict of interest relative to the 
performance of the contractual services resulting from this RFP.  Any such relationship that 
might be perceived or represented as a conflict shall be disclosed.  By submitting a proposal 
in response to this RFP, vendors affirm that they have not given, nor intend to give at any 
time hereafter, any economic opportunity, future employment, gift, loan, gratuity, special 
discount, trip, favor, or service to a public servant or any employee or representative of 
same, in connection with this procurement.  Any attempt to intentionally or unintentionally 
conceal or obfuscate a conflict of interest shall automatically result in the disqualification 
of a vendor’s proposal.  An award shall not be made where a conflict of interest exists.  The 
State shall determine whether a conflict of interest exists and whether it may reflect 
negatively on the State’s selection of a vendor.  The State reserves the right to disqualify 
any vendor on the grounds of actual or apparent conflict of interest. 


(8) All employees assigned to the project are authorized to work in this country. 
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(9) The company has a written equal opportunity policy that does not discriminate in 
employment practices with regard to race, color, national origin, physical condition, creed, 
religion, age, sex, marital status, sexual orientation, developmental disability or handicap.  


(10)The company has a written policy regarding compliance for maintaining a drug-free 
workplace. 


(11)Vendor understands and acknowledges that the representations within their proposal 
are material and important, and shall be relied on by the State in evaluation of the proposal.  
Any vendor misrepresentations shall be treated as fraudulent concealment from the State 
of the true facts relating to the proposal. 


(12)Vendor shall certify that any and all subcontractors comply with Sections 7, 8, 9, and 
10, above. 


(13)The proposal shall be signed by the individual(s) legally authorized to bind the vendor 
per NRS 333.337. 


Vendor Company Name 
HealthInsight Assure, LLC 


Vendor Signature 


Print Name 
Sharon Donnelly Date 2-20-18 


This document shall be submitted in Section IV of vendor’s technical proposal 
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ATTACHMENT H – CERTIFICATION REGARDING LOBBYING 
 


Certification for Contracts, Grants, Loans, and Cooperative Agreements 
 


The undersigned certifies, to the best of his or her knowledge and belief, that: 


 


(1) No Federal appropriated funds have been paid or shall be paid, by or on behalf of the undersigned, 


to any person for influencing or attempting to influence an officer or employee of any agency, a 


Member of Congress, an officer or employee of Congress, or an employee of a Member of Congress 


in connection with the awarding of any Federal contract, the making of any Federal grant, the 


making of any Federal loan, the entering into of any cooperative agreement, and the extension, 


continuation, renewal, amendment, or modification of any Federal contract, grant, loan, or 


cooperative agreement. 


 


(2) If any funds other than Federally appropriated funds have been paid or shall be paid to any person 


for influencing or attempting to influence an officer or employee of any agency, a Member of 


Congress, an officer or employee of Congress, or an employee of a Member of Congress in 


connection with this Federal contract, grant, loan, or cooperative agreement, the undersigned shall 


complete and submit Standard Form-LLL, “Disclosure of Lobbying Activities,” in accordance with 


its instructions. 


 


(3) The undersigned shall require that the language of this certification be included in the award 


documents for all sub awards at all tiers (including subcontracts, sub grants, and contracts under 


grants, loans, and cooperative agreements) and that all sub recipients shall certify and disclose 


accordingly. 


 


This certification is a material representation of fact upon which reliance was placed when this transaction 


was made or entered into.  Submission of this certification is a prerequisite for making or entering into this 


transaction imposed by section 1352, U.S. Code.  Any person who fails to file the required certification 


shall be subject to a civil penalty of not less than $10,000 and not more than $100,000 for each such failure. 


 


 


By:  


 
Sharon Donnelly 


  


 


 
2-20-18 


 Signature of Official Authorized to Sign Application  Date 


 


 


For: HealthInsight Assure, LLC 


      Vendor Name 


 


 


             External Quality Review 


Project Title 


 


 
 


This document shall be submitted in Section IV of vendor’s technical proposal 
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State of Nevada  


  
 


Brian Sandoval 
Department Administration Governor 


Purchasing Division  


515 E. Musser Street, Suite 300 Jeffrey Haag 
Carson City, NV  89701 Administrator 


 


SUBJECT: Amendment 1to Request for Proposal 3491 


RFP TITLE: External Quality Review Organization (EQRO) 


DATE OF AMENDMENT: February 2, 2018  


DATE OF RFP RELEASE: January 10, 2018 


OPENING DATE: February 22, 2018 


OPENING TIME: 2:00 PM 


CONTACT: Ronda Miller, Purchasing Officer II 


 


 


The following shall be a part of RFP 3491.  If a vendor has already returned a proposal and any of the 


information provided below changes that proposal, please submit the changes along with this 


amendment.  You need not re-submit an entire proposal prior to the opening date and time. 


 


 


RFP CHANGES: 


 


1.  Old language: 


2.2.5 As described in (described in §438.310(c)(2)) an EQRO may not: 


 


New language: 


 


2.2.5 As described in (described in §438.354(c)(2)) an EQRO may not: 


 


2 Old language: 


2.1.5      Technical Assistance and Optional Activities  


 


The vendor may be required to provide technical assistance and/or optional 


activities described in 42 CFR 438.58(c) or comparable activities that assess 


the quality or utilization of services in the fee-for-service program to DHCFP 


and the participating MCOs, PAHP, and CMO during the contract period. The 


specific nature of the technical assistance will be defined on a case-by-case 


basis, but at a minimum, may include educational sessions to enhance the use 


of EQR results, identification of healthcare trends or “best practices” in 


performance measures or quality improvement activities; providing clinical 


consultation and/or expertise; and conducting evaluations of health care 


initiatives. Optional activities described in 42 CFR 438.358(c) may include:  
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New language: 


 


2.1.5      Technical Assistance and Optional Activities  


 


The vendor may be required to provide technical assistance and/or optional 


activities described in 42 CFR 438.358(c) or comparable activities that assess 


the quality or utilization of services in the fee-for-service program to DHCFP 


and the participating MCOs, PAHP, and CMO during the contract period. The 


specific nature of the technical assistance will be defined on a case-by-case 


basis, but at a minimum, may include educational sessions to enhance the use 


of EQR results, identification of healthcare trends or “best practices” in 


performance measures or quality improvement activities; providing clinical 


consultation and/or expertise; and conducting evaluations of health care 


initiatives. Optional activities described in 42 CFR 438.358(c) may include:  


  


 


3. RFP section deletions: 


RFP  Section 2.2.9 to be deleted in its entirety. 


 


4. RFP ATTACHMENT G – COST PROPOSAL REVISED: 


Vendors to submit cost on the following revised cost proposal:  


 


 


EQRO Cost Sheet 


Revised 2.1.18.xlsx
 


 


QUESTIONS AND ANSWERS:  


 


1. Vendor Duties and Responsibilities-1.5-7-The RFP requests that vendors be available for regular 


meetings, including teleconference and face-to-face meetings in Nevada; however, the Cost 


Schedule provided in Attachment G does not include a category for teleconference and face-to-


face meetings to be priced by vendors. Will the DHCFP consider issuing a Cost Schedule that 


includes meetings, as it has in prior RFPs? 


 


 Yes, the Cost Schedule will be amended to include web meetings, teleconferences, and face to 


face meetings. 


 


2. 2.1 and Attachment G – Cost Schedule-2.1.5.4.A, B, C-12 and 41-There does not appear to be a 


designated column on the Optional Activities Cost Schedule for the new Nevada ABD managed 


care expansion program. Under which column(s) should the vendor price the optional activities 


for the ABD managed care expansion program? 


 


 Refer to the beginning of this amendment.  Attachment G has been revised. 
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3. Attachment G – Cost Schedule--41-The entries in the Cost Schedule column labeled “RFP 


Citation” do not align with the RFP citations for the activities listed in Section 2. Will the DHCFP 


consider issuing a revised Cost Schedule to help ensure vendors address the correct RFP 


requirements for each price proposed?  


 


Refer to beginning of this amendment for RFP submittal change. 


 


4. Attachment G – Cost Schedule--41-Please confirm that not all cells on the Cost Schedule require 


that a price be entered. For example, on the Optional Activities schedule, the row for Technical 


Assistance – Onsite contract compliance audit of the contracted CMO vendor will only have a 


price under the CMO-FFS column. 


 


 Refer to the beginning of this amendment. Attachment G has been revised. 


 


5. 2.1.1.4; 2.1.3.4-Network Adequacy Validation; page 7;  Validation of MCO and DBA/PAHP 


network adequacy during the preceding 12 months; page 9-Are there current contract 


requirements or other guidance for the MCOs and PAHP for Network Adequacy?  


  


There are current network adequacy standards outlined in the MCO RFP 3260 Section 3.7.5 


Access and Availability, and DBA RFP 3425 Section 3.6.5 Access and Availability. 


 


6. 2.1.1.4; 2.1.3.4-Network Adequacy Validation; page 7;  Validation of MCO and DBA/PAHP 


network adequacy during the preceding 12 months; page 9-What are the current network 


adequacy standards for the MCOs and PAHP?  


  


Refer to MCO RFP 3260 Section 3.7.5 Access and Availability, and DBA RFP 3425 Section 


3.6.5 Access and Availability. 


 


7. 2.1.1.4; 2.1.3.4-Network Adequacy Validation; page 7;  Validation of MCO and DBA/PAHP 


network adequacy during the preceding 12 months; page 9-Has the State of Nevada developed 


the new managed care requirements, related to time and distance standards, format for annually 


certifying adequacy of their networks?  


  


Refer to MCO RFP 3260 Section 3.6.3.2. Twenty-Five Mile Rule. 


 


8. 2.1.1.4; 2.1.3.4-Network Adequacy Validation; page 7;  Validation of MCO and DBA/PAHP 


network adequacy during the preceding 12 months; page 9-Does Nevada contract with MCOs or 


PAHPs for long term services and supports? 


  


Refer to MCO RFP 3260 Section 3.4.4.2 Excluded Populations, Services and Coverage 


Limitations for Individuals Enrolled in Managed Care. The DHCFP does not contract with 


the DBA for adult dental services. 


 


9. 2.1.2.4-Conduct of PIPs in addition to those conducted by health plan; page 8-Please clarify who 


would be conducting these PIPs? 


  


The selected EQRO vendor may be asked to conduct PIP activities in addition to the validation 


of MCO PIP activities. 


 


10. 2.1.2.4-Conduct of PIPs in addition to those conducted by health plan; page 8-What is the 


EQRO’s role with PIPs in addition to those conducted by health plan? 
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The EQRO’s role would be to validate additional PIPs conducted by the PCCM/CMO related 


to Pay for Performance Measures (P4P). 


 


11. 7-2.1.3-Validation of MCO, DBA/PAHP and CMO Performance Indicators; page 8-Which 


measures are the HEDIS measures? 


  


The State does not understand this question. Is the vendor looking for a list or an amount of 


the HEDIS and non-HEDIS measures? 


 


12. 2.1.3-Validation of MCO, DBA/PAHP and CMO Performance Indicators; page 8-Which 


measures are not HEDIS and will be validated using the CMS protocol? 


  


Refer to the response provided in question 11. 


 


13. 2.1.3.3-Validation of Performance Improvement Projects (PIPs); page 8-Does DHCFP have a 


preference for whether the PIP topics are selected by DHCFP, the MCO or the EQRO?  


 


Historically, the DHCFP has collaborated with both MCO and EQRO vendors to determine 


PIP topics based from performance measure data for the MCO vendors. 


 


14. 2.1.3.3-Validation of Performance Improvement Projects (PIPs); page 8-Does DHCFP have a 


preference for the selection of a single PIP topic across all MCOs or for allowing MCOs to select 


distinct and separate PIP topics?   


 


The DHCFP has had the same PIPs across plans as well as selected distinct and separate 


PIPs. PIP selection is determined by performance indicators, as well as determined with 


Nevada Department of Health and Human Services health goals and objectives in mind. 


 


15. 2.1.3.3-Validation of Performance Improvement Projects (PIPs); page 8-If the MCO is allowed 


to select the PIP topic, is the topic vetted and approved by DHCFP or the EQRO before 


implementation? 


  


Yes. 


 


16. 2.1.3.5-Validation of the Nevada DHCFP State QAPIS in SFY 2019 and each subsequent EQR 


contract renewal year; page 9-Can the state provide more detail about what data or documents 


the EQRO might review as part of the QAPI to measure objectively the progress and status of 


Value Based Purchasing? 


  


Validating performance measure data related to pay for performance programs outlined 


within CMO, MCO, or DBA contracts. 


 


17. 2.1.4-Compliance Review; page 10-How many sections are in the compliance review? 


  


IQAP Compliance Review Calendar 


Standard Number Compliance Review Standard Review Year 


I Internal Quality Assurance Program FY 2020 


II Credentialing and Recredentialing FY 2018 


III Member Rights and Responsibilities FY 2019 


IV Member Information FY 2019 
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V Availability and Accessibility of Services FY 2018 


VI Continuity and Coordination of Care FY 2019 


VII Grievance and Appeals FY 2019 


VIII Subcontracts and Delegation FY 2018 


IX Cultural Competency Program  FY 2020 


X Coverage and Authorization of Services FY 2019 


XI Provider Dispute and Complaint 


Resolution 


FY 2018 


XII Confidentiality and Recordkeeping FY 2020 


XIII Provider Information FY 2018 


XIV Enrollment and Disenrollment FY 2020 


XV Program Integrity FY 2020 


 


18. 2.1.5-Technical Assistance and Optional Activities; pages 10-11-Can you clarify whether cost 


information for the Technical Assistance and Optional activities described in Section 2.1.5 is 


requested for the Cost Proposal at this time; or whether it should be provided after a specific 


request and scope of work is provided by DHCFP (as indicated at the end of 2.1.5)? 


  


After a specific scope of work and request for costs is provided by the DHCFP. 


  


19. 2.2.9-ICD-9 and EDI compliance; page 14-Section 2.2.9 indicates the vendor must maintain 


ICD-9 and EDI compliance as defined by CMS. Could the state cite the CMS regulations to 


which this compliance refers? 


  


 Refer to beginning of this amendment for RFP submittal change. 


 


20. 2.4.1-Implementation; page 15-Is a preliminary work plan required as part of the proposal? 


  


A preliminary work plan is not required as part of the RFP. 


 


21. 9.2-Proposal Evaluation and Award Process, page 28-Is there a state statute, regulation or written 


rule that describes in more detail the specifics for the 5% discount for Nevada-based businesses? 


If not, can DHCFP elaborate on the criteria used to determine the 5% discount? 


 


 Refer to Assembly Bill 280 dated March 13, 2017. 


 


22. 7.-RFP Timeline; page 21-Is there a meeting of interested bidders prior to the submission of the 


bid?  


 


 No. 


 


23. 8.2.2.5-Part IA-Technical Response, Section V-Scope of work; page 24-Are there instructions 


on preferred response content for the Scope of Work sections? 


 


 The State has no additional instructions. The State will accept a clarifying question. 


 


24. 8.2.2.5-Part IA-Technical Response, Section V-Scope of work; page 24-The instructions indicate 


that the vendor shall place their responses to the technical sections immediately following the 


applicable RFP question, statement, and/or section.  Does this mean that the vendor must respond 


to every section/subsection individually or can sections/subsections be combined where it makes 


sense? 
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 Vendors shall respond to the Scope in its entirety.  


 


25. ATT. G-Cost Schedule Spreadsheet (attachment to the RFP); page 41 -The cost spreadsheet has 


citations that are supposed to be directed back to the RFP, but they are missing digits. For 


example, on the first line of the spreadsheet for the Activity of Performance Improvement Project 


Validation, one of the citations is 2.3.3. We cannot find a 2.3.3 in the RFP. 


 


Refer to beginning of this amendment for RFP submittal change. 


 


26. ATT. G-Cost Schedule Spreadsheet (attachment to the RFP); page 41 -In the cost spreadsheet, 


under Optional Activities, there is an Activity for Consulting. The citation is 2.5.6, but there is 


no 2.5.6 in the RFP. We believe it references Section 2.1.5.6 regarding consulting, however there 


is no scope of work (SOW) for that. In fact, this page (12) implies that a SOW would be submitted 


in writing from the state after the contract is awarded to the EQRO so that the EQRO may submit 


a cost proposal at that time.  Can the state provide details for the consulting work if it is intended 


to be part of the cost proposal for this RFP? 


  


The Cost Schedule has been revised. Please refer to the beginning of the amendment for this 


document. 


 


27. ATT. G-Cost Schedule Spreadsheet (attachment to the RFP); page 41 -In the cost spreadsheet, 


can you clarify which Optional Activities that you expect proposed cost for at this time? 


The Cost Schedule has been revised. Please refer to the beginning of the amendment for this 


document. 


 


28. ATT. G-Cost Schedule Spreadsheet (attachment to the RFP); page 41 -For Optional Activities 


that do not include a scope of work, are you requesting hourly rates? 


The Cost Schedule has been revised. Please refer to the beginning of the amendment for this 


document. 


 


29. ATT. G-Cost Schedule Spreadsheet (attachment to the RFP); page 41 -For Optional Activities 


that do not include a scope of work, are these sections to be completed once a final vendor is 


selected and scope of work is provided? 


 


The Cost Schedule has been revised. Please refer to the beginning of the amendment for this 


document. 


 


30. Section 2.1.3, Scope of Work, page 8. Can the State clarify the total number of plans that would 


undergo a Performance Measure Validation audit? 


  


3 MCOs, 1 DBA, and 1 CMO. 


 


31. Section 2.1.3, Scope of Work, page 8. Can the State clarify the total number of HEDIS and non-


HEDIS measures that it will require each of the entities to report or a maximum number of 


performance measures to be validated? 


  


MCOs- 26 HEDIS measures (9 hybrid measures). 


 DBA- 1 HEDIS measure, and 3 non-HEDIS measures. 


 CMO-22 HEDIS like measures. 
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32. Section 2.1.3, Scope of Work, page 8. Can the State clarify the number of hybrid measures that 


is expects each entity to report on? 


  


Refer to the response provided to question 31. 


 


33. Section 2.1.3, Scope of Work, page 8. Can the State clarify its expectations for the timing of 


performing the performance measure validation audits?   


  


The start of this activity usually begins in January and the final audit report is presented in 


July. 


 


34. Section 2.1.4, Scope of Work, page 10. It states “Conduct a compliance review evaluating the 


effectiveness of the quality strategy within the previous 3 years. This review will be broken out 


in sections to be reviewed annually.” Can the State clarify as to what is meant by “broken out 


into sections to be reviewed annually”? What sections must be reviewed in SFY19? 


  


Refer to the response provided to question 17. 


 


35. Section 2.2.8 Qualifications of External Quality Review Organizations, page 14. Can the State 


clarify why an NCQA-Certified Health Employer Data Set (HEDIS) Compliance Auditor is a 


required position if the validation of performance measure activity can be conducted using the 


Centers for Medicare & Medicaid Services (CMS) Validating Performance Measure Protocol, 


which does not require the use of an NCQA-Certified HEDIS Compliance Auditor? 


  


State choice. 


  


36. Section 9, Proposal Evaluation and Award Process, page 27. RFP indicates “Conformance with 


the terms of this RFP” carries a weight of 10%. Does the submission of modifications/exceptions 


to the contract terms and conditions have any impact on the scoring of the vendor’s proposal? 


 


The evaluation committee may take into consideration any modifications/exceptions when 


scoring.  


 


37. Section 9.8, part of Proposal Award and Evaluation, page 28. This section indicates “A Letter of 


Intent (LOI) shall be issued in accordance with NAC 333.170 notifying vendors of the State’s 


intent to award a contract to a vendor, pending successful negotiations.” Is the LOI sent directly 


to all vendors or posted on the website or provided in a different way? 


 


The LOI only goes to the proposing vendors.  


 


38. Section 10, Terms and Conditions, page 29 and Attachment C, Contract Form, page 37. Is the 


State willing to negotiate the terms and conditions of the contract? If yes, where should vendors 


include contract modifications/exceptions, e.g., attachment to cover letter, appendix of RFP 


response, etc.?  


 


No. 


 


39. General Question. Please provide the names of vendors who submitted questions. If the State is 


unable to provide the names, please provide the number of vendors who submitted questions. 


 


Health Insight Assure, LLC; HSAG.  
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40. General Question. Health Services Advisory Group (HSAG) is the incumbent. What is the annual 


contract value and hours in their current contract? Is the scope of work requested in this RFP 


substantially similar to the current work being provided by HSAG?  


  


The scope of work outlined within the RFP is similar to the current HSAG contract with the 


exception of some of the optional activities listed, as the DHCFP has potential to include the 


activities, but forward movement related to expanding coverage of the managed care 


populations and service areas has not yet been solidified. 


 


41. General Question. What is the maximum budget for this project? 


  


The State chooses not to disclose this information. 


 


42. 2.1.3.2-8-Does the DHCFP anticipate requesting MCOs to become NCQA Accredited or 


Certified in the future? 


 


More than one MCO is currently NCQA accredited. This is not a current State of Nevada 


requirement. 


 


43. 2.1.3.2-8-Can the vendor subcontract with a Certified HEDIS Compliance Auditor to conduct 


the validation of performance indicators task or is a NCQA licensed organization required? 


  


Refer to RFP 3491 Section 2.2.8. 


 


44. 2.1.3.2.A-8-Does DHCFP currently require submission of HEDIS data using IDSS to NCQA? 


Will DHCFP require this in the future? 


  


Yes, it is currently submitted via IDSS and we foresee no change in this process. 


 


45. 2.1.3.2.A-8-Will DHCFP require or expect the MCOs and CMO to report their HEDIS 


performance measures to NCQA?  If yes, are the MCOs and CMO required to publicly report 


their HEDIS results?  


 


The current EQRO vendor reports the performance measures to NCQA. The DHCFP 


publicly reports the performance measures within our External Quality Review Annual 


Technical Report. 


 


46. 2.1.3.2.A-8-Are all performance measures HEDIS or are other types of measures included as 


well?  


  


MCO- Currently, all MCO performance measures are HEDIS, but the state has used non-


HEDIS measures before, and may elect to use them in the future. 


 CMO- There are 22 performance measures that are validated by the EQRO vendor. They are 


non-HEDIS measures. 


 DBA- 1 HEDIS and 3 non-HEDIS measures are validated for this program. 


 


47. 2.1.3.3-8-Confirm the CMO is not required to conduct PIPs (only the MCOs and PAHP will 


conduct PIPs). If the CMO is required to conduct PIPs, how many? And, clinical or non-clinical? 


  


The CMO is not currently conducting PIPs.  
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48. 2.1.3.3-8-Can DHCP provide a list of PIP topics currently underway or expected to be 


implemented?  


  


The SFY 2017 Technical Report can be located here:  


http://dhcfp.nv.gov/Resources/AdminSupport/Reports/CaseloadData/  


 


49. 2.1.3.6-9-Will the vendor develop the first annual technical report using the current EQRO’s 


audit information/reports?   


  


Yes. The information is owned by the DHCFP. 


 


50. 2.1.3.6-9-What is the due date to submit the first annual technical report to DHCFP? 


  


Technical Reports are due October 2018. 


 


51. 2.1.3.6.H-10-Can you provide a copy of the latest QAPIS and Performance Tracking Tool? 


  


Please refer to the DHCFP Managed Care Report link located here:  


http://dhcfp.nv.gov/Resources/AdminSupport/Reports/CaseloadData/  


 


52. 2.1.4-10-Confirm the Compliance Review standards are broken out and approximately 1/3 of the 


standards will be reviewed annually. So in a three year period, a comprehensive review is 


completed.  


  


Refer to question 17 of this amendment. 


 


53. 2.1.4-10-Are the Compliance Reviews to be conducted on-site or via desktop?  2.1.4-10-What 


programs are to be reviewed under the Compliance Reviews? MCO, DBA/PAHP, and CMO? 


 


Compliance reviews are conducted for all MCOs and the DBA. MCO/DBA compliance 


reviews have both on-site and desktop components. The last CMO compliance review was 


conducted in FY 2015 and the report, which outlines the review standards can be located 


here: http://dhcfp.nv.gov/Pgms/BLU/HCGPOriginal/ Nevada DHCFP is proposing to phase 


out of the CMO program, and if phase out is completed, then the CMO contract will end 


June 30, 2018. Nevada may elect to implement a similar program in the future, which may 


require EQRO compliance efforts. 


 


54. 2.1.5.1. C-11-Please define what DCHFP means by “omission studies”?  


  


During an encounter data validation, an EQRO vendor will often speak to the encounter data 


completeness and accuracy. This would include information related to data omission rates for 


various services. 


 


55. 2.1.5.2-11-Provide clarification regarding the differences between the CMO, the Care 


Coordination Vendor, and the CMO Vendor.    


  


2.1.5.2A. and B. are both referencing the same vendor. Currently, DHCFP has a contract with 


our CMO vendor through June 2018. This contract may not be extended if the CMO program 


is phased out, however a similar vendor/service for care coordination may exist in the near 


future (2019). 
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56. 2.1.5.2-11-Are activities A and B mandatory activities for the Nevada Medicaid Care 


Coordination program?  


  


Yes, they are part of the Special Terms and Conditions of the waiver. 


 


57. 2.1.5.6-13-Should the vendor submit technical assistance costs as part of the cost proposal or will 


costs be submitted on a case-by-case basis when a request is received from DHCFP?  


  


These can be submitted on a case-by-case basis with a SOW when request is received from the 


Division. 


 


58. 2.2.9-14-“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.” 


  


This is not a question. 


 


59. How does this statement apply to tasks under the EQRO scope of work? Can you provide a 


reference to the specific regulation this requirement refers to?   


  


 Refer to the beginning of this amendment. Section 2.2.9 has been removed. 


 


60. Section 4- page 20-Can DHCFP revise the cost proposal template and shade or block the cells 


that do not require a cost (as not all tasks are being completed for each entity)? This will eliminate 


additional costs that are not necessary.  


  


The Division has provided an updated cost proposal template. Cells for costs that are not 


necessary or that cannot be determined without an additional SOW have been removed. 


 


61. Section 4- page 20-Clarify which tasks require a separate Title XIX (Medicaid) and XXI (CHIP) 


cost. For example, one Annual Technical Report will address Medicaid and CHIP. Would 


DHCFP like for the costs of one Annual Technical Report be broken down to the Medicaid and 


CHIP level?    


  


Yes. 


 


62. Section 4- page 20-Confirm a total (all three MCOs) Medicaid and CHIP cost should be provided 


for each activity and not a per MCO cost.  


  


Costs should be broken out as outlined within the cost proposal template. The template does 


not allow for costs to be broken out by each separate MCO. 


 


63. Section 4- page20-Please revise the RFP citations on the cost proposal template. The citations 


are not consistently matching up with the RFP. For example, references in the cost proposal 


template are based on three numbers X.X.X and references in the RFP are based on four numbers 


X.X.X.X. 


 


Refer to beginning of this amendment for RFP submittal change. 
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64. Section 4- page 20-For Attachment G, detail is requested for the cost.  Please give examples of 


what is expected. 


  


Refer to the answer provided for question 60. Additional detail will not be provided at this time. 


 


65. 1. PROJECT OVERVIEW-1.5-7-The RFP requests that vendors be available for regular 


meetings, including teleconference and face-to-face meetings in Nevada; however, the Cost 


Schedule provided in Attachment G does not include a category for teleconference and face-to-


face meetings for pricing by vendors. Will the DHCFP consider issuing a Cost Schedule that 


includes meetings, as it has in previous RFPs? 


  


See revised cost schedule at the beginning of this amendment. 


 


67. 2. SCOPE OF WORK-2.1.2.1-7-Does the DHCFP anticipate conducting the encounter data 


validation study for the DBA in FY 2019 or FY 2020? 


  


FY 2019 


  


68. 2. SCOPE OF WORK-2.1.2.5, 2.1.5.1.A-8 & 11-Please confirm the anticipated number of 


entities to be considered in the studies (i.e., MCOs, FFS, PAHP). 


  


Possibly 3 MCOs, 1 DBA, 1 CMO, and FFS. 


 


69. 2. SCOPE OF WORK-2.1.2.5, 2.1.5.1.A-8 & 11-Will the data necessary to complete focused 


study analyses be obtained from the managed care entities (i.e., MCOs, PAHP, etc.), from the 


DHCFP, or through a direct connection to the DHCFP’s data systems? 


 


Depending on the study the data may come directly from managed care organizations, the 


DBA, or from the Division. 


 


70. 2. SCOPE OF WORK-2.1.2.5, 2.1.5.1.A-8 & 11-Has the DHCFP identified clinical or non-


clinical focused study topics for the first contract year? Are there clinical or non-clinical areas of 


interest to the DHCFP for purposes of studies on quality?  


  


Topics have not yet been identified for the contract period. 


 


71. 2. SCOPE OF WORK-2.1.2.5, 2.1.5.1.A-8 & 11-Please clarify the DHCFP’s expectations 


regarding the frequency and timing of the focused studies (i.e., one study per year to be completed 


during the contract year). 


  


The DHCFP has not determined the number of optional studies to be conducted during the 


contract period. 


 


72. 2. SCOPE OF WORK-2.1.2.5, 2.1.5.1.A-8 & 11-As different study topics may require different 


data sources, does the DHCFP have a preference as to whether these studies are conducted using 


a hybrid methodology (i.e., inclusion of medical record review), a survey, or administrative data? 


  


The study topic will likely determine the data sources. Previous studies have included 


administrative data, hybrid, and surveys. 
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a. If a hybrid methodology is requested, will the selected study sample be based on a 


statewide sample, or should the sample be stratified by FFS/MCOs such that inter-plan 


comparisons can be made? 


 


It is likely that the sample would be stratified by FFS/MCO so that inter-plan 


comparisons can be made. 


 


73. 2. SCOPE OF WORK-2.1.2.5, 2.1.5.3-8 & 11-As different study topics may require different 


data sources, does the DHCFP have a preference as to whether these studies are conducted using 


a hybrid methodology (i.e., inclusion of medical record review), a survey, or administrative data? 


 


a. If a hybrid methodology is requested, do the FFS/MCOs' provider contracts outline any 


requirements for the procurement and submission of medical records to the EQRO? 


 


Reference RFP 3260 Section 3.10.18.1 Accessibility and Availability of Medical Records. 


 


74. 2. SCOPE OF WORK-2.1.2.5, 2.1.5.1.A-8 & 11- As different study topics may require different 


data sources, does the DHCFP have a preference as to whether these studies are conducted using 


a hybrid methodology (i.e., inclusion of medical record review), a survey, or administrative data? 


 


a. If a hybrid methodology is requested, do the FFS/MCOs have a minimum required 


timeframe to procure and submit medical records for a focused study? 


 


Timeframes for data submission specific to special projects are usually presented to 


the MCOs and adjusted if needed after discussion. A calendar of project deliverables 


and deadlines are provided to the plans for adherence. 


 


75. 2. SCOPE OF WORK-2.1.2.5, 2.1.5.1.A-8 & 11-As different study topics may require different 


data sources, does the DHCFP have a preference as to whether these studies are conducted using 


a hybrid methodology (i.e., inclusion of medical record review), a survey, or administrative data? 


 


a. If a hybrid methodology is requested, will the FFS/MCOs be expected to procure and 


submit requested medical records to the EQRO for abstraction, or will the EQRO be 


required to abstract the medical records from either physician offices and/or the 


FFS/MCOs' offices? 


 


The FFS/MCOs will be expected to procure and submit requested medical records to 


the EQRO. 


 


76. 2. SCOPE OF WORK-2.1.3.4-9-Will the vendor be responsible for creating a crosswalk of MCO 


provider specialty types for all three MCOs and the FFS program to ensure consistency in 


categorizing providers? 


  


Yes. 


 


77. 2. SCOPE OF WORK-2.1.3.4-9-Will the vendor be responsible for working with the DHCFP to 


create network adequacy standards for specialty providers if such standards are not currently 


defined? 


 


The DHCFP plans on adopting network adequacy standards as established by the Division of 


Insurance; however, for specialty providers that the DOI have not assigned network 
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adequacy standards for the DHCFP will require the EQRO to assist in 


identifying/establishing standards for the remaining provider specialties identified within 


 42 CFR 438.68(b). 


 


78. 2. SCOPE OF WORK-2.1.3.4-9-Is the DHCFP interested in validation results reported for a 


specific list of provider specialties or provider groups? How many provider specialties does the 


DHCFP anticipate including in the analysis for each managed care entity (i.e., MCOs, and 


DBA/PAHP)? 


 


Refer to the last DHCFP network adequacy report located here: 


http://dhcfp.nv.gov/Resources/AdminSupport/Reports/CaseloadData/  


Future reporting requirements may not exactly mirror previous reports. The Division 


consults with the Department of Health and Human Services prior to proceeding with 


Network Adequacy studies to incorporate their recommendations. 


 


79. 4. COST-4-20-The RFP states, "Vendors must provide detailed fixed prices for all costs 


associated with the responsibilities and related services. Clearly specify the nature of all expenses 


anticipated." 


 


a. In addition to completing Attachment G, Cost Schedule, does the DHCFP require detail 


on all direct costs associated with the tasks, as well as a budget narrative? 


 


The DHCFP does not require additional cost information outside of the 


documentation required within Attachment G. 


 


80. 2. SCOPE OF WORK-2.1.5-10 - 11-The RFP states, “The vendor may be required to provide 


technical assistance and/or optional activities described in 42 CFR 438.58(c)....” Please confirm 


this citation should be 42 CFR 438.358(c), as stated later in the text. 


  


The correct citation is 42 CFR 438.358 (C). Refer to the beginning of this document. 


 


81. 2. SCOPE OF WORK-2.1.5-10, 11-The last sentence in the cited paragraph states, "Optional 


activities…may include." The list that follows, 2.1.5.2.a and b, includes compliance audit and 


performance measure validation for the CMO vendor, which are also listed in the requirement at 


2.1.1 for the vendor to perform mandatory activities for the CMO, inclusive of a compliance 


review (2.1.1.3) and performance measure validation (2.1.1.2). 


 


a. For purposes of completing the cost schedule, please clarify whether these are optional or 


mandatory activities the vendor must perform. 


 


These are optional activities. 


 


83. 2. SCOPE OF WORK-2.1.5.2 B-11-Will the vendor be required to provide a validation of source 


data (claims processing vendor) as part of the validation of performance measures for the 


DHCFP's CMO vendor? 


  


Yes. 


 


84. 2. SCOPE OF WORK-2.1.5.3-11-Does the DHCFP anticipate the vendor will be required to 


produce two Quality Rating Systems—one for Nevada Check Up and one for Medicaid? 
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Yes, one quality rating system inclusive of both Nevada Check Up and Medicaid 


beneficiaries. 


 


85. 2. SCOPE OF WORK-2.1.5.4 C-12-Other than conducting performance measure calculation 


and/or validation, can the DHCFP clarify the activities associated with the evaluation of the 


implementation of performance measures for the ABD population? 


  


The EQRO would calculate and validate the ABD performance measures. 


 


86. 2. SCOPE OF WORK-2.1.5.4.B-12-The RFP references the need to conduct an information 


systems (IS) readiness review of a new ABD MCO vendor. Should this also include an 


operational readiness review that contains the elements described in 42 CFR 438.66(d)(4)? 


  


Yes. 


 


87. 2. SCOPE OF WORK-2.1.5.5.B-12-The RFP references the need to conduct an information 


systems (IS) readiness review of a new MCO vendor for rural county expansion. Should this also 


include an operational readiness review that contains the elements described in 42 CFR 


438.66(d)(4)? 


  


Yes. 


 


88. 2. SCOPE OF WORK-2.1.5.4.A, B, C-12 & 41-There does not appear to be a designated column 


on the Optional Activities Cost Schedule for the new Nevada ABD managed care expansion 


program. Under which column(s) should the vendor price the optional activities for the ABD 


managed care expansion program? 


  


Attachment G has been revised. Optional activities will be priced by project when a request 


and SOW is provided to the vendor. Refer to the beginning of this document.  


 


89. 2. SCOPE OF WORK-2.2.5-13-The Code of Federal Regulations citation listed as the reference 


for the EQRO independence requirements (i.e., §438.310(c)(2) appears to be incorrect. Please 


confirm the DHCFP intended to refer instead to §438.354(c)(2). 


  


§438.354(c)(2)is the correct citation. Refer to the beginning of this amendment.   


 


90. 2. SCOPE OF WORK-2.2.9-14-Subsection 2.2.9 states, “Contractor must maintain current 


International Classification of Diseases (ICD) and Electronic Data Interchange (EDI) 


compliance, as defined by CMS regulation and policy.” 


 


a. Compliance with ICD and EDI are more applicable to the original data submitters, as 


opposed to secondary data users. Please clarify what constitutes compliance with ICD and 


EDI for secondary data users. 


 


Refer to the beginning of this amendment. Section 2.2.9 has been removed. 


 


91. 2. SCOPE OF WORK-2.4.3 -15-The RFP states, “Unless otherwise agreed to by the DHCFP, 


submit to the DHCFP, within a minimum of ten (10) working days of the service state date, all 


deliverables to permit any DHCFP identified modifications.” Will the DHCFP please specify the 


deliverables it expects to receive within 10 working days of the service start date? Are these 
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separate from the work plan, noted in Section 2.4.1 of the RFP, which is due no later than one 


month following notification that the vendor has been awarded the contract? 


  


The work plan is to be delivered within one month from the notification of contract award. 


Within 10 days of the service start date the vendor will supply a list of all deliverables they 


are requesting modifications be made for. The DHCFP will have 20 working days from 


receipt to respond to the requested modifications/revisions. If the DHCFP does not respond 


by the 20th working day after receipt, then the DHCFP’s approval of the submission will be 


assumed as granted.  


 


92. 2. SCOPE OF WORK-2.1.1.2-7-Will the DBA performance measures be standardized measures 


or measures developed by the DHCFP? 


  


DBA- 1 HEDIS and 3 non-HEDIS measures 


 


93. 2. SCOPE OF WORK-2.1.1.2-7-If the DHCFP-developed performance measures are used, will 


the DHCFP update and maintain the methodologies, or will the vendor update and maintain the 


methodologies? 


  


The vendor will update and maintain the methodologies. 


 


94. 2. SCOPE OF WORK-2.1.1.2-7-Will the vendor be responsible for updating and maintaining the 


performance measure specifications for the CMO? 


  


Yes. 


 


95. 2. SCOPE OF WORK-2.1.1.2-7-Will the vendor provide technical assistance in determining or 


selecting performance measures for the CMO program? 


  


The current vendor provided technical assistance with selecting performance measures for the 


CMO. CMO performance measures were identified at the beginning of the demonstration 


waiver. The demonstration waiver will expire 6/30/2018. 


 


96. 2. SCOPE OF WORK-2.1.2.2 & 2.1.5.1-7 & 11-For the Nevada Medicaid FFS population, one 


of the optional activities listed is CAHPS. Will the vendor be required to administer a survey? 


  


Yes. 


 


97. 2. SCOPE OF WORK-2.1.2.2 & 2.1.5.1-7 & 11-For the Nevada Medicaid FFS population, one 


of the optional activities listed is CAHPS.  Please confirm only one (1) reporting unit (i.e., the 


entire Nevada Medicaid FFS population) will be sampled. 


 


This is true of the current project. Future projects may differ in scope. The DHCFP would 


provide a request outlining the SOW of future projects and request a cost proposal at that 


time. 


 


98. 2. SCOPE OF WORK-2.1.2.2 & 2.1.5.1-7 & 11-For the Nevada Medicaid FFS population, one 


of the optional activities listed is CAHPS. Will both adult and children be surveyed? 
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The population and type of CAHPS survey(s) would be determined prior to implementing the 


optional activity. The vendor would be provided a SOW and a cost proposal would be 


requested by DHCFP prior to initiating the project. 


 


99. 2. SCOPE OF WORK-2.1.2.2 & 2.1.5.1-7 & 11-For the Nevada Medicaid FFS population, one 


of the optional activities listed is CAHPS.  If children are surveyed, which version of the CAHPS 


survey instrument will be required for administration:  


 


(1) the Child Medicaid CAHPS Survey without the Children with Chronic Condition 


measurement set or;  


 


(2) the Child Medicaid CAHPS Survey with the Children with Chronic Conditions 


measurement set? 


 


See question 98 of this amendment. 


 


100. 2. SCOPE OF WORK-2.1.2.2 & 2.1.5.1-7 & 11-For the Nevada Medicaid FFS population, one 


of the optional activities listed is CAHPS.  How many supplemental items will be added to the 


standard CAHPS surveys? 


 


The DHCFP would determine project details once it is decided to move forward with the 


optional activity. 


 


101. 2. SCOPE OF WORK-2.1.2.2 & 2.1.5.1-7 & 11-For the Nevada Medicaid FFS population, one 


of the optional activities listed is CAHPS.  Please confirm whether the DHCFP requires 


oversampling. 


  


In the event DHCFP selects this optional activity the Division would require oversampling. 


 


102. 2. SCOPE OF WORK-2.1.2.2 & 2.1.5.1-7 & 11-For the Nevada Medicaid FFS population, one 


of the optional activities listed is CAHPS.  In which languages will the surveys be administered? 


 


In the event DHCFP selects this optional activity the surveys would likely be administered in 


English and Spanish. 


 


103. 2. SCOPE OF WORK-2.1.2.2 & 2.1.5.1-7 & 11-For the Nevada Medicaid FFS population, one 


of the optional activities listed is CAHPS.  Please confirm a standard mixed-mode methodology 


will be employed for all survey administration activities (i.e., two mailings, two reminder 


postcards, and telephone follow-up). 


 


The DHCFP would determine project details once it is decided to move forward with the 


optional activity. 


 


104. 2. SCOPE OF WORK-2.1.2.2 & 2.1.5.1-7 & 11-For the Nevada Medicaid FFS population, one 


of the optional activities listed is CAHPS.  Will survey results be submitted to the NCQA and/or 


AHRQ's CAHPS Health Plan Survey database? 


  


Yes. 


 


105. 2. SCOPE OF WORK-2.1.2.2 & 2.1.5.1-7 & 11-For the Nevada Medicaid FFS population, one 


of the optional activities listed is CAHPS.  What deliverables will be required for this activity? 
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The DHCFP would determine project details once it is decided to move forward with the 


optional activity. 


 


106. 2. SCOPE OF WORK-2.1.2.2 & 2.1.5.1-7 & 11-For the Nevada Medicaid FFS population, one 


of the optional activities listed is CAHPS.  Will the vendor be required to validate? 


  


In the event DHCFP selects this optional activity the vendor would be required to validate. 


 


107. 2. SCOPE OF WORK-2.1.2.3-8-Regarding the calculation performance measures, in addition to 


those reported by health plans, does the DHCFP anticipate having the vendor calculate hybrid 


measures? 


 


Measures for this optional activity have not yet been selected. It is possible that hybrid 


measures may be selected. 


 


108. 2. SCOPE OF WORK-2.1.2.3-8-Please confirm the vendor will validate both clinical and non-


clinical PIPs, for a total of five (5) PIPs per MCO to be validated. 


  


RFP 3491 Section 2.1.3.3 states that mandatory activities would include the validation of 2 


clinical PIPs and 3 non-clinical PIPs (5 PIPs) per MCO; and one clinical PIP and one non-


clinical PIP for the DBA.  


 


109. 2. SCOPE OF WORK-2.1.2.3-8-Please provide the approximate number of measures the vendor 


will be required to calculate for the FFS population. 


  


Currently, there are 9 administrative measures that are calculated for the FFS population. 


 


110. 2. SCOPE OF WORK-2.1.2.3-8-Please provide the number of sub-populations within the FFS 


population the vendor will be required to calculate measures. 


 


The FFS performance measures are: Follow up after hospitalization after hospitalization for 


Mental Illness (FUH), Mental Health Utilization (MPT), Follow up after ED visit foe Mental 


Illness, Follow up after ED visit for ETOH and other Drugs, Use of opioids at high dosage 


(UOD), Use of opioids from multiple providers (UOP), Children and Adolescents access to 


primary care (CAP), Annual Dental Visit (ADV), and Adult Access to primary care (AAP). 


 


111. 2. SCOPE OF WORK-2.1.2.6-8-Please clarify the type of assistance that will be required for the 


Quality Rating System for the FFS population. Will this assistance be limited to technical 


assistance or development and production of a Quality Rating System? 


  


 Development and production of the QRS. 


 


112. 2. SCOPE OF WORK-2.1.3.2 C & D-8-Please confirm if the DHCFP anticipates including both 


Medicaid and CHIP HEDIS rates in the comparative analysis? If yes, does the DHCFP anticipate 


receiving separate reports for each population or a single report only? 


 


The expectation is the Medicaid and CHIP rates will be included in a comparative analysis 


within in a single report. Please refer to our previous Technical Reports for more 


information.  


http://dhcfp.nv.gov/Resources/AdminSupport/Reports/CaseloadData/  
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113. 2. SCOPE OF WORK-2.1.3.2 A-8-The RFP states that validation will be required for HEDIS 


and other performance measures. Will the DHCFP provide a list of the non-HEDIS measures 


that are required for reporting by the MCO, DBA/PAHP, and CMO? Are any of the non-HEDIS 


measures required to use hybrid methodology? 


 


Currently there are 26 HEDIS measures for the MCOs, 1 HEDIS and 3 non-HEDIS 


measures for the DBA, and 22 HEDIS like measures for the CMO. The non-HEDIS 


measures for the DBA have not yet been determined, and it is uncertain the number that may 


use a hybrid methodology at this time. 


 


114. 3. COMPANY BACKGROUND AND REFERENCES-3.4-20 & 40-Section 3.4 states that a 


resume is required "for each key personnel…;” however, Attachment F indicates a resume is to 


be completed "for all proposed prime contractor staff and proposed subcontractor staff.” Due to 


a significant difference in the number of resumes potentially required, please confirm whether 


the DHCFP requires submission of all proposed vendor and subcontractor staff resumes or only 


resumes for those designated as key vendor and contractor personnel. 


  


Submit forms for all proposed contractor and subcontractor staff. 


 


115. 9. PROPOSAL EVALUATION AND AWARD PROCESS-9.1-27-The scoring for cost 


indicates that the total cost for the proposal will be included in the cost formula to determine the 


cost criteria score.  There are several tasks listed in Section 2.1.5 Technical Assistance and 


Optional Activities, that may or may not be requested by the DHCFP, which are included in the 


cost schedule in Attachment G. Further, Section 2.1.5.6 does not specify the tasks related to 


technical assistance or consulting, but the activity seems to be referenced in the cost schedule in 


Attachment G. Would the DHCFP consider removing costs associated with undefined technical 


assistance and consulting from the cost formula to determine the cost criteria score? 


 


No, cost must be evaluated per NRS 333.  However, the cost has been revised. Refer to 


beginning of this amendment. 


 


116. 9. PROPOSAL EVALUATION AND AWARD PROCESS-9.6-28-This requirements states, 


"Each vendor shall include in its proposal a complete disclosure of any alleged significant prior 


or ongoing contract failures, contract breaches, any civil or criminal litigation or investigations 


pending which involves the vendor or in which the vendor has been judged guilty or liable."  


Please provide the proposal part and section in which the State would like the response, even if 


there is nothing to report. 


 


 Refer to Section 3.1.7 of RFP 3491. 


 


117. ATTACHMENT E – REFERENCE QUESTIONNAIRE-Attachment E-39-There is an 


inconsistency between the Instructions to Proposing Vendor and the Reference Questionnaire 


regarding where the Reference should be returned. The Instructions to Proposing Vendor states 


it should be returned to: rlmiller@admin.nv.gov.  However, the Reference Questionnaire states: 


 


Business reference is requested to submit the completed Reference Questionnaire via email or 


facsimile to: 


 


State of Nevada, Purchasing Division 


Subject: RFP 3491 
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Attention: Purchasing Division 


Email: rfpdocs@admin.nv.gov 


Fax: 775-684-0188 


 


Please confirm the correct e-mail address for the return of the Reference Questionnaire. 


 


The correct e-mail is rlmiller@admin.nv.gov  


 


118. ATTACHMENT F– PROPOSED STAFF RESUME-Attachment F-40-Please clarify what is 


expected in the field entitled, "# of Years in Classification". Is this the number of years the staff 


member has been in their current position? 


 


 This is the number of years doing this type of service. 


 


119. ATTACHMENT G – COST SCHEDULE-Attachment G-41-The entries in the Cost Schedule 


column labeled “RFP Citation” do not align with the RFP citations for the activities listed in 


Section 2. Will the DHCFP consider issuing a revised Cost Schedule to help ensure vendors 


address the correct RFP requirements for each price proposed?  


 


Refer to beginning of this amendment for RFP submittal change. 


 


120. ATTACHMENT G – COST SCHEDULE-Attachment G-41-Please confirm that not all cells on 


the Cost Schedule require that a price be entered. For example, on the Optional Activities 


schedule, the row for Technical Assistance – Onsite contract compliance audit of the contracted 


CMO vendor will only have a price under the CMO-FFS column. 


  


The Cost Schedule has been revised. Please review revised Attachment G at the beginning of 


this amendment. 


 


 


 


ALL ELSE REMAINS THE SAME FOR RFP 3491 
 


 


Vendor must sign and return this amendment with proposal submitted. 


 


Vendor Name: HealthInsight Assure, LLC 


Authorized Signature: 


 


 


Title: 


Sharon Donnelly, MS 


SVP, Development 


Assure Board Chair Date: 2-20-18 


 


This document must be submitted in the “State 


Documents” section of vendors’ technical proposal. 
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State of Nevada Brian Sandoval 
Department Administration Governor 


Purchasing Division 


515 E. Musser Street, Suite 300 Jeffrey Haag 
Carson City, NV  89701 Administrator 


SUBJECT: Amendment 2 to Request for Proposal 3491 


RFP TITLE: External Quality Review Organization (EQRO) 


DATE OF AMENDMENT: February 8, 2018 


DATE OF RFP RELEASE: January 10, 2018 


OPENING DATE: February 22, 2018 


OPENING TIME: 2:00 PM 


CONTACT: Ronda Miller, Purchasing Officer II 


The following shall be a part of RFP 3491.  If a vendor has already returned a proposal and any of the 


information provided below changes that proposal, please submit the changes along with this 


amendment.  You need not re-submit an entire proposal prior to the opening date and time. 


Clarification from Amendment 1: 


Old Response: 


42. 2.1.3.2-8-Does the DHCFP anticipate requesting MCOs to become NCQA Accredited or


Certified in the future?


More than one MCO is currently NCQA accredited. This is not a current State of Nevada 


requirement. 


New Response: 


42. 2.1.3.2-8-Does the DHCFP anticipate requesting MCOs to become NCQA Accredited or


Certified in the future?


The MCO’s are required to be accredited by a nationally recognized organization that provides 


an independent assessment of the quality of care provided by the vendor. 


QUESTIONS & ANSWERS: 


1. Since the State re-issued a new version of Attachment G Cost Proposal form, will the State


please answer the following clarification questions:


a. New Attachment G - Cost Proposal Form: Is the State expecting a price for each cell


in this new Attachment (whether or not the Activity may be applicable to the listed


column/program/entity)?
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No. Cells that are not applicable shall be marked N/A. 


 


b. New Attachment G - Cost Proposal Form: If PIPs are not currently conducted by the 


CMO-FFS entity, is the Vendor allowed to list a $0 price in the validation of 


performance improvement project cost cells? If not allowed, in what year does the 


State expect this Activity to be applicable to the CMO-FFS entity/program? 


 


The state has no expectation of PIP activities for the current CMO-FFS vendor, 


and the state does not have a projected date of activity for future CMO-FFS 


vendors/projects. Please indicate N/A in cells that a cost is not applicable. 


 


c. New Attachment G - Cost Proposal Form: If an Activity can be conducted under one 


entity/program, but cover multiple entities/programs, does the State want one price in 


the appropriate column (e.g., MCO Title XIX) and other columns/entities/programs 


listed with $0 (e.g., MCO Title XXI) or does the State want costs to be allocated 


across all columns/entities/programs? 


 


The state expects a cost per activity by population (MCO Title XIX, MCO Title XXI, 


CMO FFS, etc). If the population is not applicable to the activity, then N/A can be 


indicated within the cell. The state would interpret $0 as an indication the activity 


would be completed for no charge. 


 


 


2. Can the State please reconcile responses to Questions 36 and 38 regarding whether 


suggested modifications/exceptions to the contract are permitted or not? 


 


No. 


 


 


 


ALL ELSE REMAINS THE SAME FOR RFP 3491 
 


 


Vendor must sign and return this amendment with proposal submitted. 


 


Vendor Name: HealthInsight Assure, LLC 


Authorized Signature: 


 


 


Title: 


Sharon Donnelly, MS 


SVP, Development 


Assure Board Chair Date: 2-20-18 


 


 


 


 


This document must be submitted in the “State 


Documents” section of vendors’ technical proposal. 
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Section IV-3  VENDOR LICENSING AGRREEMENTS 
 


 


 


 


 
 


Not Applicable  


Vendor Company Name  


HealthInsight Assure    


Vendor Signature    


 


 
 


   


Print Name 


Sharon Donnelly 


  Date 


2-20-2018 
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General Counsel & CPO


09/08/2017
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November 3, 2017 


 
 


Galina Priloutskaya, CHCA 
Independent Consultant  
10904 Glendale Ave, NE 
Albuquerque, NM 87122 
 


Dear Galina: 


Thank you for your continued participation in NCQA’s HEDIS® Compliance Audit™ program. 
 


Attached to this e-mail is your NCQA Certified HEDIS Compliance Auditor seal and executed Certification 
Agreement from NCQA’s general counsel. The seal confirms that you met NCQA’s requirements to maintain your 
status as a Certified HEDIS Compliance Auditor. Certification is valid for two years (expires October 31, 2019), 
contingent upon your compliance with the terms of the Certification Agreement. 
 
Again, thank you for your continued support of the Audit program.  If you have questions or comments, contact 
Ashley at 202-955-5159 or Buchanan@ncqa.org. 


 


 
 
Sincerely, 


 


 
Wendy Talbot 
Director, Measure Validation 
National Committee for Quality Assurance 
1100 13 Street, NW, Third Floor 
Washington, DC 20005 
Telephone: 202.955.1708 


 


 
 
 
 
 
 
 
 
 
 


 
 
 


 Better health care. Better choices. Better health. 
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MARGARET E. O’KANE 
PRESIDENT 


NATIONAL COMMITTEE FOR QUALITY ASSURANCE


DATE GRANTED EXPIRATION DATE


recognizes


for fulfilling all necessary requirements to conduct NCQA HEDIS ® Surveys


November 1, 2017 October 31, 2018


DataStat
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Section V – Scope of Work 


Executive Summary 


HealthInsight Assure (Assure) is pleased to offer this 


proposal to perform External Quality Review (EQR) 


services for the Nevada Department of Health and 


Human Services (DHHS) Division of Health Care 


Financing and Policy (DHCFP) to: 


 provide an external, independent assessment


and evaluation of quality, timeliness, and


access to the health care services provided by


a managed care organization (MCO), prepaid


ambulatory health plan (PAHP), and care


management organization (CMO) or any of


their contractors to Medicaid recipients;


 make recommendations for improving the


quality of health care services furnished by each MCO, PAHP, and CMO, including


how the State of Nevada can target goals and objectives in the State’s quality


strategy; and


 work collaboratively with the DHCFP and the contracted vendors throughout the


contract period


By performing these activities with distinction, Assure can help DHCFP achieve its 


quality goals and its mission to provide quality health care services, promote equal 


and affordable access to health care, restrain the growth of health care costs, and 


maximize potential federal revenue. 


The team of qualified and highly experienced professionals at Assure can help your 


Medicaid program rise to meet the challenges facing both Medicaid members and state 


government administrators. Our team has helped other western states, including New 


Mexico and Oregon, strengthen their Medicaid programs and we are ideally poised to 


help you strengthen yours. 


Assure offers: 


 Local Nevada presence


 30 years’ experience as a


QIO/PRO


 30-year relationship with


DHCFP and other Nevada


agencies


 20 years’ experience


providing EQR services
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Assure and HealthInsight Management Corporation 


Assure is an independent QIO-like entity and a division of HealthInsight Management 


Corp. (HealthInsight), the Medicare Quality Innovation Network-Quality Improvement 


Organization (QIO/QIN) for Nevada, New Mexico, Oregon, and Utah. HealthInsight 


brings over 40 years of quality assurance and improvement experience as a QIO and 


peer review organization (PRO), and a rich history of working with state Medicaid 


agencies on various quality activities, beginning with Nevada in 1988, followed by 


Utah, Washington, Oregon and New Mexico in the 1990s. Today HealthInsight provides 


services to Medicaid agencies in five western states and operates as an EQRO in New 


Mexico and Oregon.  


As a division of HealthInsight, Assure benefits from access to expertise available from 


its HealthInsight affiliates in Nevada, New Mexico, Oregon, and Utah. 


HealthInsight provides technical assistance related to a variety of health reform 


efforts. For the past five years, under a subcontract with the Lewin Group, 


HealthInsight has supported the CMS Innovation Center and its Health Care Innovation 


Awardees program. This work involves helping awardees with: 


 developing funding sustainability models
 creating Medicare, Medicaid, managed care, bundled payments, shared


savings, and other value-based payment strategies
 reviewing existing and proposed payment policies for alignment with


delivery system reform
 understanding payment policy principles
 supporting development of new value-based payment models
 analyzing emerging trends in payment policy


This national expertise, local knowledge, and experience in payment redesign from 


both HealthInsight and Assure can be brought to bear to assist Nevada Medicaid in: 


 understanding and aligning with local initiatives
 using the latest models to improve care and control costs
 acting as a national leader in the Medicaid program, which will be


increasingly important in the current political environment


Assure Strengths 


This proposal discusses the collective experience, qualifications, and capabilities of the 


Assure team. We bring the following high-level strengths that distinguish us from 


other EQROs.  
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 Medicaid Expertise.  Three decades of experience working with Medicaid programs
of Nevada, New Mexico, Oregon, Utah, and Washington have given our staff wide-
ranging expertise in understanding local Medicaid policy, managed care
operations, and regulatory requirements. We understand the needs and constraints
of programs serving diverse and vulnerable populations—including CHIP, children
with special health care needs or in foster care, and Medicare/Medicaid dual-
eligible enrollees—and we can offer specialized guidance to help Medicaid agencies
maintain program effectiveness and consistency as care standards and regulations
evolve. Our expertise extends beyond physical health services to encompass in-
depth understanding of long-term services and supports, behavioral health and
dental services and the managed care organizations that provide those services.


 Flexibility and Adaptability.  While our EQR approaches and tools are founded on
industry-standard best practices, we tailor our services to meet each Medicaid
program’s specific goals, requirements, and budget constraints. We have immense
experience in adapting our processes and tools to clients’ changing needs, enabling
us to negotiate customized approaches to deliver the best results cost-efficiently.
Our current EQRO contracts have spanned periods of substantial change in the
Medicaid programs we serve, and we have adapted as necessary to continue to
provide high-value services.


 Customer Focus.  At the heart of EQRO work, the ultimate customer is the Medicaid 
enrollee. As a mission-driven organization committed to improving health care and 
health outcomes, we focus first on the needs of the individuals and populations 
served by each state’s Medicaid program, and then on helping our agency clients 
address those specific needs. In particular, we have many years of experience 
conducting clinical and non-clinical special focus projects, consumer surveys, and 
mental health utilization reviews to help Medicaid programs improve health 
outcomes. (See a sample of customer comments in the box at the end of this 
section.) At the heart of our customer service vision is availability, dependability, 
and responsibility.


 Quality Improvement (QI) Orientation.  Our organization has devoted its efforts to
quality improvement for more than 30 years. Not only have we helped clients
improve the quality of health care they deliver, we have internalized QI and process
improvement as key facets of our corporate culture—for example, by using
methods such as Lean and Six Sigma to improve our operational and
administrative efficiency. Our clients and the managed care organizations they
oversee benefit from this orientation as we help them introduce process
improvements and efficiencies into their own programs and initiatives.


 Technical Assistance.  Our organization goes beyond the “audit checklist” approach
to EQR. We provide extensive hands-on technical assistance and training to state
agency and health plan staff to enhance their internal QI capabilities and equip
them to respond to the findings and recommendations of each annual EQR cycle. We
offer detailed consultation to help our agency clients and their contracted health
plans meet Medicaid program requirements related to ensuring access to timely,
high-quality health care for enrollees.
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External Quality Review Services 


As a Medicaid EQRO, Assure performs EQR and related QI and quality assurance work 


on behalf of state Medicaid agencies and Medicaid enrollees. Our services have 


included all federally mandated and optional EQR-related activities, as well as 


complementary services, including but not limited to: 


 monitoring health plans’ compliance with federal and state regulatory and
contractual standards for managed care (CMS EQR Protocol 1)


 validating and calculating performance measures (CMS EQR Protocols 2 and 6)
 validating and implementing performance improvement projects (PIPs) (CMS


EQR Protocols 3 and 7)
 validating the accuracy and completeness of Medicaid encounter data (CMS EQR


Protocol 4)
 assessing information system capabilities for Medicaid agencies and health


plans (CMS EQR Protocol Appendix V)
 validating and implementing consumer and provider surveys (CMS EQR


Protocol 5)
 performing specific focused studies for Medicaid populations (CMS EQR


Protocol 8)


Our experience as an EQRO has given the Assure team robust expertise in: 


 Medicaid populations, policies, data systems, and processes
 managed care delivery systems, organization, and financing
 quality assessment and performance improvement methods
 research design and methodology, including statistical analysis


Our EQR approaches are grounded in thorough understanding of the CMS EQR 


protocols and extensive review of state requirements, including managed care 


contracts and subsequent directions from the Medicaid agency, state laws, and federal 


regulatory requirements. We use that information to guide the development of our 


review tools and criteria, in consultation with the Medicaid agency and the health 


plans to be reviewed. Our review tools cite the regulations we use to determine health 


plans’ compliance with each of the review elements. 


Our proposal will demonstrate that the Assure team has the organizational 


knowledge, experience, and abilities to provide analysis and evaluation of aggregated 


information on quality, timeliness, and access to covered health care services obtained 


from annual reviews of the DHCFP’s contracted MCOs, PAHP, and CMO. Our proposal 


will also show that we offer a highly skilled team of professionals who will evaluate 


Nevada’s managed care organizations with consistency, reliability and complete 


accuracy. 
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Customer comments 


“HealthInsight team was really collaborative and helpful; provided a lot of 
technical assistance. The process they used to collect and submit documents 
was very easy and very clear. The [online] tool was user friendly and our 
partners did not express any difficulty with access or use when answering 
specific questions. The reviewers were prompt in answering clarifying 
questions, and timelines to submit were clear and reasonable.” 
— Health Share of Oregon 
 
“The review was well organized. We appreciated having the protocols ahead 
of time and being able to ask questions about the intent. HealthInsight is very 
responsive and willing to provide guidance and/or clarification during all 
phases of the audit.” 
— PacificSource Community Solutions 
 
“I appreciated the fact that they very carefully followed the [state 
regulations]; having copies of those documents for everyone at the table 
really helped to keep people on track… Always helpful and available when we 
call with questions.” 
— Umpqua Health Alliance 
 
“The review provided a lot of feedback and insight on the work we are 
doing…The reviewers really had a broad scope, seemed to be very 
knowledgeable on the subject matter.” 
— Greater Oregon Behavioral Health, Inc. 
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2.1 Scope of Work 


The services to be provided under the resulting contract include multiple tasks and 


deliverables that are consistent with applicable federal EQR regulations and protocols for 


MCOs, DBA/PAHP, and the CMO. The contract will allow the DHCFP to be compliant with 


federal EQR regulations and rules. The specifications for deliverables required under this 


RFP may evolve from year to year in response to program changes.  


2.1.1  Mandatory Activities 


The selected vendor will be required under the contract to perform tasks and functions 


identified in the contract and to perform them according to specified levels of quality and 


comprehensiveness as determined by DHCFP.  These mandatory activities are as follows: 


The Assure team brings over 20 years of EQR experience working with diverse 


Medicaid agencies and enrollee populations through hundreds of changes in many 


state programs and waivers for more than two dozen managed care organizations at 


one time. We estimate that our EQR activities have impacted at least 2.5 million 


Medicaid enrollees in Oregon, Washington, and New Mexico. 


We have performed the full range of mandatory and optional EQR activities and have 


conducted many statewide initiatives and provider education activities to improve 


quality of care, patient safety, and access to timely care for Medicaid enrollees. For 


example, the Assure team has provided focused health plan education on initiating a 


compliance program, care coordination for members with special health care needs, 


and transitions of care for nursing home residents. Our team’s high-level strengths 


distinguish us from other organizations in this line of business. We have certified QI 


staff, staff with managed care experience, professional presenters, and healthcare 


data analysts who are ready to collaborate with DHCFP on the next phase of the 


Nevada Medicaid waiver. Our local and national staff are excited about the opportunity 


to bring our expertise to bear for the benefit of the State of Nevada. 


Our processes are designed to execute the required EQR protocols efficiently and 


effectively, resulting in reliable, accurate, and complete information for the Medicaid 


agency to use to make sound decisions. During the course of our work, we document 


what meets which CMS EQR protocol requirement so that you can seamlessly monitor 


that all protocol requirements are being met and report your compliance in this area 


to CMS. 
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2.1.1.1 Performance Improvement Project Validation 


The Assure Advantage ‒ PIPs 


 We have been working with Medicaid agencies and health plans on PIPs for over


20 years.


 We provide specialized training and assistance to managed care staff.


 We have facilitated statewide collaborative PIPs for more than 30 MCOs.


 We have extensive experience conducting, monitoring, and reporting on PIPs to


state agencies.


The Assure Approach to PIP Validation 


The Assure team conducts PIP validation reviews for 16 coordinated care 


organizations (CCOs) and one managed mental health organization in Oregon and for 


four MCOs in New Mexico. We provide specialized training and assistance to help 


managed care plan staff ensure that their PIPs produce meaningful improvements in 


clinical outcomes and service.  


Our training sessions address understanding the purpose of PIPs; defining study 


indicators and populations; creating data collection and analysis plans; documenting 


interventions; interpreting and discussing results; and developing or modifying 


interventions to sustain quality improvement. We will customize our reviews to help 


each Nevada MCO/DBA/PAHP fill gaps in its understanding of valid PIP design and 


implementation in order to improve each health plan’s ongoing compliance with the 


PIP validation criteria.  


Our assistance is collaborative, personal, and professional. As indicated by the 


feedback below, many MCOs have expressed great appreciation of our feedback and 


assistance, and have found it very useful. 


See Section VIII, Attachment 1 (Extract from 2016 GOBHI Report) as an example of our 


PIP validation work.  
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The Assure team strives to provide a comprehensive and specialized approach to our 


PIP work. Figure 1 below lays out the framework by which we structure our PIP 


activities and the key steps that we take to ensure the success of our work. 


Figure 1. PIP Validation Framework. 


Health plan feedback on Assure’s PIP support 


“The [quarterly technical assistance] meetings were helpful both in 


terms of getting help with our own PIP and hearing what others were 


doing. [HealthInsight Assure staff] was great in walking through our 


report intervention by intervention and letting us know which ones 


needed more information.” 


— Health Share of Oregon 


“The quarterly technical assistance meetings for the statewide PIP were 


very helpful. They gave us suggestions that applied specifically to our 


plan.” 


— Intercommunity Health Network 


“Discussion of best practices at other plans was very helpful. Feedback 


on the PIP report was supportive and expectations were clear.” 


— FamilyCare, Inc. 
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Additional detail on our PIP framework: 


1. Review PIP Validation Results: After receiving permission from DHCFP to


commence the review, a dedicated project manager initiates the review by


assessing the PIP validation results from the previous EQR. The project manager


then develops a follow-up project work plan to address any deficiencies


identified and shares this with DHCFP for review and approval. The Assure team


values the historical perspective such a review provides as we help you guide


the Nevada Medicaid program into the future.


2. Prepare for Site Visit: Support staff experienced in managed care operations


and QI initiatives obtain each MCO/DBA/PAHP’s PIP documentation in advance


of the site visit. This documentation is rigorously reviewed by qualified


professionals to identify areas of concern and formulate questions designed to


clarify the MCO/DBA/PAHP’s compliance with the standards outlined by the CMS


EQR Protocol 3. These questions are shared with the MCO prior to the site visit to


prepare the MCO to provide documentation and to have knowledgeable staff on


hand to answer the questions. We will also collaborate with DHCFP to resolve


any areas of concern that warrant further consideration beyond the


requirements of the protocol, to help DHCFP decide whether or not the Medicaid


agency or MCO/DBA/PAHP needs to take action.


3. Conduct Site Visit: During each site review, our project manager and QI


reviewers meet with the MCO/DBA/PAHP’s QI staff providing step-by-step


evaluation of the PIPs and offering technical assistance to address standards


that are not being met. For example, if the PIP has a well-developed study


question but an incomplete plan for data analysis, we will advise the


MCO/DBA/PAHP on how to craft an effective analytical plan. In this example,


local analytic support staff provide input into the suggested best practice.


4. Post Site Visit – Draft Report: After the site review, our review team, led by the 
project manager, creates a draft report summarizing the review findings and 
shares it with DHCFP and the MCO/DBA/PAHP for review and comment. With 
that input, our local communications specialists finalize the report and deliver it 
to DHCFP, making electronic copies available in PDF format. We will produce a 
clear, concise, professional report for each MCO/DBA/PAHP for full validation 
for each year, the results of which will be rolled up into the annual EQR 
Technical Report for DHCFP to present to CMS.


5. Six-Month Follow-Up: Approximately six months after each MCO/DBA/PAHP’s


onsite PIP review, the project manager will arrange a videoconference call to


check with the MCO/DBA/PAHP on the status of its progress on the PIPs and to
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offer technical assistance to address any barriers encountered. Our QI 


professionals and healthcare data analysts assist in the call to provide tailored 


assistance. This mid-year discussion of PIPs allows our review team to prevent 


any significant missteps in study design and to monitor the progress of the PIP 


implementation. This assistance will allow the MCOs to proactively address gaps 


in a timely manner and comply more fully with DHCFP’s expectations. 


6. Assess Technical Assistance and Training Needs: Assure’s QI experts incorporate 


the information from all PIP reviews into an assessment of ongoing needs for 


technical assistance and training. Our staff, experienced in large group 


presentations, designs targeted trainings to address the identified needs and 


priorities of MCOs. Assure’s past trainings on PIP methodology for Medicaid 


managed care staff across three states have resulted in improved compliance 


with PIP standards.  


Using our approach above, the Assure team has facilitated statewide collaborative 


PIPs for more than 30 MCOs each year that achieved and maintained statistically 


significant improvement in the target areas. These focused on areas such as diabetes 


monitoring in people with schizophrenia or bipolar disorder and on opioid safety. Our 


experience demonstrates that accelerated learning and superior outcomes are 


achieved when the MCOs work on a shared, collaborative project.   


We strongly feel that this is a proven approach that delivers positive outcomes. When 


requested by the state Medicaid agency, we have been available to also work 


individually with each MCO in target areas. This personalized approach has resulted in 


iterative improvements over time. We provide technical assistance to MCOs in both 


creating and sustaining PIPs. At the direction of the state, we provide technical 


assistance to MCOs whose PIP performance does not meet standards. 


 


Relevant Experience 


The Assure team currently conducts PIP validation reviews for 16 CCOs and one 


managed mental health organization in Oregon and for four MCOs in New Mexico. 


These organizations provide physical health, behavioral health, dental and long-term 


services and supports to Medicaid members in their respective states. Highlights of our 


relevant experience are outlined in Table 1.  
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Table 1. Assure Team Experience with PIP Validation. 


Customer PIP Topics 
Oregon Health Authority; 
conducted PIP validation for 
16 CCOs 


 2013‒2015: Diabetes monitoring in people with 
schizophrenia or bipolar disorder 


 2016‒2018: Opioid safety 
New Mexico Human Services 
Department; conducted PIP 
validation for 4 MCOs 


 2005‒present: Diabetes care; children’s care 
(dental, pre-diabetes, asthma prescription fills) 


 2014‒present: LTSS – fall-risks; care coordination 
staff training for members with special health 
care needs; prevent of readmissions for diabetes 


 2014‒present: Behavioral health – 7- and 30-day 
follow up after hospitalization; monitoring of anti-
depressant prescription fills 


 


 


2.1.1.2  Performance Measurement Validation 


 


The Assure Advantage ‒ Performance Measure Validation (PMV) 


 Our QI professionals, information systems specialists, and healthcare data 


analysts have over 12 years of experience in conducting PMV. 


 We are adept at displaying performance results in comparative and trending 


formats and/or reports that clearly identify improvement needs for the client. 


 We have more than a dozen years of experience working with state Medicaid 


programs to conduct Information Systems Capabilities Assessments (ISCA). 


 We conduct PMV according to statistically sound methods, generating 


actionable QI recommendations for state Medicaid programs. 


 Our ISCA team includes experienced compliance, revenue cycle, and coding 


professionals who are skilled at examining organizations’ information and data 


processing systems and reporting procedures. 


 Our reports are clear and concise, and include comparative and trending 


information to identify areas of strengths and improvement needs for the client. 


 


See Section VIII, Attachments 2, 3, and 4 (2014 Performance Measure 


Comparative Analysis Report; Appendix B; Appendix C) as examples of our PMV work.  


The Assure Approach to Performance Measure Validation 


The Assure team’s approach to PMV is rooted in CMS EQR Protocol 2. Through more 


than a dozen years of PMV and ISCA experience, the Assure team has worked closely 


with state clients and MCOs to coordinate onsite, telephonic, or virtual meetings; lead 
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informative discussions on new tools; and provide well-designed reports ensuring that 


organizations have knowledge of strengths and areas for improvement.   


After receiving permission to initiate the review, the dedicated project manager, with 


oversight by the HEDIS-certified auditor, initiates the review by completing a HEDIS 


Road Map for any HEDIS measures, following National Committee for Quality 


Assurance (NCQA) standards and guidance. This ensures that the performance 


measures validated in this review follow national guidelines.  


Next, our compliance professional uses Appendix V of the CMS EQR Protocols (ISCA 


assessments) to determine the MCO’s ability to comply with 42 CFR §438.242. The ISCA 


also assesses the completeness, accuracy, and timeliness of data received from 


providers, and the ability of an organization to make data available to the state.  


Assure uses an ISCA protocol tool to assess MCOs’ and third parties’ IT data processing, 


including 11 comprehensive and distinct sections, from staffing to member enrollment 


and vendor management. Each section has clear scoring criteria and lists of required 


supporting documentation, ensuring that organizations are aware of expectations. 


The tool also includes a guidance section to educate users on industry norms such as 


password standards and links to the state’s Administrative Rules.   


As part of the PMV and ISCA assessment, the Assure team, led by the dedicated local 


project manager, works with each MCO and the state to gain an understanding of any 


new internal organizational leadership or staffing structure changes, planned or 


completed mergers, acquisitions or business service offering changes and any IT 


changes that may impact the ability to deliver accurate, complete, and timely data 


used to calculate performance measures. 


Each MCO and the state receive a report identifying strengths and weaknesses or areas 


for improvement and are provided a two-week period to submit new documentation or 


information to address any weaknesses. 


Next, using a similar ISCA tool, the compliance professional, healthcare data analyst 


and staff reviewers assess the state’s production of performance measures. We follow 


CMS EQR Protocol Appendix V, ensuring that we meet state-specific IT and data 


configuration and needs.   


Figure 2 outlines the process steps, following the CMS EQR Protocol 2, that take place 


before, during and after each audit.  
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Figure 2. Steps in Performance Measure Validation. 


Relevant Experience 


The Assure team currently conducts PMV on seven of the State of Oregon’s incentive 


performance measures, including measures related to child health, dental health, and 


behavioral health, in addition to a PMV on inpatient, outpatient, pharmacy, dental, and 


transportation services in New Mexico. Highlights of our relevant experience are 


outlined in Table 2.  
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Table 2. Assure Team Experience with Performance Measure Validation. 


Customer Project Details 
Oregon Health Authority, 
2005‒present 


The Oregon Health Authority has developed incentive 
measures to evaluate the Oregon CCOs’ performance 
on health care quality and access, and to hold CCOs 
accountable for improved outcomes. Assure conducted 
an ISCA on all CCOs, managed dental organizations, 
behavioral health organizations, third-party data 
managers, and the state, and subsequently validated 
the following incentive measures: 
 Adolescent Well Care Visits (age 12–21) 
 Alcohol or Other Substance Misuse (SBIRT) (age 


12+) 
 Ambulatory Care: Emergency Department 


Utilization (all ages) 
 Dental Sealants (age 6–9, 10–14) 
 Developmental Screening in the First 36 Months of 


Life (age 0–3) 
 Effective Contraceptive Use (age 15–50) 
 Follow-up after Hospitalization for Mental Illness 


(age 6+) 
Washington, 2012‒2014 Assure performed a HEDIS audit for MCOs (physical 


health) and PMV and ISCA audits for Regional Service 
Networks (behavioral health). Year over year, the 
Assure team worked with local plans and the state to 
monitor progress on previous years’ 
recommendations, ultimately improving the quality of 
the performance measure calculations.  


New Mexico Human 
Services Department, 2015 


The Assure team has performed a performance 
measure validation every year since 2005 on state-
specified performance measures for both integrated 
and non-integrated MCOs. The PMV reviewed physical 
and behavioral health populations plus long-term 
services and supports over several waivers in the last 
13 years. The Assure team has worked with the state 
Medicaid agency to identify recommendations for 
each MCO’s PM process including follow up each year 
on previous EQR recommendations.   


 
As demonstrated above, the Assure team has significant experience conducting PMV 


for a variety of agencies. In our years of doing so, we have seen firsthand the impact of 


our work on the communities we serve. One such example is noted below. 


  







 


Technical Response – Part I 


State of Nevada, Purchasing Division – RFP 3491 Section V-Page 15 
External Quality Review Organization   


 


 


2.1.1.3  Compliance Review 


A review, conducted within the previous 3-year period, to determine plans’ 


compliance with the standards set forth in subpart D of 42 CFR 438 relating to 


access; care coordination; amount, duration, and scope of covered services and 


other plan standards 
 


The Assure Advantage – Compliance Review 


 We work collaboratively with state Medicaid agencies and MCO staff as they 


create, implement and monitor their QI programs. 


 We have established and fine-tuned processes that are consistent with the CMS 


EQR protocols and we ensure that the state Medicaid agency has reliable 


information on each MCO’s compliance with its contractual and regulatory 


obligations. 


 We provide efficient and effective reviews of MCOs, including keeping an eye on 


limiting administrative burden and duplicative review. 


 We respond timely to requests for clarification from MCOs and states 


throughout the process. 


 We outline compliance trends and needs to assist states in focusing their quality 


processes. 


Targeting disparities in child immunization 


Assure’s analysis of HEDIS® performance measures for Washington MCOs 
revealed that children of Russian-speaking families were receiving most 
recommended vaccines at significantly lower rates compared with other 
Medicaid children. Also, children in rural areas were vaccinated at 
significantly lower rates compared with urban children. We recommended 
that the state design unique interventions to improve vaccination rates for 
underserved populations. 


Result: The state Medicaid agency and health department pooled resources to 
develop an intervention aimed at improving service rates for children of 
Russian-speaking families. A series of focus groups with Russian speakers 
and their providers identified barriers to immunization that included 
misperceptions about vaccine safety, mistrust of medical professionals, and 
language barriers. Community input stressed the importance of sharing 
detailed information in Russian, through churches, social networks, and 
Russian-language media about vaccine benefits and risks.  
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The Assure Approach to Compliance Review 


The Assure team conducts audits of each MCO’s internal and delegated QI functions, 


and provides feedback and guidance to help the managed care plans provide better, 


safer care for enrollees and comply with regulatory or accreditation criteria. We 


collect, review, assess, and analyze information on the plans’ compliance with 


managed care regulatory and contractual standards related to: 


 enrollee rights and protections 
 grievances and appeals 
 certification and program integrity, including fraud, waste, and abuse 
 quality assessment and performance improvement 


Our reviews are designed to answer the following questions for each MCO, as 


appropriate. Our experienced auditors, healthcare data analysts and communication 


specialists work together to collect specific, actionable data on the results of the 


assessment of the compliance questions.  


1. Does the MCO meet CMS regulatory requirements? 
2. Does the MCO meet the requirements of its contract with the state Medicaid 


agency? 
3. Does the MCO monitor and oversee contracted providers’ performance of 


delegated activities to ensure regulatory and contractual compliance? 
4. Does the MCO have policies and procedures in place to discover and take action 


to address fraud, waste, and abuse when they occur in the Medicaid program? 
5. Is the MCO maintaining ultimate responsibility and oversight for adhering to 


and otherwise fully complying with all terms and conditions of its contract with 
the State despite having delegated those responsibilities to a subcontractor? 


6. Does the MCO have processes in place to monitor the effectiveness of its care 
coordination processes? 


7. Does the MCO have policies and procedures in place to facilitate smooth 
transitions for its members transferring to and from different health care 
settings? 


Our compliance review processes are similar from state to state, but can be adapted to 


meet specific Nevada needs. Our reviews are based on CMS EQR Protocol 1, with state-


specific modifications developed in consultation with the Medicaid agency.  


Figure 3 outlines the steps in the Assure approach to compliance reviews. 
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Figure 3. Steps in Compliance Review. 


 


Relevant Experience 


The Assure team currently conducts compliance reviews for 16 CCOs in Oregon and for 


four MCOs in New Mexico. Oregon CCOs provide integrated physical health, behavioral 


health, dental and non-emergent medical transportation to members in all 36 


counties. New Mexico’s MCOs provide physical and behavioral health and long-term 


support and services, and they oversee the dental, pharmacy, and transportation 


vendors for Medicaid managed care enrollees statewide.  


In addition to current compliance reviews, Assure has performed compliance review of 


managed behavioral health and physical health plans in the state of Washington. 


Highlights of our relevant experience are outlined in Table 3.  
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Table 3. Assure Team Experience with Compliance Review. 


Customer Project Details 
Oregon Health Authority, 
2005‒present 


The Oregon Health Authority has directed the EQRO to 
assess each of the 16 Oregon CCOs’ adherence to 
contractual requirements, governmental regulations, 
and the performance of the health plans on providing 
timely access to quality healthcare services. Assure 
completed the assessment of all CCOs, managed dental 
organizations and behavioral health organizations in 
the following areas: 
 Enrollee rights and protections 
 Grievance and Appeal Systems 
 Certification and program integrity, including 


fraud, waste and abuse in the Medicaid program 
 Quality assessment and performance 


improvement 
New Mexico Human 
Services Department, 
2005‒present 


The Assure team carried out the direction from the 
Human Services Department (HSD) in New Mexico to 
assess each of the four MCOs’ adherence to 
contractual requirements, governmental regulations, 
and the performance of the health plans on providing 
timely access to quality healthcare services. Assure 
completed the assessment on physical and behavioral 
health and long-term support and services provided 
by the MCOs in the following areas: 
 Care Coordination, including Health Risk 


Assessments and Comprehensive Needs 
 Assessments 
 Self-Directed Community Benefit 
 Provider Network 
 Provider Services 
 Medical Records Process Validation 
 Nursing Facility to Community Transitions of Care 
 Adverse Benefit Determinations 
 Member Materials, which included member 


communications letters, Member Handbook, 
Member Rights and Responsibilities, Material 
Distribution, Provider Directory, and Member 
Health Education Plan 


 Member Services, including call center 
performance standards, interpreter/translator 
services, and access to electronic versions of the 
member’s personal health record 
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 Grievance and Appeal System 
 Program Integrity, including fraud, waste and 


abuse 
 MCO Reporting Requirements to the State 
 Primary Care Provider and Pharmacy Lock-ins 


 


 


 
 


The Assure Advantage – Network Adequacy Validation 


 The Assure team is highly skilled at network adequacy assessment and 


validation, and can customize the related processes to meet state-specific needs. 


 We have experience with supporting states and MCOs in meeting network 


adequacy requirements through collaborative training and reporting. 


 We understand the unique environments of both urban and rural/frontier 


MCOs, and statewide and regional MCO’s and are able to assess and validate 


their network adequacy. 


The Assure Approach to Network Adequacy Validation 


In 2016, the Medicaid Managed Care and CHIP Managed Care Final Rule established 


network adequacy standards for Medicaid and CHIP managed care providers, allowing 


flexibility for states to set specific standards unique to each state. These network 


adequacy standards are specific to time and distance and timely access.  


The Assure team understands state Medicaid contractual requirements and is skilled 


at working with states to assess network adequacy as outlined by federal and state 


regulation. Assure has experience in assessing and validating MCO network adequacy 


using the following process:  


1. Develop Network Adequacy Report requirements in coordination with state 
Medicaid authority.  


2. Review network adequacy documentation submitted by the MCOs to meet 
federal and state requirements, including: 


o Assurance that all services covered under the State plan and contract are 
available and accessible to managed care enrollees 


o Demonstration that the managed care program and its networked providers 
meet State standards for timely access to care and services, taking into 
account the urgency of the need for services  


o Mechanisms to ensure compliance with timely access and monitoring of 
network providers to determine compliance and demonstration of corrective 
action plans, if non-compliant 


2.1.1.4  Network Adequacy Validation 
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o Demonstration of an appropriate range of preventive, primary care, and 
specialty services 


o A network of providers sufficient in number, mix and geographic distribution 
to meet the needs of the anticipated number of enrollees in the service area 


o Provider-specific information, including state-specified time and distance 
standards throughout all geographic areas covered by each managed care 
program 


o Description of characteristics and health care needs of the populations 
covered in the contract 


o Demonstration of how the managed care program provides for access and 
cultural considerations and accessibility considerations for enrollees  


o Status of agreements with Indian health care providers to ensure timely 
access to services for enrollees  


3. Score each MCO to compare, contrast, and highlight strengths and areas for 
improvement. 


4. Report to the State confirming the managed care program’s network adequacy 
compliance with federal and state requirements.  


 
Relevant Experience 


For the past two years (2016 and 2017), the Oregon Health Authority (OHA) has asked 
the Assure team to review the CCOs’ Delivery System Network (DSN) reports and 


provide feedback and recommendations using an integrated care lens. Assure looked 
at responses that covered all services delivered by the CCOs (both urban and rural), 
including but not limited to physical and mental health, substance use disorder 
services, dental care, non-emergency medical transportation, acute care, and specialty 
care. These reports have included possible network validation adequacy requirements, 
such as reviewing CCO plans for meeting state-specific time and distance access 
standards for various provider types and assessing compliance with standards such as 


wait times for appointments. Assure’s reports to OHA summarized and validated the 
results of the reviews, including recommendations related to the need for technical 
assistance or clarification regarding OHA expectations.  


The Assure team has experience with validating network adequacy through techniques 


such as member surveys, encounter data validation, and secret shopper calls. We will 
partner with DHCFP to develop further validation methods in compliance with the 
network adequacy validation protocol as it is being developed and issued.   


In April 2017, OHA collaborated with the Assure team to provide technical assistance 


training for all 16 CCOs in Oregon regarding the expectations for DSN reporting.  


  







 


Technical Response – Part I 


State of Nevada, Purchasing Division – RFP 3491 Section V-Page 21 
External Quality Review Organization   


 


2.1.2 Optional Activities  


During the length of the contract, work requests may be made of the Vendor at the sole 


discretion of the DHCFP for optional activities described in 42 CFR 438.358(c) or 


comparable activities that assess the quality of care or provide for the control of 


utilization of the DHCFP fee-for-service program. Optional activities may include: 


 


As demonstrated throughout this proposal, the Assure team has all of the expertise and 


qualifications to meet DHCFP’s EQR needs, including performing the optional activities 


listed in this section. We have performed EQR and related QI and quality assurance 


work on behalf of multiple state Medicaid agencies and for Medicaid enrollees as 


detailed below. In addition to using the mandatory CMS EQR protocols, Assure has 


designed and implemented all optional EQR-related activities for multiple MCOs over 


many years, including: 


 designing and conducting focused studies of care  
 conducting individual medical and mental health case review  
 validating nursing facility level-of-care decisions  
 assessment of treatment costs within the emergency room  


In addition, Assure has collected, assessed, and reported quality ratings of physicians, 


similar to the quality rating activities expected to be part of the optional EQR activities 


found in the Code of Federal Regulations. 


 


2.1.2.1  Validation of encounter data 


 


The Assure Advantage – Validation of Encounter Data (EDV) 


 The Assure team includes experienced clinical reviewers and QI, revenue cycle, 


coding, and data analytics staff both locally and regionally with extensive 


experience in validation of encounter data. 


 Our team has made relevant, timely, and actionable recommendations to state 


Medicaid agencies, their information systems staff, and key stakeholders for 


improving encounter data. 


 


The Assure Approach to EDV 


Encounter data must be reliable, complete, and accurate to be useful in assessing and 


improving health care quality, monitoring program integrity, and determining 


capitation payment rates. Regularly scheduled EDV is aimed at improving the 


completeness and accuracy of encounter data through continuous monitoring of data 
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integrity. The Assure team has conducted EDV in New Mexico and Washington to 


validate managed care plans’ encounter data. The team has made relevant, timely, and 


actionable recommendations for improving the reliability, accuracy, and completeness 


of encounter data to state Medicaid agencies, their information systems staff and key 


stakeholders who rely on encounter data for decision making. 


Our EDV processes are standardized for maximum efficiency, and our reviews are 


based on CMS EQR Protocol 4 (see Figure 4 below). This approach enables ongoing 


quality improvement. For example, in one state, our data analytics and clinical review 


staff identified problems with regard to data structure, data dictionary definitions, 


physical record structure, and the content of clinical notes. In response to our reports 


and recommendations, our reviewers observed statewide progress and improvement 


in these areas in the years that followed. We worked closely with the state to prioritize 


the issues identified in each year’s EDV study for follow-up study in subsequent years. 


 


 


 


 


 


 


 


 


 


 


 


 


 


Figure 4. Assure’s Approach to Encounter Data Validation. 
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Relevant Experience or Examples 


The Assure team currently conducts EDV for four MCOs and for the state Medicaid 


agency in New Mexico. Assure also conducted EDV for the Division of Behavioral Health 


and Recovery (DBHR) in Washington State for five years. Highlights of our relevant 


experience are outlined in Table 4.  


Table 4. Assure Team Experience with Encounter Data Validation. 


Customer Project Details 
New Mexico Health 
Services Division, 2007 


Assure followed the CMS EQR protocol (called “cross 
validation audits” at that time) to assess the MCOs’ 
physical health encounter data. Assessment areas 
included primary care, dental services, and 
transportation services for physical health. Assure 
staff worked closely with the State Medicaid agency 
and their information systems vendor on 
implementing the recommendations provided in the 
comprehensive report.   


New Mexico Health 
Services Division, 2009 


Conducted another cross validation audit, in this 
instance to assess vision, dental, pharmacy, and 
physical health services. 


Washington Division of 
Behavioral Health and 
Recovery, 2009‒2013 


Annual Regional Service Network (RSN) EDV to 
determine the accuracy and completeness of 
encounter data submitted by providers. As an 
independent check of the RSNs’ EDV results, Assure 
staff audited and verified the EDV process used by 
each RSN. 


Southwest Behavioral 
Health (SWBH), 
Washington, 2015 


Assure staff performed a special-request EDV, 
comparing specific data fields in clinical records of the 
county’s mental health service provider against 
SWBH’s electronic data sets to determine whether data 
submitted by the provider were accurate and complete. 


New Mexico Health 
Services Division, 2016 


Assure team collaborated with Myers and Stauffer, LC 
to complete an EDV of the first year of the new 
Medicaid waiver, Centennial Care, for inpatient, 
outpatient, pharmacy, dental, and transportation 
services. Assure presented the results to Medicaid 
agency leadership and provided follow-up technical 
assistance to the MCOs and the state to answer specific 
questions about the EDV results. 
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2.1.2.2 Quality of Care Surveys 


Administration or validation of consumer or provider surveys of quality of care 


 


The Assure Advantage ‒ Quality of Care Surveys 


 The Assure team has designed and conducted consumer surveys and focus 


groups to gather feedback on consumer satisfaction with health plans and 


providers, and on the health behaviors of specific populations.  


 We have expertise administering existing survey instruments, adapting existing 


instruments, and creating and validating new instruments.  


 We use effective strategies and best practices to maximize response rates.  


 Our analysts and communications staff expertly analyze and report results, 


providing high-quality and actionable information to our customers.  


The Assure Approach to Quality of Care Surveys 


Assure has conducted Quality of Care surveys for multiple clients since 2005. Our 


survey approach, based on CMS EQR Protocol 5, is shown in Figure 5. 


See Section VIII, Attachments 5, 6, 7, 8, 9, and 10 (HCBS Survey Report; HCBS Survey 


Report Appendices A, B, C; 2016 Adult Survey Report; 2016 Youth Survey Report) as 


examples of our Quality of Care survey work. 
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Figure 5. Assure’s Approach to Quality of Care Surveys. 


 


The actual deployment of this protocol varies based on state needs. In Oregon, we have 


administered an annual care satisfaction survey to over 40,000 Medicaid members 


receiving behavioral health services. This project includes advising the state on 


sampling methodology for four distinct surveys, multiple mailings through a mail 


house, online and paper survey collection, data management, gift card incentives, and 


careful attention to compliance with all Americans with Disabilities Act standards, 


including provision of survey materials in alternate formats and languages, as needed. 


This sample process is illustrated in Figure 6 below. 
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Figure 6. Steps in Oregon Medicaid Satisfaction Survey Process. 


Relevant Experience or Examples 


While the details vary by project, the Assure team has extensive experience working 


with state Medicaid agencies to understand the goals and objectives of state projects 


and deploying our survey processes accordingly. Table 5 highlights our experience 


conducting surveys for various clients. 


Table 5. Assure Team Experience with Quality of Care Surveys. 


Project name Project 
Time Frame 


Customer Project Description 


Mental 
Health 
Utilization  


2009‒
present 


Oregon Health 
Authority, 
Health 
Systems 
Division 


Following federal and state criteria, our 
staff perform special surveys that include 
site visits, chart reviews, and staff 
interviews, producing detailed reports 
regarding the perception by staff of the 
quality of care in residential facilities.  


Mental 
Health 
Services 
Consumer 
Survey 


2005‒
present 


Oregon Health 
Authority, 
Health 
Systems 
Division 


Each year, Assure surveys more than 40,000 
Oregonians to gauge consumer satisfaction 
with Medicaid-funded mental health 
services for children and adults. We advise 
OHA on survey design and sampling 
methods, manage the survey timeline to 
ensure that the state meets reporting 
deadlines, and provide technical assistance 
and translation services as needed by 
consumers. We produce detailed reports 
including methodology, results, statistical 
tests, and interpretation. These reports 
provide key programmatic input on the 
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Project name Project 
Time Frame 


Customer Project Description 


state’s efforts to improve mental health 
services and supports. 


Home and 
Community- 
Based 
Services 
Survey 


2015 Oregon Health 
Authority, 
Department of 
Human 
Services, and 
agency 
partners 


Assure surveyed more than 4,000 providers 
and 19,000 consumers of home and 
community-based services. We worked with 
multiple state agencies to create a single 
sample, and with more than 100 provider 
organizations to identify and survey 
individual providers; coordinated with 
multiple stakeholders to disseminate 
information regarding the survey; and 
provided assistance in completing the 
survey to both consumers and providers. We 
summarized methodology in a report and 
presented data in interactive Tableau 
workbooks at the request of the state.  


Prescription 
Drug 
Monitoring 
Program 
(PDMP) 
Research 
Study 


2012‒2018 National 
Institutes of 
Health 


HealthInsight partnered with Oregon Health 
& Science University and OHA’s Public 
Health Division to conduct a provider survey 
and qualitative interviews to identify 
effective clinical practices and barriers to 
PDMP use; documented clinical decision-
making processes to understand how PDMP 
data are integrated into clinical practice; 
and collected and analyzed quantitative 
data on patient outcomes. Results were 
published in several peer-reviewed journals.  


Resources 
Encouraging 
Safe 
Prescription 
Opioid 
Medication 
Dispensing 
(RESPOND) 
Toolkit Study 


2015‒
Present 


Agency for 
Healthcare 
Research & 
Quality 


HealthInsight partnered with Oregon State 
University School of Pharmacy to conduct 
focus groups, semi-structured interviews, 
and pre-post surveys with pharmacists, 
prescribers, and patients to understand 
quality issues related to opioid dispensing. 
We are analyzing these data in combination 
with dispensing data and PDMP query data 
to evaluate whether implementation of the 
toolkit results in safer opioid use. 


Behavioral 
Risk Factor 
Surveillance 
Survey and 
SF-12 


2004–2005 Oregon 
Department of 
Human 
Services 


Assure staff adapted components of the 
Behavioral Risk Factor Surveillance Survey 
and SF-12, along with questions about 
Oregon Medicaid services, to conduct a 
statewide survey of Medicaid enrollees. 
Health care researchers and Oregon DHS 
have used the results to gain a better 
understanding of the effect of changes in 
state policies on enrollees.  
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2.1.2.3 Performance measure calculation 


Calculation of performance measures in addition to those reported by health plans 


 


The Assure Advantage – Performance Measure Calculation 


 The Assure team has been calculating performance measures, including medical 


record extraction, specification modification, calculation, benchmark and goal 


setting, and reporting for over 12 years.  


 We have seen measurable improvement in patient health and wellbeing as a 


result of targeted QI initiatives based on our performance measure calculation.  


 


The Assure Approach to Performance Measure Calculation 


Figure 7 illustrates the Assure team’s approach to performance measure calculation, 


based on CMS EQR Protocol 6.  


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Figure 7. Assure’s Approach to Performance Measure Calculation. 
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We propose to use the following mechanisms to implement the three activities shown 


in Figure 7. 


Activity 1: 


 Engage with DHCFP early and often throughout the life cycle of the project to 


understand what the DHCFP needs for the MCOs to measure and how that 


information should be reported to the State and to CMS. 


 For each required performance measure, the Assure team will: 


o Construct the review tools necessary to appropriately gather, analyze, 
and report the information as specified by DHCFP. 


o Develop analytical tools and resources to manage and interpret the data 
 Discuss with DHCFP what the Assure team is encountering in the field that 


might be informative to DHCFP. 


Activity 2: 


 Communicate with the MCOs on what is required for the review, including: 


o Data delivery schedule 


o Site visit dates 


o Technical specifications for each measure 


o Any supplemental documentation that may be required 


 Complete the review of the submitted documentation, including: 


o Conduct data cleanup and integration  


o Conduct analysis 


o Complete the interpretation required of the data for report preparation. 


Activity 3: 


 Communicate with the MCOs regarding performance measures. 


 Write and submit a technical report to DHCFP outlining the process and 


providing detailed findings and recommendations for improvement.  


The deployment of this protocol varies according to the specific project. For example, in 


one performance measure calculation project, Assure performed a medical record 


review to collect the data elements required to calculate three statewide clinical 


performance measures, also collecting additional clinical information requested by the 


state. We hired 10 clinically certified temporary employees to review more than 1,300 


medical records in 88 cities in Oregon over seven weeks. Assure advised the state on 


the sampling methodology; securely managed large, sensitive datasets with personal 


health information; created data entry tools; trained reviewers; and ensured high 


ongoing inter-rater reliability. A senior analyst used measure specifications from the 
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state to calculate the performance measures, and the communications team delivered 


a high-quality summary report to the state.  


 


Relevant Experience 


The Assure team has calculated HEDIS-like performance measures year-over-year for 


the Medicaid program in New Mexico, in addition to calculating three clinical 


performance measures to establish a baseline in Oregon. Table 6 presents highlights of 


our relevant experience.  


Table 6. Assure Team Experience with Performance Measure Calculation. 


Customer Project Details 
Oregon Health Authority, 
2014 


OHA contracted with Assure to perform a medical 
record review across Oregon to collect the data 
elements required to calculate three statewide clinical 
performance measures: 


1. Diabetes Control: Hemoglobin A1c Poor Control 
2. Controlling High Blood Pressure 
3. Depression Screening and Follow-Up 


We used measure specifications from the state to 
calculate the performance measures. 


New Mexico Human 
Services Department, 
2005‒present 


Assure regularly works with HSD to calculate plan 
performance on identified measures using claims data 
submitted by each plan, performing data quality 
checks before measure calculation. Reports provide 
the state Medicaid agency with performance data 
more quickly than the annual HEDIS cycle calls for. 


In 2015, HSD expanded its contract with Assure to 
propose and adopt modified measure specifications 
that were rooted in HEDIS measures. The 
specifications had to be modified to account for a 
limited look-back period, the result of a new Medicaid 
waiver (Centennial Care).   


 


 


2.1.2.4 Conduct of PIPs in addition to those conducted by health plans 


 


The Assure Advantage ‒ Conducting PIPs 


 We have worked with state Medicaid agencies and health plans on PIPs for over 


20 years. 


 We provide specialized training and assistance to managed care staff. 


 We have facilitated statewide collaborative PIPs for more than 30 MCOs. 
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The Assure Approach to Conducting PIPs 


Our methodology for conducting PIPs (see Figure 8) is rooted in CMS EQR Protocol 7 


and is similar to that used for validating PIPs (Protocol 3). The following 10-step 


process is based on detailed steps from the CMS protocol. 


1. Review the study topic the MCO has selected to determine that it is relevant and 


prioritized. 


2. Assess the MCO’s study question to determine if it is clearly defined and if it can 


be measured. 


3. Assess whether the MCO’s study population is clearly defined and, if a sample is 


used, appropriate methodology is used. 


4. Assess whether the MCO’s study indicator is objective and measurable. 


5. Review the MCO’s data collection process to validate that valid and reliable data 


are being reported to the state. 


6. Determine whether the MCO’s data and analysis results are presented for 


baseline and first remeasurement. 


7. Determine whether the MCO is interpreting its results in accordance with 


generally accepted analytical methods. 


8. Determine whether the MCO is developing and implementing improvement 


strategies that are accurately designed to change performance based on the 


quality indicator. 


9. Determine whether the MCO’s data and analysis results are presented for all 


measurement periods. 


10. Validate that the PIP has demonstrated sustained improvement over time. 


 


Figure 8. Steps in Conducting Oregon Statewide PIP. 
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See Section VIII, Attachment 11 (PIP presentation from April Quality Health Outcome 


Committee) as an example of our Performance Improvement Project work. 


 


Relevant Experience 


In Oregon, Assure has facilitated two statewide collaborative PIPs for the state 


Medicaid agency, as listed below. 


Table 7. Assure Team Experience with Conducting Statewide PIPs. 


PIP Title Metric 
2013‒2015: 
Diabetes Monitoring in people 
with schizophrenia or bipolar 
disorder 


The percentage of Medicaid enrollees aged 18 
years or older with co-occurring diagnoses of 
diabetes and schizophrenia or bipolar disorder 
who received at least one or more HbA1c test and 
at least one or more LDL-C test during the 
measurement year  


2016‒2018 
Opioid safety: reducing 
prescribing of high morphine 
milligram equivalent (MME)/day 
doses 


#1: The percentage of Medicaid enrollees age 12 
years and older who filled prescriptions for 
opioid pain relievers totaling ≥120 MME on at 
least one day within the measurement year 
#1a: The percentage of Medicaid enrollees age 
12 years and older who filled prescriptions for 
opioid pain relievers totaling ≥120 MME for 
thirty consecutive days or more within the 
measurement year 
#2: The percentage of Medicaid enrollees age 12 
years and older who filled prescriptions for 
opioid pain relievers totaling ≥90 MME on at 
least one day within the measurement year 
#2a: The percentage of Medicaid enrollees age 
12 years and older who filled prescriptions for 
opioid pain relievers totaling ≥90 MME for thirty 
consecutive days or more within the 
measurement year 


 


In addition to our work in Oregon, Assure has recommended that New Mexico conduct 


a statewide PIP on issues we have identified within the system. The state Medicaid 


agency is considering our idea but has not come to a final decision. Once that decision 


is made in the affirmative, Assure stands ready to help the Medicaid agency develop 


and implement the measure to improve the quality of health care delivered to Medicaid 


beneficiaries in the state.  
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2.1.2.5 Conduct studies on quality that focus on a particular aspect of 


clinical or non-clinical services at a point in time 


 


The Assure Advantage – Quality Studies 


 Our expert clinicians, researchers, and analysts can design studies to drill down 


for root causes behind performance and patient satisfaction scores, to help 


identify high-leverage opportunities for improvement.  


 We have studied topics such as perinatal care, childhood immunizations, 


behavioral health, asthma, nursing facility care, and well-child care, including 


Medicaid-mandated Early and Periodic Screening, Diagnosis and Treatment, 


and quality issues involved in the delivery of managed mental health care. 


 We have extensive experience with focused clinical studies, and our team 


includes clinical experts with the clinical and QI experience to efficiently and 


effectively design and perform clinical studies. 


 Members of our team have experience leading HEDIS review, from hiring and 


training staff to completing submission to NCQA.  


 Our agile and flexible approach provides near real-time information that states 


can use to make decisions on program management.  


The Assure Approach to Quality Studies 


The Assure team has developed several reliable and streamlined approaches for 


conducting quality studies for both clinical and non-clinical topics. Our approaches are 


rooted in CMS EQR Protocol 8 and are tailored to the Medicaid agency’s needs and the 


Medicaid population to be studied. 


Clinical Approach: We used a clinical approach with the Nursing Facility levels of care 


review in New Mexico for nursing facility and community members who need 


assistance with their activities of daily living. In this approach, we used a team of 


nurses from a variety of specialties and certifications, led by a certified Registered 


Health Information Technology coder. The team reviews MCO documentation of 


decisions made to provide nursing facility level of care services to Medicaid members 


in nursing facilities and in the community. Monthly, quarterly and annual reports are 


provided to the State Medicaid agency to assist their Quality Bureau staff in 


monitoring the decisions made by the MCOs. 


Data Approach: We used a data approach for a project called the HEDIS-like Project. A 


certified professional project manager worked with a team of analysts to provide the 


state with rate calculations that were available earlier than those available through 


the standard NCQA HEDIS review process. During the first year of implementation of 
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the New Mexico Centennial Care waiver, the state requested performance data early 


that did not allow for the continuous enrollment and time lags required by NCQA. 


Assure’s flexible, well-informed professional staff enabled us to rise to the challenge 


and meet the needs of the state Medicaid program during a time upheaval in the 


Medicaid waivers program. 


Person-centric Approach: In Washington, we conducted focus groups with consumers 


and advocates, Regional Support Network (RSN) and hospital staff, law enforcement, 


and mental health professionals to assess the degree to which the RSNs had 


implemented the state’s priority standards for managed mental health services. 


In addition to the customized approaches outlined above, our team uses the following 


protocol activities to guide our quality studies. 


 


 


 


 


 


 


 


 


 


Figure 9. Activities in Assure’s Quality Studies. 


Relevant Experience 


The Assure team has designed, conducted, and reported on many quality studies.  


Table 8 presents an overview of recent projects we have conducted.  


Table 8. Assure Team Experience with Quality Studies. 


Customer Activity Details 
Oregon Health Authority, 
2017‒present 


Assure is reviewing discharges of enrollees hospitalized 
for serious and persistent mental illness. This two-year 
study requires a review of ~600 records per quarter, 
assessing the level of discharge planning for the Oregon 
Performance Plan with the U.S. Department of Justice. 
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Customer Activity Details 
Washington Health Care 
Authority, 2014 


Assure studied the progress made by mental health RSNs 
in implementing the state’s guiding principles for 
serving children, adolescents, and young adults with 
behavioral health challenges. We interviewed RSN staff 
to probe barriers to implementation and RSNs’ plans to 
address those barriers. We reviewed children’s clinical 
records at 27 outpatient clinics to determine whether 
the records documented a cross-system care plan. 


Washington Health Care 
Authority, 2010 


Assure conducted a special study to assess the degree to 
which the RSNs had implemented the state’s priority 
standards for the delivery of managed mental health 
services. We reviewed clinical records of mental health 
service providers for all RSNs; conducted focus groups 
with consumers and advocates, RSN and hospital staff, 
law enforcement, and mental health professionals; and 
reviewed 20 special-population clinical files for each 
RSN to determine whether care plans were developed 
with enrollee input and addressed the identified needs. 
We assessed the implementation of Culturally and 
Linguistically Appropriate Services (CLAS) standards 
and age-appropriate services, and identified system 
strengths, best practices, and service gaps.  


New Mexico Department 
of Health, 2014-Present 


Assure designed, conducted, and reported on reviews of 
MCO determinations for high and low levels of care for 
Medicaid members who receive care in nursing facilities 
or in the community. These Nursing Facility Level of Care 
(NF LOC) reviews present up-to-date information to 
state agency staff on the status of the NF LOC review 
process with the MCOs, providing an opportunity to 
communicate process improvements to MCO staff early 
in the new Centennial Care program. The Assure team 
worked with the state Medicaid agency to make sure not 
only that Medicaid beneficiaries were getting the care 
they need, but that the care was being provided in the 
proper setting. 
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2.1.2.6 Assistance with the Quality Rating System.  


 


The Assure Advantage – Quality Rating System 


 The Assure team understands the requirements of the Quality Rating System for 


Medicaid managed care.  


 We are skilled at working with states to meet their requirements as outlined by 


federal and state regulation.  


The Assure Approach to Assisting States with QI Activities 


In 2016, the Medicaid Managed Care and CHIP Managed Care Final Rule established 


requirements for adopting and implementing a Quality Rating System (QRS) for states 


contracting with Medicaid and CHIP MCOs and PAHPs. CMS expects to implement the 


QRS over the next four years after a public engagement process to develop a proposed 


framework and methodology, using similar process to that adopted by the (currently 


under development and implementation) Marketplace QRS for Qualified Heath Plans 


(QHP). States must implement a QRS within three years from the date of the final 


notice published in the Federal Register.  


The current QRS for QHP issuers includes requirements to submit third-party validated 


QRS clinical measure data and QHP Enrollee Survey response data to CMS. CMS will 


calculate the quality performance ratings for QHPs and apply the QRS rating 


methodology to the validated clinical measure data and a subset of the QHP Enrollee 


Survey response data to produce quality ratings on a 5-star rating scale. The QRS 


measure set includes the NCQA HEDIS® measures and a Pharmacy Quality Alliance 


measure. The measure set also includes survey measures based on questions from the 


QHP Enrollee Experience Survey.  


Assure has assisted states in developing and implementing methods to improve the 


quality of managed care since we began working in this arena more than 20 years ago. 


We have assisted states with projects that include stakeholder input, development of 


performance measures, and meeting other state and federal requirements.  


 Quality Assessment and Performance Improvement (QAPI) reviews: Assisted the 
Oregon Health Authority (OHA) in organizing subject matter experts to review 
the QAPI plans of CCOs, using a secure web application for data capture, and 
provided comprehensive data for state review. 


 Network adequacy assessment and validation: In partnership with OHA, we 
designed tools, reporting requirements, and training for CCOs on Network 
Adequacy reporting. We completed a Network Adequacy Assessment and 
Validation of data submitted by CCOs in 2016 and 2017.   
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 Consumer satisfaction surveys: Each year, Assure administers the nationally 
normed Mental Health Statistical Improvement Project survey to more than 
40,000 Oregonians to gauge consumer satisfaction with Medicaid-funded 
mental health services for children and adults.  


 Active participation in Oregon Quality Health Oversight Committee (QHOC) 
meetings: Oregon CCOs are required to participate in monthly QHOC meetings 
at which CCO clinical leaders coordinate QI efforts to support implementation of 
innovative health care practices. QHOC’s primary goal is to coordinate clinical 
community efforts to promote care integration, efficient working relationships, 
and data-driven decision making. These meetings provide peer-to-peer learning 
experiences, subject matter expert education, and QI strategies. The Assure 
team leads learning collaborative sessions, seeks feedback on EQR processes, 
and builds working relationships with CCO and state leadership. 


 Active participation in Oregon Metrics and Scoring Committee meetings: This 
committee identifies outcome and quality measures, including measures for 
ambulatory care, chemical dependency and mental health treatment, oral 
health care, and all other health services provided by the CCOs. 


 Performance measure validation: As outlined previously, the Assure team has 
experience assessing the accuracy of performance measures reported by MCOs 
and determining the extent to which performance measures calculated by MCOs 
follow the state specifications and reporting requirements.  


 


2.1.3 Validation of MCO, DBA/PAHP and CMO Performance Indicators 


 


The Assure team has many years of experience working with state Medicaid programs 


to evaluate the accuracy and the extent to which Medicaid-specific performance 


measures followed HEDIS® specifications for the calculation of performance measures. 


We have expertise applying HEDIS Compliance Audit™ Standards, Policies and 


Procedures and CMS EQR Protocol 2 for Validating Performance Measures. With an 


experienced team of auditors, analysts, and communications staff, we are experts at 


displaying results clearly and concisely, including comparative and trending data that 


clearly identify areas of strengths and improvement needs for the client. 
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2.1.3.1 Calculation and Submission of Performance Measures 


Performance measures are calculated and submitted annually to the DHCFP by 


the contracted MCOs; the DBA/PAHP; and the CMO. The Contractor will evaluate 


the accuracy and the extent to which Medicaid-specific performance measures 


followed Health Effectiveness Data and Information Set (HEDIS®) Specifications 


for the calculation of performance measures using one of two methods:  


1) A HEDIS® Compliance Audit™ Standards, Policies and Procedures or  


2) CMS Validating Performance Measures Protocol 


 


The Assure team will perform these two activities if and when requested by DHCFP, 


drawing on our long-standing experience described below. 


 


1) HEDIS®Compliance Audit 
 


The Assure Approach to HEDIS Compliance Audits 


Assure has 12 years of experience conducting HEDIS, pay-for-performance, and data 


validation audits with an NQCA HEDIS compliance auditor on staff. Assure staff have 


led more than a hundred audits for MCOs in California, Montana, Florida, Washington, 


and Oregon; 60 Value Based Pay for Performance (VBP4P) audits in California; and 30 


CMS data validation audits in California and Arizona. 


The Assure team works with each state agency to develop a model of auditing and 


reporting that addresses the state’s specific needs. Assure appreciates that each state’s 


Medicaid program, members, and administrators are unique and that a one-size-fits-


all approach will not work in the context of a Medicaid program. We pride ourselves on 


our flexibility, programmatic knowledge, and analytical expertise to design solutions 


that meet the state’s specific needs while still adhering to the CMS requirements.  


An example of our customized model is that of our California (Medi-Cal) audits. The 


major steps in our audit of Medi-Cal managed care health plans (MCPs) include: 


 annually report performance measurement results 
 produce Plan-Do-Study-Act (PDSA) cycle worksheets for poor performance 
 conduct ongoing PIPs 
 participate in the administration of consumer satisfaction surveys 


The state Department of Health Care Services (DHCS) selects a set of performance 


measures, called EAS measures, to evaluate the quality of care delivered by MCPs to 


their beneficiaries. DHCS selects most EAS measures from HEDIS, providing a 


standardized method to objectively evaluate MCPs’ delivery of services. MCPs must 


annually collect and report rates for EAS measures. When applicable, MCPs are also 
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required to report rates for any statewide collaborative measure chosen by DHCS and 


the MCPs.  


1. Annual Onsite EAS Compliance Audit consists of an assessment of an MCP’s (or 


its vendor’s) information system capabilities, followed by an evaluation of an 


MCP’s ability to comply with specifications outlined by DHCS for HEDIS and non-


HEDIS measures. This audit uses the NCQA HEDIS Compliance Audit 


methodology for HEDIS measures to assure standardized reporting of quality 


performance measures throughout the health care industry. 


2. Contracted EAS audits include performance measure validation.  


3. Managed Long-Term Services and Supports (MLTSS) Measures: To comply with 


federal reporting requirements, DHCS requires those MCPs that provide MLTSS 


to report on a small set of measures selected by DHCS. MCPs that provide MLTSS 


must provide the necessary data specific to these measures to DHCS. The 


measures are reported in the same time frame as the rest of the EAS.  


4. Consumer Satisfaction Surveys using the Consumer Assessment of Healthcare 


Providers and Systems (CAHPS®3) surveys to assess member satisfaction with 


MCPs: We conduct the CAHPS® survey for the adult and child Medicaid 


population every three years, and for the Children’s Health Insurance Program 


Medicaid population, including children with chronic conditions. 


 


2) CMS Protocol for Validating Performance Measures 
 


The Assure Approach to Validating Performance Measures 


The Assure team has many years of experience working with state Medicaid programs 


to conduct PMV and ISCA activities, working collaboratively to evaluate the accuracy 


and the extent to which Medicaid-specific performance measures follow HEDIS 


specifications. We hold our team to the highest standards, always conducting PMV 


according to statistically sound methods and generating actionable QI 


recommendations for state Medicaid programs. The ISCA team is skilled at examining 


organizations’ information and data processing systems and reporting procedures to 


determine the extent to which they support the production of valid and reliable state 


performance measures and the capacity to manage the health care of the 


organization’s enrollees. With an experienced team of auditors, analysts, and 


communications staff, we are experts at displaying results clearly and concisely, 


including comparative and trending data that clearly identify areas of strengths and 


improvement needs for the client.   


The Assure team’s approach to performance measure validation is rooted in the CMS 


EQR protocol and will include the following steps. 
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Step 1: We will complete a HEDIS Road Map for any HEDIS organization following NQCA 


standards and guidance. The Roadmap is an organizational assessment that describes 


the organization’s services (e.g., medical, vision, behavioral, pharmacy), systems (e.g., 


claims and encounter processing, provider credentialing and enrollment), and data 


sources and infrastructure (e.g., data collection, management, storage, mapping to 


HEDIS reporting). 


Step 2: We will conduct an ISCA, assessing each organization’s ability to comply with 


42 CFR §438.242. The ISCA also assesses the completeness, accuracy, and timeliness of 


data received from providers, and the organization’s ability to make data available to 


the state. Assure uses an ISCA protocol tool to assess MCOs’ and third parties’ IT data 


processing, including 11 comprehensive and distinct sections, from staffing to member 


enrollment and vendor management. Each section has clear scoring criteria and lists 


of required supporting documentation, ensuring that organizations are aware of 


expectations. The tool also includes guidance to educate users on industry norms such 


as password standards and links to the state’s administrative rules. Each MCO and the 


state receive a report identifying strengths and weaknesses or areas for improvement 


and are provided a two-week period to submit new documentation or information to 


address any weaknesses. 


Step 3: Using a tool similar to the ISCA tool, the PMV will assess the state’s production 


of performance measures. We follow the CMS EQR protocol, ensuring that we meet 


state-specific IT and data configuration needs.   


The Assure team performs all PMV and ISCA activities. We have worked closely with 


state clients and MCOs to coordinate onsite, telephonic, or virtual meetings; lead 


informative discussions on new tools; and provide well-designed reports ensuring that 


organizations understand their strengths and areas for improvement.   


As part of the PMV and ISCA assessment, the Assure team works with each MCO and the 


state to gain an understanding of any new internal organizational leadership or 


staffing structure changes, planned or completed mergers, acquisitions or business 


service offering changes, and any IT changes that may impact the ability to deliver 


accurate, complete, and timely data used to calculate performance measures. 


See Section VIII, Attachment 12 (Oregon Performance Measure Calculation – Summary 


Report of 2013 Measures) as an example of our Performance Measure Calculation 


work. 


 


Relevant Experience 


The Assure team has calculated HEDIS-like performance measures year-over-year for 


the Medicaid program in New Mexico, in addition to calculating three clinical 
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performance measures to establish a baseline in Oregon. Highlights of our relevant 


experience are outlined in Table 9.  


Table 9. Assure Team Experience with Validating Performance Measures. 


Customer Project Details 
Oregon Health Authority, 
2005‒present 


OHA has developed incentive measures to evaluate the 
Oregon CCOs’ performance on health care quality and 
access, and to hold CCOs accountable for improved 
outcomes. Assure conducted an ISCA of all CCOs, dental 
organizations, behavioral health organizations, third-
party data managers, and the state, and subsequently 
validated the following incentive measures: 
 Adolescent Well Care Visits (age 12–21) 
 Alcohol or Other Substance Misuse (SBIRT) (age 


12+) 
 Ambulatory Care: Emergency Department 


Utilization (all ages) 
 Dental Sealants (age 6–9, 10–14) 
 Developmental Screening in the First 36 Months of 


Life (age 0–3) 
 Effective Contraceptive Use (age 15–50) 
 Follow-up after Hospitalization for Mental Illness 


(age 6+) 
Washington, 2012‒2014 Assure performed a HEDIS audit for MCOs (physical 


health) and performance measure validation and ISCA 
audits for Regional Service Networks (behavioral 
health). Year over year, Assure worked with local 
plans and the state to monitor progress on previous 
years’ recommendations, ultimately improving the 
quality of the performance measure calculations.  


New Mexico Human 
Services Department, 2015 


The Assure team has been completing a full ISCA every 
two years since 2005, initially for 7 MCOs in a previous 
waiver (Salud and CoLTS), and then for 4 Centennial 
Care MCOs. The ISCA was for each MCO and their 
delegated vendors—pharmacy, dental, transplant and 
transportation. 
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2.1.3.2  Verification of methods used to collect HEDIS performance measures. 


The validation process will be accomplished through methods described in the 


most recent version of the National Committee for Quality Assurance (NCQA) 


HEDIS Compliance Audit™ Specifications or the CMS Validating Performance 


Measures protocol. The audit will be conducted for SFY contract years 2019 and 


each subsequent EQRO contract renewal years. 


 


If and when requested, Assure will initiate the validation process through methods 


described in the NCQA HEDIS Compliance Audit™ Specifications or CMS EQR Protocol 6 


for Validating Performance Measures.  


The Assure team has extensive experience verifying data collection methodology using 


both NCQA HEDIS Compliance Audit specifications and CMS EQR Protocol 6. With an 


experienced team of auditors, analysts, and communications staff, we are experts at 


displaying results clearly and concisely, including comparative and trending data that 


clearly identify areas of strengths and improvement needs for the client.   
 


 


 


 Assure will validate HEDIS™ and performance measures reported as required by 


DHCFP during the preceding 12 months. 


As described in Table 9, Assure has been completing a full ISCA every two years since 


2005, initially for 7 MCOs and then for 4 Centennial Care MCOs. The ISCA was for each 


MCO and their delegated vendors—pharmacy, dental, transplant and transportation. 


The State of Oregon has modified several HEDIS measures, deviating from the original 


specifications to evaluate the Oregon CCO’s performance on health care quality and 


access, and to hold CCOs accountable for improved outcomes. Assure conducted an ISCA 


on all CCOs, dental organizations, behavioral health organizations, third-party data 


managers, and the state, and subsequently validated the following incentive measures: 


 Adolescent Well Care Visits (age 12–21) 
 Alcohol or Other Substance Misuse (SBIRT) (age 12+) 
 Ambulatory Care: Emergency Department Utilization (all ages) 
 Dental Sealants (age 6–9, 10–14) 
 Developmental Screening in the First 36 Months of Life (age 0–3) 
 Effective Contraceptive Use (age 15–50) 
 Follow-up after Hospitalization for Mental Illness (age 6+) 


In Washington, to ensure data integrity, Assure subcontracted with an NCQA-certified 


HEDIS auditor to evaluate each plan’s data collection process. The NCQA HEDIS 


A. Validation of HEDIS and performance measures reported (as required by 


the State) during the preceding 12 months. 
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Compliance Audit™ assured purchasers and health plans of fair and accurate 


comparisons of plan performance.  


 


 


If and when requested, Assure will audit HEDIS™ data using the Interactive Data 


Submission System (IDSS) and will submit information to NCQA, if applicable. 


The Assure team has expertise using the IDSS to submit audited HEDIS™ data to NCQA. 


In our contract with Washington Health Care Authority, Assure compiled individual 


MCO data from the NCQA-audited IDSS results.  We derived the state average for each 


measure by adding individual MCO numerators and denominators, dividing the 


aggregate numerator by the aggregate denominator, and converting the ratio to the 


appropriate reporting unit.  


In New Mexico, the Assure team uses the IDSS data to report, analyze, and provide 


trended results to the state Medicaid agency as part of the performance measure 


validation. Our analysis provides valuable insight to the state on how the Medicaid 


program is performing and on areas for concern that may require additional 


attention. The Assure team uses the IDSS data and its own analysis and interpretation 


of those data to provide recommendations to the state and the MCOs for process 


improvement and PIP focus areas. 


 


If requested, Assure will conduct a HEDIS™ Comparative Analysis for SFY 2019 and 


each subsequent EQR contract renewal year. 


Assure performed a HEDIS™ Comparative Analysis as part of our EQRO contract with 


the Washington Health Care Authority (HCA). All five contracted MCOs were required 


to hold NCQA accreditation by December 31, 2016, and Assure worked with the state 


and MCOs to meet this requirement.  


HEDIS results for a measurement year were gathered, audited, and reported the 


following year. Results were based on a statistically valid random sample of health 


plan enrollees. Assure compiled individual MCO data from the NCQA-audited IDSS 


results. We derived the state average for each measure by adding individual MCO 


numerators and denominators, dividing the aggregate numerator by the aggregate 


denominator, and converting the ratio to the appropriate reporting unit.  


 


B. Audited HEDIS Data using Interactive Data Submission System (IDSS). 


Submit information to NCQA, if applicable. 


C. HEDIS™ Comparative Analysis for SFY 2019 and each subsequent EQR 


contract renewal year.  
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If requested, Assure will prepare and submit a comparative analysis report using 


HEDIS performance measure data submitted by each MCO and DBA/PAHP. 


Assure produced a HEDIS™ performance measure comparative analysis report for the 


Washington Health Care Authority (HCA) each year from 2007 to 2014. These reports 


analyzed and reported on the difference between HEDIS™ rates calculated through the 


administrative vs. the hybrid method. The Washington MCOs reported five hybrid 


measures: childhood immunizations, adolescent immunizations, weight assessment 


and counseling, comprehensive diabetes care, and the well-child measure set.  


Assure worked with MCOs to use supplemental data to calculate their HEDIS™ 


measures. Three distinct categories of supplemental data apply to HEDIS™ reporting: 


Standard, Nonstandard, and Member-reported. All Washington MCOs used auditor-


approved supplemental data in calculating their HEDIS™ measures. We examined 


HCA’s processes and source data as a component of the MCO audit. All MCOs reported 


that the state-supplied data had a positive impact on their well-child measures. 


 


 


 


 


 


Assure will annually evaluate and validate two clinical PIPs and three non-clinical PIPs 


for the MCO, and one clinical PIP and one non-clinical PIP for the DBA/PAHP. 


The Assure team conducts PIP validation according to the CMS protocol to ensure that 


each PIP is designed, conducted, and reported according to methods that align with 


CMS requirements, thereby establishing confidence in any reported improvements. Our 


10-step process includes: 


1. Review the study topic the MCO has selected to determine that it is relevant and 


prioritized. 


2. Assess the MCO’s study question to determine if it is clearly defined and if it can 


be measured. 


3. Assess whether the MCO’s study population is clearly defined and, if a sample is 


used, appropriate methodology is used. 


4. Assess whether the MCO’s study indicator is objective and measurable. 


D. The awarded vendor is required to submit a comparative analysis and 


production of a HEDIS report using HEDIS performance measures data 


submitted by each MCO and DBA/PAHP 


2.1.3.3  Validation of Performance Improvement Projects (PIPs). 


The awarded vendor will be required to annually evaluate and 


validate two clinical PIPs and three non-clinical PIPs for the MCO; 


and one clinical PIP and one non-clinical PIP for the DBA/PAHP. 
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5. Review the MCO’s data collection process to validate that valid and reliable data 


are being reported to the state. 


6. Determine whether the MCO’s data and analysis results are presented for 


baseline and first remeasurement. 


7. Determine whether the MCO is interpreting its results in accordance with 


generally accepted analytical methods. 


8. Determine whether the MCO is developing and implementing improvement 


strategies that are accurately designed to change performance based on the 


quality indicator. 


9. Determine whether the MCO’s data and analysis results are presented for all 


measurement periods. 


10. Validate that the PIP has demonstrated sustained improvement over time. 


To determine the level of compliance with the PIP validation standards, Assure scores 


each PIP following the guidance of the CMS protocol. Each standard has a potential 


score of 100 points for full compliance. The total points earned for each standard are 


weighted and combined to determine an overall PIP score. The overall score is 


weighted 85% for demonstrable improvement in Year 1 (Standards 1–8) and 15% for 


sustained improvement in later years, as demonstrated by remeasurement (Standards 


9–10). Table 10 shows an example scoring calculation.  


 


Table 10. Example PIP Scoring Calculation. 


Standard Compliance rating  
Assigned 


points Weight 
Points 
score 


Demonstrable Improvement 


1 Fully met 100 15% 15.00 


2 Fully met 100 5% 5.00 


3 Partially met 50 10% 5.00 


4 Partially met 50 15% 7.50 


5 Fully met 100 10% 10.00 


6 Minimally met 25 10% 2.50 


7 Partially met 50 10% 5.00 


8 Partially met 50 10% 5.00 


Demonstrable improvement score  50.00 


Sustained Improvement  


9 Substantially met 75 5% 3.75 


10 Partially met 50 10% 5.00 


Sustained improvement score 8.75 


Overall PIP score 58.75 
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For a PIP that has completed no more than one remeasurement, the maximum overall 


score is 85 points. If the PIP has progressed to at least a second remeasurement, 


enabling reviewers to assess sustained improvement, the maximum overall score is 


100. Table 11 shows the PIP scoring ranges used. 


Table 11. PIP Scoring Ranges. 


Compliance 
rating 


Description 
100-point 


scale 
85-point 


scale 


Fully met 
Meets or exceeds all 
requirements 


80–100 68–85 


Substantially 
met 


Meets essential requirements, 
has minor deficiencies 


60–79 51–67 


Partially met 
Meets essential requirements 
in most, but not all, areas  


40–59 34–50 


Minimally met 
Marginally meets 
requirements 


20–39 17–33 


Not met 
Does not meet essential 
requirements 


0–19 0–16 


 


Validity and reliability of study results 


Assure will assess the overall validity and reliability of the study results for each PIP. 


Confidence levels and their definitions are shown in Table 12. 


Table 12. Confidence Levels for PIP Study Results. 


Confidence Level Definition 


High confidence in 
reported results 


Standards for data collection and interpretation of results 
are substantially to fully met. Any identified gaps are 
minor and do not impact validity or reliability of results. 


Low confidence in 
reported results 


Standards for data collection and interpretation of results 
are partially met, indicating study weakness, such as 
unmitigated threats to validity or unexplained changes to 
the study design. Validity of reported results is 
questionable. 


No confidence in 
reported results or 
data analysis plan 


Standards for data collection and interpretation of results 
are not met. Study results are neither valid nor reliable. 
Data analysis plan is unlikely to produce valid results. 


 


The Assure team is highly experienced in helping MCO staff develop and implement 


meaningful, sustainable PIPs. Assure incorporates information from all PIP reviews 


and meetings with the state and MCOs to develop an assessment of technical assistance 


and training needs. After evaluating the current MCO staff’s knowledge base and 
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report documentation skills, the Assure team develops trainings that address MCO 


staff knowledge gaps and build on strengths. PIP trainings have been well received by 


MCO staff and have led to improved compliance with PIP standards. Training topics 


have included selecting a PIP topic, conducting a root cause analysis, using tracking 


and monitoring tools, implementing PDSA cycles, interpreting results, potential 


threats to validity, and common PIP pitfalls.  


For example, a training on PIP topic selection would include the needs of the contractor 


and the enrollees in the service areas, as well as the current status and prior work, so 


that the study topic meets the needs of Nevada’s Medicaid population as well as the 


CMS criteria. Topics must be relevant and measureable with a need supported by data. 


MCOs must collaborate with their provider systems to ensure support for the topic and 


the ability to ensure improvement/outcomes.  


Once a topic is selected, the Assure team performs root cause analyses to identify 


critical levers for change and then teaches the rapid cycle improvement method, which 


allows testing of ideas quickly with small populations before investing time and other 


resources in processes that are flawed in design. This methodology allows for constant 


evaluation of a process and nimble changes to achieve successful interventions on a 


small scale that can be spread to larger populations once fully developed. Additional 


training sessions on defining study indicators and populations, creating data 


collection and analysis plans, identifying appropriate interventions, and interpreting 


study results have helped MCO staff ensure that their PIPs produce meaningful 


improvements in clinical outcomes and service. 


 


 


 


Assure will conduct a validation of MCO and DBA/PAHP network adequacy during the 


preceding 12 months. Our team will provide guidance and support to DHCFP in 


meeting the state’s requirements to ensure adequate access and availability for 


Medicaid members, following the steps illustrated below.  


2.1.3.4  Validation of MCO and DBA/PAHP network adequacy during the 


preceding 12 months. 
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Figure 10. Steps in Validating Network Adequacy. 


In addition to the steps outlined above, the Assure team will partner with DHCFP to 
modify validation methods in compliance with the network adequacy validation 
protocol as it is being developed and issued.   


 


 


 


 


Assure will validate DHCFP’s State Quality Assessment and Performance Improvement 


Strategy (QAPIS) in SFY 2019 and each subsequent EQR contract renewal year.  


2.1.3.5  Validation of the Nevada DHCFP State Quality Assessment and 


Performance Improvement Strategy (QAPIS) in SFY 2019 and each subsequent 


EQR contract renewal year. The comprehensive quality assessment and 


performance improvement program must include PIPs; collection and submission 


of performance measurement data; mechanisms to detect both underutilization 


and overutilization of services; and mechanisms to assess the quality and 


appropriateness of care furnished to recipients with special health care needs as 


defined by the State in the quality strategy under 438.340. 
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The Assure team has reviewed and validated the state QAPIS in Oregon and 


Washington. Each of these reviews used a different approach based on the state 


Medicaid agency’s requirements.  


The initial QAPIS validation reviews were narrowly focused on determining whether 


the QAPIS addressed all relevant federal requirements. Examples of these reviews are 


attached in Section VIII, Attachments 13 and 14 (Extract from OMHAS Quality Strategy 


Review; Quality Strategy Review Report). 


The Washington Medicaid agency required a more robust approach for the managed 


care program for mental health services. The review was focused on the Quality 


Strategy outcomes, including compliance with regulatory requirements, performance 


measurement, quality initiatives, and strategic planning. Assure interviewed Regional 


Support Network (RSN) staff and stakeholders and conducted clinical record reviews to 


determine whether the Quality Strategy initiatives were being implemented by the 


RSNs and the contracted providers. A sample report from this review is attached in 


Section VIII, Attachment 15 (Extract from 2013 WA EQR Annual Report). 


For the past two years, Assure has reviewed the annual QAPI program documentation 


of each of the 16 CCOs in Oregon. The CCOs were required to address the federal 


requirements included in their contracts and outlined in the Medicaid waiver. Assure 


reviewed QAPI documentation of over- and underutilization and system activities for 


physical, dental, and behavioral health services for members with special health care 


needs, such as those with severe and persistent mental illness. 


As part of this review, Assure reviewed CCO PIPs for evidence of an adequate quality 


management structure, a quality strategy work plan with goals and objectives, 


assessment of the effectiveness of the QAPI program, identification of gaps in 


improvement, and the method for monitoring and implementing PIPs.  


 


A. The awarded vendor will evaluate the completeness of the state quality 


assessment and performance improvement strategy, examining strengths, 


limitations, and recommending improvements in the description or 


implementation of the strategy 


 


Assure will evaluate the completeness of the state QAPIS, examining strengths and 


limitations and recommending improvements in the description or implementation of 


the strategy. 


As part of this review, we will review MCO PIPs for evidence of an adequate quality 


management structure, a Quality Strategy work plan with goals and objectives, 


assessment of the effectiveness of the QAPI program, performance measurement, 
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identification of gaps, and the method for monitoring and implementing PIPs. These 


reviews will also include over- and underutilization, assessment of access to services 


(availability, timeliness), cultural considerations, care coordination (especially for 


those with special health care needs) and integration of services. As part of this review, 


Assure will coordinate and compile subject matter expert review of the MCOs’ QAPI 


plans in meeting the state’s quality strategy goals. We will provide recommendations 


for each element to the Medicaid agency.  


 


B. The awarded vendor will provide technical assistance to the Division as 


needed to incorporate changes and recommendations for the development 


of the Quality Strategy and performance tracking tool for the MCOs, 


DBA/PAHP, and CMO. 


 


Assure will provide technical assistance to DHCFP as needed to incorporate changes 


and recommendations for the development of the Quality Strategy and performance 


tracking tool for the MCOs, DBA/PAHP, and CMO. 


The Assure team is ready to assist DHCFP in incorporating EQR recommendations into 


the Quality Strategy, and will work with DHCFP to develop a performance tracking tool 


for the health plans to use. We can provide technical assistance on the use of tools and 


can modify the tools as audit criteria change based on the prior-year experience and 


review. Assure has experience in Oregon facilitating collaborative workgroups in 


which MCOs share best practices and specific interventions for targeted populations to 


address needs identified in the QAPIS review.  


 


C. The evaluation in each year should include information about the State’s 


progress and status of goals; trends in clinical or service quality 


performance improvement programs; corrective actions and sanctions; 


progress and status of value based purchasing; and an assessment of the 


overall structure and process of the State Quality Assessment and 


Performance Improvement Strategy. Findings from this assessment will be 


incorporated as a chapter in the EQR Technical Report described below, 


entitled “External Quality Review Technical Report”.     


 


Assure will include a chapter in the EQR Technical Report with information about the 


state’s progress and status of goals; trends in clinical or service quality performance 


improvement programs; corrective actions and sanctions; progress and status of 


value-based purchasing; and an assessment of the overall structure and process of the 


State QAPIS. 
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The Assure team has incorporated the QAPI review results into the annual EQR report 


for Oregon, including trends in service quality, performance measure trends, and PIP 


results. Summary data are included on findings and related corrective action with 


updates on the status of the corrective action. We have incorporated data trends as 


appropriate, and a summary of the overall State QAPIS, as evidenced by the review of 


the individual MCOs.  


 


D. DHCFP requires an electronic copy of the final report in PDF and Word 


Format annually and three (3) hard copies of the final report for 


distribution. 


 


Assure will provide an electronic copy of the final report in PDF and Word format 


annually and three hard copies of the final report for distribution. 


2.1.3.6  Annual External Quality Review Technical Report –  


The vendor will be required to produce a detailed technical report that must 


include: 


A. Objectives; technical methods of data collection and analysis; 


description of data obtained, including validated performance measure 


data for each activity; and conclusions drawn from the data. 


B. An assessment of each MCO's and DBA/PAHP's strengths and 


weaknesses for the quality, timeliness, and access to health care services 


furnished to Medicaid beneficiaries. 


C. Recommendations for improving the quality of health care services 


furnished by each MCO and DBA/PAHP including how the State can 


target goals and objectives in the quality strategy, to better support 


improvement in the quality, timeliness, and access to health care 


services furnished to Medicaid recipients. 


D. Methodologically appropriate, comparative information about all MCOs 


and DBA/PAHP, consistent with guidance included in the EQR protocols 


issued in accordance with §438.352(e). 


E. An assessment of the degree to which each MCO and PAHP, has 


addressed effectively the recommendations for quality improvement 


made by the EQRO during the previous year's EQR. 


F. Revision. States may not substantively revise the content of the final 


EQR technical report without evidence of error or omission. 
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The Assure team will produce an Annual EQR Technical Report that complies fully with 


42 CFR §438.354(a) and that meets all requirements listed above. In our capacity as 


EQRO in other states, we have produced such reports each year since 2005. Assure 


strives to produce reports that are readable, comprehensible, and usable, and we have 


a track record of producing reports that reflect these considerations across multiple 


states for many years. Our reports identify strengths and weaknesses at the system 


level and for individual MCOs. We have the clinical and administrative expertise to 


identify efficiencies and best practices that MCOs and the state can implement to 


improve the health of Medicaid beneficiaries while controlling costs and 


administrative burden. 


Our annual EQR technical reports provide specific, actionable recommendations to key 


stakeholders, including MCOs and, in some instances, the state Medicaid agency, as we 


identify best practices and other efficiencies. Our recommendations often result in 


contractual changes and are credited with directly improving the efficient delivery of 


appropriate care to Medicaid beneficiaries.  


Assure’s annual EQR technical reports focus on performance comparisons and best 


practices across the state’s managed care plans. Our general process for creating these 


comparisons includes: 


1. Complete all MCO-specific reports with strengths, weaknesses, and corrective 
action plans. 


2. Synthesize all MCO-specific results into the aggregate technical report. 
3. Draw out statewide recommendations based on results of the MCO-specific 


analyses. 


Our organizational approach is to incorporate the required federal regulatory criteria 


into the presentation of results for each review activity (e.g., compliance review, PIP 


validation, performance measure validation and assessment, network adequacy, and 


G. Availability of information. (1) The State must contract with a qualified 


EQRO to produce and submit to the State an annual EQR technical report 


in accordance with paragraph (a) of this section. The State must finalize 


the annual technical report by April 30th of each year, 


H. Each year the Vendor will include a Chapter in the EQR Technical Report 


summarizing the findings from the assessment of the DHCFP’s 


implementation of the State Quality Assessment, Performance 


Improvement Strategy and Performance Tracking Tool.  DHCFP requires 


an electronic copy of the final report in PDF and Word Format annually 


and three (3) hard copies of the final report for distribution.  
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EDV, as well as any additional optional activities), one review activity per chapter. 


Each chapter includes an introduction detailing: 


 the objectives of the EQR activity and associated methodology 
 how we gathered, validated, and analyzed the data for the assessment (e.g., 


review of documentation, desktop audits, onsite interviews of health plan and 
provider staff, phone interviews) 


 the type of data and documentation we received (e.g., policies and procedures, 
program descriptions, survey results, monitoring tools, monitoring results, 
protocols, work flow documentation) 


In scoring and presenting the results of the EQR monitoring activities, Assure uses the 


categorical scoring of “Met” (pass), “Partially Met” (pass), or “Not Met” (fail) for each 


evaluation component. The categorical scores allow both the state and the managed 


care plans to understand clearly which assessment components passed the review and 


which components require a corrective action plan. For each section in the annual 


report, we note strengths and weaknesses, both system-wide and specific to individual 


health plans, as well as improvement opportunities and recommendations requiring a 


corrective action plan. In subsequent reports, we follow up on and address the 


corrective action plans that were issued during the previous-year’s EQR. 


Finally, we include an executive summary at the beginning of the Annual Technical 


Report to provide readers with ready access to strengths and recommendations, 


followed by a brief overview of the state’s health care landscape.  


To maximize reader comprehension, we present strengths and weaknesses in bulleted 


form, organized by timeliness, access, and quality; recommendations requiring 


corrective action plans in shaded call-out boxes; and comparative results of all MCOs in 


table format using visual displays for each score. We also include individual MCO 


profiles in a report appendix, summarizing the results of all monitoring activity in 


easily accessible form. 


Each section of the annual report undergoes an intensive editing and review process to 


ensure that the writing is clear, concise, and straightforward. Once we produce a draft 


of the report, we submit it to the state Medicaid agency for feedback and comment, 


which our team incorporates into a final version. This process ensures that we produce 


easy-to-read, polished, and informative reports with actionable recommendations that 


managed care plans and the state will find valuable.  


Examples of our reports are attached in Section VIII, Attachments 16 and 17 (2016 OHA 


Annual EQR Report; 2016 OHA Annual EQR Report, Appendix A). 
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2.1.4 Compliance Review 


Conduct a compliance review evaluating the effectiveness of the quality strategy within 


the previous 3 years. This review will be broken out in sections to be reviewed annually. 


 


Assure will conduct a compliance review evaluating the effectiveness of the quality 


strategy within the previous three years. This review will be broken out in sections to 


be reviewed annually. 


The Assure team conducts audits of each MCOs’ internal and delegated QI functions, 


and provides feedback and guidance to help the managed care plans provide better, 


safer care for enrollees and comply with regulatory or accreditation criteria. We 


collect, review, assess, and analyze information on the plans’ compliance with 


managed care regulatory and contractual standards in the areas of: 


 enrollee rights and protections 
 grievances and appeals 
 certification and program integrity, including fraud, waste, and abuse 
 quality assessment and performance improvement 
 care coordination and transitions of care 
 delegation to subcontractors 
 credentialing of contracted providers 
 adverse benefit determination 
 delivery system availability of services 
 coverage and authorization of services 
 provider selection and credentialing 
 practice guidelines 
 health information systems 


Our reviews are designed to answer the following questions. 


1. Does the MCO meet CMS regulatory requirements? 
2. Does the MCO meet the requirements of its contract with the state Medicaid 


agency? 
3. Does the MCO monitor and oversee contracted providers’ performance of 


delegated activities to ensure regulatory and contractual compliance? 
4. Does the MCO have policies and procedures in place to discover and take action 


to address fraud, waste, and abuse when they occur in the Medicaid program? 
5. Is the MCO maintaining ultimate responsibility and oversight for adhering to 


and otherwise fully complying with all terms and conditions of its contract with 
the State despite having delegated those responsibilities to a subcontractor? 


6. Does the MCO have processes in place to monitor the effectiveness of its care 
coordination processes? 
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7. Does the MCO have policies and procedures in place to facilitate smooth 
transitions for its members transferring to and from different health care 
settings? 


While our compliance review processes are similar from state to state, each is tailored 


to meet the specific needs of each state. We will adapt them to meet the needs of 


Nevada’s program. As stated throughout this proposal, our reviews are based on the 


CMS EQR protocol, with state-specific modifications developed in consultation with the 


Medicaid agency.  


Our general process is as follows: 


1. The Assure team works with the state Medicaid agency to determine areas of 


particular interest or concern to the state.  


2. At the beginning of each year, an initial meeting is held with all health plans to 


lay out the timeline for the audit activities, review technical specifications for 


document submission, and answer questions or clarify instructions. This 


meeting, which can be conducted either in person or via teleconference, 


addresses all audits for the year. 


3. Documents for the audit are collected electronically through our secure portal 


that is maintained at no cost to the health plans. Documents containing 


personal health information are quickly and securely shared through the portal, 


allowing for more efficiency in collecting and storing documentation that 


supports the results of the EQR audit.  


4. The Assure team completes the review, offers the health plans an opportunity to 


resubmit any documentation that will further support their compliance, and 


completes a report for each individual plan.  


5. Assure completes the report based on the requirements set forth by the state. 


The report includes a summary analysis of scores and findings along with 


accompanying recommendations for improvement.  


6. Assure follows up in subsequent years regarding findings, opportunities for 


improvement, and observations collected in the initial review. The follow-up 


status is reported to the state in individual plan reports and in the final annual 


technical report.  


7. Throughout the review, Assure uses current technology to communicate with 


MCOs and their staff by providing educational opportunities in person, remotely, 


and on demand. Reviews are completed in the Assure office so the time used at 


the annual site visit at each health plan focuses on staff interviews and 


opportunities to discuss best practices to improve enrollee care. MCOs have 
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expressed positive feedback with the reduction in time their staff is required to 


travel or be onsite for EQR audits.  


2.1.5 Technical Assistance and Optional Activities 


The Assure team provides in-person and remote assistance to the Medicaid agency and 


managed care plan staff, individually or in groups. Technical assistance topics range 


from using secure electronic portals for sharing sensitive data, to how to create and 


monitor PIPs for Medicaid populations. We have also provided trainings on quality 


assurance and performance improvement, disaster recovery/business continuity 


planning, Medicaid EDV and care transitions. 


The vendor may be required to provide technical assistance and/or optional activities 


described in 42 CFR 438.358(c) or comparable activities that assess the quality or 


utilization of services in the fee-for-service program to DHCFP and the participating 


MCOs, PAHP, and CMO during the contract period. The specific nature of the technical 


assistance will be defined on a case-by-case basis, but at a minimum, may include 


educational sessions to enhance the use of EQR results, identification of healthcare 


trends or “best practices” in performance measures or quality improvement activities; 


providing clinical consultation and/or expertise; and conducting evaluations of health 


care initiatives. Optional activities described in 42 CFR 438.358(c) may include:  


2.1.5.1  Nevada Medicaid FFS population activities such as: 


A. Clinical focused studies; 


B. Healthcare Effectiveness Data and Information Set (HEDIS®) 


or HEDIS like calculations and audits;    


C. Encounter data validation and omission studies; and 


D. Consumer Assessment of Healthcare Providers and Systems 


(CAHPS®) surveys. 


As requested, Assure will provide technical assistance and/or optional activities 


described in 42 CFR §438.358(c), or comparable activities that assess the quality or 


utilization of services in the fee-for-service program, to DHCFP and the participating 


MCOs, PAHP, and CMO during the contract period. 


Examples of our expertise and previous work related to 2.1.5.1 A through D are 


described below: 
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Subsection A: Clinical focused studies 


Section 2.1.2.5 above provides detailed examples of Assure’s expertise and experience 


designing, developing, implementing, and reporting upon clinical focused studies. Our 


expert clinicians, researchers, and analysts can design studies to drill down for root 


causes behind performance and patient satisfaction scores, to help identify high-


leverage opportunities for improvement. Past topics have included perinatal care, 


childhood immunizations, behavioral health, asthma, nursing facility care, and well-


child care, including Medicaid-mandated Early and Periodic Screening, Diagnosis and 


Treatment, and quality issues involved in the delivery of managed mental health care. 


The Assure team has extensive experience with focused clinical studies. The clinical 


experts on our team have both the clinical and QI experience to efficiently and 


effectively design and perform clinical studies.   


Subsection B: HEDIS or HEDIS-like calculations and audits 


Members of the Assure team have experience leading HEDIS review, from hiring and 


training staff to completing submission to NCQA. We have also designed methods for 


calculating HEDIS-like rates. Following New Mexico’s rollout of Centennial Care in 


2014, the New Mexico Human Services Department contracted with Assure to produce 


HEDIS-like measure specifications to be used for oversight of managed care 


organizations in the state.  


The purpose of the HEDIS-like project was to provide the state Medicaid agency with 


performance data more quickly than the annual HEDIS cycle allows. The Assure team 


collaborated closely with the state Medicaid agency to determine what areas were of 


greatest concern and developed methods to gather and analyze information quickly 


and accurately. The Medicaid agency used this rapid cycle information to make 


decisions on programmatic changes much faster than would otherwise have been 


possible. This ad hoc project is just one example of the Assure team’s willingness to 


work closely with Medicaid agencies to provide useful, accurate, and timely data to 


help the entire Medicaid program succeed.  


Our staff proposed measure specifications, then calculated plan performance on those 


measures using claims data submitted by each plan, performing data quality checks 


before measure calculation. 


Subsection C: Encounter data validation and omission studies 


The Assure team has direct expertise and experience designing methods for gathering, 


analyzing, and reporting on encounter data. In 2017, the Assure team developed and 


implemented an EDV project with the New Mexico Medicaid agency. Assure worked to 


reconcile the encounter data submitted to the EQRO by the MCO and the data accepted 
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in the state’s Medical Management Information System (MMIS). The project was 


designed to satisfy part of the work requirements set forth in Activity 3 of the CMS EQR 


Protocol 4, which requires a determination of the completeness, accuracy, and quality 


of the encounter data submitted by each MCO. CMS EQR Protocol 4 is a way to assess 


whether the encounter data can be used to determine program effectiveness, 


accurately evaluate utilization, identify service gaps, and make management 


decisions. In addition, the protocol requires an evaluation of Medicaid agency policies 


and of the health plan policies, procedures, and systems to identify strengths and 


opportunities to enhance oversight. 


The Assure team worked closely with the state Medicaid agency, the state’s contracted 


MMIS vendor, and MCO technical staff to gather and analyze data, provide technical 


assistance, report findings, and provide recommendations for improvement. 


Subsection D: CAHPS® surveys 


If asked to provide services that require a certified CAHPS vendor, Assure will 


subcontract with DataStat. We have signed a teaming agreement with DataStat to 


enable expedient contracting once a scope of work is identified.  


2.1.5.2 Nevada Medicaid Care Coordination program activities such as: 


A. A comprehensive on-site contract compliance audit of DHCFP’s Care 


Coordination Vendor. 


B. Validation of up to 5 Performance Measures for DHCFP’s CMO Vendor. The 


EQRO will conduct the Validation of Performance Measures review in 


compliance with the CMS Protocol, Validating Performance Measures. 


A. A comprehensive on-site contract compliance audit of DHCFP’s Care 


Coordination Vendor 


Assure is skilled in onsite auditing for contract compliance and in providing technical 


assistance and education for contractors. As the State of Nevada implements new CMO 


programs, Assure will work in partnership with DHCFP to outline a comprehensive 


audit process to ensure compliance with applicable contractual and regulatory 


requirements. The current CMO contract (effective through June 30, 2018) is part of the 


Nevada Comprehensive Care Waiver and mandatory for specific recipients.  


Approach 


The Assure team will work with DHCFP to audit CMO(s) for contract compliance in the 


following manner:  
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 Outline all contract requirements, including applicable state and federal
regulations.


 Develop a focused audit to review and address the priorities of DHCFP.
 Review the audit tool and required documentation with the CMO(s).
 Schedule the onsite audit with DHCFP and CMO(s).
 Develop the agenda for onsite audit.
 Request and review submitted documentation ahead of the audit.
 Conduct the onsite audit of CMO(s), including:


o technical assistance and education regarding areas of noncompliance


o exit interview to reflect initial status of contract compliance


o opportunity to provide additional documentation


 Provide DHCFP with a report of the CMO(s) compliance with applicable
contractual and regulatory requirements.


 Conduct further technical assistance, education, or review for CMOs as directed
by DHCFP.


The contract compliance audit may include, but is not limited to: 


 enrollment and disenrollment accuracy
 review of populations to ensure that they meet criteria
 member rights and member information
 coordination and monitoring of primary health care services for the identified


population
 availability and accessibility of services
 timeliness of services
 documentation review of care planning and other required clinical


documentation
 member outreach and education activities
 coordination with behavioral health systems and other providers
 compliance with federal requirements regarding Indian health care providers
 review of operations information data (including policies and procedures,


customer service call center operations, medical records compliance, etc.)
 program integrity
 claims review, utilization and practice patterns
 QI activities, including member satisfaction surveys and other data collection


Examples of Relevant Experience 


The Assure team has significant experience with auditing contract compliance. Our 


review of the MCOs throughout Oregon, Washington, and New Mexico has included 


review of compliance with the state’s contract with MCOs and applicable state and 


federal requirements (see section 2.1.1.3). Assure has worked closely with states to 


outline the compliance requirements for review. A significant piece of development of 


the audit criteria has been reviewing the audit tools and required documentation with 
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the MCOs and receiving the MCOs’ feedback. In addition, Assure works closely with the 


Oregon Health Authority to provide service authorization for the Medicaid and CHIP 


fee-for-service populations receiving services in psychiatric residential treatment 


facilities and state hospital levels of care. Authorization of these services involves 


review of coordination of services with the local communities (urban and rural) to 


ensure that treatment goals are achieved and maintained.   


B. Validation of Performance Measures 


Assure recognizes the importance of care coordination and understands the value of 


accurately calculated performance measures to improve care coordination. We have 


12 years of experience working with state Medicaid programs to conduct performance 


measure validation (PMV), including Information Systems Capabilities Assessments 


(ISCA). We hold our team to the highest standards, always conducting PMV according 


to statistically sound methods and generating actionable QI recommendations for 


state Medicaid programs. With an experienced team of auditors, analysts, and 


communications staff, we are experts at displaying results clearly and concisely, 


including comparative and trending data that clearly identify areas of strengths and 


improvement needs for the client. 


The Assure Approach to Performance Measure Validation 


The Assure team’s approach to PMV is rooted in the CMS protocol. First, we complete a 


HEDIS Road Map for any HEDIS measures following NQCA standards and guidance. 


Then, the ISCA assesses an organization’s ability to comply with 42 CFR §438.242. Next, 


the PMV assesses the state’s production of performance measures.  


As part of the PMV, the Assure team works with each MCO and the state to gain an 


understanding of any new internal organizational leadership or staffing structure 


changes, planned or completed mergers, acquisitions, or business service offering 


changes, and any IT changes that may impact the ability to deliver accurate, complete, 


and timely data used to calculate performance measures. 


Relevant Experience 


Table 13. Assure Team Experience with Performance Measure Validation. 


Customer Project Details 
Oregon Health Authority, 
2005‒present 


OHA has developed incentive measures to evaluate the 
Oregon CCOs’ performance on health care quality and 
access and to hold CCOs accountable for improved 
outcomes. Assure conducted an ISCA on all CCOs, 
dental and behavioral health organizations, third-
party data managers, and the state, and subsequently 
validated the following incentive measures: 
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 Adolescent Well Care Visits (age 12–21)
 Alcohol or Other Substance Misuse (SBIRT) (age


12+) 
 Ambulatory Care: Emergency Department


Utilization (all ages)
 Dental Sealants (age 6–9, 10–14)
 Developmental Screening in the First 36 Months of


Life (age 0–3)
 Effective Contraceptive Use (age 15–50)
 Follow-up after Hospitalization for Mental Illness


(age 6+)
Washington Health Care 
Authority, 2012‒2014 


Assure performed a HEDIS audit for MCOs (physical 
health) and performance measure validation and ISCA 
audits for Regional Service Networks (behavioral 
health). Year over year, Assure worked with local 
plans and the state to monitor progress on previous 
years’ recommendations, ultimately improving the 
quality of the performance measure calculations.  


New Mexico Human 
Services Department, 2015 


The Assure team has performed a performance 
measure validation every year since 2005 on state-
specified performance measures for both integrated 
and non-integrated MCOs. The PMV reviewed physical 
and behavioral health populations plus long-term 
services and supports over several waivers in the last 
13 years. The Assure team has worked with the state 
Medicaid agency to identify recommendations for each 
MCO’s PM process including follow up each year on 
previous EQR recommendations.   


2.1.5.3 Development and/or implementation of the Medicaid managed care 


quality rating system 


The awarded vendor may be asked to assist with the development and/or 


implementation of the Medicaid managed care quality rating system within 3 years 


of the date of the final notice in the FEDERAL REGISTER by: 


A. Adopting the Quality Rating System developed by CMS, in consultation 


with States and other stakeholders and after providing public notice and 


opportunity to comment, will identify performance measures and a 


methodology for a Medicaid managed care quality rating system that 


aligns with the summary indicators of the qualified health plan quality 


rating system; or 
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B. Adopting an alternative Medicaid managed care rating system approved 


by CMS that utilizes different performance measures or applies a 


different methodology as long as the ratings generated by the 


alternative rating system yield information regarding the MCOs, and 


PAHP performance is substantially comparable to that yielded by the 


system developed by CMS. 


The Assure team will work with DHCFP to development and implement the Medicaid 


managed care Quality Rating System by: 


 leveraging our experience in assisting state Medicaid agencies with improving
quality (see section 2.1.2.6)


 partnering with DHCFP to gather stakeholder input (including public comment
and input from the state's Medical Care Advisory Committee), identify
performance measures, and develop and implement a methodology for the
Medicaid managed care quality rating system


 providing technical assistance to the MCOs and PAHP on implementation and
ongoing compliance with the adopted quality rating system


 annually assisting DHCFP in collecting the data from each MCO and PAHP and
issuing an annual quality rating for each plan


2.1.5.4  Quality activities for Aged Blind and Disabled program 


The awarded vendor may be asked to perform the following quality activities for a 


new Nevada Medicaid Aged Blind and Disabled (ABD) managed care expansion 


program. Tasks may include: 


A. Provide consulting to DHCFP for ABD performance measures. The EQRO 


will identify/recommend new or revised performance measures applicable 


to the ABD population; 


B. Conduct an Information Systems (IS) Readiness Review on selected ABD 


MCO Vendors; and 


C. Evaluate implementation of performance measures. 


Assure staff is qualified and interested in taking on the specified activities to serve the 


ABD Medicaid population in Nevada. Similar experience is described below. 


Subsection A: ABD performance measures consulting 


Assure assisted the New Mexico Medicaid agency in review of two MCOs that were 


contracted to oversee the state's Coordination of Long Term Services (CoLTS) Medicaid 


waiver. The CoLTS program targeted low-income elderly people who might require 


nursing home care were it not for the services provided under this program. CoLTS 
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offers care services and non-care support to enable older adults and people with 


disabilities to remain living in their own homes and/or assisted living communities 


instead of being placed in a nursing home.  


After the review, the Assure team completed all the EQR mandatory protocol activities 


for both MCOs contracted within the CoLTs program. 


In addition, the Assure team performs mandatory and optional review protocols for 


MCOs in the current New Mexico Medicaid waiver, Centennial Care, where each MCO is 


responsible not only for physical and behavioral health services but also for long-term 


supports and services to Medicaid enrollees. The Assure team includes licensed nurses 


with direct patient care and auditing experience for the aged, blind, and disabled 


population, and we understand the barriers this population experiences to access to 


timely and quality care. Assure has provided focused technical assistance to the MCO 


care coordination staff and to Medicaid agency staff about this population and their 


specific needs.   


Subsection B: IS readiness review 


Assure completes regular ISCA projects adhering to the requirements set forth in CMS 


EQR Protocol Appendix V. We send an extensive questionnaire to the MCOs which then 


submit the completed questionnaire along with supporting documentation. Assure 


reviewers, analysts, and IT experts review the data to assess completeness and 


adequacy. Once that analysis is finished, we follow the reporting method specified by 


the state Medicaid agency. The ISCA report can either be a standalone report or it can 


be incorporated into one of the other standard EQR reports. 


Assure performed an ISCA readiness review in 2013 for the newly contracted CCOs 


under Oregon’s revised waiver. We worked with the state Medicaid agency to define 


what would be included in the readiness review for the newly formed organizations. 


The ISCA review focused on the how the CCOs adapted their information systems and 


infrastructure to the new model of care and on their readiness for the full ISCA in the 


following year. Assure reviewed the CCOs’ documentation related to their information 


systems, interviewed relevant staff members and partners, and identified strengths 


and recommendations to improve in certain areas in preparation for the ISCA. 


Each CCO received feedback in its EQR report on strengths and areas for improvement. 


The readiness review covered: 


1. Information system used for producing reports and performance measures


2. Hardware


3. Security, including a data center walk-through


4. Data processing


5. Enrollment systems
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6. Provider compensation (structure and monitoring)


7. Vendor data processing


8. Electronic health records


Assure summarized the results of this review in the annual EQR technical report. 


Subsection C: Evaluation of Performance Measures 


Starting in 2005, the EQRO validated PMs for the two, statewide long-term care MCOs; 


then PM validation was completed according to the 2012 CMS EQR Protocol 2 for the 


redesigned Medicaid waiver, called Centennial Care, for the four integrated, statewide 


MCOs.  


The Assure team’s approach to PMV is rooted in CMS EQR Protocol 2. Through more 


than a dozen years of PMV and ISCA experience, the Assure team has worked closely 


with state clients and MCOs to coordinate onsite, telephonic, or virtual meetings; lead 


informative discussions on new tools; and provide well-designed reports ensuring that 


organizations have knowledge of strengths and areas for improvement. Our QI 


professionals, information systems specialists, and healthcare data analysts have over 


12 years of experience in conducting PMV for long-term support and services members. 


2.1.5.5  Activities for TANF/CHAP and CHIP in Rural Counties 


The awarded vendor may be asked to perform the following quality activities for 


expansion of Managed Care for the TANF/CHAP and CHIP populations into the rural 


counties.  The awarded vendor may be asked to provide consulting to DHCFP’s 


MCOs.  Tasks may include: 


A. Provide consulting for expansion performance measures applicable to the 


TANF/CHAP and CHIP populations; 


B. Conduct an Information Systems (IS) Readiness Review on selected 


expansion MCO Vendor(s); 


C. Provide technical assistance to the MCOs on the development of performance 


measures; and 


D. Conduct a HEDIS Compliance Audit or validate the measures using the CMS 


Validating Performance Measures protocol on the contracted MCOs. 


Subsection A: Consulting for expansion performance measures 


Most of New Mexico consists of rural or frontier areas, including pueblo communities, 


where many Medicaid enrollees live. The Assure team has completed mandatory and 


optional protocols on the CHIP and TANF population as part of the overall Medicaid 
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population. Assure completed a readiness review for the CoLTS waiver MCOs, as 


described above.  


Subsection B: IS readiness review 


Assure completes regular ISCA reviews adhering to the requirements set forth in CMS 


EQR Protocol Appendix V. The Assure team sends an extensive questionnaire to the 


MCOs which then submit the completed questionnaire along with supporting 


documentation. Assure reviewers, analysts, and information technology go through 


the data to assess its completeness and adequacy. Once that analysis is finished, the 


Assure team follows the reporting method specified by the state Medicaid agency. The 


ISCA report can either be a standalone report or it can be incorporated into one of the 


other standard EQR reports. 


Assure performed an ISCA readiness review in 2013 for the newly contracted CCOs 


under Oregon’s revised waiver. We worked with the state Medicaid agency to define 


what would be included in the readiness review for the newly formed organizations. 


The ISCA review focused on the how the CCOs adapted their information systems and 


infrastructure to the new model of care and on their readiness for the full ISCA in the 


following year. Assure reviewed the CCOs’ documentation related to their information 


systems, interviewed relevant staff members and partners, and identified strengths 


and recommendations to improve in certain areas in preparation for the ISCA. 


Each CCO received feedback in its EQR report on strengths and areas for improvement. 


The readiness review covered: 


1. Information system used for producing reports and performance measures


2. Hardware


3. Security, including a data center walk-through


4. Data processing


5. Enrollment systems


6. Provider compensation (structure and monitoring)


7. Vendor data processing


8. Electronic health records


Assure summarized the results of this review in the annual EQR technical report. 


In Oregon, Assure completes onsite ISCA audits every other year. The audit includes a 


walk-through of CCO data centers. In alternate years, Assure conducts telephone 


interviews to follow up on the status of any findings from the full ISCA audit. Assure’s 


ISCA tool includes a clear set of scoring criteria, including specific documents and 


content required to meet several different informational systems operational 


categories. Each of the 11 ISCA sections has subsections drilling down into the detail of 
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aspects such as programming languages, documentation of proprietary software, and 


documentation of data structures. The scoring criteria require specific documentation. 


For example, the scoring criteria for Data Integration Methods include:  


a. The CCO has documented policies, procedures, or processes relevant to
consolidating Medicaid data for calculating performance measurements.


b. The CCO has documented policies, procedures, or processes relevant to how data
extracts are performed to support calculating Medicaid performance
measurements.


c. All data structures involved in the process of evaluating Medicaid performance
measures are fully documented.


d. The CCO has documented policies, procedures, or processes relevant to handling
of claim and encounter submission and processing lags when evaluating
Medicaid performance measures.


e. The CCO has documented policies, procedures, or processes relevant to how data
integrity is maintained when consolidating Medicaid claim/encounter data for
performance measures.


The scoring categories include: 


 Fully Met: The CCO meets all criteria.
 Substantially Met: The CCO meets criteria A, B, C, and either D or E.
 Partially Met: The CCO meets criteria A, B, and C.
 Not Met: The CCO does not meet the minimum criteria of Partially Met.


Subsection C: Technical assistance to MCOs on development of performance measures 


The Assure team has many years of experience providing technical assistance to MCOs 


on the development of performance measures. We have helped MCOs adopt validated 


measures, modify existing measures, and develop new measures according to the 


guidelines provided by the state Medicaid agency. We have expertise in behavioral 


health, addictions, dental health, long-term care and child-focused measures, in 


addition to measures that consider health equity goals of the state.  


Subsection D:_Conduct a HEDIS Compliance Audit or validate the measures using the 


CMS Validating Performance Measures protocol on the contracted MCOs.  


The Assure team has many years of experience working with state Medicaid programs 


to evaluate the accuracy and the extent to which Medicaid-specific performance 


measures followed HEDIS specifications for the calculation of performance measures, 


and applying the CMS Protocol for Validating Performance Measures. Assure staff have 


led more than a hundred HEDIS audits for MCOs in California, Montana, Florida, 


Washington, and Oregon; sixty Value Based Pay for Performance (VBP4P) audits in 


California; and 30 CMS data validation audits in California and Arizona. The ISCA team 
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first assesses an organization’s ability to comply with 42 CFR §438.242. Then, the PMV 


process assesses the state’s production of performance measures.  


2.1.5.6  Additional Technical Assistance or Consultative Services 


At the discretion of the DHCFP, the EQRO may be asked to provide additional 


technical assistance or consultative services related to EQR activities.  All requests 


for technical assistance or consultative services shall be transmitted in writing from 


the DHCFP to the EQRO.  Each request, at a minimum, will include the following: 


A. A description of the major functions, tasks, and activities required; 


B. The timeline/due date for any reports or identified deliverables; 


C. Specifications as to the medium and/or format of the desired deliverable; 


D. A listing of the EQRO's project requirements; and 


E. Any other instructions, definitions, specifications, requirements, outcomes, 


tangible items, or projects expected. 


The EQRO will submit to the DHCFP, for approval, its cost proposal for completing 


the technical assistance or consultative project according to the scope of work 


detailed in the DHCFP's request. 


Assure will respond to each request from DHCFP for technical assistance and 


consultative services with a detailed cost proposal and a draft work plan covering 


specific tasks, responsible parties, and dates of completion of deliverables for 


completing the scope of work. We will collaborate with the state, MCOs, and other 


stakeholders as appropriate to finalize the plan and execute the technical assistance. 


Our expert team has successfully performed a wide variety of technical assistance and 


is ready to respond to DHCFP’s requests. 


Recent examples of Assure’s ability to quickly respond to requests for technical 


assistance and consultative services include: 


 At the request of the Oregon Health Authority (OHA), Assure is conducting a
review of hospital discharges of enrollees hospitalized with severe and
persistent mental illness to evaluate Oregon’s status for a part of the Oregon
Performance Plan required by the U.S. Department of Justice. After establishing
the review details and criteria, Assure developed a review tool and database,
hired subject matter experts, coordinated access to hospital records for nine
facilities, and completed the first review cycle in three months (about 650
discharges). This project will continue through 2018.


 In April 2017, the Assure team provided an in-person training at OHA’s request
on Delivery System Network reporting (Network Adequacy) for all Oregon CCOs.
This included all planning and implementation (including coordination of site
location, invitations, materials, speakers, agenda, etc.).
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 At OHA’s request, over the past two years, Assure has reviewed the request of
three CCOs to increase their contracted member capacity. We developed the
review criteria in consultation with OHA, and have been performed these
reviews in a timely manner upon request. In addition, Assure has reviewed two
CCOs in 2018 for network adequacy due to material changes. One review
involved a significant change in subcontracting for the CCO’s dental network;
the other review involved to a significant change in member location due to the
closure of another CCO and the need to transfer members.


Examples of our technical assistance or consultative work are attached in Section VIII, 


Attachments 18 and 19 (Opioid Metrics for PIP Primary; Opioid Metrics for PIP 


Secondary). 
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2.2 Qualifications of External Quality Review Organizations 


The following are mandatory requirements needed to successfully meet the minimum 


standards of this RFP.  These items are not negotiable.   


2.2.1  Vendor and Subcontractor Contract Requirements 


The vendor and all subcontractors must meet all requirements of 42 CFR 438.354 


and the mandatory DHCFP contract requirements as follows:  


2.2.1.1 The vendor must have staff with demonstrated experience, knowledge and 


 skills of: 


  A. Medicaid recipients, policies, data systems, and processes; 


  B. Managed care delivery systems, organizations, and financing; 


2.2.1.2 Quality assessment and improvement methods; and 


2.2.1.3 Research design and methodology, including statistical analysis 
 


The following sections demonstrate how the Assure team meets competency 


requirements both through the staff we have proposed for the Nevada EQR SOW and 


through the institutional expertise available to the project through the HealthInsight 


enterprise. The sections include a summary of the Nevada review team’s expertise and 


qualifications, followed by a review of Assure’s qualifications for each specific area of 


the requirements of 42 CFR §438.354. 


Staff Proposed for Nevada EQR SOW 


Oversight 


As the Board Chair for Assure, Sharon Donnelly, MS, is responsible for the success of the 


organization, providing overall direction and ensuring that all contract deliverables 


are timely, performed with excellence and with superior customer service. She has over 


15 years of experience managing large scale projects across multiple states and 


organizations, 20 years of experience in health care quality improvement projects in 


Medicaid and Medicare, a background in statistics, analytics, and HEDIS auditing. 


Dr. Jerry Reeves is the HealthInsight Nevada Medical Director as well as 


HealthInsight’s Corporate Vice President of Medical Affairs. As the medical director for 


Assure’s work in Nevada, he brings significant experience as a practicing physician 


and Chief Medical Officer of several health benefit organizations, such as Culinary 


Health Fund, Humana Inc. and Sierra Health services. He has been providing medical 


and health benefit consulting services in Nevada and throughout the United States for 


18 years.  


 The Assure EQR team is led by Margaret White, RN. BSN, MSHA, CHC, the organization’s 


director of EQR activities. Ms. White has more than 20 years of experience in health 
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care operations, patient care, physician and outpatient revenue cycle, physician 


coding, internal auditing, and monitoring and health care compliance, with five years’ 


experience in specifically managing EQR programs. 


Her team includes a full complement of individuals to meet the mandatory 


qualifications. Table 14 provides a snapshot of the team’s capabilities followed by brief 


summaries of the individual team members meeting competency requirements set 


forth in 42 CFR §438.354 as well as support for these activities. 


Table 14. Assure Team Staff Experience and Knowledge Domains. 
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The Review Team 


 Allen Buice, CPHQ, PMP, has 12 years of experience in the health care industry and 


extensive Medicaid managed care consulting experience delivering cost-effective, 


high-quality health care solutions. He has eight years of experience as a project 


manager and Medicaid compliance lead, leading multidisciplinary teams to 


conduct audits of the contracted organizations and providers.  


Role for Nevada EQR: Compliance Lead and Compliance Reviewer 


 Joyce Caramella, RN, CHPQ, has performed over 18 years of process and QI work for 


clinic systems and health plans. She has been project lead for HEDIS review for 


Medicaid, Medicare, and commercial lines of business. Most recently she worked on 


integrating and coordinating services for contracted medical, dental, and mental 


health plans for the largest Oregon Medicaid CCO. Additionally, she has 10 years’ 


experience with grievance, appeals, and hearings oversight for 17 contracted 


partners of a Medicaid plan.  


Role for Nevada EQR: PIP Reviewer 


 Linda Fanning, LCSW, CPHQ, spent three years as the Oregon Health Authority’s 


Medicaid policy analyst for all Federally Qualified Health Centers, Rural Health 


Clinics, Indian Health Services, and Tribal 638 clinics. She has experience 


coordinating and communicating state and federal policy, billing and 


reimbursement, rate development, active participation in an alternative payment 


methodology pilot project, advocating for and supporting tribal communities, and 


participating in government-to-government meetings.  


Role for Nevada EQR: Compliance Reviewer 


 Charity O’Neal, RN, BSN (Nevada) has 13 years of cumulative experience in patient 


care, quality improvement, chart review/analysis, and case management. She 


currently works for HealthInsight Nevada on a CMS Innovation Center project to 


reduce avoidable hospital readmissions from Nevada nursing homes by helping 


nursing home staff recognize changes in patient conditions before an event occurs. 


She provides education to nursing home staff and helps them improve current 


practices. Her varied positions in QI, oncology, home health, and case/utilization 


management provide a solid foundation for QI and EQR activities. 


Role for Nevada EQR: Nurse Reviewer 


 Nancy Siegel, MPH, PA-C, has more than six years’ experience working with MCOs 


and CCOs on performance improvement activities in various settings: conducing 
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audits of and providing technical assistance for managed care PIPs, program 


evaluation, data collection, and training facilitation, with a focus on compliance 


and quality improvement. 


Role for Nevada EQR: PIP Reviewer 


 Galina Priloutskaya, PhD, has more than 20 years of sustained experience in health 


care management, population health and quality improvement, using standardized 


statistical methods to perform high-level analyses linking outcomes to improved 


health, health care and lower costs, and calculating quality measures. She is an 


NCQA certified HEDIS compliance auditor and CMS certified data validation auditor. 


She has performed HEDIS, P4P, and data validation audits on a contractual basis 


with NCQA certified licensed organizations since 2005. She has led more than a 


hundred audits for MCOs, 60 Value based pay for performance (VBP4P) audits, and 


30 CMS data validation audits. NCQA certified HEDIS auditor, doctorate in economic 


science, Master of Management Information Systems and Computer Science, MS 


degree in Economic and Industrial Management Academy of Management, present 


CHCA, Certified HEDIS/P4P Auditor NCQA, Certified Data Validation Auditor CMS, 


National QIO Knowledge of CMS Development Program, Medicare Part D Training 


CMS, SAS Training SAS Institute, and Annual HEDIS Certification Training.  


Role for Nevada EQR: Certified HEDIS Auditor 


 Colleen Gadbois, MPA, has 10 years of experience in health care in various roles, 


including quality, compliance, and health care information technology. Medicaid 


data processer with accuracy and timeliness, Medicaid policy analyst with the State 


of Oregon, and has knowledge of Medicaid recipients, policies, data systems, and 


processes, experience with EQR compliance piece, has knowledge and experience 


related to managed care delivery systems, organizations, and financing. 


Role for Nevada EQR: ISCA Reviewer 


The Support Team: Project management, coordination, and administrative support 


staff provide support for the review specialists 


 Linda Griskell, MHA, Project Manager (Nevada), is a project manager for 


HealthInsight Nevada, leading two QI teams addressing care transitions and adult 


immunizations. She engages hospital leaders and community stakeholders to 


review processes and identify opportunities for improvement. She has worked with 


hospital and physician groups across the country for more than 20 years, 


consulting and providing analytic expertise. 


 Role for Nevada EQR: Project Manager 
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 Margarita Bondarenko, MHA, has coordinated QI initiatives for HealthInsight 


Nevada since 2014, focusing on improving immunization rates and screenings for 


cardiac measures in high-risk patients, and helping physicians prepare for 


meaningful use of electronic health records, physician quality reporting, and the 


value modifier. She has expertise in privacy and security and HIPAA compliance. 


 Role for Nevada EQR: Project Coordinator 


 Ellen Gehringer, BA, has over eight years of experience managing consumer 


surveys, including annual mental health consumer surveys for the State of Oregon. 


Responsibilities include survey design, quality control of data entry, technical 


assistance to survey respondents, facilitation of interpreter services, and assistance 


with final reports. 


 Role for Nevada EQR: Project Coordinator 


 


 Kristin Cederlind has over 25 years of experience in supporting executives, 


program managers and project teams with detailed understanding of policies, 


procedures and office interactions. Responsible for scheduling business meetings, 


reporting, and customer management. For the last four years, she has provided 


support for HealthInsight Nevada’s operations, board and committee meetings and 


customer service related to technical assistance provided by HealthInsight staff. 


Role for Nevada EQR: Project Assistant 


Analytics and Communications Support  


 Sara Hallvik, MPH, manages the analytic team, providing oversight of analytic 


systems and tasks under state, federal, and private contracts. She has served as the 


senior healthcare analyst on mental health and physical health contracts in Oregon 


and Washington, as well as grants from the National Institute of Health (NIH), 


Bureau of Justice Assistance (BJA), and the Agency for Healthcare Research and 


Quality (AHRQ). She has expertise as a SAS coder, designing and executing 


statistical analysis plans for a variety of topics, including encounter data 


validation, chart reviews and inter-rater assurance, performance measure 


calculation, and survey design and analysis. Ms. Hallvik also has expertise working 


with linked data sets (including PDMP, Hospital Discharge, Vital Records, and 


MMIS), and is well versed in SAS for data cleaning and statistical analysis on large 


relational datasets. Ms. Hallvik has expertise in data presentation and reporting to 


a variety of audiences, and understands the nuances and analysis aims of both 


quality improvement and research projects. Ms. Hallvik has previous experience in 


statistical analysis design, execution, and reporting in public health and 


community assessment projects, and has implemented quality improvement 
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strategies across large systems of care. Her analytical work has supported several 


peer-reviewed publications related to PDMP research which Ms. Hallvik co-


authored.   


 Role for Nevada EQR: Senior Data Analyst 


 Jared VanDomelen designs and builds survey forms and data collection processes, 


including data entry quality control and inter-rater reliability checks. He performs 


accurate and rapid data entry and often works with sensitive information, 


including protected health information (PHI) and personally identifiable 


information (PII) of Medicare and Medicaid recipients with diabetes, hypertension, 


mental illness or other targeted diagnoses. Jared has expertise in Excel automation, 


used in survey projects to manage follow-up with survey respondents, refining 


mailing lists for subsequent survey distributions and monitoring response rates. 


His eye for detail and ability to learn new programs and processes quickly has 


supported project teams on a variety of topics. 


Role for Nevada EQR: Data Specialist 


 Greg Martin, MA Journalism, has 40 years of experience as an editor, writer, and 


researcher of technical publications. He oversees HealthInsight Oregon’s 


communications program and ensures fulfillment of all communications-related 


objectives of the company’s contracts with diverse clients. His experience with 


HealthInsight and its predecessor organization in Oregon since 2005 has given him 


a thorough understanding of Medicaid EQR, managed care delivery systems and 


policies, quality assessment and improvement methods, and health care 


performance measurement. 


Role for Nevada EQR: Report Writer and Editor 


 


 Jennifer Land, BS Journalism (Nevada), has 15 years of experience writing, editing, 


and designing for newspapers with the last four years at HealthInsight Nevada. She 


professionally edits, designs, and brands reports and publications, and serves as 


HealthInsight Nevada’s communications manager. Her experience with QI projects 


and methods has given her a thorough understanding of that arena. 


 Role for Nevada EQR: Report Writer and Editor 


The individuals listed above comprise the Assure team assembled to provide Nevada 


EQR services. For more details on the team’s expertise, please see their resumes 


provided in Section VII. 
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A. Medicaid recipients, policies, data systems, and processes; 


The Assure team’s extensive experience with Medicaid managed care and FFS 


programs in New Mexico, Oregon, and Washington has given us an in-depth 


understanding of Medicaid recipients, policies, data systems, and processes. These 


engagements include but are not limited to the items listed in table 14A:  


Table 14A. Experience with Medicaid Managed Care and FFFS Programs 


Period Contract Description 


1988‒2004 Utilization review (UR) for Nevada Medicaid (DHHS-DHCFP). 


1993‒2014 EQRO for Washington physical health managed Medicaid programs  


1996‒present UR and quality review of mental health services for Title XIX 


Medicaid enrollees who receive psychiatric hospital care and for 


adolescents in residential care in Oregon  


2005‒present EQRO for New Mexico physical and behavioral health, long-term 


supports and services and children’s care for the Medicaid 


programs 


2008‒2014 EQRO for Washington mental health managed Medicaid programs 


2012‒present EQRO for Oregon mental, physical, and dental health managed 


Medicaid programs 


 


In these and other capacities we have performed tasks including but not limited to: 


 Surveys of Medicaid recipient experience-of-care and health status, including 


satisfaction with mental health services and special analyses of racial and 


ethnic subpopulations, children with special health care needs, long-term 


supports and services, and other special need populations 


 focused quality-of-care studies on topics such as immunizations, well-child care, 


perinatal care, levels of care for nursing home patients, and adult residential 


mental health treatment services 


 performance measure calculation and reporting  


 validation of MCO, RSN, and state-produced performance measures 


 capability assessments of state and MCO/RSN information systems 


 validation of state and MCO/RSN PIPs  


 conduct of statewide PIPs 


 validation of state Quality Strategies 


 Medicaid program evaluations 


 annual EQR reporting of quality, access, and timeliness of care provided by 


managed care contractors 
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B. Managed care delivery systems, organizations, and financing; 


The Assure team has many years of experience conducting detailed monitoring and 


auditing of many aspects of MCO operations, including: 


 direct surveys of delivery system providers 


 analysis of contracting and financial arrangements for evidence of fraud, abuse, 
or conflicts of interest 


 provider credentialing 
 review of QAPI programs 
 review of grievance systems 
 ISCA reviews 


 
Several members of Assure’s staff assigned to this project, including Joyce Caramella 


and Allen Buice, are former employees of managed care plans with extensive 


involvement and experience in program operations and administration. Other team 


members have collaborated extensively with or been employed by managed care plans 


in QI, oversight, contract negotiation, and other capacities.  


These examples of the depth of our experience in all facets of managed care 


demonstrate our sound understanding of managed care, which can help facilitate 


working relationships with the health plans.   


  


  


Assure is the current Medicaid EQRO for Oregon and New Mexico, and our parent 


company, HealthInsight Management Corp., is the Medicare Quality Innovation 


Network-Quality Improvement Organization (QIN-QIO) for Oregon, Nevada, New 


Mexico and Utah. HealthInsight has more than 40 years of combined experience in 


health care quality assurance (QA) and QI. Our organization helped to develop some 


methods and approaches that have become standard QA procedures, and we have long 


advocated for the adoption of effective QI methods by states to improve performance 


levels. The Assure team has used many approaches to evaluate health plan 


performance by assessing the plans’ 


 abilities and resources to operate an efficient and effective QI program and 
conduct quality studies on a continuous basis 


 QI program structure, accountability, and expertise 
 use of appropriate mechanisms to identify important clinical and nonclinical 


areas for improvement and to set meaningful priorities 
 use of practice guidelines to assess provider performance 
 use of HEDIS and other indicators to monitor the process and outcomes of care 


2.2.1.2   Quality assessment and improvement methods 
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 use of appropriate quality measurement tools, data collection, and statistically 
valid analysis to track QI 


 corrective action plans to determine if they are appropriate, being monitored 
for effectiveness, and if results of actions are being monitored and tracked 


 follow-up studies to determine if there is demonstrated improvement in care 
and services for health plan members 


The Assure team specializes in QI that focuses on the sharp end of the delivery system, 


where care is delivered. We are equally adept at facilitating systemic changes that 


affect larger organizational structures. Among our most effective approaches to 


systems improvement are those in which we have formed strong partnerships with 


other agencies and have facilitated collaborative efforts among providers and 


practitioners, payers, and others.  


The Assure team has a long history of developing and successfully implementing 


innovative QI initiatives. Our rapid cycle program for Oregon hospitals was one of the 


first collaborative initiatives implemented by a QIO. We continued to build on that 


program by initiating the Children’s Preventive Healthcare Initiative in Washington 


and the Diabetes Collaborative in Oregon, both of which have been successful in their 


efforts to improve care. 


Over the 40 years that HealthInsight has conducted data-intensive research, 


measurement, and evaluation, our team has developed advanced research 


competencies. Our analysts have advanced academic training and practical experience 


in qualitative and quantitative research design. Assure’s senior analysts are well 


versed in health care research designs and methodologies applied to survey design, 


focus groups, key informant interviews, comparative analysis, systematic pattern 


analysis, and program evaluation. Our analytic staff have experience turning large 


data sets (claims, electronic health record data, etc.) into useful analytic files and 


reports. All analytic staff are skilled in relational database design and manipulation 


and in the use of statistical software packages such as SAS.  


Our team brings: 


 expertise in physical health, mental health, and chemical dependency managed 
delivery systems, organizations, and financing models, including Medicaid, 
Medicare, and commercial lines of business 


 EQR of MCOs delivering medical, mental health, and dental care 
 expertise in physical health/behavioral health integration and medical homes  
 company-wide grounding in EQR, QA, and QI 
 team members with Certified Professional in Healthcare Quality credentials 


2.2.1.3   Research design and methodology, including statistical analysis 
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 team members with Certified in Health Care Compliance credentials 
 well-developed processes for requesting, cleaning, and analyzing Medicaid data 


obtained from states and from managed care plans 
 information technology capacity and expertise to handle large data sets  
 staff with advanced degrees and experience in statistical analysis and 


qualitative and quantitative study design 
 utilization review experience for Medicaid, Medicare, and a variety of other non-


Medicaid settings  
 data encryption and HIPAA-compliant procedures meeting strict Federal 


Information Security Management Act (FISMA) standards 
 expertise designing and producing reports to provide baseline benchmarks for 


setting future performance goals for MCOs and transparently identifying 
variations in health plan performance and outcomes 


 


 


 


 


Below we describe Assure’s physical, technological, and financial resources, which 


have been sufficient for us to carry out EQR and EQR-related activities for many years.  


Physical resources  


Assure team staff from Nevada, New Mexico, and Oregon will work on the Nevada 


contract. Operational activities will take place in all three offices. Nevada operations 


are housed at 6830 W. Oquendo Road, Suite 102, Las Vegas, NV 89118. 


Staff work together as a team regardless of location and participate in meetings 


through video and teleconference mechanisms that are used for collaboration across 


all HealthInsight offices. Northern Nevada staff work remotely and are available to 


meet in person with the state representatives housed in the capital. 


These offices have ample workspace for all project activities, a secure storage room for 


confidential material, and state-of-the-art communication and computer technology. 


Remote staff are fully supported with the technology and security requirements. 


Technological resources  


Assure maintains the equipment to receive, store, manipulate, and analyze large 


amounts of data, including research, claims, encounter, and patient and provider 


demographic data. Assure follows rigorous protocols for handling large amounts of 


confidential data in paper and electronic form. The company’s information systems 


and written confidentiality and data security policies and procedures are HIPAA- and 


HITECH-compliant and are subject to rigorous FISMA audits by CMS.  


2.2.2 Sufficient physical, technological, and financial resources to 


conduct EQR or EQR-related activities 
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As noted above, Assure is compliant with both HIPAA and the HITECH Act through our 


ongoing security program. We annually review our 17 security policies to ensure 


compliance and to update them as new regulations and guidance are published. The 


17 security policies cover administrative, physical, and technical safeguards from NIST 


SP800-53ver4. 


Our security program includes ongoing training and education of all organizational 


employees on security topics, including CMS Information Security training, protection 


of PHI/PII, phishing awareness, and reporting of suspected incidents. 


Ensuring the protection of sensitive data is of critical importance to Assure for the 


purpose of maintaining a continuing trust among our partners and clients. We have 


put in-place a layered control environment to help prevent misuse or disclosure of 


sensitive data. 


 Elements of the layered control environment include encryption of data, 
management of user privileges, secure data transfer, secure remote access, 
backups, secure destruction of sensitive data, IDS/IPS, SIEM, firewalls, third-
party 24/7 managed security services monitoring (MSSP), disaster recovery/ 
business continuity program, incident response, annual penetration testing, and 
Business Associate Agreements with business partners. Access to restricted files 
is controlled by user access privilege management. 


 Restricted physical access is controlled at different points. Main entrance access 
is control by man traps, card access, and visitor sign-in logs; restricted areas 
such as computer rooms and file storage areas are controlled by card access. 
Card access is granted by access requisitions. All endpoints (servers and 
workstations) are protected by active endpoint protection and monitored 24/7 
by our MSSP. Workstations employ disk encryption and have a pre-set time-out; 
passwords expire at defined intervals and are complex in design. Physical 
destruction of media occurs via secure shredding services. 


Assure’s electronic data servers are secured in a locked room with separate 


environmental controls, accessible only to the system administrators. Servers are 


protected by an uninterruptible power source, allowing the servers to be shut down 


smoothly and preventing data corruption due to sudden loss of power. The IT staff 


performs data backups daily and encrypted backup tapes are stored at a secure offsite 


storage facility. IT staff evaluate our hardware capabilities every six months. 


Our application and database servers are connected through redundant Cisco 


ASA5510 firewall appliances, providing encrypted Virtual Private network connectivity 


and network security. All information contained on these servers is completely 


protected by these firewalls, enabling Assure to comply with all HIPAA and HITECH 


regulations and standards. Assure uses McAfee Endpoint Protection to monitor all 


servers and work stations.  







 


Technical Response – Part I 


State of Nevada, Purchasing Division – RFP 3491 Section V-Page 80 
External Quality Review Organization   


Financial resources  


Financial Statements 


Please refer to Section VIII, Attachments 20, 21 and 22 for copies of our audited 


financial statements for the prior two fiscal (2015/2016 & 2016/2017) years and 


Interim Statement for the period ending 12/31/2017. 


HealthInsight, Assure’s parent company, has seen steady organizational and financial 


growth since 1974. Strong fiscal resources that can sustain expansion and growth, and 


enable us to weather economic downturns or adverse financial events, further assure 


the delivery of services that HealthInsight offers as an EQRO contractor. Our current 


financial position is strong. We have no debts, mortgages, or long-term liabilities. Our 


fund balance reserves are adequate to meet current and prospective working capital 


needs. As of June 30, 2017, the Current Ratio for HealthInsight Management 


Corporation (i.e., the ratio of Current Assets to Current Liabilities) was 4.7:1. Generally, 


a current ratio of 2:1 is considered to represent strong and viable status. Cash and 


cash equivalents total $8.241 million. 


Excess operating funds are invested in marketable debt and equity portfolios for long-


term income growth, while maintaining asset liquidity. As a further fiduciary 


safeguard, we have maintained on an ongoing basis a line of credit reserve through 


our banking relationship. This pre-approved line of credit, currently equal to $750,000, 


would provide additional funding resources to cover any temporary cash flow needs. 


We also carry the appropriate levels of insurance coverage, including Professional 


Liability/Errors and Omissions ($3 million coverage), Directors' and Officers' liability 


($1 million coverage), and General Property and Business Liability coverages ($2 


million coverage). 


Adequate Accounting System 


As a 501(c)(3) nonprofit corporation, HealthInsight files an annual IRS Form 990. 


Because we perform a significant amount of work for government agencies, we also 


undergo an annual OMB Circular A-133 audit performed by an independent external 


auditing firm. Since HealthInsight is a federal government contractor, we also undergo 


regular incurred-cost financial audits by the Defense Contract Audit Agency (DCAA). 


The DCAA audit findings also verify that HealthInsight conducts financial data 


collection and reporting in compliance with government standards, including OMB 


Circular A-122, Federal Acquisition Regulations (FAR) and Cost Accounting Standards 


(CAS). The DCAA has approved our accounting system and accounting procedures as 


adequate in all respects and in compliance with government standards. As of 2015, 


HealthInsight became fully CAS-covered and therefore submitted a CAS Disclosure 
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Statement and new overhead, fringe and G&A rates that were subsequently approved 


by the cognizant government office within CMS. 


Our board of directors oversees our contract with a qualified CPA firm for audit 


services and a full, annual audit opinion. The board oversees an annual, independent 


audit of the company's financial reporting and procedures. These independent audits 


have consistently rendered an unqualified opinion that indicates that our financial 


statements are sound in every material respect and comply with generally accepted 


accounting principles (GAAP). The independent CPA firm that performs this annual 


external financial audit is hired by and reports directly to the HealthInsight board of 


directors on all audit report issues. 


HealthInsight is not aware of any pending judgments or expected litigation or of any 


other real or potential financial reversals that might materially affect the viability or 


stability of our organization. HealthInsight's current net worth (unrestricted net 


assets) of $12.72 million exceeds 10% of the total annual cost and fee of this proposal, 


as well as all other current and proposed contracts combined. 


 


 


 


Assure employs approximately 58 full and part-time employees across the western 


United States to support our EQRO and related review activities. Our staff includes a 


mix of clinical quality review specialists, registered nurses, mental health specialists, 


quality and performance improvement specialists, medical directors, clinical 


reviewers, coding professionals, case managers, care coordinators, health IT 


consultants, project managers, information management and technology 


professionals, data analysts, communication professionals, and administrative 


support staff. The Assure team also has experience in overseeing work assigned to EQR 


subcontractors and consultants, as evidenced by the successful use of subcontractors 


on EQR engagements in current and past contracts. In addition, a HealthInsight senior 


contracts manager ensures financial management and compliance. 


Other HealthInsight operations include an additional 167 staff across the western 


United States, for a total of 225 staff supporting quality improvement and EQR 


activities. 


The Assure team for this SOW maintains various relevant professional certifications 


and educational credentials that show their commitments to quality improvement. 


These certifications and credentials, which demonstrate both clinical and nonclinical 


skills, are shown in the following table. 


2.2.3 Other clinical and nonclinical skills necessary to carry out EQR or 


EQR-related activities and to oversee the work of any subcontractors. 
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Table 15. EQR Staff Credentials and Certifications. 


Educational Credentials Professional 


 Master of Business Administration 
(MBA)  


 Master of Public Health (MPH)  
 Master of Science in Nursing (MSN)  
 Master of Social Work (MSW)  
 Master of Science (MS)  
 Master of Science in Healthcare 


Administration (MSHA)  
 Bachelor of Arts (BA)  
 Bachelor of Science (BS)  
 Bachelor of Science in Nursing (BSN) 
 Bachelor of Fine Arts (BFA)  
 Master of Education (MEd) 
 PhD in economic science 


 


 Project Management Professional 
(PMP) 


 Registered Nurse (RN) 
 Licensed Clinical Social Worker 


(LCSW) 
 Certified Professional in Healthcare 


Quality (CPHQ) 
 Certified in Healthcare Compliance 


(CHC) 
 Certified Physician Assistant (PA-C) 
 NCQA Certified HEDIS Compliance 


Auditor 
 CMS Certified Data Validation Auditor 
 Registered Health Information 


Technician (RHIT) 
 Certified Coding Specialist (CCS) 
 Certified Professional Coder (CPC) 


 


 


2.2.4 Independence. The EQRO and its subcontractors must be independent 


from the MCO, PAHP, or CMO entities.  To qualify as “independent”: 


2.2.4.1 A State agency, department, university, or other State entity: 


2.2.4.2 May not have Medicaid purchasing or managed care licensing authority; and 


2.2.4.3 Must be governed by a Board or similar body the majority of whose 


members are not government employees. 


Assure is not a state agency, department, university, or other state entity; we do not 


have Medicaid purchasing or managed care licensing authority; and we are governed 


by a board whose members are not government employees. 
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2.2.5 Contract Restrictions 


As described in (described in §438.354(c)(2)) an EQRO may not: 


2.2.5.1  Review any MCO, PIHP, PAHP, or PCCM entity or a competitor operating in 


the State, over which the EQRO exerts control or which exerts control over the 


EQRO (as used in this paragraph, “control” has the meaning given the term in 48 


CFR 19.101) through: 


A. Stock ownership; 


B. Stock options and convertible debentures; 


C. Voting trusts; 


D. Common management, including interlocking   management; and 


E. Contractual relationships. 


Assure understands and will comply with the regulations stated above. Assure was 


created in 2017 as a separate entity with a board and leadership removed from other 


HealthInsight Management Corp. programs to ensure that all EQRO independence 


requirements are met.  


 


 


Assure does not deliver health care services to Medicaid beneficiaries. 


 


 


 


Assure understands and will comply with this statute. 


 


 


Assure understands and will comply with this regulation. 


  


 


 


2.2.5.2 Deliver any health care services to Medicaid beneficiaries; 


2.2.5.3 Conduct, on the State's behalf, ongoing Medicaid managed care program 


operations related to oversight of the quality of MCO, PAHP, or CMO entity 


services, except for the related activities specified in §438.358; 


2.2.5.4 Review any MCO, PAHP or CMO entity for which it is conducting or has 


conducted an accreditation review within the previous 3 years; or 


2.2.5.5 Have a present, or known future, direct or indirect financial relationship 


with an MCO, PAHP, or CMO entity that it will review as an EQRO. 
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Assure does not currently, and understands it may not in the future, have a direct or 


indirect financial relationship with a Nevada MCO, PAHP, or CMO that it will review as 


an EQRO. Assure was created in 2017 as a separate entity with a board and leadership 


removed from other HealthInsight Management Corp. programs to ensure that all 


EQRO independence requirements are met. Assure has a compliance officer and a 


commitment to ongoing review to ensure all independence requirements are always 


met. 


 


 


Margaret White will be the contract manager who will work with the assigned DHCFP 


program specialist or contract monitor(s). 


 


  


Assure will subcontract with DataStat, an NCQA certified CAHPS vendor, if this optional 


activity is assigned. Additional information about DataStat is included in Section VIII. 


 


 


Assure has an NCQA-Certified HEDIS Compliance Auditor on staff. Galina Priloutskaya 


holds a Doctorate in Economic Science, Masters of Management Information Systems 


and Computer Science, Masters of Science in Economic and Industrial Management 


Academy of Management, present CHCA, Certified HEDIS/P4P Auditor NCQA, Certified 


Data Validation Auditor CMS, National QIO Knowledge CMS Development Program, 


Medicare Part D Training CMS, SAS Training SAS Institute and Annual HEDIS 


Certification Training. Ms. Priloutskaya has 20 years of sustained experience using 


standardized statistical methods to perform high-level analyses linking outcomes to 


improved health, health care, and lower costs; calculating quality measures from 


claims data; evaluating statistical validity and reliability; calculating risk adjustment; 


and assessing result stratification. She is experienced in developing and refining 


model/demonstration design and operations, designing and conducting surveys, and 


other data collection activities. 


2.2.6 Vendor Contract Manager 


The vendor must designate a contract manager to work with the assigned DHCFP 


program specialist or contract monitor(s). 


2.2.7 Subcontract with an NCQA Certified CAHPS Vendor 


The awarded vendor is, or will subcontract with, a National Committee for Quality 


Assurance (NCQA) certified Consumer Assessment of Health Plans Survey (CAHPS) 


vendor, if this optional activity is assigned. 


2.2.8 Subcontract with an NCQA-Certified HEDIS Compliance Auditor 


The awarded vendor is or has on staff, or will subcontract with, an NCQA- Certified 


Health Employer Data Information Set (HEDIS) Compliance Auditor.  
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2.3 Vendor Operating Structure and Staffing 


2.3.1 Adequate Staffing 


The vendor must assure DHCFP that the organization is adequately staffed with 


experienced, qualified personnel.  The vendor shall provide such assurances as follows: 


2.3.1.1  Provide DHCFP with an updated organizational chart 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 all 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 Assure team will be staffed by seasoned professionals residing and working in 


Nevada, New Mexico, and Oregon. Nevada staff will work from HealthInsight’s Las 


Vegas office or, if residing in northern Nevada, will telecommute.  


HealthInsight Assure Team 


Figure 11 on the following page depicts Assure’s operational organization for Nevada 


EQR services. Key personnel are depicted in bold and each staff member’s functional 


role is indicated. Individuals living and working in Nevada are italicized.  


We shall provide DHCFP with an updated organizational chart whenever a significant 


change occurs. 
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Sharon Donnelly
Executive Oversight


Margaret White
Director of EQR Activities/


Contract Manager


*Linda Griskell
NV Project Manager


- HMC Administrative and Support 
Services:


 Human Resources
 Information Systems
 Finance and Administration


HealthInsight Management 
Corporation (HMC)


- Administrative and Support Services


DataStat
CAHPS Subcontractor


*Jerry Reeves, MD
NV Medical Director


Key
          Senior-level management 
          HMC
          HealthInsight Assure, LLC
          Key personnel 


     *  Living and working in Nevada


Network 
Adequacy 
Validation


Linda Fanning; 
Reviewer


HealthInsight Assure Board of Managers


Sharon Donnelly
Board Chair


Dan Memmott
Compliance 


Officer


Herb Koffler, MD
Provider 


Representative 


Linda Dreyer
Consumer 


Representative


Quality 
Assessment and 


Performance 
Improvement 


Strategy


Linda Fanning; 
Reviewer


Analytics


Sara Hallvik; Senior 
Analyst


Jared VanDomelen; 
Data Specialist


Performance 
Improvement 


Projects


Joyce Caramella; 
PIP Lead; PIP 
Reviewer


Nancy Siegel; PIP 
Reviewer


Debi Peterman; 
Reviewer


HEDIS Performance 
Measure Validation


Galina V. 
Priloutskaya; HEDIS 
Certified Auditor


Colleen Gadbois; 
PMV/ISCA Lead; 
PMV/ISCA Reviewer


Compliance


Allen Buice; 
Compliance Lead; 
Compliance 
Reviewer


Linda Fanning; 
Reviewer


*Charity O'Neal; 
NV Reviewer


Communications Staff 
and Support Staff


Jennifer Land; NV 
Communications


Greg Martin; Senior 
Communications 
Manager


*Margarita Bondarenko; 
NV Project Coordinator


*Kristin Cederlind; NV 
Project Assistant


 
Figure 11. HealthInsight Assure Management Structure.
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Leadership Team 


The core Assure leadership team includes Sharon Donnelly, MS, Assure’s senior vice 


president and chair of the Assure board of managers. She provides overall direction of 


Assure contracts and operations, and works closely with the board to ensure efficient 


and effective management. She will be a key staff member and executive officer and 


will oversee subcontractors for Nevada EQR services. 


The leadership team also includes our EQR director, Margaret White, RN, BSN, MSHA, 


CHC, who directs all Assure operations. She is responsible for design and management 


of our EQR lines and for ensuring the success of the contracts she manages, overseeing 


project staff and operations and ensuring that Assure customers are satisfied with the 


services and deliverables they receive. Ms. White will be a key staff member and serve 


as the Nevada EQR Director and Contract Manager.   


Table 16 presents the Assure team members and summarizes their roles, expertise, 


and background. 


 


Table 16. Assure Team Members for Nevada External Quality Review Services. 


Nevada External Quality Review Team 


Name 
Project Role 


 
Organizational Role 


 
Education and Training 


Project Oversight and Management Staff 


Sharon Donnelly, MS 
Executive Oversight 


Senior Vice President, 
Development and Chair of the 
HealthInsight Assure Board of 
Managers 


Master of Science, Statistics, Bachelor of Science, 
Industrial Statistics, advanced leadership training 
from Great Basin Public Health Leadership Institute  


Sharon Donnelly advances strategic initiatives across HealthInsight’s multi-state 
corporation and provides overall direction of HealthInsight Assure contracts and 
operations, working closely with the HealthInsight Assure board to ensure efficient 
and effective management 


She has over 15 years in managing large scale projects across multiple states and 
organizations, 20 years of experience in health care quality improvement projects in 
Medicaid and Medicare, Background in statistics, analytics and HEDIS auditing, 
Currently supports payment and delivery system reform 
 


Margaret White, , RN, 
BSN, MSHA, CHC; 
Contract Manager for 
Nevada EQR 


Director of the External Quality 
Review Organization for 
HealthInsight Assure; 
Performance improvement 
methods; program evaluation; 
data collection; training 
facilitation; quality 
improvement/assessment; 
research design and 
methodology; health care 
compliance 


Masters of Science, Healthcare Services, Bachelor 
of Science, Nursing, Associate of Applied Science, 
Licensed Registered Nurse, Certified in Healthcare 
Compliance Healthcare Compliance Association, 
Health Information Technology Pro.  Certification, 
Six Sigma Green Belt Training, Lean Training 
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Nevada External Quality Review Team 


Name 
Project Role 


 
Organizational Role 


 
Education and Training 


Director of the External Quality Review Organization for HealthInsight Assure, highly 
accomplished hands-on leader, corporate compliance professional, strategic planner 
and experienced project manager with 20+ years of experience in the health care 
operations, patient care and health care compliance, achievements include 
contributing to superior performance through expert alignment of large programs 
and the management of multiple, complex projects that meet corporate objective, in 
health care operations, patient care and health care compliance and auditing 


Jerry Reeves, MD,  
Medical Director 


Corporate Vice President of 
Medical Affairs of HealthInsight 
and  
Nevada Medical Director, 
based in Las Vegas, NV office 


PhD and board certified in Pediatrics, Pediatric 
Hematology-Oncology, and in Medical 
Management. Dr. Reeves has authored more than 
50 publications, been an editor for three 
professional journals, and served on the faculty of 
three medical schools. 


Nationally recognized physician, responsible for clinical oversight and guidance for 
the work performed. Dr. Reeves is very involved in the community, working with 
numerous providers and stakeholders to improve care in Nevada.  He chairs the 
Nevada Partnership for Value-Driven Health Care (NPV), HealthInsight Nevada’s 
regional health improvement collaborative and AHRQ-designated Chartered Value 
Exchange. NPV priorities include improving the effectiveness and safety of care that 
Nevada patients receive through the implementation of interoperable health 
information technologies, data sharing, and incentive programs that promote better 
health, better care, and lower cost.  Dr. Reeves also chairs Nevada’s multi-
stakeholder Improving Diabetes and Obesity Outcomes (iDo) Council. 


Nicole O'Kane, PharmD 
Clinical Director 


Clinical Director Clinical and pharmaceutical expertise; quality 
assessment; performance improvement methods; 
research design and methodology; data evaluation 
and reporting 


Dr. O’Kane provides a broad range of clinical, pharmaceutical and data evaluation 
expertise to the company’s quality improvement and research contracts, with a focus 
on improving the quality, safety and value of health care. She works closely with 
practitioners, purchasers, community-based organizations, professional associations 
and policymakers to design and measure patient-centered models and interventions 
that improve the safety and effectiveness of medical treatments. Her expertise 
includes the evaluation of medical practice patterns and the analysis and continuous 
quality reporting of medical claims and electronic health record data to drive value-
based improvements. These initiatives focus on the needs of people who require 
complex medication combinations, such as elders who have a diagnosis of chronic 
pain, diabetes or heart disease. 
 


Jody Carson, RN, MSW, 
CPHQ; EQR Team Lead 


EQR Director; Performance 
improvement methods; 
program evaluation; data 
collection; training facilitation; 
quality improvement/ 
assessment; research design 
and methodology; health care 
compliance 


Bachelor of Nursing, MSW 
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Nevada External Quality Review Team 


Name 
Project Role 


 
Organizational Role 


 
Education and Training 


Experienced health care professional whose career spans over 40 years and includes 
clinical experience as a psychiatric nurse, social worker, program management, and 
quality improvement (QI) evaluation and education for Medicaid and Medicare 
managed care health plans. Ms. Carson has provided strong project and contract 
management for QI contracts in Oregon and Washington. She supervised all aspects 
of external quality reviews of the Medicaid regional support networks in Washington 
and coordinated care organizations in Oregon, which provide medical, mental health 
and dental managed care. Ms. Carson led the development of HealthInsight Assure’s 
methodology to ensure that QI processes and projects adhere to federal regulations 
and to state contracts and regulations for managed care organizations. 


Linda Griskell, MHA 
Project Manager 


Project Manager Master of Healthcare Administration 


Experienced project manager for HealthInsight, currently leading two Nevada quality 
improvement teams addressing care transitions and adult immunizations. A 
significant portion of this work includes engaging with hospital leaders and 
community stakeholders to review current processes and identify new opportunities. 
She has worked with hospitals and physician groups across the country for more than 
20 years in various analytic and consulting capacities. She has a bachelor’s degree in 
sociology with an emphasis on health care market studies and reducing disparities, 
and a master’s in health care administration from the University of Nevada, Las Vegas 


Pablo Garcia, MBA;  
Contracts  Management 
Support 


Senior Grants & Contracts 
Manager 


 Bachelor’s degree in Accounting and a Master’s 
degree in Business Administration (MBA)  


Pablo Garcia is the Senior Grants and Contracts Manager for HealthInsight.  
Responsibilities include contract solicitation response, negotiations, renewals, 
closeouts, development of financial modeling and contract risk assessment analyses 
to ensure achievement of corporate financial goals.  He manages the accurate 
preparation, review, approval, and implementation of assigned contract proposals, 
amendments and extensions. He also works with senior leadership to ensure that 
HealthInsight is in compliance with legal and contractual requirements, client 
specifications and government regulations. 


Analytics Staff 


Galina V. Priloutskaya, 
PhD, MBA, CHCA; HEDIS 
Certified Auditor 


Corporate Director of 
Analytics; CHCA, Certified 
HEDIS/P4P Auditor NCQA, 
Certified Data Validation 
Auditor CMS, National QIO 
Knowledge CMS Development 
Program, Medicare Part D 
Training CMS, SAS programmer 


Doctorate in Economic Science, Masters of 
Management Information Systems and Computer 
Science, Masters of Science in Economic and 
Industrial Management Academy of Management, 
present CHCA, Certified HEDIS/P4P Auditor NCQA, 
Certified Data Validation Auditor CMS, National 
QIO Knowledge CMS Development Program, 
Medicare Part D Training CMS, SAS Training SAS 
Institute and Annual HEDIS Certification Training.   
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Nevada External Quality Review Team 


Name 
Project Role 


 
Organizational Role 


 
Education and Training 


NCQA certified HEDIS compliance auditor and CMS certified data validation auditor. 
She has been performing HEDIS, P4P and data validation audits on contractual basis 
with the NCQA certified licensed organizations since 2005. She led over hundred 
audits for managed care organizations, sixty Value based pay for performance 
(VBP4P) audits and thirty CMS data validation audits. Dr. Priloutskaya participated in 
multiple CMS and NCQA workgroups and technical expert panels (TEP) to develop 
national measurement strategy and improve HEDIS/VBP4P reporting. Recently Dr. 
Priloutskaya went through the training to perform URAC pharmacy accreditation 
audits and will be performing pharmacy audits in 2018.   


Sara Hallvik, MPH; 
Senior Analyst 


Analytic Service Manager, SAS 
coding, senior healthcare 
analyst on EQRO contracts in 
Oregon, Washington, and New 
Mexico 


Master of Public Health biostatistics and 
epidemiology, Bachelors in History and Spanish  


Expertise in data collection, management, and quantitative analytics, expertise with 
survey data and large relational databases, including claims and state registries, 
extensive experience supporting quality improvement initiatives, auditing and 
evaluation projects, and research grants, responsible for the planning and execution 
of encounter data validation, record sampling; inter-rater reliability calculation; and 
survey administration, management, analysis, and reporting. 


Jared VanDomelen; 
Data Specialist 


Data Specialist  Associate in General Studies 


Jared VanDomelen designs and builds survey forms and data collection processes, 
including data entry quality control and inter-rater reliability checks. He performs 
accurate and rapid data entry and often works with sensitive information, including 
PHI and PII from Medicare and Medicaid members with diabetes, hypertension, 
mental illness, or other targeted diagnoses. Jared has expertise in Excel automation, 
which has been used in past survey projects to manage follow-up with survey 
respondents, refine mailing lists for subsequent survey distributions, and monitor 
response rates. His eye for detail and ability to learn new programs and processes 
quickly has supported many project teams on a variety of topics. 
 


EQR Activity Staff 
Joyce Caramella, RN, 
CPHQ; PIP Lead; PIP 
Reviewer 


Project Manager Bachelors in Management & Organizational 
Leadership, Certified Professional Healthcare 
Quality, National Association of Healthcare Quality, 
Certified Nephrology Nurse   
Nephrology Nursing Certification Commission 


36 years of experience as a registered nurse specializing in nephrology and oncology, 
18 years as a certified health care professional focused on all aspects of quality 
improvement with managed care and coordinated care organizations (CCOs), their 
contracted partners, and physicians for medical, dental and mental health plans for 
Medicaid and Medicare Advantage, including 10 years as a HEDIS project manager 
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Nevada External Quality Review Team 


Name 
Project Role 


 
Organizational Role 


 
Education and Training 


Linda Fanning, LCSW, 
CPHQ; Reviewer 


Project Manager Master of Social Work, Licensed Clinical Social 
Worker, Certified in Healthcare Compliance 


34 years of experience connecting communities through social service and health 
care activities in both public and private sector, Clinical Quality Improvement 
Specialist responsible for Medicaid compliance reviews of Oregon coordinated care 
organizations, previously the Oregon Health Authority’s Medicaid policy analyst for all 
federally qualified health centers, rural health clinics, Indian Health Services and 
Tribal 638 clinics. Manage planning, coordination, review, assessment and evaluation 
of external quality review activities of Oregon Medicaid CCOs for compliance with 
federal standards. 


Nancy Siegel, MPH, PA; 
PIP Reviewer 


Program Manager Master of Public Health, Bachelors in 
English/Communications, Physician Assistant 
certification, Oregon Board of Medical Examiners 


Experience performing annual reviews of performance improvement projects 
conducted by Medicaid managed care organizations, Certified Physician Assistant, 5 
years of experience managing research studies and clinical trials, coordinate planning 
with Oregon Health Authority on coordinated care organization (CCO) PIPs related 
activities, develop tracking and monitoring tools and processes for CCOs, state and 
internal use,  technical assistance to CCOs in Oregon regarding study design, 
intervention implementation, performance evaluation and report writing, analyze 
individual PIPs for validity and adherence to federal and state standards and good 
quality improvement (QI) methodology, and write quarterly summaries to Oregon 
Health Authority 
 


Allen Buice, CPHQ, PMP; 
Compliance Lead; 
Compliance Reviewer 


Project Manager, EQR 
Compliance Lead 


Master of Arts, Project Management Professional, 
Certified Professional in Healthcare Quality 
National Association of Healthcare Quality, 
Certified Medicaid Professional Certification 
Medicaid Learning Center’ 


Lead multidisciplinary teams to conduct audits of the Medicaid managed care 
contracted organizations and providers, develop, designs and writes reports to the 
state Human Services Department, audit findings on managed care organizations 
(MCOs) regulatory compliance, quality improvement efforts, efficacy of those efforts, 
and recommendations for improvement, analyze health care metrics 


Colleen Gadbois, MPA; 
PMV/ISCA Lead; 
PMV/ISCA Reviewer 


Project Manager Master of Public Health 


Medicaid data processes, accuracy, and timeliness, Medicaid policy analyst with the 
State of Oregon and have knowledge of Medicaid recipients, policies, data systems, 
and processes, experience with EQR compliance piece have knowledge and 
experience related to Managed care delivery systems, organizations, and financing. 
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Nevada External Quality Review Team 


Name 
Project Role 


 
Organizational Role 


 
Education and Training 


Debi Peterman, MSN, 
RN; EQR Reviewer 


Quality Improvement Manager 
for HealthInsight Assure 


Master of Science in Nursing, Registered Nurse 


A registered nurse with over 25 years of experience, since 2009, Ms. Peterman has 
been reviewing documentation from managed care organizations (MCOs) for 
evidence of compliance with state contracts and applicable federal regulations 
 


Elaine Chavez, BSN, RN  Project Manager, Department 
of Corrections Medical Records 
Review 


Registered Nurse with a Bachelor of Science 
Nursing degree 


32 years of experience in healthcare, previous Director of Nursing with upper level 
clinical and case management experience includes behavioral health, juvenile and 
adult corrections, long-term care, infection control, quality improvement, Project 
Echo Hepatitis C-Corrections. Under her guidance for a long-term care facility, the 
facility achieved a 5-star deficiency-free audit for four years 


Andrea (Andy) Romero, 
RHIT, CCS, CPC; EDV 
Reviewer 


Project Manager - Physician 
and hospital coding; project 
management; case review; 
higher education; health care 
quality improvement; health 
information technology 


Certified Professional Coder, AAPC, Certified 
Coding Specialist American Health Information 
Management Association, Registered Health 
Information Technician 


 Over 35 years of experience in the health care field, 16 years of experience in quality 
improvement work, 3 years of experience in external quality review (EQR) work, in 
depth experience in resource allocation, process improvement, quality improvement, 
auditing, technical writing and data analysis. She is knowledgeable of New Mexico 
Medicaid Regulations, Centennial Care, the CMS Protocols for Medicaid EQR and the 
federal regulations as they pertain to public health, specifically managed care. 


Charity O'Neal, BSN; 
EQR Reviewer 


Nurse Reviewer, Nevada Bachelors of Applied Science in Nursing, Associates 
of Applied Science Degree 


Clinical Care Coordinator, Education to RNs, LPNs, CNAs, Patient care, Implemented 
Data Sets, Chart audit 
 


Kelly Williams, RN; EQR 
Reviewer 


Registered Nurse, Nurse Case 
Manager, reviewer 


Nursing Associates Degree, knowledge of Mysis 
and Centricity Business Systems, ONS 
Chemotherapy and Biotherapy Certified, ONS Safe 
Handling of Hazardous Drugs, member of the 
Nevada Nurses Association. 


Clinical Care Coordinator, Responsible for staff education at five long term nursing 
facilities with a special focus on Infection Control, Pneumonia, CHF, UTI, Pressure 
Ulcers and Dehydration in the elderly population, participates in patient care 
conferences to create a complete patient profile and treatment plan. Works in 
partnership with facility physicians/APRN’s ensuring communication of care plans and 
treatment goals. 
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Nevada External Quality Review Team 


Name 
Project Role 


 
Organizational Role 


 
Education and Training 


Communications and Project Support Staff 


Greg Martin, MS; Senior 
Communications 
Manager 


Director of Communications 
and Public Policy 


Master of Science 


40 years of experience as an editor, writer, and researcher of technical publications. 
Formerly Acumentra Health’s Director of Communications and Public Policy, Mr. 
Martin oversees corporate communications and public relations, supervises the 
communications staff, and ensures fulfillment of all communications-related 
objectives of the company’s contracts with diverse clients. His experience with 
Acumentra Health since 2005 has given him a thorough understanding of Medicaid 
managed care delivery systems and policies, quality assessment and improvement 
methods, and health care performance measurement. 
 


Jennifer Land, BS; 
Nevada 
Communications 


 Senior Communications 
Specialist, HealthInsight 
Nevada 


Bachelors of Science, Journalism 


Provides communications support to multiple teams working on Federal contracts to 
carry out quality improvement initiatives in hospitals, nursing homes, home health 
agencies, and physician offices.   
 


Ellen Gehringer; Project 
Coordinator 


 
Project Coordinator, Nevada 


  
Bachelors of Arts, Ethnic Studies 


More than 8 years of progressive experience managing consumer surveys, including 
the annual mental health consumer survey for the Oregon Health Authority (OHA). 
Responsibilities include survey design, quality control of data entry, technical 
assistance to survey respondents, facilitation of interpreter services and assistance 
with final reports. During a special study on adult residential care in Oregon, she 
managing weekly assignments for the field reviewers. For 2 years she managed the 
Health Professional Services contract with OHA, which included design of the 
database and procedures to produce weekly mandatory reporting to the state. Ellen 
is also responsible for producing monthly, quarterly and annual reports to OHA as a 
member of HealthInsight Oregon’s mental health utilization review team. 
 


Kristin  Cederlind 
Project Assistant  


 Project Assistant   


Over 25 years of experience supporting executives, program managers and project 
teams with detailed understanding of policies, procedures and office interactions. 
Responsible for scheduling business meetings, reporting, and customer management. 
For the last four years, she has provided support for HealthInsight Nevada’s 
operations, board and committee meetings and customer service related to technical 
assistance provided by HealthInsight staff. 


Other HealthInsight Experts 


Staff Name Organizational Role/Expertise   


Mike Silver, MPH 
Consulting as needed 


Senior Vice President of Improvement Science and Consultation - Patient safety and 
medical errors; human factors psychology; organizational safety management 
principles; process reliability; health care quality improvement; intervention design; 
program evaluation; research design and methodology; statistical analysis 
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Nevada External Quality Review Team 


Name 
Project Role 


 
Organizational Role 


 
Education and Training 


Susan Yates Miller, MPA 
Consulting as needed 


QIO Director - Health care quality improvement; quality assessment, data evaluation 
and reporting; program evaluation; training facilitation and technical assistance; 
health care transformation; HEDIS; program administration. 


Anne Timmins, BChD, 
MPH 
Consulting as needed 


QI Operations Director - Health care quality improvement; public health; patient 
safety; statistical analysis; technical assistance to health care providers; program 
administration; collaborative management 


Jackie Buttaccio, 
BSHSM, CPHQ 
Consulting as needed 


Regional Quality Director - Healthcare quality improvement; QI methods; quality 
assessment; program evaluation and administration; project management 


David Cook, MBA, 
C(ASCP)cm, CPEHR 
Consulting as needed 


Operations Director - Health care quality improvement; meaningful use and quality 
reporting; health information technology; program managemen 


 


 


 


 


 


 


Assure is a wholly owned subsidiary of HealthInsight Management Corp. 


(HealthInsight), created to house our EQR programs which had previously been 


operated separately in New Mexico and Oregon. Our combined units have worked 


together to build efficient processes to serve our clients in a cost-effective manner and 


to provide excellent oversight of programs critical to Medicaid clients and others in the 


communities we serve. Through an administrative services agreement, HealthInsight 


provides Assure with administrative support for human resources, accounting, 


information technology and security, communications and analytics, as illustrated in 


Figure 11 above. 


Assure has a well-established, robust Continuous Internal Quality Improvement Plan 


(CIQIP) for anticipating and managing risk to assure contract success. CIQIP uses team 


charters, gap analyses/reality trees, performance dashboards, customer satisfaction 


questionnaires, after action reviews, root cause analyses, and monthly leadership 


review. Assure uses CIQIP tools to closely track deliverables and process measures 


through internal dashboards aligned with contract goals and evaluation measures. 


Dashboards are reviewed monthly to assess internal and external goals. Upon award 


of the EQRO contract, Assure will compare tools and processes to align and finalize the 


CIQIP. 


2.3.1.2  Organizational, Management and Administrative Systems 


The vendor must have in place the organizational, management, and 


administrative systems capable of fulfilling all contract requirements; and 







 


Technical Response – Part I 


State of Nevada, Purchasing Division – RFP 3491 Section V-Page 95 
External Quality Review Organization   


These tools help us to manage the following processes: 


 Budget and cost controls: We aggressively manage our budget to ensure that we 
are operating within budget by contract and by task. We have developed a set of 
financial tools that we use to review real-time financial data based on the high 
drivers of expense. Categories continuously monitored for financial 
performance include labor, travel, subcontractor and other direct costs. 
 


 Internal quality assurance: Assure maintains internal teams for quality 
assurance. These teams are responsible for identifying gaps in knowledge and 
creating training materials and educational information to ensure that our 
staff has the knowledge, skills and expertise to deliver services in a consistent, 
standardized approach that incorporates best practices. 
 


 Project schedule management: Per the requirements of a contract, we develop 
work plans for individual tasks that include detailed timelines and aggressive 
performance goals, tied directly to the contract deliverables. Work plans are 
reviewed weekly with staff and management to ensure that adequate resources 
are allocated to support the specified activities. 
 


 Resource management, including staffing matrices by task/subtask: Prior to the 
start of a contract, we conduct an in-depth review and analysis of each task and 
the skills that would be necessary to successfully execute the deliverables 
associated with the task. As a result of this review, we develop a staffing plan 
that ensures that each task has sufficient staff with the right skills and 
experience to ensure successful project completion. Staff with unique skills (e.g., 
health IT) are leveraged across tasks and across service areas. 
 


 Progress reviews and performance monitoring: Project performance is 
monitored weekly through a variety of tools, including the IQC dashboards and 
Key Performance Indicator dashboard. 
 


 Risk management: We have developed a comprehensive dashboard with Key 
Performance Indicators that is reviewed monthly and tracked on a 
red/yellow/green status indicator. Root cause analyses are completed on 
metrics classified as “red” to identify the barriers and challenges contributing to 
the poor performance and possible solutions to remedy the problem. 
 


 Change management: We recognize that successful change management starts 
with leaders who support and facilitate change by providing the vision for 
change and the strategy to sustain change. Our change management strategy 
has three parts: 


 


1. Use data to create a sense of urgency and need. 
2. Incorporate PDSAs as the process to lead, inspire, and guide change. 
3. Promote real-time transparent communication through visibility walls 


and weekly huddles. 
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As engaged leaders, our role during change is to identify and allocate resources to best 
support change activities, including motivating staff and removing barriers to 
transformational efforts. 


 
 


 


 


HealthInsight’s contracts management staff have processes in place to monitor 


subcontracts and ensure they operate in accordance with state and federal 


requirements. Assure anticipates only one subcontractor for the optional CAHPS survey 


activity, should that work be requested. A teaming agreement is in place for DataStat, 


which has reviewed the DHCFP contract elements that will be flowed down and has 


completed the vendor information requested in this RFP. 


 


2.4 Implementation 


Work plans are the core of our processes. Work plans communicate expectations and 


identify resources and project deliverables. The Assure team has years of experience 


creating, monitoring, maintaining, and revising work plans in collaboration with state 


Medicaid agencies, and uses the Project Management Institute guidelines on good 


project management, which includes written, current work plans with specific 


deliverables, milestones, identified resources, and subtasks for each deliverable.  


The Assure team is flexible with different types of work plans that meet the needs of 


our customers. We can provide online access to current work plans, deliver Excel 


spreadsheet or Adobe PDF formats, online versions via SmartSheet, and are willing to 


revise our work plans as work progresses on a project.  


2.3.1.3  Subcontractor Oversight and Accountability 


The vendor is accountable for and must oversee all subcontractor functions. 


2.4.1 Detailed Work Plan and Timeline 


The vendor shall develop and submit to DHCFP for approval, no later than one month 


after notification that the vendor has been awarded the Contract, a detailed work plan 


and timeline for performing the obligations set forth in the Contract for the first contract 


year. 


2.4.2 Updates to Work Plan and Timeline 


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 stage of 


readiness to perform all Contract obligations.  All such updates shall be reviewed and 


approved by the DHCFP.   
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We will stay in communication with our state contact and keep them informed of our 


progress, any changes to the work plan and timeline, and our readiness to perform 


contract obligations. We understand that all updates will be reviewed and approved by 


the DHCFP. 


The Assure team will submit all deliverables as requested above. If the DHCFP does not 


respond by the 20th work day after receipt, we understand that we may assume that 


approval was granted. 


However, the Assure contract manager or other specified contact typically maintains 


communications with our customers to make sure we are providing deliverables that 


are useful, actionable, and professional. We would likely confirm the status with our 


DHCFP contact. 


2.5 Presentation of Findings 


The awarded vendor must obtain 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 will comply with DHCFP’s process for approval before publishing or making formal 


public presentations. We will request, in writing, permission to publish information 


about enrolled recipients before publishing the information and will follow any specific 


guidelines or restrictions DHCFP may place on the publication of the material. 


 


 


 


2.4.3 Deliverables and Modifications 


Unless otherwise agreed to by the DHCFP, submit to the DHCFP, within a minimum of ten 


(10) working days of the service start date, all deliverables to permit any DHCFP 


identified modifications.  The DHCFP will have a maximum of twenty (20) working days 


upon receipt in which to respond with modifications to the vendor.  If the DHCFP does 


not respond by the twentieth work day after receipt of the deliverable, the DHCFP’s 


approval of the submission will be assumed to be granted. 
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2.6 HIPAA Compliance Requirements 


2.6.1 Vendor Representations 
The vendor represents and warrants that:   


 


 


 


Assure represents and warrants that it will conform to all applicable HIPAA 


regulations no later than the compliance date of each of those requirements or 


regulations. HealthInsight has a corporate privacy and security officer who is 


responsible for ensuring compliance across the organization. More details about our 


internal privacy policies are provided in Section 2.2.2.   


 


 


 


 


 


Assure represents and warrants that it will ensure compliance with all HIPAA 


standards for ourselves and Business Associates as described in Section 2.6.1.2 above. 


 


 


 


 


Assure represents and warrants that it and all subcontractors will comply with Section 


2.6.1.3 above. Both Assure and any subcontractors we may engage will sign a BAA 


during the contracting process. 


 


2.6.1.1  It will conform to all applicable Health Insurance Portability and 


Accountability Act (HIPAA) requirements and regulations no later than the 


compliance date of each of those requirements or regulations;    


2.6.1.2  It will ensure compliance with all HIPAA standards for themselves 


and any Business Associate(s), including transaction, code sets, identifier, 


privacy, confidentiality, and security standards, by the effective date of those 


rules; 


2.6.1.3    As a Business Associate, the Vendor and all subcontractors will 


comply with the Business Associate Addendum, (“BAA”) found in Attachment J 


that is made a part of the contract. 
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Section VI– Company Background and References 


 


Vendors shall place their written response(s) to Section 3, Company Background and 


References in bold/italics immediately following the applicable RFP question, statement 


and/or section.  This section shall also include the requested information in Section 3.2, 


Subcontractor Information, if applicable. 


 


3. Company Background and Experience  


Section 3.1.9 below presents HealthInsight’s corporate background and history, and 


describes Assure’s qualifications to provide the services described in this RFP. 


 


3.1 Vendor Information  


Assure is a new division of HealthInsight Management Corp. (HMC). Before Assure was 


created, HMC’s affiliate organizations in New Mexico and Oregon performed EQR 


services. To establish independent direction and governance for EQR and other quality 


assurance work, HMC formed Assure as a separate division of HealthInsight in 2017 


with appropriate separations in place to ensure independence requirements are met 


for our existing and future customers. Below, we provide the vendor information for 


both HMC and Assure where we believe it would be necessary to gain a full picture of 


the organization’s background.  


 


3.1.1 Vendors shall provide a company profile in the table format below.  


Question Response 


Company name: HealthInsight Assure, LLC, a division of 


HealthInsight Management Corp. (HMC), a 


private, nonprofit organization  


Ownership (sole proprietor, 


partnership, etc.): 


Assure: LLC 


HMC: Private, nonprofit corporation 


State of incorporation: Utah (both) 


Date of incorporation: Assure: March 1, 2017  


HMC: 1974 


# of years in business: Assure: 1 


HMC: 43 
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Question Response 


List of top officers: Sharon Donnelly, Assure board chair 


Linda Dreyer, Assure board consumer 


representative 


Herb Koffler, MD, Assure board provider 


representative 


Location of company 


headquarters, to include City and 


State: 


Murray, Utah 


Location(s) of the office that shall 


provide the services described in 


this RFP: 


Las Vegas, Nevada


Portland, Oregon 


Albuquerque, New Mexico 


Number of employees locally with 


the expertise to support the 


requirements identified in this 


RFP: 


Four employees currently in Nevada will be 


assigned to this work. Twenty-five additional 


employees with QI expertise also work from our 


Nevada office. 


Number of employees nationally 


with the expertise to support the 


requirements in this RFP: 


58 Assure employees 


225 total staff, when including the Quality 


Improvement and support expertise of other 


HealthInsight affiliates 


Location(s) from which employees 


shall be assigned for this project: 


Las Vegas, Nevada
 Portland, Oregon 


Albuquerque, New Mexico 


3.1.2 A Nevada-based business may apply for a five percent (5%) preference on its 


proposal.  This preference may apply if a business has its principal place of business within 


Nevada.  This preference cannot be combined with any other preference, granted for the 


award of a contract using federal funds, or granted for the award of a contract procured on 


a multi-state basis.  To claim this preference a business must submit a letter with its 


proposal showing that it qualifies for the preference.  


A significant portion of the work and the majority of goods produced for this contract 


will be produced in Nevada. Therefore, as indicated in the letter attached letter, we are 


requesting consideration for the 5% preference.  Please see Section VIII, Attachment 24 


for our 5% preference letter. 
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3.1.3 Registration as a foreign corporation 


Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of 


another state shall 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.  


Assure was incorporated in Utah and has registered with the State of Nevada as a 


foreign corporation. Our business license is attached in Section IV, attachment 7. 


Note that Assure is a division of HealthInsight Management Corp., also registered to do 


business in Nevada. Some responses below include information on both organizations, 


where indicated. 


3.1.4 Licensure by Secretary of State 


The selected vendor, prior to doing business in the State of Nevada, shall 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: NV20171682698 


Legal Entity Name: HealthInsight Assure, LLC 


Is “Legal Entity Name” the same name as vendor is doing business as? - 


Yes  No 


If “No”, provide explanation. 


3.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency? 


HealthInsight Assure and HealthInsight Nevada are both affiliates of HealthInsight 


Management Corp. While Assure does not have any past or current contracts with the 


State of Nevada, the other two entities do. Current and past contracts are listed in the 


table below for HealthInsight Nevada and HealthInsight Management Corp. 


Yes  No 



http://nvsos.gov/
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If “Yes”, complete the following table for each State agency for whom the work was 


performed.  Table can be duplicated for each contract being identified. 


The following contracts span from 2002 through 2019. We held contracts prior to 


2002, including the utilization review contract that ended in 2004 (last contract 


entered below). The original contract began in 1988 when Nevada Peer Review 


(original name of HealthInsight Nevada) was formed. 


Table 17. Contracts with Nevada State Agencies 


Question Response 


Name of State agency: Department of Health & Human Services 


Division of Public & Behavioral Health  


Bureau of Health Care Quality and Compliance 


State agency contact name: Leticia Metherell, RN, CPM, Program Manager 


775-684-1045 


lmetherell@health.nv.gov  


Dates when services were performed: April 1, 2017–March 28, 2019 


Type of duties performed: The HealthInsight Reducing Injury and 
Improving SafEty (RISE) program is a QI 
initiative designed to help acute care 
hospitals improve fall-related care processes 
and outcomes and minimize risk and harm to 
patients.  


Total dollar value of the contract: $286,756 (S0.494) 


Question Response 


Name of State agency: Department of Health & Human Services 


Division of Public & Behavioral Health  


Chronic Disease Prevention and Health 
Promotion (CDPHP) 


Bureau of Child, Family and Community 
Wellness (CFCW) 


1st Tier Subcontractor:  HealtHIE Nevada 
(State Health Information Exchange) 


State agency contact name: Eric Fortenbury 


Grants and Project Analyst 2 


775-684-5929 


efortenbury@health.nv.gov  


Dates when services were performed: November 1, 2014 – June 29, 2015 



mailto:lmetherell@health.nv.gov

mailto:efortenbury@health.nv.gov
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Question Response 


July 1, 2015 – June 29, 2016 


July 1, 2016 – June 29, 2017 


June 30, 2017 – June 29, 2018 


Type of duties performed: To promote awareness of high blood pressure 
and physician screening and referral to 
diabetes self-management education (DSME) 
programs. 


Total dollar value of the contract: 2017-2018:  $38,715 


HealthInsight Award:  $21,715 


2016-2017:  $70,314 


HealthInsight Award:  $52,514 


2015-2016:  $60,000 


HealthInsight Award:  $41,000 


2014-2015:  $185,000 


HealthInsight Award:  $141,000 


Question Response 


Name of State agency: Department of Health & Human Services 


Division of Public & Behavioral Health  


Civil Monetary Penalty Fund Grant Award 


Bureau of Health Care Quality and Compliance 


State agency contact name: Jeanne Hesterlee, Health Facility Inspection 
Manager 


775-684-1054 


mhesterlee@health.nv.gov  


Dates when services were performed: May 1, 2016 – April 30, 2018 


Type of duties performed: HealthInsight assists nursing facilities in 
providing individualized, person-centered 
care, and improving fall-related care 
processes and outcomes. 


Total dollar value of the contract: $821,323 (S0.482) 


Question Response 


Name of State agency: Department of Health & Human Services 


Health Division 


Bureau of Health Care Quality and Compliance 


State agency contact name: Richard Whitley, Administrator, Health 
Division 


775-684-1030 


rwhitley@health.nv.gov  



mailto:mhesterlee@health.nv.gov

mailto:rwhitley@health.nv.gov
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Question Response 


Dates when services were performed: March 13, 2013 – February 28, 2015 


Type of duties performed: Provide Independent Informal Dispute 
Resolution (IIDR) to review deficiencies from 
surveys that result in civil money penalties for 
the department. 


Total dollar value of the contract: $1,750 ($250/case) (S0.441.NV) 


Question Response 


Name of State agency: Department of Health & Human Services 


Division of Mental Health and 
Developmental Services 


Agency of Rural Services Mental Health 


State agency contact name: Richard Whitley, Administrator, Health 
Division 


775-684-1030 


rwhitley@health.nv.gov 


Dates when services were performed: April 22, 2013 – June 30, 2013 


Type of duties performed: Provide Root Cause Analysis Training 


HealthInsight developed the Incident 
Investigation and Root Cause Analysis 
training program as a regional, multi-setting, 
two-day workshop designed to increase the 
capacity of local healthcare organizations 
through informed and disciplined analysis of 
safety-critical events and system redesign. 


Total dollar value of the contract: $8,166 (S0.446) 


Question Response 


Name of State agency: Southern Nevada Health District  
State agency contact name: Lawrence Sands, DO, MPH, Chief Health Officer 


702-759-1000 
snhdpublicinformation@snhdmail.org  


Dates when services were performed: July 1, 2006 – June 30, 2008 
July 15, 2008 – September 30, 2009 
July 1, 2009 – June 30, 2010 


Type of duties performed: Lead Poisoning Prevention:  Education and 
outreach on lead poisoning awareness and 
prevention 


Total dollar value of the contract: 2006-2008:  $27,500 
2008-2009: $12,500 
2009-2010:  $12,500 
$52,500 (S0.393, S0.400, S0.415) 



mailto:rwhitley@health.nv.gov

mailto:snhdpublicinformation@snhdmail.org
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Question Response 


Name of State agency: Division of Health Care Financing and Policy 


Nevada Covering Kids and Families Initiative  


State agency contact name: Betsy Aiello 


775-684-3756 


baiello@health.nv.gov 


Dates when services were performed: July 1, 2006 – September 30, 2006 


July 1, 2006 – June 30, 2008 


Type of duties performed: Fiscal agent for Covering Kids and Families 
Program 


Total dollar value of the contract: 2006: $17,759 


2006-2008: $399,888 


$417,467 (80.601.02, 80.601.03) 


Question Response 


Name of State agency: Aging and Disability Services Division 


State Health Insurance Assistance 
Program (SHIP)   


State agency contact name: General Contact 


775-687-4210 


adsd@adsd.nv.gov 


Dates when services were performed: October 1, 2003 – September 30, 2004 


October 1, 2004 – September 30, 2005 


October 1, 2005 – September 30, 2006 


October 1, 2006 – September 30, 2007 


Type of duties performed: Fiscal agent for State Health Insurance 
assistance Program (SHIP) 


Total dollar value of the contract: 2003-2004:  $38,869 


2004-2005:  $46,693 


2005-2006:  $52,850 


2006-2007:  $50,208 


$188,620 (G0.501, G0.503, G0.504) 



mailto:baiello@health.nv.gov

mailto:adsd@adsd.nv.gov
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Question Response 


Name of State agency: Clark County Health District 


State agency contact name: General Contact  702-759-1000 


snhdpublicinformation@snhdmail.org 


Dates when services were performed: August 1, 2004 – October 31, 2004 


Type of duties performed: Lead Poisoning 2006:  Funding to participate 
in planning for lead poisoning campaign.  


Total dollar value of the contract: $3,791.60 (S0.342) 


3.1.6  Are you now or have you been within the last two (2) years an employee of the State 


of Nevada, or any of its agencies, departments, or divisions?  


Yes No  


If “Yes”, please explain when the employee is planning to render services, while on annual 


leave, compensatory time, or on their own time? 


Question Response 


Name of State agency: Division of Health Care Financing 


Nevada Medicaid 


State agency contact name: General Contact 


877-638-3472 


Dates when services were performed: July 1, 2002 – March 31,2003 


Type of duties performed: Surveillance and Utilization Review - protect 
the integrity of Nevada Medicaid from 
provider fraud, waste, abuse, and improper 
payments. 


Total dollar value of the contract: $2,592,740 (M0) 


Question Response 


Name of State agency: The Office of Nevada Attorney General 


State agency contact name: General Contact 


702-486-3420 


AgInfo@ag.nv.gov 


Dates when services were performed: February 01, 2003 – June 30, 2005 


Type of duties performed: Quality Case Reviews 


Total dollar value of the contract: $50,000 (S0.319) 



mailto:snhdpublicinformation@snhdmail.org

mailto:AgInfo@ag.nv.gov
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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 shall be performing or producing the 


services which you shall be contracted to provide under this contract, you shall disclose the 


identity of each such person in your response to this RFP, and specify the services that each 


person shall be expected to perform. 


3.1.7 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 shall also be disclosed.  


Does any of the above apply to your company? 


Yes No  


If “Yes”, please provide the following information.  Table can be duplicated for each issue 


being identified. 


3.1.8  Vendors shall review and provide if awarded a contract the insurance requirements 


as specified in Attachment D, Insurance Schedule for RFP 3491.  


The insurance requirements have been reviewed and will be provided upon award. 


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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3.1.9 Company background/history and why vendor is qualified to provide the 


services described in this RFP. (5 page limit) 


 


HealthInsight is a private, nonprofit community-


based organization dedicated to improving health 


and health care, composed of locally governed 


affiliates in Nevada, New Mexico, Oregon, and Utah. 


HealthInsight also has operations in Seattle, WA, 


and Glendale, CA, supporting End-Stage Renal 


Disease Networks in the western United States. The 


HealthInsight enterprise holds contracts and grants 


in key areas of health care improvement, including 


initiatives with the Center for Medicare and 


Medicaid Innovation to improve care in nursing 


homes and contracts to provide learning system development, training and technical 


assistance support to health care innovation programs. This support includes 


environmental scans, lessons-learned synthesis, knowledge product development, 


collaborative learning facilitation, and direct technical assistance to innovations 


projects. HealthInsight operates a community health information exchange in Nevada 


and has launched Utah Healthscape, a comprehensive health care quality data-


reporting website for providers, health plans, and the public. HealthInsight is a 


recognized leader in quality improvement; transparency and public reporting; health 


information technology programs; health care system delivery and payment reform 


efforts; and human factors science research and application. 


Most relevant to this current proposal are the federal Quality Innovation Network-


Quality Improvement Organization (QIN-QIO) and state External Quality Review 


Organization (EQRO) contracts. (For a more comprehensive description of our work, 


see Section VIII, Attachment 25, HealthInsight Corporate Summary.) 


 


HealthInsight Management Corp. (HealthInsight)  


HealthInsight Management Corp. and its state affiliates hold the Medicare QIN-QIO 


contracts for Nevada, New Mexico, Oregon, and Utah. HealthInsight (originally known 


as Utah Professional Review Organization) was incorporated in 1974 and has held 


federal contracts to support Medicare QI activities since 1984. As the regional QIN-QIO, 


HealthInsight’s staff of over 200 health care and support professionals work with 


health care providers and communities on multiple data-driven quality initiatives to 


improve patient safety, reduce harm, engage patients and families, and improve 


clinical care. As the parent company for its affiliates, HealthInsight provides financial, 


Our mission is to serve as a 


primary agent in focusing 


community energy to 


achieve significant and 


continuing improvement in 


the health of the community 


and in the quality and 


effectiveness of health care. 
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administrative, information systems, data analytics, communications and human 


resources services to support operations.  


HealthInsight state affiliates in New Mexico and Oregon have performed EQR activities, 


beginning with a contract in Washington, since 1993. 


HealthInsight Assure. HealthInsight Assure, LLC (Assure) is a newly formed division of 


HealthInsight Management Corp. HealthInsight created Assure in 2017 to provide 


independent direction and governance of HealthInsight’s existing EQR contracts and 


related quality assurance lines of business. Previously, HealthInsight’s independently 


governed state-based affiliates in New Mexico and Oregon performed EQR work in 


those states.  


Assure has QIO-Like status (See Section IV, Attachment 6) and meets all qualifications 


to perform EQR work. Currently, Assure holds EQRO contracts for Oregon and New 


Mexico.  


Our services for these states include: 


 reviewing and assessing health plans’ compliance with federal and state 
regulatory and contractual standards 


 validating health plan performance measures 


 validating managed care plans’ performance improvement projects 


 validating Medicaid encounter data 


 conducting yearly in-person trainings for managed care plan staff 


 conducting and reporting the results of large-scale Medicaid consumer 


satisfaction 


 surveys, including surveys of children and their families 


 publishing annual technical and analytical reports on results of our EQR work 


Figure 12 below presents a corporate organization chart showing Assure within the 


organizational structure. 
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HealthInsight Management 
Corporation (HMC) Board


Marc Bennett
President & CEO


Dan Memmott, CFO
*HMC Administrative and 


Support Services
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HealthInsight
Nevada


HealthInsight
New Mexico


HealthInsight
Oregon


HealthInsight
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Deborah Huber
Executive 
Director
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Director
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Christensen


Executive 
Director


Juliana Preston
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Director


58 Staff 37 Staff 32 Staff 58 Staff


HealthInsight 
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ESRD
NW Renal 


Network 16


Stephanie 
Hutchinson
Executive 
Director
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Executive 
Director


Sharon Donnelly
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Oversight
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 Analytics


 Finance and Administration
 Communications
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          HMC 
          Assure
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Figure 12. HealthInsight Management Corp. Organizational Chart. 
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Qualifications and Experience 


Throughout this proposal we have included detailed information about our 
capabilities, staff experience, and expertise with EQR, and descriptions of how we meet 
all of the statutory requirements.   


Below we highlight HealthInsight’s corporate history, including relevant milestones 
and major QI contracts.  
 
Table 18. HealthInsight Corporate History and Milestones 


Years Topic/Contract Description 


1984-
1999 


CMS Peer Review 
Organization (PRO) 1st 
through 5th Statements 
of work 


HealthInsight Utah, formerly the Utah Professional 
Review Organization, begins serving as Utah’s Peer 
Review Organization under the Medicare PRO program as 
(UPRO). 
HealthInsight New Mexico, formerly New Mexico Medical 
Review Association, begins serving as New Mexico’s PRO. 
HealthInsight Oregon, formerly Acumentra Health and 
Oregon Medical Professional Review Organization 
(OMPRO), begins serving as Oregon’s PRO. 


1988 Nevada Peer Review 
Nevada Peer Review joins UPRO and the organization is 
subsequently (1994) renamed HealthInsight. 


1992‒
2014 


Washington EQRO 
HealthInsight Oregon (Acumentra Health and OMPRO) 
becomes External Quality Review Organization (EQRO) 
for the Washington Medicaid program. 


1993 Workers Compensation 
HealthInsight New Mexico (NMMRA) begins administering 
the New Mexico Workers Compensation Utilization Review 
Program. 


1999‒
2019 


QIO, CMS 6th‒11th 
Statements of Work 


HealthInsight Oregon (Acumentra Health and OMPRO),   
New Mexico (NMMRA), Utah and Nevada are awarded QIO 
contracts 


2004  Oregon EQRO 
HealthInsight Oregon (Acumentra Health) becomes EQRO 
under contract with Oregon Health Authority. 


2005 New Mexico EQRO 
HealthInsight New Mexico (NMMRA) becomes EQRO under 
contract with New Mexico Human Services Dept. 


2008 URAC 
HealthInsight Oregon (Acumentra Health) receives URAC 
CORE accreditation. 


2009 URAC HealthInsight Nevada receives URAC CORE accreditation. 


2010 
Beacon Communities 
Cooperative Agreement 
(CA) 


This was an Office of the National Coordinator for Health 
Information Technology CA to accelerate the adoption of 
electronic health records and using them to improve care 


2011 
Network for Regional 
Healthcare 
Improvement (NRHI) 


HealthInsight Utah, HealthInsight New Mexico and 
HealthInsight Nevada are designated a Regional Health 
Improvement Collaborative and join NRHI. 


2012 
Hospital Engagement 
Network (HEN) 


HealthInsight Nevada and New Mexico are awarded 
subcontracts from state hospital associations to conduct 
HEN activities with participating hospitals to reduce 
healthcare acquired conditions. 
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Years Topic/Contract Description 


2012 


Admissions and 
Transitions 
Optimization Program 
(ATOP) 


HealthInsight Nevada is awarded the ATOP cooperative 
agreement by the Center for Medicare and Medicaid 
Innovation to improve processes and care within nursing 
facilities to reduce avoidable hospitalizations. 


2012-
2017 


Prescription Drug 
Monitoring Program 
(PDMP) Grant 


HealthInsight Oregon and partners completed a five-year 
NIH grant to assess whether state PDMPs can serve as an 
effective tool to improve patient care/outcomes. 


2013 Qualified Entity  HealthInsight certified as a Qualified Entity by CMS. 


2013 
QIO Medication 
Navigation 


HealthInsight New Mexico is awarded contract to explore 
the efficacy of using a telephonic health advice line to 
answer medication questions. 


2015 
Task F.1: Adult 
Immunization (11SOW 
Task Order2) 


Staff focus on improving assessment and documentation 
of Medicare beneficiary immunization status, increasing 
immunization rates and reducing disparities.  


2015 
Task G.1: Behavioral 
Health (11SOW Task 
Order 3) 


This task is focused on improving the identification of 
depression and alcohol use disorder in primary care and 
care transitions for behavioral health conditions.  


2015 SIE IMPAQ 


HealthInsight works with IMPAQ International on the CMS 
Strategic Innovation Engine contract to create 
widespread acceptance and application of QI in health 
care. 


2015 
Expanding Participation 
in Self-Management 
Education Programs 


HealthInsight Oregon works with Oregon Public Health 
Division (PHD) to align activities with Oregon’s existing 
self-management education initiative 


2015 
End Stage Renal Disease 
(ESRD) NW 16 and 18  


HealthInsight provides health care QI services to improve 
care for persons living with ESRD. 


2015 
ATOP 2:  Payment 
Reform 


HealthInsight Nevada tests whether a new payment 
model for long-term care facilities and practitioners, 
together with clinical and educational interventions will 
improve quality while lowering Medicare/Medicaid 
spending.   


2016 
Patient Flow ECHO 
(11SOW Task Order 6) 


Staff train medical practices to use the ECHO model and 
increase staff capacity for change and readiness to 
participate in emerging alternative payment models.  


2016 
Hospital Improvement 
Innovation Network 
(HIIN) 


HealthInsight is awarded HIIN contract by CMS to work 
with hospitals to achieve a 20% decrease in overall 
patient harm and a 12% reduction in 30-day hospital 
readmissions from the 2014 baseline.  


2016 
11SOW Task Order 7 
 “Partnership to Advance 
Tribal Health” 


HealthInsight New Mexico partners with CMS Center for 
Clinical Standards and Quality and Indian Health Services 
to address the need for expert health care QI services in 
26 American Indian/Alaska Native health care facilities..  


2017 
NRHI THRIVE  
QPP-SURS 


HealthInsight provides direct technical assistance and 
support services to ensure successful participation of 
clinicians during the transition of Medicare payments 
from a fee-for-service system to Quality Payment 
Program.  
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3.1.10 Length of time vendor has been providing services 


Provide a brief description of the length of time vendor has been providing services 


described in this RFP to the public and/or private sector.  


HealthInsight has provided quality improvement and/or assurance services since 


1974. From 1988 through the early 21st century, HealthInsight Nevada provided 


utilization review services for Nevada Medicaid. When this activity was wrapped into 


the initial Medicaid Management Information System contract, another vendor 


succeeded HealthInsight in that work. 


Assure and its predecessor organizations have provided EQR services since 1993, 


beginning with a contract for performance improvement projects and survey work 


with the State of Washington. Assure currently holds EQR contracts with the states of 


New Mexico and Oregon. 


The table below describes the EQR contracts Assure has held over the last 35 years. 


 


Table 19. Assure EQR Contract History 


Period Contract Description Activities and Experience 


1988-2004 Utilization review for Nevada 
Medicaid (DHHS-DHCFP) 


Experience working with Medicaid 
programs in NV began in 1988 with 
Utilization Review. We have a 30-
history working with Nevada 
Medicaid and other NV state agencies. 


1993-2014 EQRO for Washington 
physical health managed 
Medicaid programs  


- Performance Measure Validation 
(PMV),  


- compliance with standards,  
- Performance Improvement Project 


(PIP) validation,  
- surveys (adult and child; special 


populations),  
- focus studies,  
- quality strategy review 


1996-
present 


UR and quality review of 
mental health services for 
Title XIX Medicaid enrollees 
who receive psychiatric 
hospital care and for 
adolescents in residential 
care in Oregon since 1996 


- Utilization review for individuals 
up to age 21 or 65 and over to 
ensure medically appropriate 
services at an appropriate level of 
care and length of time.  


- Includes children and adolescents 
who are under tribal authority 
and children in Department of 
Human Services custody.  
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Period Contract Description Activities and Experience 


- Also review individuals ages 18 to 
21 and 65 and over who are in 
certified treatment programs 
within the Oregon State Hospital. 


2005-
present 


EQRO for New Mexico 
physical health, behavioral 
health, long-term supports 
and services and CHIP for the 
Medicaid programs 


- Performance Measure Validation 
- Compliance with Standards 
- PIP Validation 
- Encounter Data Validation 
- Calculation of PMs 
- Focus Studies 


2008-2014 EQRO for Washington mental 
health managed Medicaid 
programs 


- Compliance,  
- PIP validation,  
- PMV,  
- EDV, 
- focus studies,  
- quality strategy review 


2012-
present 


EQRO for Oregon mental, 
physical and dental health 
managed Medicaid programs 


- Compliance,  
- PIP validation,  
- conducting PIPs,  
- validation of PM with ISCA,  
- member survey,  
- focus study 


 


3.1.11 Financial information and documentation to be included in accordance 


with Section 8.5, Part III – Confidential Financial Information.  


We have not designated any information as confidential and have provided the 


information requested in this section below and attached as indicated. 


3.1.11.1 Dun and Bradstreet Number  


HealthInsight Assure DUNS #:    081 106 627 


HealthInsight Management Corp DUNS #:  073 096 190 


3.1.11.2 Federal Tax Identification Number 


HealthInsight Assure:    81-5464494 


HealthInsight Management Corp:  87-0303872 


3.1.11.3 The last two (2) years and current year interim: 


A. Profit and Loss Statement  


B. Balance Statement 
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The last two years of financial statements and current year interim are attached in 


Section VIII as Attachments 20, 21 and 22. The Assure statements are incorporated into 


the HealthInsight Management Corp. financial statements 


  


3.2 Subcontractor Information  


Subcontractors are defined as a third party, not directly employed by the contractor, who 


shall provide services identified in this RFP.  This does not include third parties who 


provide support or incidental services to the contractor. 


 


3.2.1 Does this proposal include the use of subcontractors?  


Yes  No  


 


If “Yes”, vendor shall: 


3.2.1.1 Identify specific subcontractors and the specific requirements of this RFP for which 


each proposed subcontractor shall perform services.  


Assure will not use any subcontractors for the mandatory work. 


If DHCFP requests optional activities requiring an NCQA Certified CAHPS vendor, we 


will contract with DataStat. Vendor information for DataStat is completed in Section 


3.2.1.3. 


3.2.1.2 If any tasks are to be completed by subcontractor(s), vendors shall: 


A. Describe how the work of any subcontractor(s) shall be supervised, channels of 


communication shall be maintained and compliance with contract terms assured; 


HealthInsight’s contract management and accounting staff is experienced at 


monitoring contract compliance. All invoices are approved for payment by the project 


manager supervising the vendor before payment is made.    


All vendors report to a specified project manager who supervises the activities and 


performance of the vendor. The project manager receives the invoice from the vendor 


and only approves said invoice if the work is satisfactory and on schedule. Any issues 


are promptly discussed and addressed with the vendor. Once the payment is approved, 


it is forwarded to the contracts manager for payment. The contracts manager tracks 


and manages the income and expenditures for each contract and subcontract. 
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B. Describe your previous experience with subcontractor(s). 


The Oregon Health Authority has contracted directly with DataStat to perform CAHPS 


survey work. In addition, DataStat was recommended to us by another EQRO. A 


description of their experience appears in section 3.2.1.3 below. 


 


3.2.1.3 Provide the same information for any proposed subcontractors as requested in 


Section 3.1, Vendor Information.    


Assure has sufficient staff to complete all of the mandatory and most of the optional 


activities. If we are asked to provide services that require a certified CAHPS vendor, we 


will subcontract with DataStat. We have signed a teaming agreement with DataStat to 


enable expedient contracting once a scope of work is identified. 


DataStat has provided the following overview of its experience and performance. 


DataStat: Experience and Performance 


DataStat has a long history and solid record of results as a top-tier survey research 


organization, conducting health care, academic, pharmaceutical, and other types of 


survey research projects.  Our clients include institutions such as Harvard Medical 


School, the Centers for Disease Control and Prevention, the RAND Corporation, the 


MacArthur Foundation, the National Institute of Mental Health, NCQA, the Centers for 


Medicaid and Medicare (CMS), and the Department of Defense, in addition to many 


state agencies and health plans.  Our client list represents the leading organizations in 


health services research, and the projects we work on frequently receive national 


attention. 


Projects we have conducted over the years vary widely in size and scope:  from a single 


academic organization, for example, field testing a single instrument among several 


hundred selected respondents using a uni-modal protocol, to hundreds of health care 


organizations and hundreds of thousands of respondents, state- or nation-wide, using 


a multi-modal protocol and requiring a multitude of aggregate or individualized 


custom graphical reports.  Typically, we work with the quality improvement or health 


care improvement staff within a health care organization, who then disseminate 


survey results to other key personnel, such as board members or directors, within their 


organization as well as to key stakeholders in their larger health care community. 


DataStat plays a major role as well in CAHPS and HEDIS research projects, dating back 


to the beginning of CAHPS when we partnered with the Picker Institute in the early 


testing and development of these instruments.  We continue to participate in CAHPS 


development efforts and annually conduct many CAHPS, HEDIS, as well as Hospital 
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Outcomes Surveys (HOS) and other studies and surveys on behalf of our health plan 


clients, CMS, and state Medicaid partners.   


Our expertise with CAHPS surveys comes from years of partnering with designers of 


CAHPS tools and protocols, ranging from the development of tools for non-English 


languages, to field testing new materials and protocols, such as the health literacy 


module designed for use in health plan, hospital, and provider settings.   


DataStat is authorized by NCQA to process 500 CAHPS samples and 200 HOS samples 


per year.   We conduct CAHPS, HEDIS, and HOS survey projects for hundreds of clients 


each year. Over time, we have increasingly specialized in large-scale state-level 


projects, such as CAHPS surveys for Utah, New York, Ohio, Minnesota, Washington 


State, Hawaii, and California.  Sample sizes for these projects range from 50,000 or so, 


to well over 100,000, which means that we handle sample frames that are several 


orders of magnitude larger.  Most of these projects run concurrently, with all materials 


and data collection tools produced and managed in-house.   


Summaries of key projects are described below. 


  Tri-State Children’s Health Improvement Collaborative (T-CHIC).   In 2012-13, 
DataStat was chosen to conduct the Clinician and Group with Patient-Centered 
Medical Home (PCMH) Items CAHPS Survey for this demonstration project, 
incorporating practice sites in Oregon, West Virginia, and Alaska. The Oregon 
Health Authority provided coordination for the project and T-CHIC practices, and 
structured the project such that practices in Oregon outside the scope of the grant 
were able to join the project, field their samples alongside T-CHIC sites, and have 
the opportunity to participate in NCQA’s PCMH Recognition Program.  Quality 
Corporation, a not-for-profit group working to improve health care quality in 
Oregon, worked with DataStat to coordinate efforts with non-T-CHIC sites.  DataStat 
worked directly with all practice sites to obtain sample frame data files.  A total of 
21 T-CHIC and 23 non-T-CHIC practice sites (N=27,000, approximately) participated 
in the survey, which used the adult and child versions of the PCMH CAHPS 
instrument, with some custom items.  A two-wave mail only protocol was 
implemented in English and Spanish; a telephone follow-up was added for sites in 
Alaska, given the limits of mail delivery in remote areas there.  About half of the 
sites elected to submit data to NCQA.  


 
  The California Managed Risk Medical Insurance Board.  Children’s Health Insurance 


CAHPS Member Satisfaction Survey.  From 2000 through 2013, when California 
reorganized its administration of public health care programs, DataStat conducted 
an evaluation of member services provided by 27 California health plans under the 
California Healthy Families program, which was federally funded under the SCHIP 
program.  Approximately 25,000 respondents were involved.  The project was 
conducted in five languages with complex ethnic oversampling.  We did extensive 
consumer report design work for this project, including focus groups of likely 
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consumers, and prepared final reports in the 11 official languages supported by 
MRMIB.  
 


  State of Oregon – Oregon Medical Assistance Program.  Since 2001, DataStat has 
been chosen to implement the CAHPS surveys for the State of Oregon Medicaid, Fee-
for-Service, and low-income medical assistance programs.  Using an enhanced 
approach to recommendations by NCQA and the CAHPS Consortium, we use a multi-
wave mail plus telephone follow-up mixed methodology to collect the experiences of 
these beneficiaries.  
 


  State of Utah – DHS Office of Healthcare Statistics.  DataStat has worked with the 
State of Utah since the early 1990’s surveying the adult and child Medicaid 
populations.  Utah was one of the very early adopters of the CAHPS survey, and 
began using it in telephone surveys in 1995.  DataStat has enjoyed a long and 
successful relationship with OHCS and the Medicaid plans in Utah.   


 
   New York State Department of Health (NYSDOH) – CAHPS Adult Medicaid Survey 


Project.  Since 2009, DataStat has been awarded the contract for conducting the 
CAHPS Adult Medicaid survey project for the NYSDOH.  For each survey 
administration, about 35,000 enrollees are sampled across 15-20 managed care 
organizations.  The project uses the current year CAHPS adult Medicaid survey 
instrument, with additional custom items, for approximately 64 total questions. We 
implement a mixed-mode protocol consisting of four mailing waves and a telephone 
follow-up; some years have included a $5 check incentive mailed to respondents 
who completed a survey.  Project data are reported to the National CAHPS 
Benchmarking Database.  


 
 


   New York State Department of Health  – Adult and Child PCMH CAHPS Survey 
Project.  DataStat was selected to conduct the Clinician and Group with PCMH 
CAHPS Survey for the NYSDOH.  The 2013 project was a pilot consisted of adult and 
child samples (N=6,000) drawn from PCMH and non-PCMH practices, and used a 
mixed-mode (3 wave mail plus phone) data collection in English and Spanish.  
Analysis compared experience of care in PCMH and non-PCMH practices.    


 
In 2015, Data was selected to conduct 5 consecutive years of data collection in 
conjunction with Public Consulting Group and focused on the Delivery System 
Reform Incentive Payment Program (DSRIP).  The DSRIP survey project surveys the 
adult populations enrolled in 25 NYSDOH Preferred Provider Systems (PPS); 
N=37,500.  The DSRIP project uses the 2015 C&G CAHPS survey instrument, with 
some modifications, for approximately 47 total questions, and a mixed mode (mail 
and telephone) survey protocol in English and pre-identified Spanish.  Custom state 
and PPS-level reports were developed and delivered along with the dataset. 
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Subcontractor Vendor Information 


 
3.1.1 Vendors shall provide a company profile in the table format below. 


Subcontractor Response: 
 


Question Response 
Company name: DataStat Inc. 
Ownership (sole proprietor, partnership, 
etc.): 


Corporation 


State of incorporation: Michigan 
Date of incorporation: March 8, 1988 
# of years in business: 29 years 
List of top officers: James Jeffery, President 


Kim Wheeler, COO / CFO 
Location of company headquarters, to 
include City and State: 


Ann Arbor, Michigan 


Location(s) of the office that shall provide 
the services described in this RFP: 


Ann Arbor, Michigan 


Number of employees locally with the 
expertise to support the requirements 
identified in this RFP: 


Approximately 100: 
 25 professional staff 
 75-80 staff in mail, 


phone, scanning 
facilities 


Number of employees nationally with the 
expertise to support the requirements in 
this RFP: 


Same 


Location(s) from which employees shall 
be assigned for this project: 


Ann Arbor, Michigan 


 
3.1.2 A Nevada-based business may apply for a five percent (5%) preference 


on its proposal.  This preference may apply if a business has its principal 


place of business within Nevada.  This preference cannot be combined with 


any other preference, granted for the award of a contract using federal funds, 


or granted for the award of a contract procured on a multi-state basis.  To 


claim this preference a business must submit a letter with its proposal 


showing that it qualifies for the preference. 


Subcontractor Response:  
DataStat’s principal place of business is in Michigan; we do not qualify for 


this preference. 
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3.1.3 Please be advised, pursuant to NRS 80.010, a corporation organized 


pursuant to the laws of another state shall 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. 


DataStat will register with the State of Nevada if needed prior to 
execution of a contract. 


 
3.1.4 The selected vendor, prior to doing business in the State of Nevada, 


shall 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. 


DataStat will obtain a business license with the State of Nevada if needed 
prior to execution of a contract. 
 
3.1.5 Has the vendor ever been engaged under contract by any State of 


Nevada agency?   


Subcontractor Response: 
 
 


3.1.6 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? 


Subcontractor Response:  
 
3.1.7 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 shall also be disclosed.  


Does any of the above apply to your company? 
 
  Subcontractor Response: 


 


 


Yes  No X 


Yes  No X 


Yes  No X 



http://nvsos.gov/





 


Technical Response – Part I 


State of Nevada, Purchasing Division – RFP 3491 Section VI-Page 23 
External Quality Review Organization   


3.1.8 Vendors shall review and provide if awarded a contract the insurance 


requirements as specified in Attachment D, Insurance Schedule for RFP 


3491. 


DataStat currently has in place the types and levels of insurance 
coverage, as described in Attachment D, Insurance Schedule for RFP 
3491, and will submit documentation of such upon award of a contract. 
 
3.1.9 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. 


Please see Section VIII Attachment 23   DataStat Capabilities 2018  
 
3.1.10 Provide a brief description of the length of time vendor has been 


providing services described in this RFP to the public and/or private sector. 


CAHPS®1-specific Experience: 
 29+ years’ experience in complex and large scale survey research 
 Primary contributor to CAHPS Consortium pilots and development  
 Conducted more complex CAHPS projects than any other vendor, 


from stand alone to state-wide 
 Certified by NCQA for 10+ years for health plan CAHPS (500 


samples), and for PCMH CAHPS  
 Certified by CMS for MA&PDP CAHPS, ACO CAHPS, QHP and MIPS 


CAHPS surveys  
 Consistently achieve optimal response rates and superior levels of 


data quality  
 16+ years’ experience in AHRQ CAHPS Benchmark Database and 


NCQA reporting requirements 
 
3.1.11 Financial information and documentation to be included in 


accordance with Section 8.5, Part III – Confidential Financial 


Information.  


3.1.11.1 Dun and Bradstreet Number: 19-267-8969 


3.1.11.2 Federal Tax Identification Number: 38-2791120 


3.1.11.3 The last two (2) years and current year interim: 


A. Profit and Loss Statement  


B. Balance Statement 


                                                        


1 CAHPS is a registered trademark of the Agency for Healthcare Research and Quality (AHRQ) 
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HealthInsight Assure has received the financial statements from 


DataStat, which they deemed confidential.  Assure will provide them as a 


confidential file once DHCFP requests services requiring their expertise. 


3.2.1.4 Vendor shall not allow any subcontractor to commence work until all insurance 


required of the subcontractor is provided to the vendor.   


HealthInsight Assure acknowledges and agrees, and DataStat has agreed to comply 


once they are engaged for this work. 


3.2.1.5 Vendor shall 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 3.2, Subcontractor Information.  The vendor shall receive agency 


approval prior to subcontractor commencing work.     


Assure acknowledges and agrees to notify DHCFS if we intend to use additional 


subcontractors. 


3.3 Business References  


3.3.1 Vendors shall provide a minimum of three (3) business references from similar 


projects performed for private and/or public sector clients within the last three (3) years. 


As previously described, Assure is a new corporation that combines the EQR 


departments of HealthInsight Oregon and HealthInsight New Mexico. The references 


requested below represent relevant QIO and EQR experience of HealthInsight. 


The business references are included in Table 20, below. 
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Table 20. Business References 


Organization Name 


Contract Name and Number 


Name of Contact 


Email and Phone Number 


Oregon Health Authority  
External Quality Review Organization 
(EQRO) Services  
Contract Number: 142877 


Allison M. Tonge 


ALLISON.M.TONGE@dhsoha.state.or.us 


(503) 947-2340 


New Mexico Human Services Division 
External Quality Review Organization 
(EQRO) Services  
Contract Number: PSC 15-630-8000-0015 


Kathy Leyba  


Katherine.Leyba@state.nm.us 


(505) 827-7715 


Centers for Medicare & Medicaid Services 
Quality Innovation Network-Quality 
Improvement Organization (QIN-QIO) 
Indefinite Delivery / Indefinite Quantity 
(IDIQ) Contract for New Mexico, Nevada, 
Oregon, and Utah 
IDIQ Contract Number: HHSM-500-2014-
QIN-007I 


Maryanne B. Butcher 
Maryanne.butcher@cms.hhs.gov 
(20i6) 615-2376 


University of New Mexico Evidence Now 
Program 
Southwest Health Extension Partnership 
to Enhance Research Dissemination 
Sub Award Number: 3RX42 


Danelle Callen 


DCallan@salud.unm.edu 


(505) 272-3448 


 


3.3.2 Vendors shall submit Attachment E, Reference Questionnaire to their business 


references. 


Reference questionnaires have been submitted and requested. 


3.3.3 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 7, RFP Timeline for 


inclusion in the evaluation process.  Reference Questionnaires not received, or not 


complete, may adversely affect the vendor’s score in the evaluation process.   


We anticipate that the Purchasing Division will receive at least three references on or 


before the deadline.   


3.3.4 The State reserves the right to contact and verify any and all references listed 


regarding the quality and degree of satisfaction for such performance. 


Noted. 



mailto:Maryanne.butcher@cms.hhs.gov
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3.4 Vendor Staff Resumes  


A resume shall be completed for each proposed key personnel responsible for performance 


under any contract resulting from this RFP per Attachment F, Proposed Staff Resume. 


Resumes for 18 staff who will provide significant support to DHCFP and the Nevada 


MCOs to support the EQR work in Nevada have been supplied in Section VII. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 







 


Technical Response – Part I 


State of Nevada, Purchasing Division – RFP 3491 Section VII-Page 1 
External Quality Review Organization   


 


Section VII – Attachment F – Proposed Staff Resumes 


 


Resumes have been provided for the following individuals who will support the Nevada 


external quality review activities. Key staff are noted by an asterisk* and staff residing 


in Nevada are indicated by a black circle●  


 


Name    Role        


 


Oversight and Management       Section Page 


1. Sharon Donnelly* Executive oversight       2  


2. Margaret White* Contract Manager,        5 


 Director of EQR Activities 


3. Jerry Reeves, MD● Medical Director       8 


4. Linda Griskell*● NV EQR Project Manager    11 


  


Review and Support Staff (in alphabetical order) 


5. Margarita Bondarenko*● NV Project Coordinator    13 


6. Allen Buice* Compliance Lead and Reviewer   16 


7. Joyce Caramella* PIP Lead and Reviewer    18 


8. Kristin Cederlind● Project Assistant     20 


9. Jared VanDomelen Data Specialist      22  


10. Linda Fanning Compliance and QAPI Reviewer   24 


11. Colleen Gadbois* PMV and ISCA Lead and Reviewer   28 


12. Sara Hallvik Senior Analyst      30 


13. Jennifer Land* Report Writer and Editor    32 


14. Greg Martin Senior Report Writer and Editor   34 


15. Charity O’Neal*● Nurse Reviewer- Compliance    36 


16. Debi Peterman PIP Reviewer      39 


17. Galina Priloutskaya* HEDIS Auditor      42 


18. Nancy Siegel PIP Reviewer      45 
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: HealthInsight Assure 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Sharon Donnelly, MS 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title Senior Vice President and HealthInsight Board Chair 


# of Years in Classification: 6 # of Years with Firm: 21 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
As a Senior Vice President of Strategy at HealthInsight and as HealthInsight Assure’s senior vice 
president and chair of the HealthInsight Assure board of managers, Sharon Donnelly advances strategic 
initiatives across HealthInsight’s multi-state corporation and provides overall direction of HealthInsight 
Assure contracts and operations, and works closely with the HealthInsight Assure board to ensure 
efficient and effective management.   
 
Ms. Donnelly manages development of programs with multiple partners, especially in the area of 
transforming primary care practices, across Nevada, New Mexico, Oregon and Utah, and in other 
western states. She participates in the regional health improvement collaboratives (RHICs) and supports 
them in project development, strategy and data transparency initiatives. She currently chairs the Utah 
Health Data Committee’s Best Use Subcommittee which prioritizes future collection and use of data and 
recently chaired Utah’s HIT State Innovation Model (SIM) planning group. She is also an advisor to 
Oregon Health & Sciences University’s workforce development project to update and expand the Office 
of the National Coordinator’s (ONC) Health Information Technology (HIT) curriculum. 
 
Ms. Donnelly’s interests in practice transformation include: using data to inform system and individual 
change; facilitating HIT adoption and meaningful use, along with work process redesign, in order to 
improve patient care; supporting development and interfacing with regional health information networks; 
payment reform and transparency initiatives; and building outpatient practice reporting and recognition 
programs. Ms. Donnelly leads the CMS task order for the Transforming Clinical Practices Initiative, 
designed the Utah Beacon and Regional Extension Center programs and was the initial project director 
for the HealthInsight HIT Regional Extension Center for Utah and Nevada. She has experience as a 
HEDIS auditor and in design, execution and analyses of Medicaid quality improvement projects under a 
previous external review contract in Utah. 
 


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. 
 
1996-present HealthInsight, Salt Lake City, Utah. Senior Vice President and Assure Board Chair 


HealthInsight Assure Board Chair 2017-Present 
Senior Vice President, Strategy (2012–Present) 
Vice President, Development (2009–2012) 
- Strategic planning to identify a priority agenda of opportunities to develop into projects 


to improve health care in various settings of care and states. 
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- Coordinating multi-state strategic agenda. 
- Leading corporate effort to drive Board goals to strategic priorities, integrated across 


states. 
- Cultivating relationships with state and national partners to pursue our strategic 


agenda. 
- Managing ongoing relationships with internal and external customers. 
- Design projects and write proposals to cultivate work with new partners in addition to 


handling existing contracts. 
- Develop, facilitate, and participate in collaborative efforts with health care providers 


and educators, health care systems, managed care organizations, Departments of 
Health, academic researchers, quality improvement organizations from other states, 
regional networks, federal and state agencies, and pharmaceutical companies 
(including Salt Lake MSA Beacon Community). 


- Multi-state project director for Transforming Clinical Practice Initiative for CMS QIN-
QIO task order across four states (2016-2019). 


- As project director for two-state HealthInsight Regional Extension Center (2010-2014), 
managed projects across multiple entities and states: provided management support 
including: relationship development and proposal writing, project development and 
design, budget planning and tracking, analyses of effectiveness of interventions, and 
presentation of project results. 


- Ongoing customer relationship management. 
- Support service and product development and marketing of product lines. 


 
Strategy Director of Health Information Technology (HIT) 2006-2009 
- Manage projects across multiple entities and states: provide management and analytic 


support including: background research and grant/proposal writing, project 
development and design, budget planning and tracking, analyses of effectiveness of 
interventions, and written and oral presentation of project results. 


- Implementation of quality improvement and health information technology (HIT) 
initiatives.  


- Create strategies for identifying opportunities to improve health care in various 
settings.  


- Design projects and write proposals to cultivate work with new partners in addition to 
handling existing contracts. 


- Delegate and coordinate work performed by project team members. 
- Facilitate understanding of HIT adoption, health information exchange, process 


redesign, measurement, statistics, quality improvement and applied human factors 
within project teams and with collaborators. 


 
Project Manager/Health Care Analyst 19962006 
- Facilitate use of electronic decision control tools and community intervention models 


to significantly decrease antibiotic misuse across two rural states. 
- Manage state-wide provider education program that reversed the trend of prescription 


drug deaths in Utah. 
- Manage CDC and CMS projects across multiple entities and states: provide 


management and analytic support. 
- Created Utah’s first manual of Certified Self-Management Training Programs, Data 


Collection and Reporting Tools for the Diabetes Program. 
- Delegate and coordinate work performed by junior analysts and project team 


members. 
- Facilitate understanding of measurement, statistics, quality improvement and applied 


human factors within project teams and with collaborators. 
- Design and analysis of Medicaid project to improve Asthma outcomes. 
- Use customer input to design and program data collection and reporting tools. 
- Perform HEDIS audits of health plans. 
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1993-1996 Statistics Department, University of Tennessee, Knoxville, TN. Instructor and Consultant 


- Consulted with researchers, staff, and physicians at UT Medical Research Center on a 
wide variety of research projects and management initiatives.  Responsibilities 
included:  designing studies, writing and reviewing grant proposals, calculating sample 
size, designing data collection procedures and data management and verification 
systems, performing statistical analyses, and interpreting and presenting results. 


- Taught undergraduate courses: Statistical Computing, Introduction to Statistics, 
Statistical Methods, and Sampling Techniques. Designed and taught a research 
methods course for the Ronald McNair Achievement Program for promising minority 
undergraduates. 


 
2008-2010 Computer Center, University of Tennessee, Knoxville, TN. Statistical Consultant 


- Consulted on experimental design, data management, programming, and statistical 
analysis. 


- Developed course materials and taught computer applications. 
- Consulted on software and operating systems for microcomputers and mainframes. 
- Wrote newsletter articles, help files and other documentation. 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
- University of Tennessee, Knoxville, TN. Master of Science, Statistics, 1992 
- University of Tennessee, Knoxville, TN. Bachelor of Science, Industrial Statistics, 1990 


 
CERTIFICATIONS 


Information required should include: type of certification and date completed/received. 
 


- None to report 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 


1. Marc Bennett, President and CEO, HealthInsight. 
Phone number: 801-892-0155, Fax number: 801-892-0160, 
E-mail address: MBennett@healthinsight.org  
 


2. Stephanie Hutchinson, Executive Director, ESRD Alliance- HealthInsight. 
Phone number: 206-923-0714, Ext. 103, Fax number: 206-923-0716,  
E-mail address: SHutchinson@healthinsight.org  
 


3. Marci Scott-Weis, Chief Operating Officer, Qualis Health. 
Phone number: 206-288-2305, Fax number: 206-368-2419,  
E-mail address: MarciS@qualishealth.org  
 


4. Mike Silver, Senior VP, Improve Science and Consultation, HealthInsight. 
Phone number: 801-892-6639, Fax number: 801-892-0160,  
E-mail address: MSilver@healthinsight.org  
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: HealthInsight Assure 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Margaret A. White, RN, BSN, MSHA, CHC 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title Director, External Quality Review Organization 


# of Years in Classification: 5 # of Years with Firm: 5 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Margaret White is the director of the External Quality Review Organization (EQRO) for HealthInsight New 
Mexico. She is a highly accomplished hands-on leader, corporate compliance professional, strategic 
planner and experienced project manager with 20+ years of experience in the health care operations, 
patient care and health care compliance. Her experience is demonstrated by achievements contributing 
to superior performance through expert alignment of large programs and the management of multiple, 
complex projects that meet corporate objectives. Ms. White is skilled in operational processes, clinical 
quality assurance, internal and external auditing, ethical cultures, successful communication structures, 
revenue cycle management, and organizational productivity through precise development, 
implementation, and management of policy, communication and training programs. She is a creative 
decision-maker and problem-solver focused on developing effective solutions and exceeding project 
goals while ensuring the continuous delivery of top quality services. Ms. White is results-oriented with 
outstanding communications and team building attributes. 
 


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 HealthInsight New Mexico, Albuquerque, NM. Director, EQRO 


- Oversees an operations area that consists primarily of providing Medicaid external 
quality review as well as providing services under other independent review contracts 
that may be in place from time to time. 


- Fulfills all contract and grant requirements and deliverables for assigned projects.  
- Supervises project managers and related project staff to meet contractual 


programmatic obligations and commitments and may serve as lead on selected 
projects as needed 


- Develops, implements and assesses the Quality Management Program and internal 
quality control program 


- Manages the EQR budget and related contract budgets; works in concert with the 
chief executive officer (CEO), finance director, chief operating officer and medical 
director, as appropriate, in the development of budgets for both existing 
contracts/grants and new business opportunities 


- Provides liaison, direction and technical assistance to EQR-related subcontractors; 
reviews the outcomes of performance monitoring and provides feedback to 
subcontractors  
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- Interprets program guidelines, policies and procedures applicable to the fulfillment of 
contracts 


- Works with the corporate medical director and contracted Medicaid medical director to 
provide for properly credentialed and licensed peer reviewers and physician advisors 
involved in medical decision making 


- Provides oversight for the design of external quality review organization work plans 
and use of consultants, peer reviewers and physician advisors 


- Oversees the preparation of reports and recommendations based on information from 
national practice guidelines and quality improvement design 


- Participates in strategic planning efforts as appropriate and assists in developing 
proposal responses to new business opportunities 


- Assists in development of and/or gives formal presentations to healthcare-related 
audiences as appropriate 


- Updates contact information in HealthInsight New Mexico’s Contact Management 
Database as appropriate 


- Understands and adheres to HealthInsight’s Code of Business Conduct and Ethics, 
Corporate Compliance Program and related policies and procedures 


- Develops and maintains positive relationships with internal and external customers 
- Participates in HealthInsight New Mexico’s internal quality improvement activities as 


appropriate 
 
2010-2012 ABQ Health Partners, Albuquerque, NM. Senior Director, Revenue Cycle 


- Reported to the CFO and oversaw the Revenue Operations Department, which served 
over 300 providers in 24 clinics with more than $18,000,000 in charges billed each 
month and 70,000 claims prepared monthly.  


- Managing a staff of 50 with 3 Directors who worked in tandem with an external Billing 
Service to train providers and clinic staff, code medical records, respond to patient 
billing inquiries, appeal denials, post payments and resolve credit balances. 


- Synchronous management of local and long-distance Revenue Cycle Teams, 
monitoring and reporting key performance indicators, providing financial and operating 
analyses of revenue cycle data for the Executive Management Team and 
implementing the revenue cycle quality assurance program. 


 
2008-2010 Healthcare Information Services, Willowbrook, IL. Director, Billing, Reimbursement and  


Compliance Officer 
- Provided leadership to the Radiology Division and mentoring to the Management 


Team by performing as an agent of change during a period of expansion for the 
company;  


- Directed Billing, Coding, Call Center, Collections, and Compliance/Auditing 
Departments for all clients in the Division;  


- Oversaw the day-to-day operations of the Division which served 6 hospital-based 
radiology groups and 11 free-standing imaging centers with over $16,000,000 in 
charges billed each month and more than 65,000 claims prepared monthly.  


 
2002-2008 Tenzing, Loves Park, IL. Director, Quality Improvement Manager and Compliance Officer 


- Orchestrated expert completion of compliance plan objectives in accordance with 
federal guidelines and best practices;  


- Acted as an independent entity to ensure that compliance issues/concerns within the 
organization were being appropriately evaluated, investigated and resolved; 


- Monitored complex, inter-departmental company projects by designing each project’s 
plan and scope and ensuring efficient, productive communication between 
stakeholders and adherence to project deadlines;  


- Acted as a liaison with legal counsel on compliance and reimbursement issues. 
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EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 


- University of St. Francis Joliet, IL. Masters of Science, Healthcare Services Administration, 2006 
- Saint Anthony College of Nursing, Rockford, IL. Bachelor of Science, Nursing, 1998 
- Rockford Business College, Rockford, IL. Associate of Applied Science, Paralegal, 2001 


 
CERTIFICATIONS 


Information required should include: type of certification and date completed/received. 
 


- Licensed Registered Nurse, 2016 
- Proficiency Level Quality Certification Program, 2017 
- Certified in Healthcare Compliance, 2016 
- Health Information Technology Pro., 2012 
- Six Sigma Green Belt Training, 2012 
-  


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 


1. Gary Logsdon, Contract Manager, New Mexico Human Services Department,  
Phone number: 515-309-1345, E-mail address: Gary.Logsdon@state.nm.us  
 


2. Joann Sanchez, Project Manager, Partnership to Advance Tribal Health (PATH), HealthInsight, 
Phone: 505-998-9753, Fax number: 505-998-9899, E-mail address: josan101@gmail.com  


 
3. Todd Trautwein, Director of Revenue Cycle, Davita, Phone number: 505-620-3515 
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal:  HealthInsight Assure 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor:  X  Subcontractor:   


 


The following information requested pertains to the individual being proposed for this project. 


Name:  Jerry Reeves, MD 
Key Personnel: 


(Yes/No) 
No 


Individual’s Title  Corporate Vice President Medical Affairs, HealthInsight 


# of Years in Classification:  20  # of Years with Firm:  8 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Dr. Jerry Reeves is Corporate Vice President of Medical Affairs of HealthInsight in Nevada, Utah, Oregon, and New 
Mexico, where he is responsible for clinical oversight and guidance for the quality improvement and patient safety 
work performed. Dr. Reeves is very involved in the community, working with numerous providers and 
stakeholders to improve care. He chairs the Nevada Partnership for Value‐Driven Health Care (NPV), HealthInsight 
Nevada’s regional health improvement collaborative and AHRQ‐designated Chartered Value Exchange. NPV 
priorities include 1. Expanding community health improvement collaboratives, 2. Improving care coordination,    
3. Engaging consumers in better self‐management of their conditions, and 4. Expanding Nevada’s clinical work 
force. Dr. Reeves also chairs Nevada’s multi‐stakeholder Improving Diabetes and Obesity Outcomes (iDo) Council.  
 
Outside of HealthInsight, Dr. Reeves consults nationally on health benefits design, wellness and health 
management services for health plan sponsors and coalitions. He is Principal and Medical Director of wellPORTAL 
LLC, a patient centered medical home network and Medical Director of Health Services Foundation promoting 
health and well‐being among union health plan members. 
 
Dr. Reeves previously served as Chief Health Officer for Consumer Owned and Operated (CO‐OP) Plans in South 
Carolina and Tennessee, Chief Medical Officer of Hotel Employees and Restaurant Employees International Union 
(HEREIU) Welfare Funds, CEO and Chairman of WorldDoc Inc., Chief Medical Officer of Humana Inc. and Sierra 
Health Services Inc., and as Chief of Clinical Medicine at USAF Headquarters in Europe. He served two terms on 
the Board of Health of the State of Nevada and as Associate Dean, Managed Care, for University of Nevada School 
of Medicine. He is board certified in Pediatrics, Pediatric Hematology‐Oncology, and in Medical Management. He 
has more than 20 years of experience delivering primary and specialty care. He has authored more than 50 
publications, been an editor for three professional journals, and served on the faculty of three medical schools. 
 


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. 


 
2010‐2018    HealthInsight, Las Vegas, Nevada. Corporate Vice President Medical Affairs 


- Responsible for clinical oversight and guidance for the quality and patient safety work 
performed. 
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- Chairs the Nevada Partnership for Value‐Driven Health Care (NPV), HealthInsight 
Nevada’s regional health improvement collaborative and AHRQ‐designated Chartered 
Value Exchange.  


- Chairs Nevada’s multi‐stakeholder Improving Diabetes and Obesity Outcomes (iDo) 
Council. Charter: Promote, track, and continually improve results of diabetes 
screening, prevention and control interventions for Nevadans with, or at high risk for, 
diabetes and obesity through effective collaborations among public and private 
employers, payers, health care providers, educators, and community stakeholders, 
respecting the cultural diversity of our community.  Brief Description 


 
2008‐2018    wellPORTAL LLC, Las Vegas, Nevada. Principal and Medical Director 


Principal and Medical Director of this network of patient centered medical homes 
 


2001‐2018    Health Innovations LLC, Las Vegas, Nevada. Principal 
- Providing medical and health benefit consulting services in Nevada and throughout 


the United States to large and small companies and to large and small union health 
trusts 


 
2011‐2015    Community Health Alliance of Tennessee. Chief Health Officer 


- Develop and implement an integrated healthcare delivery network enhancing the 
practice of evidence based medicine, medical home primary care and chronic disease 
management for this consumer owned and operated not‐for‐profit health plan. 


 
2011‐2015    Consumers’ Choice Health Plan of South Carolina. Chief Health Officer 


- Develop and implement an integrated healthcare delivery network enhancing the 
practice of evidence based medicine, medical home primary care and chronic disease 
management for this consumer owned and operated not‐for‐profit health plan. 


 
Selected Previous Experience 


- Hotel Employees and Restaurant Employees International Union (HEREIU) Welfare Funds. Chief Medical 
Officer 


- Culinary Health Fund. President of Las Vegas Operations 
- Humana Inc. Senior Vice President/ Chief Medical Officer 
- Sierra Health Services Inc. Senior Vice President/ Chief Medical Officer 
- USAF Headquarters in Europe. Chief of Clinical Medicine 
- Nevada State Board of Health. Board Member 


 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 
- Baylor University, Waco Texas. Degree, Bachelor of Arts, 1967 
- Baylor College of Medicine, Houston Texas. Doctor of Medicine (MD), year completed, 1971 
- David Grant USAF Medical Center, Travis AFB, CA. Residency (Pediatrics), 1971‐1974 
- University of Colorado School of Medicine, Denver, CO. Fellowship (Pediatric Hematology‐Oncology), 1976 


 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
- Diplomat, American Board of Pediatrics, No. 19416    
- Diplomat, American Board of Pediatrics Subspecialty Board on Pediatric Hematology‐Oncology, No. 293    
- Nevada State Board of Medical Examiners, 0121   (Since 1988) 
- Diplomat, American Board of Medical Management   
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- Arizona Board of Medical Examiners, No. 24931   (1997‐ 2006) 
- Kentucky Board of Medical Examiners, No. 34053   (1998‐ 2006) 
- California Medical Board, No. C35093 


 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number and 


email address.   


 
Insert here a minimum of three (3) references with the above/below information. 
 


1. Marc  Bennett, CEO, HealthInsight, Phone: 801‐892‐0155, Fax: 801‐892‐0160, 
MBennett@healthinsight.org 


2. Leslie Johnstone, VP Operations, HealthInsight Nevada, Phone number: 702‐777‐8370 Fax: 702‐385‐4586, 
LJohnstone@healthinsight.org 


3. Steven Phillips, MD, Geriatric Specialty Care, Medical Director, Phone: 702‐398‐1981, gcnreno@gmail.com 
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: HealthInsight Assure 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Linda Griskell, MHA 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title Project Manager 


# of Years in Classification: 20 # of Years with Firm: 2 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Linda Griskell is a project manager for HealthInsight and leads two Nevada quality improvement teams 
addressing care transitions and adult immunizations. A significant portion of this work includes engaging 
with hospital leaders and community stakeholders to review current processes and identify new 
opportunities. She has worked with hospitals and physician groups across the country for more than 20 
years in various analytic and consulting capacities. She has a bachelor’s degree in sociology with an 
emphasis on health care market studies and reducing disparities, and a master’s degree in health care 
administration from the University of Nevada, Las Vegas. 
 


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. 
 
2015-Present  HealthInsight, Las Vegas Nevada. Project Manager 


- Current Nevada state lead for a care transitions program, aimed at reducing hospital 
readmissions and preventable admissions while also reducing adverse drug events. 


- Current Nevada state lead for an adult immunizations program, aimed at improving 
adult immunizations rates and protecting the Medicare population against vaccine 
preventable diseases. 


- Former state lead for Meaningful Use and EHR Incentive Program task, aimed at 
moving providers toward value based payment programs. 


 
2001-2015  HealthGroup West, LLC, Las Vegas Nevada. Senior Consultant 


- Develop strategic plans for hospitals, health systems, and practices to identify growth 
opportunities. 


- Specialize in oncology, cardiovascular, orthopedics, general surgery, ambulatory, and 
ER services.  


- Improve access to care by adding new services, physicians and locations to 
communities. 


- Work with quality improvement teams to identify measure and report quality and safety 
outcomes. 


- Identify cost reduction strategies and reduce spending and waste while creating value 
for patients. 


- Conduct community needs assessments, physician workforce studies, and medical 
staff surveys. 


Section VII-Page 11







Revised:  04-05-17 Resume Form Page 2 of 2 


- Develop needs assessments and volume projections for new or existing services and 
de novo hospitals.  


 
2013-2013  Matt Smith Physical Therapy, Las Vegas Nevada. Internship for Graduate School 


- Work with COO to develop a new prior authorization department. 
- Provide research, analysis, and planning tools for centralizing insurance authorization.  


 
1996-2001  John Goodman & Associates, Las Vegas Nevada. Executive Assistant 


- Work with consultants and analysts in daily functions, planning documents, 
presentations.   


- Review and edit all company business planning documents and correspondence 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 


- UNLV, Las Vegas, NV. Master of Healthcare Administration, 2013 
- UNLV, Las Vegas, NV. Bachelor of Arts, Sociology; Minor in Psychology, 2004  


 
CERTIFICATIONS 


Information required should include: type of certification and date completed/received. 
 


- None to report 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 


1. Jackie Buttaccio, Quality Improvement Director, HealthInsight,  
Phone number: 702-933-7322, Fax number: 702-385-4586,  
E-mail address: JButtaccio@healthinsight.org  
 


2. Deepthi Rajeev, Director Patient Safety and Innovation, HealthInsight,  
Phone number: 801-892-6654, Fax number: 801-892-0160,  
E-mail address: DRajeev@healthinsight.org  


 
3. Donna Thorson, Senior Project Manager, HealthInsight,  


Phone number: 702-933-7327, Fax number: 702-385-4586,  
E-mail address: DThorson@healthinsight.org  
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: HealthInsight Assure 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Margarita Bondarenko 
Key Personnel: 


(Yes/No) 
No 


Individual’s Title Project Coordinator 


# 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. 


 
Margarita Bondarenko is a Project Coordinator for HealthInsight and has coordinated quality 
improvement initiatives since 2014. She has worked primarily with home health agencies and physician 
practices focusing on areas such as improving immunization rates and screenings for cardiac measures 
in high risk patients; and helping physicians prepare for meaningful use of electronic health records, 
physician quality reporting and the value modifier. She has particular expertise in privacy and security 
and HIPAA compliance from her graduate and undergraduate studies in health care administration. Prior 
to HealthInsight she was an Ethics and Compliance intern at Sunrise Hospital and a Compliance 
Specialist at Boys Town Nevada where she executed and managed provider licensing with Medicaid and 
conducted internal audits of Nevada facilities. Ms. Bondarenko has a particular interest in shared 
decision making within the Primary Care Medical Home model of care, and was published by Patient 
Experience Journal in 2015. She earned her Master of Health Care Administration in 2016 from the 
University of Nevada Las Vegas and is certified in Public Policy Leadership by the Greenspun College of 
Urban Affairs. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
 
2014-Present HealthInsight, Las Vegas, Nevada. Project Coordinator 


- Work with Nevada Home Health agencies to improve immunization rates and 
screenings for cardiac measures in high risk patients.  


- Collaborate on the planning, development, implementation, evaluation and 
improvement for care coordination/care transitions with Nevada Home Health 
Agencies, as well as developing intervention materials.   


- Work with physician offices throughout Nevada by developing a strategic plan to 
address changes in reimbursement from CMS, with a focus on preparing offices on 
meaningful use of electronic health records, physician quality reporting system, and 
value modifier. 


- Manage web-based access projects for HealtHIE Nevada Health Information 
Exchange for Home Health Agencies. 


- Collaborated on writing successful grant proposals from Center for Medicaid and 
Medicare Services. 


- Developed and conduct Privacy and Security program and auditing for HealtHIE 
Nevada Health Information Exchange.   


- Work on EHNAC accreditation for HealtHIE Nevada Health Information Exchange. 
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2016-2016 University of Nevada, Las Vegas, Nevada. Graduate Teaching Assistant 


- Taught undergraduate Health Care Administration Pre-Practicum and Practicum 
courses. 


- Developed Blackboard course for practicum program. 
- Collaborated and implemented student placement for undergraduate practicum in the 


following settings: 
o Hospital 
o Hospice 
o Insurance 
o Skilled Nursing Facility 
o Physician office 


- Conducted performance evaluations and reviews of practicums for over 80 students 
per semester.  


o Implemented program improvement strategies 
- Built relationships across internal and external resources. 


 
2014-2015 University of Nevada, Las Vegas, Nevada. Graduate Research Assistant 


- Taught undergraduate Health Care Administration Courses:  
o Quantitative Methods in Health Care Administration 
o Strategic Planning 


- Worked on a variety of research projects alongside faculty in the area of patient 
experience.  Conducted literature reviews, data analysis, composition, and editing. 


 
2014-2014 Sunrise Hospital, Las Vegas, Nevada. Ethics and Compliance Intern 


- Prepared and executed Hospital Portal for Policies and Procedures software 
implementation and developed training for software users.  


- Coordinated with Office of Research Compliance to develop Pediatric Research policy 
and supporting documents for the Institutional Review Board (IRB).  


- Participated in biannual disaster drill scenario composition and evaluation. 
 
2013-2014 Boys Town Nevada, Las Vegas, Nevada. Compliance Specialist 


- Executed and managed provider licensing with Medicaid, and conducted internal 
audits of facilities and patient paperwork.  


- Coordinated care of youth in collaboration with clinical/behavioral staff and oversaw 
youth medication documentation.   


- Developed a Medicaid Manual for use by Clinicians and Billing Specialist and provided 
training on commonly used billing codes to ensure correct reimbursement. 


 
2013-2014 University Medical Center of Southern Nevada, Las Vegas, Nevada. HIPAA Project Intern 


- Created HIPAA policy manual.  
- Developed Protected Health Information (PHI) and Mobile Devices policy. 
- Performed audit for HIPAA compliance. 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
- University of Nevada, Las Vegas. Master of Health Care Administration, 2016 
- University of Nevada, Las Vegas. Bachelor of Science, Health Care Administration, 2014 


 
CERTIFICATIONS 


Information required should include: type of certification and date completed/received. 
 


- Public Policy Leadership, General Government, 2017 
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REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 


1. Chris Cochran, Professor; Chair, Department of Health Care Administration, University of Nevada 
Las Vegas, Phone number: 702-895-1400, Fax number: 702-895-5573,  
E-mail address: chris.cochran@unlv.edu 
 


2. Michele Klem, Quality Assurance Specialist, State of Nevada, Phone number: 702-668-4200,  
Fax number: 702-668-4280, E-mail address: michele.klem@boystown.org 
 


3. Jackie Buttaccio, Quality Improvement Director, HealthInsight, Phone number: 702-933-7322, 
Fax number: 702-385-4586, E-mail address: JButtaccio@healthinsight.org  
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: HealthInsight Assure 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Allen Buice, CPHQ, PMP 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title Project Manager 


# of Years in Classification: 12 # of Years with Firm: 8 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Allen Buice is a project manager at HealthInsight New Mexico. He has 12 years of experience in the 
health care industry and extensive Medicaid managed care consulting experience delivering cost 
effective, high quality health care solutions. Mr. Buice has eight years of project management experience 
including expertise in work plan development, resource allocation, process improvement, quality 
improvement, time estimation, budgeting, auditing, technical writing, quality metrics, contract 
management, data analysis and risk management. He is also knowledgeable of NCQA/HEDIS audit 
requirements, New Mexico Medicaid Regulations, Centennial Care, the CMS Protocols for Medicaid 
external quality review (EQR) and the federal regulations as they pertain to public health, specifically 
managed care. He is credentialed as both a CCPHQ and a PMP. He participates in the health care 
quality improvement discussion at the national level through the National Association of Healthcare 
Quality and the National Medicaid Director’s Association. He has previously held positions as a provider 
contract specialist at Lovelace Health Plan and a contractor for Capital One’s Global Finance division 
though Kelly Services. Mr. Buice earned his Master of Arts from Union Theological Seminary. 
 


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. 
 
2009-present  HealthInsight New Mexico, Albuquerque, NM. Project Manager, Medicaid Compliance  


- Lead multidisciplinary teams to conduct audits of the Medicaid managed care 
contracted organizations and providers  


- Report to the state Human Services Department audit findings on managed care 
organizations (MCOs) regulatory compliance, quality improvement efforts, efficacy of 
those efforts, and recommendations for improvement  


- Analyze healthcare quality metrics 
- Provide recommendations for improvement and follow-up on the success of those 


recommendations 
- Consult with counterparts at MCOs to initiate quality improvement efforts and 


developed measurement criteria to gauge their success  
- Give public presentations regarding our audits, processes and findings  
- Increase efficiency by reducing redundancy in processes  
- Develop and implement software based solutions for improve the quality of our audits 
- Attend state-level advisory meetings for the Medicaid program  
- Remain current on changes to the Medicaid program including the New Mexico 


Medicaid Centennial Care redesign and upcoming reauthorization. 


Section VII-Page 16







Revised:  04-05-17 Resume Form Page 2 of 2 


- Write reports for public information on audit findings and recommendations  
- Work in partnership with executive leadership at external organizations, and at the 


state level  
- Write policies and procedures for conducing internal activities  
- Develop Process Maps for implementing HealthInsight corporate strategy 


 
2007-2009  Lovelace Health Plan, Albuquerque, NM. Provider Contract Specialist  


- Managed and audited provider contract data and rate schedules for commercial, 
Medicare, Medicaid (Salud), and State Coverage Insurance products in the Network 
Operations Department.  


- Audited entered data for accuracy for all lines of business  
- Interfaced daily with providers to resolve issues pertaining to existing provider 


contracts and the development of new contracts  
- Interfaced daily with claims personnel to resolve issues pertaining to claims payment 


according to the terms of provider contracts  
- Orchestrated the development and implementation of an archival system for secure 


management of provider contract information  
- Headed an interdisciplinary team to develop improvement plans for our internal 


processes 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 


- Union Seminary, Richmond, VA. Master of Arts 2005 
- Presbyterian College, Clinton, SC. Bachelor of Arts 2002 


 
CERTIFICATIONS 


Information required should include: type of certification and date completed/received. 
 


- Project Management Professional, 2012 
- Certified Professional in Healthcare Quality, 2010 
- Certified Medicaid Professional Certification, 2017 


 
REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.   


 
1. Margaret White, Director of External Quality Review, HealthInsight Assure,  


Phone number: 505-938-9125, Fax number: 505-998-9899,  
E-mail address: mwhite@healthinsight.org 
 


2. Denise Anderson, Healthcare Quality Analyst, Blue Cross Blue Shield of New Mexico,  
Phone number: 505-816-2234, E-mail address: denise_anderson@bcbsnm.com 
 


3. Marta Larson, Senior Director of Healthcare Quality, United Healthcare,  
Phone number: 505-239-3755, E-mail address: mlarson01@uhc.com  
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: HealthInsight Assure 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Joyce Caramella, RN, CPHQ 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title Project Manager 


# of Years in Classification: 18 # of Years with Firm: 
7 


Mos. 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Joyce Caramella currently manages the PIP reviews in HealthInsight Oregon, proving technical 
assistance and training for Oregon CCO PIPs. She leads special studies, currently a study on SPMI 
member hospital discharges for the OHA, and is part of the compliance review team, following CMS 
protocol for EQR on-site reviews for 16 Oregon CCOs. Ms. Caramella has more than 38 years’ 
experience as a registered nurse. After 20 years of bedside nursing in a variety of specialty areas; she 
began work in Quality Improvement for a large national health plan serving commercial and Medicare 
members. Obtaining CPHQ certification 2002, she now has 18 years of experience leading process and 
quality improvement teams, creating sustainable improvements in clinical care and service. Clinical 
expertise includes oncology, nephrology (all CRRTs) and immunizations. She remains a volunteer with 
the Multnomah County Health Corp reserve, ready to serve in regional emergencies. 
  


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. 
 
2017-present HealthInsight, Portland, OR. Project Manager 


- Manages the PIP validation team for the EQRO contract with the Oregon Health 
Authority (OHA).  We coordinate, write, and provide training and technical assistance 
for the statewide PIP project for 16 CCOs servicing Oregon Medicaid members.  The 
CCO staff develop, implement, and evaluate the interventions.  In addition, we validate 
and prior feedback to the OHA for 3 additional PIPs for each Oregon CCO, reviewing 
quarterly progress reports and submitting written summary/analysis to OHA.  Currently 
managing a focus study for OHA involving discharge planning for enrollees discharged 
from acute psychiatric facilities who were admitted with serious persistent mental 
illness.  This is part of the Oregon Performance Plan metrics for the US DOJ.  Assists 
with the EQRO Compliance reviews for 16 CCOs and 1 MHO, doing documentation 
review, on site interviews, evaluation and report writing for the OHA.  
 


2014-2017 Health Share of Oregon, Portland, OR. Clinical Quality Assurance Specialist 
- Process improvement work for the state’s largest coordinated care organization (CCO) 


to integrate and coordinate services for contracted medical, dental, and mental health 
plans for large Medicaid coordinated care organization 


- Grievance, appeals and hearings oversight for 17 contracted partners for Medicaid 
plan 
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- Analyze and reports quarterly data for Oregon Health Authority 
- Trained and collaborated contracted partner staff, developed audit tools, audits for 


compliance and care coordination 
 
2012-2014 CareOregon, Portland, OR. Health Outcomes Supervisor 


- HEDIS project lead – hired, trained, supervised HEDIS staff 
- Planned, implemented and coordinated process improvement activities at plan and 


clinic levels to improve outcome measures for Medicaid/Medicare Advantage plan 
 
2007-2012 CareOregon, Portland, OR. Quality Improvement Coordinator 


- Grievance process design and implementation and staff training 
- Brought HEDIS review in-house; project lead 
- Prepared and presented peer review and adverse events to Quality Committee 
- Worked on team to achieve NCQA accreditation for plan 


 
2001-2007 Adventist Medical Group, Portland, OR. Quality Improvement Coordinator for 20 primary 


and specialty clinics 
- Led team of staff and physicians in two diabetes collaboratives 
- Instigated data mining from EPIC EMR and data utilization for population management  
- Led group visit start up for two primary care physician teams 
- Prepared and presented physician performance reports at monthly physician meetings 


 
1998-2001 PacifiCare of Oregon, Portland OR. Quality Improvement Specialist 


- Brought HEDIS review in-house; project lead 
- Worked on team to achieve NCQA accreditation for plan 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
- George Fox University   Newberg, OR. Bachelors in Management & Organizational Leadership 
- Clackamas Community College, Oregon City, OR., 1979 


 
CERTIFICATIONS 


Information required should include: type of certification and date completed/received. 
 


- Certified Professional Healthcare Quality, 2002 - current 
- Certified Nephrology Nurse, 1993 - 1997 
- Certified Oncology Nurse, 1980 - 1983 


 
REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.   


 
1. Jennifer Rees, Adult Acute Mental Health Specialist, Oregon Health Authority,  


Phone number: 503-757-3872, Fax number: 503-378-8467, E-mail: Jennifer.ress@state.or.us 
 


2. Jenna Harms, Quality Manager, Yamhill Community Care Organization,  
Phone number: 503-376-7432, Fax number: 503-376-7436, E-mail:  jharms@yamhillcco.org  
 


3. Lisa Bui, Quality Improvement Director, Oregon Health Authority,  
Phone number: 971-673-3397, E-mail: lisa.t.bui@state.or.us  
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: HealthInsight Assure 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Kristin Cederlind 
Key Personnel: 


(Yes/No) 
No 


Individual’s Title Administrative Assistant 


# of Years in Classification: 8 # of Years with Firm: 4 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Kristin Cederlind has over 25 years of experience in supporting executives, program managers and 
project teams with detailed understanding of policies, procedures and office interactions. Responsible for 
scheduling business meetings, reporting, and customer management. For the last four years, she has 
provided support for HealthInsight Nevada’s operations, board and committee meetings and customer 
service related to technical assistance provided by HealthInsight staff. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
 
2014-present HealthInsight Nevada, NV. Administrative Assistant 


- Meeting coordination via Zoom for Nevada teams (including: HIE Operations, 
Outreach and Marketing, Finance Committee, ASP Meeting, Nevada Partnership for 
Value-Driven Healthcare (NPV) Steering Committee and Improving Diabetes and 
Obesity Outcomes (iDo) Committee) 


- Supports the Nevada Board including meeting set up, correspondence and minutes 
- Creates invoice records in CRM; past due invoice collections 
- Coordinates travel arrangements for Nevada Executive Director 
- Office 365 Power User Group 


 
2009-2014 MountainView Hospital, Las Vegas, NV. Executive Assistant to Vice President of Quality 


- Prepared documentation for Quality Council and Functional Team 
- Assisted with State and The Joint Commission survey preparation and plans of 


correction 
- Prepared spreadsheets and presentations for Peer Review Committee  
- Created Power Point presentations for various physicians and hospital directors 
- Responsible for maintaining over 2,000 house-wide and departmental policies and 


procedures; updated policy and procedure master list, posted live on line and attended 
Policy and Procedures Committee 


- Received and screened executive correspondence, faxes and packages 
- Ordered office supplies and equipment 
- Notarized documents for hospital personnel and visitors 


 
2009  Sundvick Legacy Center, Las Vegas, NV. Legal Assistant 


- Organized attorney’s office and files 
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- Answered multi-line VOIP phone system 
- Prepared binders for clients (scanned trust agreements into computer) 
- Prepared correspondence and documents for attorney’s signature 
- Prepared deeds for recording by Clark County Recorder’s office 
- Notarized documents for attorney and clients 


 
1987-2009 Real Estate Services Group, Las Vegas, NV. Administrative Office and Commercial Real 


Estate Leasing Manager 
- Leasing and property management of executive suites, office space and industrial 


space for owner/broker 
- Prepared real estate contracts and correspondence 
- Management of real estate syndications 
- Leasing and property management calls and follow up 
- Accounts Payable, Accounts Receivable and Payroll 
- Management of office personnel 
- Travel arrangements for owner/broker 
- Notarized documents for owner/broker and clients 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
- University of Nevada, Las Vegas, NV. 3 years of undergraduate studies in Real Estate and 


Finance (1985-1988) 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
- Commercial Real Estate License #21668 
- Notary Public #92-0777-1 


 
REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.   


 
 


1. Lizette Sundvick, Attorney at Law, Sundvick Legacy Center. 
Phone number: 702-384-3767, Fax number: 702-463-9710,  
E-mail address: Lizette@Sundvicklegacycenter.com 
 


2. Chip Johnson, Owner/Broker, Real Estate Services Group. 
Phone number: 702-732-8860, Fax number: 702-938-1008,  
E-mail address: realestatecdj@yahoo.com  
 


3. Deborah Huber, Executive Director, HealthInsight. 
Phone number: 702-933-7305, Fax number: 702-385-4586,  
E-mail address: dhuber@healthinsight.org  
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: HealthInsight Assure 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Jared VanDomelen 
Key Personnel: 


(Yes/No) 
No 


Individual’s Title Data Specialist 


# of Years in Classification: 2 # of Years with Firm: 2 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Jared VanDomelen designs and builds survey forms and data collection processes, including data entry 
quality control and inter-rater reliability checks. He performs accurate and rapid data entry and often 
works with sensitive information, including protected health information (PHI) and personally identifiable 
information (PII) of Medicare and Medicaid recipients with diabetes, hypertension, mental illness or other 
targeted diagnoses. Jared has expertise in Excel automation, used in survey projects to manage follow-
up with survey respondents, refining mailing lists for subsequent survey distributions and monitoring 
response rates. His eye for detail and ability to learn new programs and processes quickly has supported 
project teams on a variety of topics. 
 


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. 
 
2015-present HealthInsight, Portland, OR. Data Specialist 


- Design and format surveys using REDCap and StatPac. 
- Assist in data analysis using SAS and Excel. 
- Extract survey data with Excel using REDCap API to update response rates and 


mailing lists. 
- Work with PHI and PII and apply appropriate safeguards. 
- Collaborate with project team to set up data management system for Home and 


Community-Based Services survey. 
- Enter survey data into Access, Excel and StatPac with high accuracy. 


 
2015  Aerotek/Acumentra Health, Portland, OR. Data Entry 


- Organized surveys returned via mail for data entry and storage. 
- Entered survey data into Access with high accuracy. 
- Searched online and entered personal/business information into Excel. 


 
2014  Agile1/PacifiCorp, Portland, OR. Data Equipment Specialist 


- Responsible for the timely processing of customer payments, including: 
o payment processing 
o mail sorting and extraction 
o data entry and completion of payment transactions 
o opening and processing customer payments 
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2012-2013 Adecco/Epiq Systems, Portland, OR. Data Entry 
- Keyed class action and bankruptcy claim information. 
- Transcribed voice-mails. 
- Processed invoices. 
- Used VDE Viking, OCR AnyDoc, Excel, Word and other applications. 
- Trained co-workers on system fields and entry details. 
- Tested/quality checked new systems prior to implementation. 
- Developed scripts that increased input speed by an additional 50% to 1000%. Scripts 


included shortcuts and automation to maximize the use of keying efficiencies and 
minimize errors and repetitive input. Implemented and trained co-workers on the 
scripts. 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
- Portland Community College, Portland, OR. Associate in general studies, 2010 
- Art Institute of Portland, Portland, OR., 2007 


 
CERTIFICATIONS 


Information required should include: type of certification and date completed/received. 
 


- None to report 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 


1. Sara Hallvik, Analytic Services Manager, HealthInsight,  
Phone number: 503-382-3916, E-mail address: shallvik@healthinsight.org  
 


2. Ellen Gehringer, Project Coordinator, HealthInsight Assure,  
Phone number: 503-382-3937, E-mail address: egehringer@healthinsight.org  


 
3. Jody Carson, EQR Director, HealthInsight Assure,  


Phone number: 503-382-3955, E-mail address: jcarson@healthinsight.org  
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: HealthInsight Assure 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Linda Fanning, MSW, LCSW 
Key Personnel: 


(Yes/No) 
No 


Individual’s Title Project Manager 


# of Years in Classification: 34 # of Years with Firm: 2 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Linda Fanning has more than 34 years of experience connecting communities through social service and 
health care activities in both public and private sector organizations. As a Project Manager for 
HealthInsight, she is responsible for Medicaid compliance reviews of Oregon coordinated care 
organizations (CCOs). During 2013‒2015, she was the Oregon Health Authority’s Medicaid policy 
analyst for all federally qualified health centers (FQHCs), rural health clinics (RHCs), Indian Health 
Services (IHS) and Tribal 638 clinics. In that role, she coordinated and communicated state and federal 
policy, billing and reimbursement, rate development, active participation in alternative payment 
methodology pilot project, advocating for and supporting tribal communities and participating in 
government-to-government meetings. Before joining OHA, she worked for a children’s mental health 
agency, ChristieCare/Youth Villages, for 21 years in clinical, contracting, compliance, and program 
development roles. She is a licensed clinical social worker in Oregon and is Certified in Healthcare 
Compliance (CHC) through the Health Care Compliance Association.  
 


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 HealthInsight, Portland, OR. Project Manager 


- Manage planning, coordination, review, assessment and evaluation of external quality 
review (EQR) activities of Oregon Medicaid CCOs for compliance with federal 
standards 


- Manage utilization review for youth and adults receiving mental health services in 
psychiatric residential treatment facilities and at the state hospitals, including clinical 
record review and treatment staff interviews for quality studies. 
o Assess, analyze and define operational processes and related policies, 


organization structure, personnel, supporting systems; identify areas for needed 
improvement and communicate written recommendations to various stakeholders. 


o Develop, implement and monitor project plans and timelines. 
o Interpret and apply federal regulations and state Medicaid regulations. 
o Design and oversee the EQR review of CCOs and document findings based on 


application of designated criteria. 
o Provide results to healthcare organizations and stakeholders. 
o Manage review of psychiatric clinical records according to contractual timing 


requirements and review guidelines; make determinations of the need for 
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treatment at the requested level of care for children, adolescents and geriatric 
clients. 


 
2015-2016 Acumentra Health, Portland, OR. Clinical Quality Improvement Specialist 


- Participates in the planning, coordination, review, assessment and evaluation of EQR 
activities of Oregon Medicaid CCOs for compliance with federal standards; 
leads/facilitates process improvement activities using QI techniques. Assists with 
utilization review for children and adults receiving mental health services in psychiatric 
residential treatment facilities and at the state hospitals. Performs clinical record 
review and treatment staff interviews for quality studies. 


 
2013-2015 Oregon Health Authority, Medical Assistance Programs (MAP), Salem, OR. Operations &  


Policy Analyst 3 
- Policy analyst for FQHCs, RHCs, IHS clinics and Tribal 638 health clinics. 
- Analyze, interpret and apply state and federal laws, rules and policies. 
- Research, analyze and develop recommendations on policy strategies to executive 


managers. 
- Integrate budgetary and operational data; analyze for alignment with agency 


strategies. 
- Oversee MAP enrollment process. 
- Conduct rate setting and change-in-scope processes. 
- Support clinics in understanding Medicaid billing and reimbursement 
- Conduct stakeholder meetings. 
- Support alternative payment methodology pilot in FQHCs and RHCs. 
- Project manager for Tribal Uncompensated Care Program. 
- Work with Office of Payment Accuracy and Recovery on billing concerns. 
- Assist clinics in integrating physical and behavioral health. 


 
2008-2013 Youth Villages, Inc., Marylhurst, OR. Contract Compliance Manager  


- Ensured that all contracts were up-to-date, all contract requirements were met, and all 
licensing, certification and accreditation rules, regulations and standards were in 
compliance. 


- Contract management of all contracts. 
- Coordination of all licensing, certification and accreditation activities. 
- Developed relationships with all MHOs and developing CCOs (quality, contracting and 


claims processes). 
- Compliance work. 
- Policy management. 
- Strong understanding of all rules, regulations and standards including the Oregon 


Administrative Rules, Oregon Revised Statutes, Joint Commission standards. 
- Accounts receivable, July 2009‒July 2010 and April 2012‒April 2013. 
- HIPAA Privacy Officer 2003‒2013. 
- Participated in clinical on-call rotation. 
- Provided Emergency Safety Intervention (ESI) services; trained in CPI, 
- PART, ProAct. 
- During merger of Youth Villages, Inc. and ChristieCare (finalized 6/1/2011), managed 


DMAP provider enrollment, all licensing, certification, accreditation, and updated all 
contracts. 


- Supported organization in grievance process, notices of action, and reporting 
requirements. 


 
2006-2008 ChristieCare, Marylhurst, OR. Program Development Manager 


- Project Manager for implementation of Young Adults in Transition Group Home 
(Mosaic); Cedar Bough Psychiatric Residential Treatment Program for Native 
American/Alaska Native Youth. 
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o Developed and carried out organization project plans to implement complex 
programs. 


o Led the project teams for implementation of programs 
o Completed all licensing, certification and accreditation needs for new programs (in 


addition to ongoing programs) 
o Contract management 
o Successfully wrote and obtained a $25,000 grant from Alaska Mental Health Trust 


Authority to coordinate services between Alaska and Oregon youth in care 
o Managed Treatment Foster Care and Intensive Community Based Services and 


Supports Program in Lincoln City 
o Clinical on-call and ESI practitioner 


 
2002-2006 ChristieCare, Marylhurst, OR. Quality Improvement Manager 


- Ensured high quality clinical services through coordination of quality assurance and 
quality control activities 


- Lead the QI Committee and Special Treatment Procedures Committee 
- Trained employees and communicate QI activities and monitor the results 


organization. 
- Established a meaningful and effective grievance process 
- Developed contract management process for the organization. Monitored all 


regulatory and contractual reporting requirements. Responsible for all licensure, 
certification and accreditation. 


- Led the Failure Modes Effects Analysis process for high-risk activities of Medication 
Management and Suicide Prevention 


- Assisted in development of the Children’s Receiving Center 
 
1998-2002 ChristieCare, Marylhurst, OR. Program Manager 


- Supervised graduate-level therapists and program supervisors for two secure 
Psychiatric Residential Treatment Service Assessment and Treatment programs 


- Agency peer review liaison 
- Program development 
- Responsible for overall milieu treatment 


 
1997-1998 ChristieCare, Marylhurst, OR. Program Services Coordinator 


- Supervised graduate-level therapists and program supervisors for two secure 
psychiatric residential treatment service assessment and treatment programs 


 
1996-1997 ChristieCare, Marylhurst, OR. Clinical Supervisor 


- Supervised all graduate-level therapists in a psychiatric residential treatment facility 
 
1992-1996 ChristieCare, Marylhurst, OR. Child and Family Therapist 


- Multidisciplinary team member in assessment and evaluation program 
- Case management 
- Assistance with treatment recommendations and placement decisions 
- Family therapy post-discharge 


 
1989-1992 Emerald Terrace Nursing Center, Vancouver, WA. Director of Social Services 


- Organized admissions 
- All social work activities including: assessments care planning, clinical work and 


discharge planning 
- Patient and family advocate 
- Senior social worker for Unicare Corporation; provided education and training 
- Coordination of Medicare and Medicaid 
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EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 


- Eastern Washington University, Cheney, WA. Master of Social Work, 1987 
- Boise State University , Boise, ID. Bachelor in Social Work, 1982 


 
CERTIFICATIONS 


Information required should include: type of certification and date completed/received. 
 


- Licensed Clinical Social Worker #1807, 1992 
- Academy of Certified Social Workers, National Association of Social Workers, 1992 
- Certified in Healthcare Compliance (CHC), 2016 


 
REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.   


 
1. Jody Carson, SPS Contract Director, HealthInsight, Phone number: 503-382-3955,  


Fax number: 503-279-0190, E-mail address: JCarson@healthinsight.org 
 


2. Don Ross, Manager,Integrated Health Programs, Oregon Health Authority,  
3. Phone number: 503-945-6084, E-mail address: Donald.ross@state.or.us 


 
4. Laureen Oskochil (retired) Compliance Manager, Acumentra Health,  


Phone number: 503-839-1983, E-mail address: salty_51@yahoo.com  
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: HealthInsight Assure 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Colleen Gadbois, MPAHA, PMP 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title Information Systems Audit Manager 


# of Years in Classification: 10 # of Years with Firm: 
6 


months
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Collen Gadbois has over 10 years’ experience in health care in a variety of roles including quality and 
compliance and health care information technology. She has a Master’s degree in Public Administration 
and Healthcare Administration. 
 


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. 
 
2017-present HealthInsight Assure, Portland, Oregon. Information Systems Audit Manager 


- Responsible for all aspects of annual Information Systems Capabilities Assessment 
(ISCA). 


- Developed an ISCA tool for use in assessing the ability of MCO and related 
businesses’ IT systems to deliver health care and manage data, including 
performance metrics in accuracy, completeness and timeliness. 


- Responsible for managing patient surveys. 
- Participant in compliance activities. 


 
2013-2017 Portland, Oregon. Consultant 


- Bonneville Power Administration  
o Fulfilled project manager roles in Corporate Strategy and Transmission 


Divisions, managing complex projects and programs.   
- The Vancouver Clinic 


o Manager of Medical Affairs. Managed nurses and non-nurses in six teams, 
including coding auditors, credentialing/licensure/privileging, physician peer 
review, service recovery/general customer service, employee health and 
patient injury. 


o Implemented service recovery and customer service metrics and tracking 
systems. 


o Completed medical chart reviews. 
- Life Flight Network 


o Director of Quality and Compliance, managed nurse staff. 
o Oversaw compliance and quality programs and company-wide performance 


metrics. 
o Completed quarterly utilization and medical chart reviews.  
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o Wrote quarterly and annual quality report presented to board of directors. 
o Developed company-wide HIPAA training. 
o Responsible for customer service program. 


 
1998-2013 Providence Health & Services, Portland, Oregon. Regional Manager 


- Regional Manager from 2010‒2013. Managed over 20 personnel in multiple locations. 
Consolidated similar services across multiple states to a single center of excellence 
facility. Implemented technology and other processes saving $1.4 million within one 
year after implementation and improving quality and efficiency. Responsible for a 
budget over $5 million. 


- IT Project Manager, Process Engineer and Analyst roles from 1998–2009. Managed 
or worked on multi-state and other large projects in clinical and non-clinical areas. 
Completed IT audits.  Completed medical chart reviews. Trained others on Lean, Six 
Sigma and change management techniques. 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
- Portland State University, Portland, Oregon. Master of Public Administration and Healthcare 


Administration, 2010 
- University of Oregon, Eugene, Oregon. Bachelor of Arts, Music and Telecommunications/Film 


(double major), 1994  
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
- Health Care Information Systems and Privacy Professional, 2018 
- Working toward PHQ certification, 2018 
- Project Management Professional (PMP), 2015 
- Prosci ADKAR change management training, 2015 
- Certified Health Insurance Portability and Accountability Act Officer, 2013 
- Crucial Conversations, 2011 
- Lean (GE Healthcare/Providence), 2007 
- Six Sigma (GE Healthcare/Providence), 2006 
- WorkOut (GE Healthcare/Providence), 2007 
- Process Management Professional (Process Management Specialists), 2004 
- Certified Quality Improvement Associate (American Society for Quality), 2004 


 
REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.   


 
1. Art Bahrs, Senior Information Security Engineer, Nike Inc.,  


Phone number: 503-709-9355, E-mail address: Arthur@Bahrs.us 
 


2. Jody Carson, SPS Contract Director, HealthInsight Assure,  
Phone number: 503-382-3955, Fax number: 503-279-0190,  
E-mail address: Jcarson@healthinsight.org 
 


3. Linda Fanning, Project Coordinator, HealthInsight Assure,  
Phone number: 503-382-3953, Fax number: 503-279-0190,  
E-mail address: Lfanning@healthinsight.org  
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: HealthInsight Assure 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Sara Hallvik, MPH 
Key Personnel: 


(Yes/No) 
No 


Individual’s Title Senior Analyst 


# of Years in Classification: 5 # of Years with Firm: 5 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Sara Hallvik manages the Oregon analytic team, providing oversight of analytic systems and tasks under 
state, federal, and private contracts. She has served as the senior healthcare analyst on EQRO contracts 
in Oregon, Washington, and New Mexico, responsible for the planning and execution of encounter data 
validation (EDV); record sampling; inter-rater reliability calculation; and survey administration, 
management, analysis, and reporting. 
  
She has expertise as a SAS coder, working with medical, behavioral, and pharmacy claims data for a 
variety of purposes, including EDV. Ms. Hallvik has previous experience in statistical analysis design, 
execution, and reporting in public health and community assessment projects, and has implemented 
quality improvement strategies across large systems of care. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
 
2013-present HealthInsight, Portland, OR. Analytic Services Manager 


- Supervise analytic team, providing oversight and management to tasks under state, 
federal, and private contracts 


- Lead quantitative analyst for external quality review projects in multiple states 
- Co-Investigator: Using High-Quality Data to Evaluate and Improve Prescribing 


Practices [BJA 2016-H2280-UT-PM (Fondorio, PI)] 
- Lead Quantiative Analyst: Use of Prescription Monitoring Programs to Improve Patient 


Care and Outcomes [NIH R01-DA031208-01A1 (Dey, PI)]  
 
2008-2013 Multnomah County, Department of County Human Services, Mental Health & Addiction  


Services Division, Quality Management Unit, Portland, OR. Senior Research & Evaluation 
Analyst 
- Directed and performed data collection, management, analysis, and reporting in 


Quality Management Unit 
- Facilitated outcomes informed care initiative in 24 community mental health centers 


and provided data analysis for associated projects 
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2006-2008 Kittitas County Public Health Department, Ellensburg, WA. Assessment Coordinator II and  


Health Promotion Manager 
- Authored Key Health Indicator reports for personal and environmental health, 


standardizing assessment procedures for centralized data collection, analysis, 
reporting, and use 


 
2005-2006 Richland County Public Health Department, Sidney, MT. AmeriCorps VISTA 


- Engaged communities by facilitating Mobilizing for Action through Partnerships and 
Planning (MAPP) and Protocol for Assessing Community Excellence in Environmental 
Health (PACE-EH) processes 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
- Oregon Health & Science University Portland, OR. MPH, biostatistics and epidemiology, 2010 
- University of Puget Sound Tacoma, WA. Bachelors of history and Spanish, 2005  


 
CERTIFICATIONS 


Information required should include: type of certification and date completed/received. 
 


- None to report 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 


1. Jody Carson, EQR Director, HealthInsight Assure,  
Phone number: 503-382-3955, Fax number: 503-279-0190, 
E-mail address: jcarson@healthinsight.org  
 


2. Christi Hildebran, Research Director, HealthInsight Oregon,  
Phone number: 503-382-3971, Fax number: 503-279-0190,  
E-mail address: childebran@healthinsight.org  


 
3. Susan Yates Miller, Senior Program Director, HealthInsight Oregon,  


Phone number: 503-382-3922, Fax number: 503-279-0190,  
E-mail address: syatesmiller@healthinsight.org  
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: HealthInsight Assure 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Jennifer Land 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title Communications Manager 


# of Years in Classification: 3 ½  # of Years with Firm: 3 ½  
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Jennifer Land has more than 15 years of experience writing, editing and designing for newspapers and 
magazines, and most recently for the health care industry, lending her communications skills to 
HealthInsight, a quality improvement nonprofit organization. As a communications manager, she carries 
out many functions, including ensuring all materials are professionally edited, designed and branded, 
and serving as Nevada’s communications representative. She maintains media relations for the company 
and distributes all e-newsletters, press releases and outward-facing communications. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
 
2014-present HealthInsight Nevada, Las Vegas NV. Communications Manager 


- Manage communications staff and projects, and serve as media and vendor liaison for 
HealthInsight Nevada 


- Provide communications support to multiple teams working on federal contracts to 
carry out quality improvement initiatives in various health care settings 


- Write proposals, press releases, news articles and newsletter summaries  
- Design fliers, posters, brochures, ads, table tents, information packets, forms 
- Edit and brand proposals, deliverables and PowerPoint slideshows  
- Create and maintain multiple e-newsletters  
- Purchase marketing materials and perform all print/product invoicing 


 
2011-2014 Las Vegas Business Press, Las Vegas NV. Managing Editor 
2011-2014 Las Vegas Review-Journal, Las Vegas NV. Assistant Business Editor 


- Managed a staff of reporters and freelancers, conducted weekly budget meetings, 
assigned stories and organized content for a business-to-business magazine targeting 
small-business owners and entrepreneurs. 


- Laid out news and feature stories, created cover story packages and conceptualized 
art-only covers. 


- Line and content edited copy and wrote display type. 
- Prepared content for Web maintained the magazine website and managed social 


media accounts. 
- Assigned, organized and edited the Nevada 150 project, a yearlong series of more 


than 150 stories telling the state’s history through its people, places and events. 
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2008-2011 Las Vegas Review-Journal, Las Vegas NV. Copy Editor/Page Designer 
- Edited copy and wrote display type for the business section of a 150k-circulation 


metropolitan newspaper. 
- Designed inside pages and occasional Sunday fronts. 
- Pushed stories to Web. 


 
2005-2008 The Villages Daily Sun. Universal Desk Editor 


- Managed a staff of designers, conducted budget meetings, prepared weekly 
schedules and represented the production desk of a 35,000-circulation daily 
newspaper. 


- Laid out stories and built fronts for A1, Local, Sports, Lifestyles and Travel. 
- Edited local and wire copy, and wrote headlines, cutlines and all other forms of display 


type 
 
2004-2005 Boca Raton News. Copy Editor/Page Designer 


- Laid out and edited news and features stories for a 15,000-circulation tabloid. 
- Handled prepress duties and performed final press checks. 


 
2003-2003 High Springs Herald. Interim Managing Editor 


- Managed a staff of reporters and photographers for a small weekly. 
- Designed pages, edited copy and wrote display type. 
- Wrote editorials, columns and occasional news stories. 


 
2002-2002 The Independent Florida Alligator. Copy desk chief 


- Edited news and sports articles while managing a staff of copy editors for an 
independent newspaper serving the University of Florida. 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
- University of Florida, Gainesville, FL. Bachelor of Science in journalism with magazine 


concentration, 2002 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
- None to report 


 
REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.   


 
1. Deborah Huber, Executive Director, HealthInsight,  


Phone number: 702-933-7305, Fax number: 702-385-4586,  
E-mail address: dhuber@healthinsight.org 
 


2. Leslie Johnstone, Vice President of Nevada Operations, HealthInsight,  
Phone number: 702-777-8370, Fax number: 702-385-4586,  
E-mail address: ljohnstone@healthinsight.org  
 


3. Jackie Buttaccio, QIO Director, HealthInsight,  
Phone number: 702-933-7322, Fax number: 702-385-4586,  
E-mail address: jbuttacio@healthinsight.org  
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: HealthInsight Assure 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Greg Martin, MA 
Key Personnel: 


(Yes/No) 
No 


Individual’s Title Communications Manager/Senior Corporate Writer 


# of Years in Classification: 2 # of Years with Firm: 13 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Greg Martin has 40 years of experience as an editor, writer, and researcher of technical publications. His 
experience with HealthInsight Assure and previously with Acumentra Health since 2005 has given him a 
thorough understanding of Medicaid External Quality Review requirements, managed care delivery 
systems and policies, quality assessment and improvement methods, and health care performance 
measurement. He also oversees and develops content for the company’s website, corporate newsletter, 
and collateral public relations materials. Previously, working for the Texas House of Representatives, he 
edited, designed, and produced public policy reports and journal articles aimed at legislators and a broad 
range of stakeholders. In the course of his career, he has produced reports covering issues related to 
health care, technology, fiscal policy, real estate, energy, and law, with a focus on research and 
statistical analysis. 
 


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 HealthInsight, Portland, OR. Communications Manager/Senior Corporate Writer 


- Managed internal and external communications activities for HealthInsight Oregon, as 
part of a multistate communications team reporting to corporate leadership in Utah; 
supervised three other communications staff members. 


- Edited and wrote articles for flagship quarterly newsletter, and distributed the 
newsletter to stakeholders. 


- Executed special writing assignments related to corporate marketing collateral, 
business proposals, stakeholder communications and more. 


 
2005-2016 Acumentra Health, Portland, OR. Director of Communications and Public Policy 


- As Communications Manager (from 2009) and Director of Communications and Public 
Policy (from 2013), oversaw diverse corporate communications, public relations, and 
contract fulfillment activities. 


- Led redesign/repurposing of corporate website in 2013, including online integration of 
the corporate e-newsletter. 


- Designed and produced Health Impact Statements describing the company’s key 
contributions to health care quality for a general audience. 


- Developed standardized reader-friendly formats for annual External Quality Review 
Technical Reports for Washington and Oregon Medicaid.  
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- Wrote/edited annual technical reports, HEDIS performance measure reports, white 
paper reports, and newsletters under Medicaid EQR contracts. 


 
1999-2003 Texas House of Representatives, Austin, TX. Editor, House Research Organization 


- Edited Daily Floor Report, analyses of all bills considered on House floor each day 
during legislative sessions.  


- Wrote/edited special policy reports and monthly newsletter between sessions 
 
1990-1998 Texas Comptroller of Public Accounts, Austin, TX. Editor 


- Edited and wrote articles for flagship newsletter Fiscal Notes and other newsletters, 
policy reports, and press releases. 


 
1984-1989 M/PF Research, Inc., Dallas, TX. Director of Publications 


- Responsible for producing all client reports and marketing collateral products for real 
estate market research firm. 


 
1981-1984 Society of Petroleum Engineers, Dallas, TX. Communications Supervisor/Editor 
 
1977-1981 Harcourt Brace Jovanovich, Dallas, TX. Communications Supervisor/Editor 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or achievement and date completed/received. 
 


- University of Texas, Austin, TX. Master in Journalism, 1976 
- University of Oklahoma, Norman, OK, Bachelors in Language arts, 1973 


 
CERTIFICATIONS 


Information required should include: type of certification and date completed/received. 
 


- None to report 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 


1. Dana Hawes, Corporate Communications Director, HealthInsight,  
Phone number: 801-892-6645, Fax number: 801-892-0160,  
E-mail address: dhawes@healthinsight.org 
 


2. Christi Hildebran, Research Director, HealthInsight,  
Phone number: 503-382-3971, Fax number: 503-279-0190,  
E-mail address:  childebran@healthinsight.org  
 


3. Jessica Letteney, Senior Management Analyst, Portland Water Bureau,  
Phone number: 503-823-7242, E-mail address: jessica.letteney@portlandoregon.gov  
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: HealthInsight Assure 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Charity O’Neal, RN, BSN 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title Clinical Care Coordinator 


# of Years in Classification: 7 # of Years with Firm: 6 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Charity O’Neal is a registered nurse with 13 years of cumulative experience in patient care, Chart 
Review/Chart analysis and case management. She currently works for HealthInsight on a Medicare 
Innovations Center funded project to reduce avoidable hospital readmissions from Nevada nursing 
homes by helping nursing home staff recognize changes in patient condition before an event occurs. She 
provides education to nursing home staff and helps them improve current practices. Her varied positions 
in oncology, home health, and case/utilization management provide a solid foundation for quality 
improvement and external quality review activities. 
 


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. 
 
2011-present HealthInsight Nevada, NV. Clinical Care Coordinator 
  Admissions and Transitions Optimization Program I and II 


- Data collection entry for Medicare Innovations Project (ATOP) 
- Education to RNs, LPNs, CNAs, PT/OT 
- Patient care 
- Implemented Data Sets 
- Implemented POLST 
- Utilization management to help manage health care costs by influencing patient care 


decision-making through case-by-case assessments of the appropriateness of care 
prior to its provision 


- Chart audit for ATOP 2 at HME-audited charts for qualifying events to help confirm if 
criteria is met for Medicare initiative 


 
2008-2017 Nuclear Care Partners, Elko, NV. Case Manager, Chart Review Manager Supervisor over 


Chart Review 
- Supervisor over Chart Review—Audited charts for 300 patients, assured charts meet 


criteria for DOL billing.  Audited plans of care, orders, RN/CNA documentation and 
database for an accredited Home Care Agency 


- Assisted the company in becoming accredited, worked with compliance 
- Utilization Review-- critically examine patient medical records, paying close attention 


to the appropriateness of healthcare expenditures.  Completed an appropriate review 
to compile an accurate account of the patient’s clinical picture. Was responsible for 
relaying this information to Case Management and Compliance Department.  This 
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review consisted of: patient’s compliance, working diagnosis, supporting diagnostic 
findings, plan of care, and course or progression. 


- Managed multiple patients on a weekly basis 
- Implemented plans of care—set up care plans for patient care, managed care plans to 


meet patient needs and outcomes  
- Supervises HHA 
- Admissions, Re-certifications, Direct patient care 
- Patient/Staff education 
- Wound care 
- Collaboration of care with primary MD 


 
2007-2012 Genesis Home Health , Elko, NV. Nurse Supervisor/Registered Nurse/ Lead Nurse 


- Nurse Supervisor 
- Field Nurse/Oasis Nurse 
- Chart reviewed Medicare charts that care provided met Medicare criteria 
- Performed chart audits appeal for Medicare charts that were initially denied 
- Manages multiple patients on a weekly basis 
- Implements plan of care 
- Supervised HHA, RNs, PT, OT, ST 
- Admissions, Re-certifications, direct patient care 
- Patient/staff education, DC planning 
- Hospice/End of life care 
- Chemotherapy certified 
- Wound care and Ostomy care 
- IV administration, blood draws, line maintenance 
- Terminal care/pain management 


 
2005-2011 Northeastern Nevada Regional Hospital, Elko, NV. Registered Nurse/Charge Nurse 


- M/S/P Nurse, direct patient care, care plan management 
- Assessments, medication management, IV infusions 
- Wound care 
- Safety precautions/education 
- ACLS/PALS certified 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
- Great Basin College, Elko, NV. Bachelors of Applied Science in Nursing, 2015 
- Great Basin College, Elko, NV. Associate Degree Nursing, 2004 


 
CERTIFICATIONS 


Information required should include: type of certification and date completed/received. 
 


- Active Nevada and California RN license 
- CPR certified 


 
REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.   


 
1. Amy Schmidt, MSW, ATOP Director, HealthInsight.  


Phone numbers: 702-933-7308, 702-810-0685, Fax number: 702-385-4586,  
E-mail address: aschmidt@healthinsight.org  
 


2. Jean Lyon, PhD, APRN, ATOP Clinical Care Practitioner, HealthInsight.   
Mobile number: 775-530-144, E-mail address: jlyon@healthinsight.org  
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3. Katie Steele PA, Geriatric Specialty Group.  


Phone number: 775-340-3620, E-mail address: ksteele@gscnv.com  
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: HealthInsight Assure 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Debra K. Peterman, MSN, RN 
Key Personnel: 


(Yes/No) 
No 


Individual’s Title Quality Improvement Manager 


# of Years in Classification: 9 # of Years with Firm: 9 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Debra Peterman is a quality improvement manager for HealthInsight New Mexico. Debi is a registered 
nurse with 25 years of experience in the fields of HIV, behavioral health, case management and quality 
management. Debi helped develop and implement a harm reduction program in rural/frontier New 
Mexico. The program provided many services such as linking to treatment centers, homeless shelters 
and medical care in alternative settings to the emergency department. The program also monitored blood 
pressure, provided vaccines, blood testing for HIV, and viral hepatitis for anyone in need.  
 
Ms. Peterman has performed motivational interviewing and taught harm reduction techniques, including 
overdose prevention to injection drug users and their families. She participated in community 
assessment and HIV planning activities at the state and national levels as well as working on numerous 
HRSA demonstration projects, administering state and federal grants totaling over $10 million dollars. 
Since 2009, Debi has been reviewing documentation from managed care organizations (MCOs) for 
evidence of compliance with state contracts and applicable federal regulations, as a project manager and 
currently as the quality improvement manager.  
 


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 HealthInsight New Mexico, Albuquerque, NM. Quality Improvement Manager 


- Promoting and facilitating the achievement of improvements within the department 
- Creating and maintaining the quality improvement/quality assurance program activities 


and documentation  
- Managing department processes, policies and procedures 
- Conducting medical record review activities 
- Conducting review of MCO documentation for compliance to the state contract and 


applicable federal regulations 
- Validating performance measures reported to the state by each MCO 
- Validating performance improvement projects reported to the state by each MCO 


 
2009-2016 HealthInsight New Mexico, Albuquerque, NM. Project Manager 


- Managed the process of reviewing compliance of each MCO to the state contract and 
applicable federal regulations 


- Managed the process of validating performance measures reported to the state by 
each MCO 
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- Managed the process of validating performance improvement projects reported to the 
state by each MCO 


- Provided technical assistance to New Mexico MCOs to facilitate performance 
improvement 


- Provided technical assistance to New Mexico Human Services Department (HSD) to 
facilitate the understanding of quality improvement principles 


 
1998-2009 Alianza of New Mexico, Roswell, NM. Executive Director 


- Provided overall direction and leadership of non-profit agency providing HIV treatment 
and prevention services 


- Administered federal, state, local and foundation grants 
- Participated in services planning at the state and national levels for HIV care and 


prevention 
- Provided client education about HIV and viral hepatitis natural disease process 
- Counseled clients about why and how to adhere to HIV treatment plan  
- Provided direct nursing clinical services to persons living with HIV and their families 
- Educated individuals and families about HIV disease, treatment, and prevention 


 
1995-1997 New Mexico Rehabilitation Center, Roswell, NM. Unit Nurse 


- Delivered direct patient care for acute drug and alcohol detoxification 
- Provided one on one and group education during 21 day treatment program 
- Delivered direct care for patients hospitalized for physical rehabilitation 


 
1993-1996 Guidance Center of Lea County, Hobbs, NM. Case Manager 


- Provided case management services for persons living with persistent severe mental 
illness 


- Provided case management services for pregnant teenage women and  
- their infants 


 
1991-1993 New Mexico Junior College, Hobbs, NM. Nursing Student 


- Completed nursing curriculum in accredited nursing school 
- Attained registered nursing license 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
- University of Phoenix, Albuquerque, NM. Master of Science in Nursing, 1999 
- Eastern New Mexico University, Portales, NM. Bachelor of Science in Nursing, 1997 
- New Mexico Junior College, Hobbs, NM. Associate of Arts in Nursing, 1993 


 
CERTIFICATIONS 


Information required should include: type of certification and date completed/received. 
 


- Systems Introduction, 2017 
- Strategic Intervention Design, 2017 
- Determinants of Health, 2016 
- Human Factors, 2016 
- Cyber-security, 2016 
- Security Awareness Training, 2016 
- Triple Aim for Populations, 2015 
- Patient Safety, 2014 
- Improvement Capability, 2014 
- Motivational Interviewing, 1998 
- Train the Trainer, 1996 
- Registered Nurse License, 1993 
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REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 


1. Kathleen Freebird, MSW, Reeves County Hospital District,  
Phone number: 505-369-9700, Fax number: 432-447-0033,  
E-mail address: Kfreebird@icloud.com 
 


2. Jessica Clayton, RN Case Manager, BCBS,  
Phone number: 505-918-8043, Fax number: 505-291-3500,  
E-mail address: Jessica.clayton@aol.com  
 


3. Gayla Pardee, Circulations Manager, Natrona County Public Library,  
Phone number: 307-797-5224, Fax number: 307-577-7323,  
E-mail address:  jgcspardees@hotmail.com  
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: HealthInsight Assure 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Galina Priloutskaya, PhD 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title Corporate Director, Analytical Services 


# of Years in Classification: 20 # of Years with Firm: 17 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Dr. Priloutskaya has more than 20 years of sustained experience in health care management, population 
health and quality improvement using standardized statistical methods to perform high-level analyses 
linking outcomes to improved health, health care and lower costs, and calculating quality measures. She 
is an NCQA certified HEDIS compliance auditor and CMS certified data validation auditor. She has been 
performing HEDIS, P4P and data validation audits on contractual basis with the NCQA certified licensed 
organizations since 2005. She led over hundred audits for managed care organizations, sixty Value 
based pay for performance (VBP4P)   audits and thirty CMS data validation audits. Dr. Priloutskaya 
participated in multiple CMS and NCQA workgroups and technical expert panels (TEP) to develop 
national measurement strategy and improve HEDIS/VBP4P reporting. Recently Dr. Priloutskaya went 
through the training to perform URAC pharmacy accreditation audits and will be performing pharmacy 
audits in 2018.   
 
Dr. Priloutskaya has managed projects such as: designing health care cost and quality reports for 
providers, employers groups and consumers; launching national Medicaid/Medicare public reporting 
initiatives for nursing homes and home health agencies; and development and implementation of 
ambulatory and inpatient community public reporting. She is experienced in developing and refining 
model/demonstration design and operations; designing and carrying out surveys; and other data 
collection activities. 
 


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  HealthInsight, Albuquerque NM. Corporate Director of Analytic Services 


- Directs the HealthInsight analytic staff on corporate projects or scopes of work, 
including development of corporate performance dashboards, national provider 
performance rankings, and Qualified Entity efforts; and provides support for the 
company quality award programs for hospitals, nursing homes, home health agencies 
and physician offices ; ensures preparation of performance reports for internal 
management and for funding sources 


- Responsible for integration  and coordination analytical services for federal, state and 
private contracts not limited to for Medicare and Medicaid ,  to assure efficiency and 
the delivery of high quality analytical services to external and internal customers 


- Leads HEDIS, URAC , CMS data validation  and Value Based P4P audits 
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2010-2013  HealthInsight, Albuquerque NM. Director of Analytic Services and Drug Safety 
- Oversee HealthInsight New Mexico’s analytical staff to integrate and synergize 


support for Medicare and Medicaid activities, reporting for Centennial Care project and 
public reporting for local initiative of Robert Wood Johnson Foundation’s Aligning 
Forces for Quality to assure efficiency and the delivery of high quality analytical 
services to external and internal customers 
 


2007-2010  HealthInsight Albuquerque NM. Director, Medicare Part D/Drug Safety  
and Senior Analyst 
- Led drug safety projects in New Mexico; organized statewide Prescription 


Improvement Coalition (NMPIC) devoted to decrease of adverse drug events (ADE)  
- Led HRSA Patient Safety and Pharmacy collaborative(PSPC)  teams focused on 


decreasing  ADEs in the high-risk population 
- Led medication therapy management (MTM) pilot and served as a technical advisor 


for New Mexico state MTM Collaborative 
-  


 
2000-2007  HealthInsight, Albuquerque NM. Senior Analyst 


- Participated in the CMS pilot on the public release of home health agencies data and 
worked on development national short-term and long-term strategies, including a 
communications strategy and rollout plans at the state and national levels. 


- Led inpatient studies on use data from Health Outcome survey (HOS)  and HCAHPS 
data in  managed care  and fee-for-service population 
 


1999-2000  Cimarron Health Plan, Albuquerque NM. Data Analyst, HEDIS Project Manager 
- Involved in research design and methodology projects, including statistical analysis 


and provider profiling using PRG (in-house provider grouping software) approaches to 
allow for effective evaluation and monitoring 


- Provided analytical support for disease management strategies, selection and 
evaluation interventions  


- Led HEDIS reporting and Implementation of the  HEDIS reporting software – 
McKesson  


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
- Albuquerque Technical Vocational Institute, Albuquerque, NM. Computer Science, 1999   
- University of New Mexico, Albuquerque, NM. MBA, Management Information Systems, 1998 
- Moscow Academy of Management, Moscow, Russia. PhD, Economic Science, 1994   
- Economic & Industrial Management Academy of Management, Russia, 1979  


 
CERTIFICATIONS 


Information required should include: type of certification and date completed/received. 
 


- CHCA, Certified HEDIS/P4P Auditor, NCQA, 2005-Present 
- Certified Data Validation Auditor, CMS, 2010-2014 
- Annual, HEDIS Certification Training, NCQA 
- Home Health Agency National Pilot Public, CMS Reporting Training, 2004 
- Nursing Home Public Reporting Training, CMS, 2003  
- Washington State Diabetes Collaborative, Washington DOH, 2002  
- Quality Advisor Training Institute for Healthcare Improvement, IHI, 2001 
- DOQ-IT: National QIO Knowledge, CMS, Development Program, 2006 
- Medicare Part D Training, CMS, 2005 
- SAS Training, SAS Institute, 2005 
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REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 


1. Suzan Mora Dalen, President , QMetrics,  
Phone number: 619-254-9094, E-mail address: smoradalen@qmetrics.us 
 


2. Michael Campbell, MPP,CHHQ, CHCA, President, Indicina, LLC,  
Phone number: 202-256-9100, E-mail address: Michael.e.campbell@gmail.com 


 
3. John Cousin, MPH, CHCA, Director, EQRO, QSource,  


Phone number: 615-244-2007, Fax number:  615-244-2018,  
E-mail address: jcousin@qsource.org 


 
4. Paul Mertel, ph.D, CHCA, FACHE, ex Vice –President HDCData Corporation,  


Phone number: 717-576-6370, E-mail address: pmertel@yahoo.com  
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: HealthInsight Assure 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Nancy A. Siegel, MPH, PA-C 
Key Personnel: 


(Yes/No) 
No 


Individual’s Title Quality Improvement Specialist 


# of Years in Classification: 5 # of Years with Firm: 5 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Nancy Siegel is a dedicated health care professional with a successful track record in conducting audits 
of and providing technical assistance to Medicaid managed care performance improvement projects, and 
managing clinical research studies and trials from start-up through implementation. Skilled in program 
evaluation, data collection and training facilitation, with a focus on compliance and quality improvement. 
Possesses clinical experience in a managed primary care setting and knowledge of EpicCare. Team-
oriented individual known for building rapport and collaborating with diverse groups to achieve 
organizational goals. 
 


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  HealthInsight, Portland, OR. Quality Improvement Specialist 


2012-present: State of Oregon 
- Coordinate planning with Oregon Health Authority on coordinated care organization 


(CCO) PIP-related activities. 
- Develop tracking and monitoring tools and processes for CCOs, state and internal 


use.  
- Provide technical assistance to CCOs in Oregon regarding study design, intervention 


implementation, performance evaluation and report writing on a quarterly and as-
needed basis.  


- Analyze individual PIPs for validity and adherence to federal and state standards and 
good quality improvement (QI) methodology, and write quarterly summaries to Oregon 
Health Authority. 


- Make quarterly and annual recommendations for improving performance at the 
individual organization and state level. 


- Develop and conduct trainings and learning collaboratives on QI tools and processes 
(including Plan-Do-Study-Act), best practices, current challenges and PIP-related 
topics. 


- Collaborate with content experts to develop training and learning collaborative 
presentations, including how to develop measurement plans. 
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2012-2015: State of Washington 
- Performed annual reviews of PIPs conducted by Medicaid managed care 


organizations (MCOs)  
- Analyzed individual PIPs for validity, reliability and adherence to federal and state 


standards, and wrote narrative reports on individual MCO results. Made 
recommendations for improving performance at the individual organization and state 
level. 


- Developed tracking and monitoring tools and processes for MCO and internal use.  
- Developed and conducted trainings on Center for Medicare and Medicaid Services 


PIP protocol guidelines, QI methodology and processes (including Plan-Do-Study-Act) 
and PIP-related topics. 


- Assist with additional tasks, such as encounter validation, as needed. 
 
2006-2011 Kaiser Permanente Center for Health Research, Portland, OR. Project Manager 


- Managed various phases of research studies and clinical trials, including a federally-
funded oxygen treatment trial, a multi-site pharmaceutical trial for an investigational 
COPD medication, a clinical study of influenza in the elderly and a multi-site study of 
tobacco cessation strategies for people with ADHD. 


- Created and presented regulatory documents, including clinical, compliance and 
HIPAA privacy procedures, to the Institutional Review Board for approval. 


- Analyzed population and study data; developed timelines, recruitment and retention 
strategies, operating procedures, budgets; and managed study process and 
procedure modifications based on ongoing performance evaluation. 


- Assumed clinical role as necessary, and conducted physical exams, managed study 
medications and performed study procedures. 


- Supervised up to seven employees, including managing the hiring process, 
professional development, performance management and staff scheduling. 


 
2006  Oregon Community Health Information Network (OCHIN), Portland, OR. Graduate Intern 


- Evaluated and revised staff surveys on the implementation of and training around the 
use of electronic medical records using EpicCare. 


- Compiled data, analyzed results and prepared reports for OCHIN leadership, board 
and clinic management. 


- Interviewed executive team members on organizational changes. Identified key 
challenges and prepared report for executive leadership. 


 
2002-2006 Kaiser Permanente Center for Health Research, Portland, OR. Research Clinician 


- Conducted physical exams, managed study medications and performed study 
procedures for the Women’s Health Initiative, Hemochromatosis Study and Asthma 
Study. 


- Collaborated with clinical and genetic specialists to optimize study participant care. 
- Conducted data collection and analyses for research studies. 


 
1999-2001 Literacy and Adult Basic Education, Uganda. Office Administrator 


- Managed day-to-day office administration. 
- Developed office policies and procedures. 
- Assisted with strategic planning sessions at the organization and board level. 
- Reviewed and edited development grants from international funders. 


 
1991-1999 Kaiser Permanente, Salem, OR. Physician Assistant  


- Conducted patient histories and physical exams; ordered lab work and imaging 
studies; and determined appropriate treatment for persons over 14 years old in 
primary care department. 


- Documented information using electronic medical record software, EpicCare. 
- Conducted monthly menopause education workshops 
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EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 


- Portland State University, Portland, OR. MPH, 2006 
- McGill University, Montreal, Canada. Bachelors of English/Communications, 1977 


 
CERTIFICATIONS 


Information required should include: type of certification and date completed/received. 
 


- Physician Assistant, Oregon Board of Medical Examiners, 2018 
- Basic Life Support, American Heart Association, 2017 
- Physician Assistant Certification, St. Louis University, 1982 


 
REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.   


 
1. Jody Carson, Oregon EQR Director, HealthInsight Assure, Phone number: 503-382-3955,  


Fax number: 503-279-0190; E-mail address: jcarson@healthinsight.org 
 


2. Joyce Caramella, QI Project Manager, HealthInsight Assure, Phone number: 503-382-3969;  
Fax number: 503-279-0190; E-mail address: jcaramella@healthinsight.org 
 


3. Nicole O’Kane, Clinical Director, HealthInsight Oregon, Phone number: 503-382-3964;  
Fax number: 503-279-0190; E-mail address: NOKane@healthinsight.org 
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State of Nevada, Purchasing Division – RFP 3491 Section VIII-Page 1 
External Quality Review Organization 


Section VIII – Other Informational Material 


The below table provides a list of Attachments along with the section in which the 


attachment was referenced 


Attachment Section Description Section Page 


VIII-1 2.1.1.1 Extract from 2016 GOBHI Report 2 


VIII-2 2.1.1.2 2014 Performance Measure Analysis Report 19 


VIII-3 2.1.1.2 
2014 Performance Measure Analysis Report, 


Appendix B 113 


VIII-4 2.1.1.2 
2014 Performance Measure Analysis Report, 


Appendix C 200 


VIII-5 2.1.2.2 HCBS Survey Report 202 


VIII-6 2.1.2.2 HCBS Survey Report, Appendix A 333 


VIII-7 2.1.2.2 HCBS Survey Report, Appendix B 380 


VIII-8 2.1.2.2 HCBS Survey Report, Appendix C 436 


VIII-9 2.1.2.2 2016 Adult Survey Report 444 


VIII-10 2.1.2.2 2016 Youth Survey Report 544 


VIII-11 2.1.2.4 PIP Presentation from April QHOC 648 


VIII-12 2.1.3.1 
Oregon Performance Measure Calculation – 


Summary Report of 2013 Measures 676 


VIII-13 2.1.3.5 Extract from OMHAS Quality Strategy Review 702 


VIII-14 2.1.3.5 Quality Strategy Review Report 722 


VIII-15 2.1.3.5 Extract from 2013 WA EQR Annual Report 736 


VIII-16 2.1.3.6 2016 OHA Annual EQR Report 742 


VIII-17 2.1.3.6 2016 OHA Annual EQR Report, Appendix A 910 


VIII-18 2.1.5.6 Opioid Metrics for PIP Primary 946 


VIII-19 2.1.5.6 Opioid Metrics for PIP Secondary 950 


VIII-20 2.2.2 HealthInsight 6-30-2016 Financial Statements 956 


VIII-21 2.2.2 HealthInsight 6-30-2017 Financial Statements 978 


VIII-22 2.2.2 HealthInsight Interim Statement 12-31-2017 1000 


VIII-23 
3.2.1.3 
(3.1.9) 


DataStat Capabilities 1003 


VIII-24 3.1.2 5% Preference Letter 1007 


VIII-25 3.1.9 HealthInsight Corporate Summary 1009 


Note:  As mentioned previously, HealthInsight Assure combines the EQR expertise and 
activities of HealthInsight Oregon (formerly known as Acumentra Health) and 
HealthInsight New Mexico.  Any reports included as attachments from these 
organizations are representative of the current Assure team’s work and processes. 
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PERFORMANCE IMPROVEMENT PROJECT VALIDATION 


Under 42 CFR §438.240(d), a managed care organization that serves Medicaid 
enrollees must have an ongoing program of PIPs that focus on improving clinical 
care and nonclinical aspects of service delivery. The PIPs enable the organization 
to assess and improve the processes and, in turn, the outcomes of care.  
PIPs are validated each year as part of the EQR to ensure that the projects are 
designed, conducted, and reported according to accepted methods, establishing 
confidence in the reported improvements. The PIPs must include: 


• a relevant and prioritized study topic focused on local Medicaid population, 
related to outcomes, satisfaction, or quality of care 


• measurement of performance using objective quality indicators 


• implementation of system interventions to improve quality 
• evaluation and initiation of the interventions 


• planning and initiation of activities for increasing or sustaining improvement 
Through repeated measurement of the selected quality indicators, a PIP is expected 
to demonstrate meaningful change in performance relative to the performance 
observed during baseline measurement.  
This is the eleventh year in which Acumentra Health has evaluated the MHO’s 
PIPs under the EQR contract.  
OHA required the MHO to conduct two PIPs. The MHO could select the topic for 
both PIPs.  
 
PIP Review Procedures  


Data collection tools and procedures, adapted from the CMS protocol, involved 
document review and onsite interviews. Acumentra Health scored the MHO’s PIPs 
according to criteria adapted from the CMS protocol and approved by OHA.  
Acumentra Health reviews PIPs for the following elements: 


• a clear, concise statement of the study topic and how it was determined, the 
specific questions the study is designed to address, and the quantifiable 
indicators that will answer those questions 


• an analysis plan that defines indicators clearly, specifies the population 
being studied (if applicable, a sampling methodology), identifies data 
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sources and data collection procedure, data validation, and discusses the 
methods for analyzing the data and performing statistical tests 


• a clear statement of the improvement strategies and the interventions, their 
impact on the study question, and how that impact will be assessed and 
measured 


• a summary of results that covers all data collection and analysis, explaining 
limitations inherent in the data and methodologies and discussing whether 
the strategies resulted in improvements 


The preamble at the beginning of each standard lists the criteria that Acumentra 
Health applied when scoring that standard, which will also serve as a guide for 
developing the highest quality PIPs.  
 


Compliance Rating 


To determine the level of compliance with federal standards, Acumentra Health 
assigns a score to each PIP. The scoring methodology involves rating the MHO’s 
performance on 10 standards, listed in Table 5. Appendix B defines in detail the 
specific criteria used to evaluate performance. 
 


Table 5. Standards for PIP Validation. 


Demonstrable improvement 


1 Study Topic 


2 Study Question 


3 Study Population 


4 Study Indicator 


5 Data Collection and Data Analysis Plan 


6 Study Results 


7 Interpretation of Results 


8 Improvement Strategies 


Sustained improvement 


9 Repeated Measurement of the Study Indicator 


10 Sustained Improvement 
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Each standard has a potential score of 100 points for full compliance. The total 
points earned for each standard are weighted and combined to determine an overall 
PIP score. The overall score is weighted 85 percent for the baseline and the first 
remeasurement (Standards 1–8), and 100 percent for second remeasurement and 
sustained improvement in later years (Standards 9–10). Thus, for a PIP that has 
completed one remeasurement, the maximum overall project score is 85 points. If 
the PIP has progressed to at least a second remeasurement, enabling reviewers to 
assess sustained improvement, the maximum overall project score is 100.  
Table 6 shows the compliance ratings and associated scoring ranges for PIPs 
graded on the 85-point and 100-point scales. (Note: these compliance rating ranges 
for the overall PIP score are different from the ranges used in assessing compliance 
for individual PIP standards; see Appendix B, which also includes a sample 
worksheet.)  
 


Table 6. Compliance Rating for PIPs by Overall Score. 


Compliance 
rating Description 


100-point 
scale 


85-point 
scale 


Fully met Meets or exceeds all requirements 80–100 68–85 


Substantially met Meets essential requirements, has minor 
deficiencies 60–79 51–67 


Partially met Meets essential requirements in most, but 
not all areas  40–59 34–50 


Minimally met Marginally meets requirements 20–39 17–33 


Not met Does not meet essential requirements 0–19 0–16 


 


 


 


Acumentra Health 61 
 Section VIII Page4







2016 GOBHI EQR Report–PIP Validation 


 


Review Results for PIP #1: Older Adult PIP 


In response to Acumentra Health’s 2015 recommendation to select a new PIP topic 
for 2016 that would affect a significant number of GOBHI’s MHO enrollees, 
GOBHI conducted analyses of their MHO-only member population. During the 
site visit, Acumentra Health and GOBHI staff reviewed data and discussed 
potential study topics and metrics. Review of the data indicated underutilization of 
mental health services by older adults, and GOBHI has decided to focus this PIP 
on improving the penetration rate for this population.  
At the time of this report, GOBHI had not developed the project beyond 
identification of the study topic (Standard 1). The overall score for this PIP reflects 
this early stage of development. By the time of the 2017 PIP review, GOBHI is 
expected to have completed Standards 2–5 (study design) and 8 (Improvement 
Strategies), and provided partial information for Standards 6 (Study Results) and 7 
(Interpretation of Results). 
The overall weighted score for this PIP is 14 on a scale of 85, resulting in a 
compliance rating of Not Met.  
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To meet Standard 1, the MHO needs to establish the importance of the study topic 
in general; present local data to demonstrate that the topic applies to a large or 
high-risk portion of the Medicaid population and will have a significant effect on 
enrollee health, functional status, or satisfaction; and demonstrate that a 
systematic selection and prioritization process, including opportunities for input 
by enrollees and providers, was used in choosing the topic.  
In response to Acumentra Health’s 2015 recommendation to select a new PIP topic 
for 2016 that would affect a significant number of GOBHI’s MHO enrollees, 
GOBHI conducted analyses of its MHO-only member population. Analyses 
showed that although Malheur and Umatilla counties had the highest percentage of 
the GOBHI-enrolled members over the age of 60 (870 members), only 30 eligible 
members of the study population had received services from Lifeways, GOBHI’s 
community mental health partner. GOBHI calculated the rate as “0.034%”, but 
according to Acumentra Health’s calculation the figure should be “3.4%.” Also, it 
was not clear what measurement period was used in collecting the data.  
As GOBHI observed, this low utilization rate is concerning in light of a 2014 OHA 
report estimate that 15–20% of older adults have depression, men aged 75 years 
and older have the highest suicide rate in the state, and up to 15% of older adults 
are at-risk drinkers. The cited statistics apply to all Oregonians, and GOBHI should 
discuss how the data should be interpreted given the make-up of the GOBHI 
population, which includes many people who are dually eligible for Medicare and 
Medicaid. In addressing the growing discrepancy between need and service 
delivery, GOBHI states that the first step is to identify the causes of low referrals 
and utilization. 
This topic clearly relates to quality of care for enrollees since the target population 
does not appear to be receiving needed services. In addition to addressing an 
identified need for a high-risk population, this topic was prioritized because of the 
availability of data and the ability to share staff and material resources from an 
existing GOBHI project, the Older Adult Behavioral Health Initiative. The 
initiative focuses on improving behavioral health outcomes for older adults in 
GOBHI communities. It was not clear whether or not GOBHI presented this PIP 
selection to other stakeholders. 
 


Standard 1: Study topic 


  Score: 85 (Substantially Met) 
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To fully meet this standard, GOBHI should identify the time frame used in 
collecting the local data, correct its utilization rate calculation, explain how the 
cited data applies to the GOBHI population, and discuss stakeholder input into the 
selection and prioritization process. 
 


 


To meet Standard 2, the MHO needs to present a study question that provides a 
clear framework for data collection, analysis, and interpretation. The study 
question should refer to the proposed intervention, a study population 
(denominator), what is being measured (a numerator), a metric (e.g., average, 
percentage), and a direction of desired change. 
This standard was not addressed in the report. 
To fully meet this standard, GOBHI needs to develop an appropriate study 
question that states the study intervention(s), study population, what is being 
measured, metric, and the desired change in direction of the metric.  
 


 


To meet Standard 3, the MHO needs to provide a brief description of the study 
population; list all inclusion and exclusion criteria for the study population, 
including enrollment criteria; and provide definitions and data sources, including, 
codes, and calculations. If a sample is selected, the MHO needs to describe the 
sampling methods. 
This PIP does not include all eligible GOBHI MHO members over the age of 60. 
Instead, GOBHI will focus on Malheur and Umatilla counties since they have the 
highest percentage of the GOBHI-enrolled members over the age of 60 (870 
members). 
Other elements of this standard were not addressed in this report. 
To fully meet this standard, GOBHI needs to describe the study population, list the 
appropriate inclusion and exclusion criteria (including enrollment criteria), and 
provide relevant definitions and calculations (e.g., age).   
 


Standard 2: Study question  


  Score: 0 (Not met) 


Standard 3: Study population 


Score: 5 (Not met) 
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To meet Standard 4, the MHO needs to define the numerator (what is being 
measured) and the denominator; define key terms; describe the target goal; 
discuss the basis for adopting the indicator as a valid proxy for enrollee outcomes, 
satisfaction, or quality of care; list all inclusion and exclusion criteria for the 
numerator (what is being measured), including enrollment criteria; and provide 
definitions and data sources, including codes, and calculations. 
This standard was not addressed in the report. 
From the topic discussion, it appears that GOBHI will be measuring the 
penetration rate of older adults in its MHO-only population. Therefore, to fully 
meet this standard, GOBHI needs to define the measurement numerator and 
denominator and explain why this metric is a valid indicator for enrollee access 
and outcomes. In addition, GOBHI will need to list the numerator inclusion and 
exclusion criteria as well as provide any relevant definitions, codes and 
calculations. 
 


To meet Standard 5, the MHO needs to describe data collection and data 
validation procedures, including a plan for addressing errors and missing data; 
and present a clear data analysis plan, including time frames for the measurement 
and intervention periods, and an appropriate statistical test to measure differences 
between the baseline and remeasurement periods. 
This standard was not addressed in the report. 
To fully meet this standard, GOBHI needs to describe its data collection plan, 
including procedures to ensure that the data are valid and reliable. The MHO 
should document a data analysis plan that includes time frames for the 
measurement and intervention periods, an appropriate statistical test to measure 
differences between the baseline and remeasurement periods, and a probability 
level.  
 


 


Standard 4: Study indicator  


  Score: 0 (Not met) 


Standard 5: Data collection and data analysis plan 


  Score: 0 (Not met) 
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To meet Standard 6, the MHO needs to present results according to the data 
analysis plan, including the study indicator; the original data used to compute the 
indicator; and a statistical test to measure differences between the baseline and 
remeasurement periods. The MHO needs to discuss any other data analyses for 
factors that may affect the study. 
This standard was not addressed in the report. 
To fully meet this standard, GOBHI would need to present baseline and first 
remeasurement results according to its data analysis plan. In its next (2017) report, 
GOBHI should be able to provide baseline results. Also, the MHO should discuss 
any other demographic or other data analyses that will assist in the interpretation of 
the study indicator results. 
  


 


To meet Standard 7, the MHO needs to list any changes to the study design and 
discuss the effect of those changes on the comparability of data and interpretation 
of results; describe any factors that threaten the internal or external validity of the 
study; discuss if the intervention was implemented as planned; describe any 
improvement in enrollee health, functional status, or satisfaction and 
accomplishment of target goals; discuss how the intervention influenced the 
results; discuss lessons learned during the PIP process; draw a conclusion about 
the study results based on the above factors; and describe next steps for the study. 
This standard was not addressed in the report. 
To fully meet this standard, GOBHI will need to describe any changes in study 
design and describe how those changes might affect the interpretation of results. 
This description should also include a discussion on how using a sample might 
affect interpretation of results (i.e., can the sample be applied to the entire GOBHI 
population). Also, GOBHI should discuss any other factors that might threaten the 
internal or external validity of the study, the results of the intervention tracking and 
monitoring plan, lessons learned, the linkage between the intervention and the 
study results, and next steps for the study. 


Standard 6: Study results 


  Score: 0 (Not met) 


Standard 7: Interpretation of results 


  Score: 0 (Not met) 
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To meet Standard 8, the MHO needs to describe and document the implementation 
of the intervention(s) and discuss the following: the basis for adopting the 
intervention; how the intervention can be reasonably expected to result in 
measurable improvement; the cultural and linguistic appropriateness of the 
intervention; a tracking and monitoring plan (providing evidence of how the 
intervention was or will be implemented as planned); barriers encountered during 
implementation of the intervention and how they were addressed; and how the 
intervention will be adapted, adopted or abandoned.  
This standard was not addressed in the report. 
To fully meet this standard, GOBHI needs to describe the intervention, how the 
intervention can be expected to improve the study indicator, cultural and linguistic 
appropriateness of the intervention, and barriers encountered during the 
implementation of the intervention and how they were addressed. The MHO 
should also discuss how it plans to demonstrate that the intervention was 
implemented as planned and provide results of that plan. Finally, GOBHI will need 
to provide a rationale for adapting, adopting, or abandoning its intervention. 
 
 


 
To meet Standard 9, the MHO needs to report complete study results for two 
measurement periods, including the study indicator, original data used to compute 
the indicator, and a statistical test of group differences; provide any other data 
analyses for factors that may affect the study; and discuss how the intervention, 
consistency of methodology and any confounders affected the study results in the 
second remeasurement period. 
The PIP has not progressed to this standard. Standard 9 is not scored until a PIP 
reaches second remeasurement.  
       


Standard 8: Improvement strategies 


  Score: 0 (Not met) 


 
 


Standard 9: Repeated measurement of the study indicator 


Score: n.a. 
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To meet Standard 10, the MHO needs to determine whether or not goals were met 
and sustained; improvement in the study indicator, as well as enrollee health, 
functional status or satisfaction was achieved; discuss lessons learned for the PIP 
and the system as a whole; and report next steps.  
The PIP has not progressed to this standard. Standard 10 is not scored until a PIP 
reaches second remeasurement.  
 


Standard 10: Sustained improvement  


  Score: n.a. 
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Review Results for PIP #2: Children 0–6 Years Old Primary Care PIP 


In response to Acumentra Health’s 2015 recommendation to select a new PIP topic 
for 2016 that would affect a significant number of GOBHI’s MHO enrollees, 
GOBHI conducted analyses of their MHO-only member population. During the 
site visit, Acumentra Health and GOBHI staff reviewed data and discussed 
potential study topics and metrics. Review of the data indicated underutilization of 
services by older adults and young Hispanic children (0–6 years of age). This PIP 
will focus on improving the penetration rate for young Hispanic children in 
Umatilla and Malheur counties, GOBHI counties with the highest percentage of 
the target population. GOBHI provided documentation on the importance of the 
topic, the relevance to the local MHO population, and the topic prioritization 
process. The MHO identified a possible root cause for lower access by this 
population and briefly described its selected intervention. 
At the time of this report, GOBHI had not developed the project much beyond 
identification of the study topic (Standard 1). The overall score for this PIP reflects 
this early stage of development. By the time of the 2017 PIP review, GOBHI is 
expected to have completed Standards 2–5 (study design) and 8 (Improvement 
Strategies), and provided partial information for Standards 6 (Study Results) and 7 
(Interpretation of Results). 
The overall weighted score for this PIP is 17 on a scale of 85, resulting in a 
compliance rating of Minimally Met.  
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To meet Standard 1, the MHO needs to establish the importance of the study topic 
in general; present local data to demonstrate that the topic applies to a large or 
high-risk portion of the Medicaid population and will have a significant effect on 
enrollee health, functional status, or satisfaction; and demonstrate that a 
systematic selection and prioritization process, including opportunities for input 
by enrollees and providers, was used in choosing the topic.  
In response to Acumentra Health’s 2015 recommendation to select a new PIP topic 
for 2016 that would affect a significant number of GOBHI’s MHO enrollees, 
GOBHI collected data on and analyzed their MHO-only member population. Data 
analyses indicated significant gaps in utilization by two subpopulations: older 
adults and Hispanic children 0–6 years of age. This PIP is focusing on improving 
the penetration rate of Hispanic children 0–6 years of age.  
In its report, GOBHI noted that both the state and federal governments have 
prioritized the topic of children’s mental health, acknowledging the influence of 
good emotional health at an early age on healthy child and adult development. The 
literature identifies a number of significant risk factors for children’s mental 
health, including poverty and associated lower levels of education. GOBHI 
presented data that in 11 out of 14 counties where it is operating, the poverty level 
is higher than the state average, and “given that eligibility for the Oregon Health 
Plan is closely associated with lower income levels, it is reasonable to conclude 
that these risk factors are accentuated within the GOBHI member population.”   
The under 5 years of age Hispanic population, a growing segment in Oregon, is at 
increased risk for mental health disorders due to poverty and other poverty-
associated stressors. Despite an increased need for behavioral health services, 
Hispanic children continue to be underserved. Data analyses show that the 
penetration rate for GOBHI’s MHO 0–6 years of age population is 4.81%, 
consistent with the national data that 2–5.3%. However, the penetration rate for 
Hispanic members in the same age range is 0%, indicating a significant unmet 
need. 
This topic was selected over other potential topics because of the prioritization of 
the topic by state and federal governments, feasibility of implementation of the 
intervention, timing of other system transformation efforts and level of interest 
from GOBHI providers. GOBHI stated that the data analyses and topic proposal 


Standard 1: Study topic 


  Score: 100 (Fully met) 
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were reviewed by the Quality Improvement Committee, which includes provider 
and consumer representatives. 
This topic clearly addresses improving the quality of care for a small, but high-risk 
population that is not receiving services. 
GOBHI fully meets this standard. 
 


 


To meet Standard 2, the MHO needs to present a study question that provides a 
clear framework for data collection, analysis, and interpretation. The study 
question should refer to the proposed intervention, a study population 
(denominator), what is being measured (a numerator), a metric (e.g., average, 
percentage), and a direction of desired change. 
This standard was not addressed in the report. 
To fully meet this standard, GOBHI needs to develop an appropriate study 
question that states the study intervention(s), study population, what is being 
measured, metric, and the desired change in direction of the metric.  
 


 


To meet Standard 3, the MHO needs to provide a brief description of the study 
population; list all inclusion and exclusion criteria for the study population, 
including enrollment criteria; and provide definitions and data sources, including, 
codes, and calculations. If a sample is selected, the MHO needs to describe the 
sampling methods. 
This PIP does not include all eligible GOBHI MHO Hispanic members 0–6 years 
of age. Instead, GOBHI will focus on Malheur and Umatilla counties because they 
have the highest percentage of the GOBHI target population. 
Other elements of this standard were not addressed in this report. 
To fully meet this standard, GOBHI needs to describe the study population, list the 
appropriate inclusion and exclusion criteria (including enrollment criteria), and 
provide relevant definitions and calculations (e.g., age).   
 


Standard 2: Study question  


  Score: 0 (Not met) 


Standard 3: Study population 


Score: 8 (Not met) 
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To meet Standard 4, the MHO needs to define the numerator (what is being 
measured) and the denominator; define key terms; describe the target goal; 
discuss the basis for adopting the indicator as a valid proxy for enrollee outcomes, 
satisfaction, or quality of care; list all inclusion and exclusion criteria for the 
numerator (what is being measured), including enrollment criteria; and provide 
definitions and data sources, including codes, and calculations. 
This standard was not addressed in the report. 
From the topic discussion, it appears that GOBHI will be measuring the 
penetration rate of Hispanic children 0–6 years of age in its MHO-only population. 
Therefore, to fully meet this standard, GOBHI needs to define the measurement 
numerator and denominator and explain why this metric is a valid indicator for 
enrollee access and outcomes. In addition, GOBHI will need to list the numerator 
inclusion and exclusion criteria as well as provide any relevant definitions, codes, 
and calculations. 
 


To meet Standard 5, the MHO needs to describe data collection and data 
validation procedures, including a plan for addressing errors and missing data; 
and present a clear data analysis plan, including time frames for the measurement 
and intervention periods, and an appropriate statistical test to measure differences 
between the baseline and remeasurement periods. 
This standard was not addressed in the report. 
To fully meet this standard, GOBHI needs to describe its data collection plan, 
including procedures to ensure the data is valid and reliable. The MHO should 
document a data analysis plan that includes time frames for the measurement and 
intervention periods, an appropriate statistical test to measure differences between 
the baseline and remeasurement periods, and a probability level.  
 


Standard 4: Study indicator  


  Score: 0 (Not met) 


Standard 5: Data collection and data analysis plan 


  Score: 0 (Not met) 
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To meet Standard 6, the MHO needs to present results according to the data 
analysis plan, including the study indicator; the original data used to compute the 
indicator; and a statistical test to measure differences between the baseline and 
remeasurement periods. The MHO needs to discuss any other data analyses for 
factors that may affect the study. 
This standard was not addressed in the report. 
To fully meet this standard, GOBHI would need to present baseline and first 
remeasurement results according to its data analysis plan. In its next (2017) report, 
GOBHI should be able to provide baseline results. Also, the MHO should discuss 
any other demographic or other data analyses that will assist in the interpretation of 
the study indicator results, such as referral and no-show rates.  
 


 


To meet Standard 7, the MHO needs to list any changes to the study design and 
discuss the effect of those changes on the comparability of data and interpretation 
of results; describe any factors that threaten the internal or external validity of the 
study; discuss if the intervention was implemented as planned; describe any 
improvement in enrollee health, functional status, or satisfaction and 
accomplishment of target goals; discuss how the intervention influenced the 
results; discuss lessons learned during the PIP process; draw a conclusion about 
the study results based on the above factors; and describe next steps for the study. 
This standard was not addressed in the report. 
To fully meet this standard, GOBHI will need to describe any changes in study 
design and describe how those changes might affect the interpretation of results. 
This description should also include a discussion on how using a sample might 
affect interpretation of results (i.e., can the sample be applied to the entire GOBHI 
population). Also, GOBHI should discuss any other factors that might threaten the 
internal or external validity of the study, the results of the intervention tracking and 
monitoring plan, lessons learned, the linkage between the intervention and the 
study results, and next steps for the study. 
 


Standard 6: Study results 


  Score: 0 (Not met) 


Standard 7: Interpretation of results 


  Score: 0 (not met) 
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To meet Standard 8, the MHO needs to describe and document the implementation 
of the intervention(s) and discuss the following: the basis for adopting the 
intervention; how the intervention can be reasonably expected to result in 
measurable improvement; the cultural and linguistic appropriateness of the 
intervention; a tracking and monitoring plan (providing evidence of how the 
intervention was or will be implemented as planned); barriers encountered during 
implementation of the intervention and how they were addressed; and how the 
intervention will be adapted, adopted or abandoned.  
GOBHI stated that national and state utilization data indicate that the Hispanic 
population is more likely to access mental health services through the physical 
health care system rather than specialty mental health clinics. On the basis of this 
preference, a Rand study recommended offering behavioral health services through 
primary care. GOBHI noted that the key to improvement is to develop informed 
strategies for appropriate and culturally informed care. GOBHI needs to provide 
more details about its root cause analysis process (e.g., other contributing 
factors/barriers, who was involved in the process). 
The intervention strategy for this PIP is the embedding of a Spanish-speaking 
clinician in a primary care clinic in each of the two counties with the highest 
Hispanic population: Umatilla and Malheur. GOBHI stated that “we will not 
exclude an older population but will work with the primary care practice to identify 
patient populations who are at risk or may be at risk to develop social and 
emotional challenges.” As the project develops, GOBHI should provide more 
details about the intervention strategy. In terms of cultural and linguistic 
appropriateness, GOBHI will want to describe other accommodations developed 
for this PIP (such as Spanish language materials) and how it plans to address other 
major cultural considerations, such as poverty and rural living.  
To fully meet this standard, GOBHI should provide more details about the root 
cause analysis process and the intervention and the ways the intervention addresses 
cultural and linguistic appropriateness. As the project progresses, the MHO will 
need to describe barriers encountered and how they were addressed as well as 
presenting an intervention tracking and monitoring plan. 
 


Standard 8: Improvement strategies 


  Score: 12 (Not met) 
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To meet Standard 9, the MHO needs to report complete study results for two 
measurement periods, including the study indicator, original data used to compute 
the indicator, and a statistical test of group differences; provide any other data 
analyses for factors that may affect the study; and discuss how the intervention, 
consistency of methodology and any confounders affected the study results in the 
second remeasurement period. 
The PIP has not progressed to this standard. Standard 9 is not scored until a PIP 
reaches second remeasurement.  
       


 
To meet Standard 10, the MHO needs to determine whether or not goals were met 
and sustained; improvement in the study indicator, as well as enrollee health, 
functional status or satisfaction was achieved; discuss lessons learned for the PIP 
and the system as a whole; and report next steps.  
The PIP has not progressed to this standard. Standard 10 is not scored until a PIP 
reaches second remeasurement.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 


Standard 9: Repeated measurement of the study indicator 


Score: n.a. 
 


Standard 10: Sustained improvement  


  Score: n.a. 
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Executive Summary 


Apple Health, the Washington Medicaid program administered by the Health Care Authority 


(HCA), provides managed health care benefits for more than 1.1 million residents. Managed care 


enrollment has nearly doubled since July 2012 with implementation of the Affordable Care Act 


and the inclusion in managed care of Medicaid populations who previously received fee-for-


service care.  


HCA has used Healthcare Effectiveness Data and Information Set (HEDIS
®
)

 measures since 


1998 to assess the performance of the managed care organizations (MCOs) that serve Medicaid 


enrollees. Developed and maintained by the National Committee for Quality Assurance (NCQA), 


the HEDIS measures allow comparison of the Washington MCOs’ performance with national 


benchmarks for the Medicaid population. 


This report presents the 2014 results of HEDIS measures for the five MCOs that serve Apple 


Health enrollees: 


 Amerigroup Washington Inc. (AMG) 


 Community Health Plan of Washington (CHP) 


 Coordinated Care Corp. (CCC) 


 Molina Healthcare of Washington (MHW) 


 UnitedHealthcare Community Plan (UHC) 


Amerigroup, Coordinated Care, and UnitedHealthcare began contracting with HCA on July 1, 


2012, and therefore had only 6 months of service data for enrollees in 2012. Since many HEDIS 


measures are based on services delivered to enrollees with 12 months of continuous enrollment, 


HCA required each MCO to report only inpatient and ambulatory care utilization measures in 


2013—omitting performance data for childhood immunizations, well-child care, diabetes care, 


and other measures HCA had required historically. This year, the MCOs returned to reporting a 


full set of clinical care measures as required by HCA.  


This 2014 report presents initial data in terms of analyzing the current MCOs’ performance in 


serving the broad range of enrollees under Apple Health. Compared with the same measures in 


previous years, the 2014 measures apply to a greatly expanded Medicaid population, including 


many thousands of enrollees who formerly received fee-for-service care (e.g., disabled/blind  


SSI recipients and other adult clients). Despite differences in the 2012 and 2014 Medicaid 


populations, and in the roster of MCO contractors, this report presents formal statistical 


comparisons of the 2012 and 2014 state averages as an index of system change. 


HCA required the MCOs to report certain HEDIS measures for the first time in 2014, as noted 


below. Also, MHW reported measures for the Washington Medicaid Integration Partnership 


(WMIP) pilot program in 2014, as in previous years. Because HCA ended the WMIP program on 


June 30, 2014, this report presents the final performance data for WMIP. 


  


                                                 

HEDIS is a registered trademark of the National Committee for Quality Assurance. 
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2014 HEDIS results 


The recent changes in Medicaid enrollment affect several aspects of performance measure 


reporting, and thus the interpretation of HEDIS results, as described below.  


 Continuous enrollment: Several measures require that members be enrolled with their 


MCO at least 12 months to qualify for inclusion in the measure’s denominator. These 


measures include immunizations, diabetes, asthma, and some utilization measures. Many 


members assigned to the new MCOs do not meet the enrollment criteria because the 


MCOs were newly contracted with HCA in July 2012. Therefore, even though MCO 


members may have received health care services through their MCOs in 2013, they may 


not be represented in the measures that require continuous enrollment. 


 Enrollment stability: HCA required MCOs to meet network adequacy standards during 


2012; however, most MCOs continued to add new providers to their networks throughout 


2013. As a result, many enrollees may not have established a relationship with a care 


provider during 2013. 


 Access to data: The “legacy” MCOs (CHP and MHW) have access to their members’ 


historical administrative data for HEDIS reporting. While HCA supplied some historical 


data to the new MCOs, the administrative data may not be complete for those members. 


2014 highlights 


Given the caveats noted above, Acumentra Health’s analysis of HEDIS results for 2014 revealed 


the following highlights. 


 Childhood immunization measures showed different trends depending on how long HCA 


has required the measures to be reported.  


o For the seven antigens in Combo 3, which the Washington MCOs have reported for 


many years, the statewide average immunization rates in 2014 were uniformly lower 


than in 2012, and were significantly below the 2014 U.S. average rates. In Washington, 


average immunization rates for these antigens peaked most recently in 2010. 


o For the hepatitis A, rotavirus, and influenza vaccines, first reported in 2010, average 


immunization rates continued to rise from previous years. Although the statewide 


rates for hepatitis A and rotavirus remained significantly below the U.S. average 


rates, the statewide influenza immunization rate significantly exceeded the U.S. rate. 


 Performance on diabetes care indicators showed mixed results.  


o Delivery of screening procedures generally increased from 2012 (except for a 


significant decline in dilated retinal exams), as did the overall percentage of enrollees 


with LDL-C levels under control.  


o The percentage of enrollees with acceptable HbA1c levels continued to fall, and the 


percentage of those with good control of their blood pressure declined markedly. 


o Relative to the U.S. Medicaid averages, the Washington MCOs significantly 


underperformed on six of the nine diabetes indicators. However, the statewide rate of 


HbA1c testing significantly exceeded the U.S. average rate. 
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 Well-child care (WCC) visit rates showed little change since the previous measurement in 


2012. The Washington MCOs continue to lag behind the national Medicaid performance 


in providing WCC visits, particularly for older children and adolescents. 


 The rate of emergency room (ER) visits by Washington MCO enrollees in 2014 rose 


significantly from 2013 to 2014, reversing a trend of declining ER utilization. However, 


the Washington Medicaid average remained significantly below the U.S. Medicaid 


average, as has been the case since 2006. 


 Access to primary care practitioners for children and adolescents was a bright spot, as 


the Washington MCOs reported access rates significantly higher than the U.S. average 


rates for three of four age groups. In years before 2008 when the Washington MCOs were 


required to report this measure, access rates were similarly high. 


Considering measures that HCA required the MCOs to report for the first time in 2014:  


 The MCOs performed below the U.S. averages for adolescent meningococcal 


immunizations, weight assessment and counseling for nutrition and physical activity for 


children and adolescents, pharyngitis testing for children, and use of appropriate 


medications for people with asthma.  


Performance by MCO: CHP remained the top performer for immunizations, followed by 


MHW and CCC. AMG and UHC reported the poorest results in 2014, often significantly below 


the state average. On diabetes care indicators, CHP and MHW generally outperformed the 


statewide average, as did CCC; however, UHC’s generally poor performance on these indicators 


tended to weigh down the overall group performance. 


On newer measures of services for children and adolescents, CHP outperformed other MCOs in 


delivering weight assessment and counseling for nutrition and physical activity, while MHW was 


the top performer in providing access to primary care practitioners. 


WMIP final performance data: Acumentra Health analyzed long-term trends in HEDIS 


measures for the WMIP program, spanning 6 to 9 years, depending on data availability. This 


analysis revealed: 


 Considering diabetes care, the delivery of screening measures showed little improvement 


over time, except for monitoring of diabetic nephropathy. The long-term trends in outcome 


measures (HBa1c levels and blood pressure and LDL-C control) also were discouraging. 


 More encouragingly, the measures of timely follow-up treatment after hospitalization for 


mental illness improved significantly from 2008 to 2014. Antidepressant medication 


management for WMIP enrollees also trended in a positive direction over time.  


 Trends in ambulatory care utilization showed a significant increase in outpatient visit 


rates coupled with a significant decrease in ER visit rates, suggesting that the program 


succeeded in treating enrollees at less intensive levels of care over time.  


Appendix B presents detailed historical data on all HEDIS measures reported by the Washington 


MCOs since 2010. 
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Recommendations  


Previous reports in this series have outlined recommendations for HCA and the MCOs, aimed at 


improving access to care and the quality and timeliness of care. Many of those recommendations 


remain valid, although their current feasibility may be limited by the resource constraints facing 


the Washington Medicaid program. 


To sustain long-term improvement in the delivery of managed care for Medicaid enrollees, 


Acumentra Health recommends that HCA  


 seek to align performance measures with other state and federal reporting requirements to 


reduce burden on providers and promote efficient use of health system resources 


 consider requiring the MCOs to engage in formal activity to share best practices aimed at 


reducing the performance gaps among health plans for specific measures 


 help MCOs overcome barriers to collecting complete member-level encounter data, 


including race/ethnicity data, so that the MCOs can use these data to assess resources for 


improving the quality of care and establish appropriate interventions to address health 


care disparities. In previous years, the EQRO found gaps in immunization and well-child 


datasets that limit the ability to perform comprehensive analysis. 


 set performance expectations for HEDIS measures, such as requiring MCOs to perform a 


PIP or focused improvement study for measures that fail to meet specific benchmarks 


 designate incentive measures for which MCOs can receive quality incentive payments for 


top performance 


 continue to provide supplemental data on Early and Periodic Screening, Diagnosis, and 


Treatment to assist the MCOs in calculating HEDIS well-child measures 


 consider adding a contract requirement for the MCOs to provide HEDIS-specific 


performance feedback to clinics and providers on a frequent and regular schedule 


Acumentra Health recommends that the contracted MCOs 


 participate in public health initiatives and partnerships such as the Washington State 


Collaborative to Improve Care and the DOH’s Washington State Immunization 


Information System (formerly called Child Profile) 


 provide dashboard reporting on a routine basis to providers to highlight regional rates, 


since public reporting may promote more local control and better coordination among 


providers and other entities providing services   


 monitor member-level data to improve the completeness of race and ethnicity information, 


to aid in establishing appropriate interventions to address health care disparities 


 conduct validation studies to improve the quality of encounter data to ensure that 


enrollees are receiving appropriate interventions 


 monitor their HEDIS rates at least quarterly, using administrative data 
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Introduction 


Traditionally, the Washington Medicaid program provided managed medical care primarily for 


children, mothers, and pregnant women, and for several thousand adult SSI or SSI-related clients 


through the WMIP program in Snohomish County. Since July 1, 2012, however, managed care 


enrollment has nearly doubled with the addition of disabled and blind SSI recipients and other 


new populations, such as those served by the former Medical Care Services program. The net 


effect has been a major shift toward adult enrollment. 


As of January 1, 2014, all populations served by Washington Medicaid, including many 


thousands of newly eligible enrollees authorized by the federal Affordable Care Act, were rolled 


up under Apple Health.  


Table 1 shows the name and acronym of each MCO and the number of enrollees by service 


population in December 2013.  


Table 1. Washington Medicaid managed care plans and enrollees, December 2013.
a 


 


Health plan Enrollment 


Amerigroup Washington Inc. (AMG)  


Healthy Options/Healthy Options Foster Care/CHIP/Basic Health Plus 34,241 


SSI recipients (included in above) 10,503 


Community Health Plan of Washington (CHP)  


Healthy Options/Healthy Options Foster Care/CHIP/Basic Health Plus 236,404 


SSI recipients (included in above) 27,468 


Health Home 61 


Medical Care Services (formerly GA-U) 7,180 


CHP total 243,645 


Coordinated Care Corp. (CCC)  


Healthy Options/Healthy Options Foster Care/CHIP/Basic Health Plus 80,592 


SSI recipients (included in above) 15,759 


Molina Healthcare of Washington (MHW)  


Healthy Options/Healthy Options Foster Care/CHIP/Basic Health Plus 375,231 


SSI recipients (included in above) 29,964 


WMIP 3,055 


MHW total 378,286 


UnitedHealthcare Community Plan (UHC)  


Healthy Options/Healthy Options Foster Care/CHIP/Basic Health Plus 60,754 


SSI recipients (included in above) 14,555 


Health Home 265 


UHC total 61,019 


Total 797,783 


a
 Healthy Options includes SSI recipients in the Blind/Disabled population. 


Source: Washington Health Care Authority.  
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Figure 1 shows the geographical distribution of MCO services as of May 1, 2013. AMG began 


serving enrollees in Benton and Franklin counties during 2013. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 1. Geographical coverage of Washington Medicaid enrollees by MCO, May 2013.  


HCA has stated that it will require all five currently contracted MCOs to hold NCQA 


accreditation by December 31, 2016. Those with current accreditation for the Medicaid product 


line include CCC, CHP, and MHW.  
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Methods 


HEDIS results for a measurement year (the year in which care is given) are gathered, audited, 


and reported the following year, called the reporting year. Results are based on a statistically 


valid random sample of health plan enrollees. The HEDIS technical specifications set stringent 


criteria for identifying the eligible population for each measure.
1
 


To ensure data integrity, NCQA verifies that a health plan collects data according to the technical 


specifications. Each plan’s data collection process is audited by an NCQA-certified HEDIS 


auditor. The NCQA HEDIS Compliance Audit
TM


 assures purchasers and health plans of fair and 


accurate comparisons of plan performance. HCA funds the HEDIS audit for the MCOs to fulfill 


the federal requirement for validation of state performance measures. 


This report presents results for reporting year 2014 (measurement year 2013) for the HEDIS 


measures that HCA required the Washington MCOs to report. Results for the WMIP program 


appear in charts that display available data since 2006.  


Acumentra Health compiled individual MCO data from the NCQA-audited Interactive Data 


Submission System (IDSS) results.
2
 We derived the state average for each measure by adding 


individual MCO numerators and denominators, dividing the aggregate numerator by the 


aggregate denominator, and converting the ratio to the appropriate reporting unit. Most HEDIS 


measures are reported as percentages; utilization measures are typically reported as counts per 


1,000 member months. The 2014 national Medicaid averages came from NCQA’s Quality 


Compass
®
 report.


3
 


Data graphs show the 95% confidence interval (CI) for each measurement, indicating the upper 


and lower limits within which each MCO percentage would be expected to fall 95 times if 100 


identical studies were conducted. The smaller the CI, the higher the likelihood that the percentage 


found in the MCO sample reliably estimates the percentage that applies to MCO members overall. 


A small CI, therefore, indicates greater precision, usually due to adequate sample sizes. 


For each measure, Appendix B reports the NCQA national Medicaid average rate and the 90th 


percentile rate. The latter is NCQA’s highest benchmark rate, below which fall 90% of all rates 


reported nationally.  


Note: HEDIS measures are not designed for case-mix adjustment or risk adjustment for existing  


co-morbidities, physical or mental disabilities, or severity of disease. Therefore, when reviewing 


and comparing plan performance, it may be difficult to determine whether differences among 


MCO rates were due to differences in the use of services or quality of care, or to differences in 


the health of the MCO’s population.  


Administrative vs. hybrid data collection 


For certain measures, HEDIS technical specifications allow a health plan to collect data by the 


administrative or the hybrid method. In the administrative method, the health plan defines the 


eligible population and uses data from its information systems—such as claims and encounter 


data—to identify enrollees who received the service(s) for the measure. In the hybrid method, the 


health plan performs supplemental medical chart reviews to identify enrollees who received 


service(s) that might not be captured in the administrative data. Regardless of the data collection 


method, eligible enrollees who received services are counted as “numerator events.” 
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A sample of hybrid numerator events is validated as part of the HEDIS audit process. This 


medical record review validation (MRRV) ensures that chart reviews performed by the health 


plan, or by its contracted vendor, meet audit standards for sound processes and that abstracted 


medical data are accurate. 


Beginning in 2013, NCQA implemented new audit requirements intended to make the MRRV 


process “more rigorous.” Health plans must meet a deadline of May 15 each year to finish 


abstracting medical records for all measures and to send the associated data to the HEDIS 


auditor. No charts are accepted past that date, when auditors began to review records.  


The new audit procedure also uses a different, more sensitive statistical test to determine bias in 


medical record review. This test is intended to reduce the number of errors allowed in the sample 


of data collected using the hybrid method. 


For the past several years, Acumentra Health has analyzed and reported on the difference between 


HEDIS rates calculated through the administrative vs. the hybrid method. For 2014, MCOs 


reported five hybrid measures: childhood immunizations, adolescent immunizations, weight 


assessment and counseling, comprehensive diabetes care, and the well-child measure set. 


Analysts reviewed data collected for the hybrid measures and found that the amount of data from 


medical record review varies by measure and by health plan. For some clinical measures, 


virtually all of the data is collected by medical record review. Since this was the initial year for 


reporting for three of the five plans, it was difficult to compare data collection methods for the 


newly contracted plans. 


Supplemental data 


For years, many MCOs have used supplemental data to calculate their HEDIS measures. 


Supplemental data are defined as any health care delivery information that is available outside of 


the MCO’s claims/encounter data system. In 2013, NCQA created a formal structure and 


processes for supplemental data, and the 2014 HEDIS technical specifications provide guidelines 


for collection, validation, and use of these data. All supplemental data used by the MCO must 


meet NCQA specifications as determined by the auditor.  


Three distinct categories of supplemental data apply to HEDIS reporting: Standard, Nonstandard, 


and Member-reported. The auditor must determine which category each supplemental data 


source belongs to and must communicate that determination to the MCO.  


In 2014, all Washington MCOs used auditor-approved supplemental data in calculating their 


HEDIS measures. Examples of approved supplemental data include lab data, historical medical 


record data, and fee-for-service data on Early and Periodic Screening, Diagnosis, and Treatment 


(EPSDT) provided by HCA. The EPSDT supplemental data file was produced for HEDIS for the 


first time in 2014. The auditor examined HCA’s processes and source data as a component of the 


MCO audit. All MCOs reported that the state-supplied data had a positive impact on their well-


child measures. 


Member-level data analysis 


In the past, HCA has required the MCOs to submit de-identified member-level data (including 


elements for gender, primary language, race/ethnicity, and county) on childhood immunizations. 


HCA did not require submission of member-level data in 2014.  
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Immunization for Children and Adolescents 


For 2014, HCA required the MCOs to report 19 indicators of Childhood Immunization Status  


(10 individual antigens plus 9 combinations of antigens). For the first time, HCA required the 


MCOs to report Immunization for Adolescents. See measure definitions below. 


Measure definition 


Childhood Immunization Status assesses the percentage of enrolled children who turned two years old 
during the measurement year, who were continuously enrolled for 12 months immediately preceding 
their second birthday, and who received the following vaccinations: 
 


 four diphtheria, tetanus, and acellular pertussis (DTaP)  


 three polio (IPV)  


 one measles, mumps, and rubella (MMR)  


 three Haemophilus influenzae type b (HiB) 


 three hepatitis B (Hep B)  


 one varicella-zoster virus (VZV)  


 four pneumococcal conjugate (PCV) 


 one hepatitis A (Hep A)  


 two or three rotavirus (RV)  


 two influenza (flu)  


 Combination #2 (Combo 2) includes all antigens listed above except for PCV, Hep A, RV, flu 


 Combination #3 (Combo 3) includes all antigens listed above except for Hep A, RV, flu 


 Combination #4 (Combo 4) includes all antigens listed above except for RV, flu  


 Combination #5 (Combo 5) includes all antigens listed above except for Hep A, flu 


 Combination #6 (Combo 6) includes all antigens listed above except for Hep A, RV 


 Combination #7 (Combo 7) includes all antigens listed above except for flu  


 Combination #8 (Combo 4) includes all antigens listed above except for RV 


 Combination #9 (Combo 9) includes all antigens listed above except for Hep A 


 Combination #10 (Combo 10) includes all antigens listed above  


Immunization for Adolescents assesses the percentage of adolescents 13 years of age who had one 
dose of meningococcal vaccine and one tetanus, diphtheria toxoids, and acellular pertussis (Tdap) 
vaccine or one tetanus, diphtheria toxoids (Td) vaccine by their 13


th
 birthday. The measure calculates a 


rate for each vaccine and one combination rate. 


Data collection method: Administrative or hybrid 
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Childhood immunization rates  


Diphtheria, Tetanus, and Pertussis (DTaP)  


Figure 2 displays the 2014 results for DTaP immunizations by MCO. The statewide average 


immunization rate (72.25%) was significantly lower than the U.S. average rate and significantly 


lower than the 2012 statewide rate. CHP’s rate (79.81%) was significantly higher than the state 


average, while the rates for AMG and UHC were significantly below average. 


The epidemic of pertussis in Washington during 2012–2013 underscores the importance of 


delivering the full series of four DTaP vaccinations for infants, as well as Tdap boosters for 


adolescents and adults. Through mid-October 2014, the Washington Department of Health 


(DOH) reported 373 pertussis cases, down from 627 in the same period of 2013.
4
 The highest 


incidence rate was among infants under one year of age (57.6 cases per 100,000).  


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Figure 2. DTaP immunizations by health plan, reporting year 2014. 
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2014 state average, 85.27*


2014 U.S. average, 90.04


Inactivated Polio Vaccine (IPV) 


Statewide IPV immunization rates in 2014 averaged 85.27%, significantly lower than the U.S. 


average and significantly lower than the 2012 statewide rate (see Figure 3). The rates for CHP 


(91.24%) and MHW (89.18%) were significantly higher than the state average, while the rates 


for AMG and UHC were significantly below average. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 3. IPV immunizations by health plan, reporting year 2014. 
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Measles, Mumps, and Rubella (MMR) 


Statewide MMR immunization rates in 2014 averaged 86.29%, significantly lower than the U.S. 


average and significantly lower than the 2012 statewide rate (see Figure 4). CHP significantly 


outperformed the state average with a rate of 90.51%, while the rates for AMG and UHC were 


significantly below average. 


In mid-July 2014, measles cases in Washington were reported at an 18-year high of 27 cases, 


compared with only 5 cases in 2013.
5
 The recent outbreak comes after a five-year decline in the 


percentage of Medicaid managed care recipients receiving MMR vaccinations. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 4. MMR immunizations by health plan, reporting year 2014. 
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Haemophilus Influenzae Type B (HiB) 


Figure 5 displays the 2014 results for HiB immunizations by MCO. The statewide average 


immunization rate (86.39%) was significantly lower than the U.S. average and significantly 


lower than the 2012 statewide rate. CHP’s rate (91.73%) was significantly higher than the state 


average, while UHC’s rate (80.29%) was significantly below average. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 5. HiB immunizations by health plan, reporting year 2014. 
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Hepatitis B (Hep B) 


Statewide Hep B immunization rates in 2014 averaged 83.88%, significantly lower than the U.S. 


average and significantly lower than the 2012 statewide rate (see Figure 6). CHP’s rate (90.75%) 


was significantly higher than the state average, while UHC’s rate (76.40%) was significantly 


below average. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 6. Hep B immunizations by health plan, reporting year 2014. 
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Varicella-Zoster Virus (VZV) 


Statewide VZV immunization rates in 2014 averaged 85.59%, significantly lower than the U.S. 


average and significantly lower than the 2012 statewide rate (see Figure 7). AMG’s 


immunization rate (77.84%) was significantly lower than the state average. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 
Figure 7. VZV immunizations by health plan, reporting year 2014. 
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Pneumococcal Conjugate (PCV)  


Figure 8 displays the 2014 results for PCV immunizations by MCO. The statewide average 


immunization rate (73.64%) was significantly lower than the U.S. average and significantly 


lower than the 2012 statewide rate. CHP’s rate (79.32%) was significantly higher than the state 


average, while AMG’s rate (62.87%) was significantly below average. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Figure 8. PCV immunizations by health plan, reporting year 2014. 
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Hepatitis A (Hep A) 


The statewide average Hep A immunization rate climbed to 77.21% in 2014, a significant 


improvement over the 2012 statewide rate, yet still significantly below the U.S. average (see 


Figure 9). CCC and CHP significantly outperformed the state average, while the rates for AMG 


and UHC were significantly below average. Note: In 2014, this measure required only one dose 


of the vaccine for compliance; in 2012, two doses were required. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 9. Hep A immunizations by health plan, reporting year 2014. 
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Rotavirus 


Similar to the trend for Hep A, the 2014 statewide average rotavirus immunization rate (65.37%) 


was significantly higher than the 2012 statewide rate, yet significantly below the U.S. average 


(see Figure 10). CHP’s rate (70.80%) was significantly higher than the state average, while 


AMG’s rate (53.89%) was significantly below average. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 10. Rotavirus immunizations by health plan, reporting year 2014. 


 


 


 


 


Section VIII Page44







2014 Performance Measure Comparative Analysis Report Immunization for Children and Adolescents 


Acumentra Health 19 


38.92


55.79


58.88


53.42 53.28


0


20


40


60


80


100


AMG CCC CHP MHW UHC


P
e
rc


e
n


ta
g


e
 i


m
m


u
n


iz
e
d


2014 U.S. average, 50.00


2014 state average, 53.84*


−
95% confidence interval


−


2012 state average, 43.21


* Indicates statistically 
significant difference 
between 2012 and 
2014 state averages


Influenza 


The 2014 statewide average influenza immunization rate rose significantly from 2012 to 2014, 


reaching 53.84% (see Figure 11) and significantly outperforming the U.S. average of 50.00%. 


AMG’s rate (38.92%) was significantly lower than the state average. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 11. Influenza immunizations by health plan, reporting year 2014. 
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Childhood Combination #2 (Combo 2) 


The Combo 2 indicator measures the percentage of children who received the following numbers 


of specific vaccinations on schedule: 


 four DTaP 


 three IPV 


 one MMR 


 three HiB 


 three Hep B 


 one VZV 


As shown in Figure 12, Combo 2 rates among the Washington MCOs averaged 65.96% in 2014, 


significantly lower than the 2012 state average and significantly lower than the U.S. average. 


CHP significantly outperformed the state average with a rate of 76.89%, while the rates for 


AMG and UHC were significantly below average. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Figure 12. Combo 2 immunizations by health plan, reporting year 2014. 
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Childhood Combination #3 (Combo 3) 


Figure 13 displays 2014 results for the Combo 3 indicator, which measures the percentage of 


children who received the following numbers of specific vaccinations on schedule: 


 four DTaP 


 three IPV 


 one MMR 


 three HiB 


 three Hep B 


 one VZV  


 four PCV 


The 2014 state average (62.59%) was down significantly from 2012, and significantly lower than 


the 2014 U.S. average. CHP significantly outperformed the state average, while AMG’s rate was 


significantly below average.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 13. Combo 3 immunizations by health plan, reporting year 2014. 
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Adolescent immunization rates 


HCA required the Washington MCOs to report three measures of immunization for adolescents 


for the first time in 2014. Results are displayed on this page and the following two pages. 


Meningococcal Conjugate Vaccine 


This vaccine protects against some of the bacteria that cause meningococcal disease, which can 


cause brain damage, hearing loss, learning disabilities, and even death. The Centers for Disease 


Control and Prevention (CDC) recommends vaccination for all preteens at age 11 or 12 and a 


booster shot for teens at age 16. Teens who received the vaccine for the first time at age 13–15 


need a one-time booster dose at 16–18 years of age.
6
  


As shown in Figure 14, the 2014 immunization rates among Washington MCOs averaged 


67.41%, significantly below the national average. CCC and CHP significantly outperformed the 


statewide average with rates above 72%, while AMG’s rate of 55.38% was significantly below 


average. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 14. Adolescent meningococcal immunizations by health plan, reporting year 2014. 
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Tetanus, Diphtheria, and Pertussis (Tdap) 


The Tdap booster shot helps protect preteens and teens from the same diseases that DTaP shots 


protect younger children from. The CDC recommends that all preteens receive one Tdap shot 


when they are 11 or 12 years old.
7
 


Figure 15 shows the 2014 immunization rates by MCO, averaging 83.97%, nearly identical to 


the U.S. average. CCC and CHP significantly outperformed the statewide average with rates 


between 88% and 89%, while UHC’s rate of 74.21% was significantly below average. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 15. Adolescent Tdap immunizations by health plan, reporting year 2014. 
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Adolescent Combination #1 (Combo 1) 


The Combo 1 measure represents the percentage of adolescents 13 years of age who had one 


dose of meningococcal vaccine and one Tdap vaccine or one tetanus, diphtheria toxoids (Td) 


vaccine by their 13
th


 birthday. 


Figure 16 shows the 2014 immunization rates by MCO, averaging 65.44%, significantly lower 


than the U.S. average. CHP’s rate (71.29%) was significantly higher than the statewide average, 


while AMG’s rate (54.84%) was significantly below average. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 16. Adolescent Combo 1 immunizations by health plan, reporting year 2014. 
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Discussion 


Childhood immunization measures show different trends depending on how long HCA has 


required the measures to be reported.  


 For the seven antigens in Combo 3, which the MCOs have reported for many years, the 


statewide average immunization rates in 2014 are uniformly lower than in 2012, and 


significantly below the U.S. average rates. Statewide average immunization rates for 


these antigens peaked most recently in 2010.  


 For the Hep A, rotavirus, and influenza vaccines, first reported in 2010, statewide average 


immunization rates continue to rise. (The marked increase for Hep A, from an average 


28% in 2012 to an average 77% in 2014, appears to be due in large part to a change in the 


dosing requirements, from two doses to one.) Although the statewide rates for Hep A and 


rotavirus are still significantly below the U.S. average rates, the statewide influenza 


immunization rate significantly exceeded the U.S. rate. 


 The Washington MCOs reported three measures of adolescent immunizations for the first 


time in 2014. The statewide average immunization rates for the meningococcal conjugate 


vaccine and for Combo 1 were significantly lower than the U.S. average rates. However, 


the average Tdap immunization rate for the Washington MCOs was nearly identical to the 


U.S. average rate. 


Among MCOs, CHP remains the top performer for immunizations, followed by MHW and CCC. 


AMG and UHC reported the poorest results in 2014, often significantly below the state average. 


“Herd immunity” exists when a group resists attack by a disease because a large percentage of 


individuals are immune, though outbreaks of disease can and do occur even when a high level of 


herd immunity is reached.
8
 Given that the statewide average immunization rates for Medicaid 


managed care enrollees are below 90% for all vaccines—and below 80% for many—the MCOs 


need to continue to seek ways to improve their immunization rates. 


The CDC has ranked Washington among states with the highest percentage of exemptions from 


school vaccination requirements.
9
 State law (ESB 5005, enacted in 2011) now requires a parent 


or guardian who seeks an exemption to obtain a note from a health care practitioner, stating that 


the parent or guardian has been informed of the benefits and risks of immunization. DOH has 


worked closely with schools, preschools, and child care staff to inform parents about the change 


to the exemption law and to provide support for parents to make informed decisions about 


immunizations. Exemption rates for kindergarteners dropped after the law went into effect, from 


6.0% in the 2010–2011 school year to 4.5% in the 2011–2012 school year. The rate remained 


steady at 4.6% in school year 2013–2014. 


DOH’s Washington State Immunization Information System (formerly called Child Profile) 


remains a highly positive force for improving immunization rates. About 99% of all vaccination 


providers in the state participate in the registry, which now contains 8.1 million active patient 


records and 86 million immunizations.  
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Comprehensive Diabetes Care 


HCA requires the MCOs to report nine indicators of comprehensive diabetes care, as defined 


below. NCQA introduced a new indicator of blood pressure control <140/80 mm Hg in 2011, 


and the MCOs reported this new indicator to HCA for the second year in 2012. 


Measure definition 


This measure assesses the percentage of enrollees with diabetes (type 1 or type 2), ages 18–75,  
who were continuously enrolled during the measurement year and who had:  
 


 Hemoglobin A1c (HbA1c) level tested 


 poor control of HbA1c levels (HbA1c > 9.0%) 


 good control of HbA1c levels (HbA1c < 8.0%)  


 lipid profile (LDL-C screening) performed during the measurement year 


 LDL-C levels controlled (<100 mg/dL) 


 dilated retinal exam during, or prior to, the measurement year* 


 monitoring for nephropathy (kidney disease) through screening for microalbuminuria, medical 
attention for nephropathy, a visit to a nephrologist, a positive macroalbuminuria test, or evidence  
of ACE inhibitor/ARB therapy 


 blood pressure control (<140/90 mm Hg) for the most recent blood pressure reading 


 blood pressure control (<140/80 mm Hg) for the most recent blood pressure reading 


Data collection method: Administrative or hybrid 


*Dilated retinal exams performed prior to the measurement year must meet the following criteria for inclusion: 


 the dilated retinal exam had a negative outcome (no evidence of retinopathy) 


 the enrollee was not prescribed or dispensed insulin during the measurement year 
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Annual HbA1c test 


Blood sugar testing showed significant improvement in 2014, as 86.27% of eligible MCO 


enrollees across the state received HbA1c tests (see Figure 17). The statewide testing rate in 


2014 was significantly higher than the U.S. average rate. CHP’s rate (91.79%) significantly 


exceeded the statewide average and was within the NCQA 90
th


 percentile, while AMG’s rate 


(81.64%) was significantly below average. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 17. Annual HbA1c tests by health plan, reporting year 2014. 
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Poor HbA1c control (> 9.0%) 


Good HbA1c control (< 8.0%) 


HbA1c control levels (Figures 18 and 19) varied widely among MCOs in 2014, as in previous 


years. The statewide trends are discouraging, as the percentage of enrollees with poor control 


continues to increase while the percentage of those with good control declines. In 2014, the 


statewide average of enrollees with poor control (53.25%) was significantly higher than in 2012, 


and significantly higher than the U.S. average. 


Among MCOs, almost 88% of UHC enrollees had poor control of HbA1c levels—significantly 


higher (i.e., worse) than the statewide average. In contrast, CHP and MHW enrollees fared 


significantly better than average on this indicator.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 18. Enrollees with poor control of HbA1c levels by health plan, reporting year 2014. 
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Only about 11% of UHC enrollees had good control of their HbA1c levels, significantly below 


the statewide average, while CHP and MHW enrollees were significantly above average. The 


2014 statewide average of enrollees with good control (39.64%) was significantly lower than the 


U.S. average. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 19. Enrollees with good control of HbA1c levels by health plan, reporting year 2014. 
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Eye exam 


Delivery of dilated retinal exams (Figure 20) followed a trend of significant decline in 2014. 


Only 46.06% of MCO enrollees across the state received these exams, although CHP and MHW 


reported significantly better results. The statewide rate was significantly lower than the U.S. 


average rate. Exam rates for AMG and UHC were significantly below the state average. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 
Figure 20. Dilated retinal exams by health plan, reporting year 2014. 
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LDL-C screening 


LDL-C screening (Figure 21) occurred for 71.97% of MCO enrollees in the measurement year, 


with relatively little variation among health plans. The statewide average showed significant 


improvement from 2012, yet remained significantly below the U.S. average rate. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 
Figure 21. Lipid profile (LDL-C screening) performed by health plan, reporting year 2014. 
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LDL-C level <100 mg/dL 


As shown in Figure 22, about 26% of eligible enrollees had their lipids under control in 2014, a 


significant improvement over 2012, yet still well below the U.S. average. The rate for CHP 


enrollees (34.31%) significantly exceeded the statewide average. In contrast, only about 10% of 


UHC enrollees met the standard.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 22. Lipids controlled (<100mg/dL) by health plan, reporting year 2014. 
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Monitoring for diabetic nephropathy  


Nephropathy monitoring (Figure 23) occurred for almost 80% of MCO enrollees in the 


measurement year, with little variation among health plans. The 2014 statewide average showed 


significant improvement from 2012, and was nearly identical to the U.S. average. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 23. Nephropathy monitored annually by health plan, reporting year 2014. 
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Blood pressure control (<140/90 mm Hg) 


The percentage of MCO enrollees with blood pressure controlled at this level fell significantly in 


2014, to 53.25%, significantly below the U.S. average (Figure 24). In 2012 and previous years, 


the Washington MCOs outperformed the U.S. Medicaid average for this indicator. Individual 


MCO results varied substantially in 2014, with CHP, MHW, and CCC significantly exceeding 


the state average while only 11% of UHC enrollees met the standard.  


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 
Figure 24. Blood pressure controlled (<140/90 mm Hg) by health plan, reporting year 2014. 
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Blood pressure control (<140/80 mm Hg) 


On average, only 35.49% of Washington MCO enrollees had their blood pressure controlled at 


this level, a significant decline from 2012 and significantly below the U.S. average (Figure 25). 


The magnitude of the overall decline was due mainly to UHC’s reported rate of 6.57%, as CHP 


and MHW significantly exceeded the statewide average. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 
Figure 25. Blood pressure controlled (<140/80 mm Hg) by health plan, reporting year 2014. 
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Discussion  


Performance on the diabetes care indicators showed mixed results in 2014, the first year of 


reporting by three new MCO contractors. Delivery of preventive screening generally increased 


from 2012 (except for a significant decline in delivery of dilated retinal exams), as did the overall 


percentage of enrollees with LDL-C levels under control. At the same time, the percentage of 


enrollees with acceptable HbA1c levels continued to fall, and the percentage of those with good 


control of their blood pressure declined markedly.  


The current roster of MCOs significantly underperformed relative to the national Medicaid 


averages on six of the nine indicators. Notably, fewer than 40% of Washington’s managed care 


enrollees with diabetes have good control of their blood-sugar levels. More positively, the 


statewide rate of HbA1c testing was significantly higher than the U.S. average rate, and the 


statewide rate of monitoring for diabetic nephropathy improved significantly from 2012. 


CHP and MHW, the more established MCOs, generally outperformed the statewide average, as 


did CCC. However, UHC’s generally poor performance on these indicators tended to weigh down 


the overall group performance. 


Some of the variability in MCO performance may reflect disparate levels of data completeness for 


various indicators, limiting the ability to make valid comparisons among health plans. Individual 


MCOs need to conduct drill-down analyses of patient-level data, and review their systems for 


recording and collecting data used to report performance measures, to determine whether their 


reported rates reflect actual performance or data completeness.  
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Well-Child Care Visits  


HCA requires the MCOs to report WCC visit rates for young Medicaid enrollees in three age 


brackets, as defined below. For the infant category, Acumentra Health breaks out rates according 


to the number of visits in the first 15 months, from 0 to 6+. 


Measure definitions 


HEDIS measures evaluate the success of health plans in providing well-child services by assessing 
the percentage of Medicaid children with the recommended number of 
 


 well-child visits in the first 15 months of life: the percentage of enrolled children who turned 15 
months old during the measurement year, were continuously enrolled in the plan from 31 days and 
received between zero and six or more well-child visits with a PCP in their first 15 months of life 


 well-child visits in the 3rd, 4th, 5th, and 6th years of life: the percentage of enrolled children who 
were between three and six years old during the measurement year, were continuously enrolled for 
12 months, and received one or more well-child visits with a PCP during the measurement year 


 adolescent well-care visits: the percentage of enrolled adolescents ages 12–21 years during the 
measurement year who were continuously enrolled for 12 months and had at least one 
comprehensive well-care visit with a PCP or an obstetrics/gynecology practitioner during the 
measurement year 


Data collection method: Administrative or hybrid  
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Well-child care in the first 15 months of life  


In 2014, 56.25% of infants enrolled with the Washington MCOs received six or more WCC 


visits, down slightly from 58.09% in 2012, and significantly lower than the U.S. average rate 


(see Figure 26). MHW outperformed all other MCOs at 67.77%, significantly above the state 


average, while the rates for AMG and CCC enrollees were significantly below average. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 
Figure 26. Six or more well-child visits in the first 15 months of life by health plan, reporting year 
2014. 
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Well-child care for children in the 3rd, 4th, 5th, and 6th years of life 


The 2014 statewide average visit rate for this age group, 63.84%, was marginally higher than the 


2012 average, yet still significantly below the U.S. average (Figure 27). MCOs’ performance 


rates fell within a relatively narrow range, except that AMG’s rate of 58.33% was significantly 


lower than the state average. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 
Figure 27. Well-child visits in the 3rd, 4th, 5th, and 6th years of life by health plan, reporting year 
2014. 


  


Section VIII Page65







2014 Performance Measure Comparative Analysis Report Well-Child Care Visits 


Acumentra Health 40 


34.95
38.19


42.34
44.37


35.52


0


20


40


60


80


100


AMG CCC CHP MHW UHC


P
e
rc


e
n


ta
g


e
 w


it
h


 v
is


it


2014 U.S. average, 50.03


2012 state average, 39.25


−
95% confidence interval


−


2014 state average, 39.13


Adolescent well-child care  


The statewide average visit rate for adolescents in 2014 (39.13%) was almost identical to the 


2012 average, and remained significantly below the U.S. average (Figure 28). MHW 


significantly outperformed the state average with a rate of 44.37%. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 28. Adolescents ages 12–21 with one or more well-care visits by health plan, reporting year 
2014. 
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Discussion 


WCC visit rates reported in 2014 showed little change since the previous measurement in 2012. 


The Washington MCOs continue to lag behind the national Medicaid performance in providing 


WCC visits, particularly for older children and adolescents.  


If an MCO’s WCC visit rates fall below certain NCQA national benchmarks, HCA requires the 


MCO to conduct a clinical performance improvement project (PIP) designed to increase rates. 


The benchmarks are:  


 WCC visits in the first 15 months, five or more visits: NCQA 75th percentile 


 WCC visits in the 3rd, 4th, 5th,
 
and 6th years of life: NCQA 75th percentile 


 adolescent well-care visits: NCQA 50th percentile 


All MCOs reported that the EPSDT supplemental data file supplied by HCA in 2014 had a 


positive impact on their well-child measures. Acumentra Health recommends that HCA continue 


to provide EPSDT supplemental data to aid the MCOs in calculating these measures. 
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Emergency Room Visits 


Measure definition 


This measure summarizes emergency room utilization by MCOs during the measurement year, expressed 
in ER visits per 1000 member months. The numerator includes all ER visits by enrollees that do not result in 
inpatient encounters, regardless of the intensity or duration of the visit. 


In 2014, Medicaid managed care enrollees in Washington averaged 51.64 ER visits per 1000 


member months (see Figure 29). This visit rate was significantly higher than in 2013, reversing a 


trend of declining ER utilization. However, the Washington MCO average remained significantly 


below the U.S. Medicaid average, as has been the case since 2006. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 29. State and national averages for emergency room utilization, reporting years 2010–2014.  


As shown in Figure 30 on the next page, ER visit rates varied considerably among the 


Washington MCOs in 2014. CHP and MHW reported visit rates significantly below the 


statewide average, while visit rates for AMG, CCC, and UHC were significantly above average. 


All MCOs’ visit rates, however, were significantly higher than in 2013—perhaps because many 


new enrollees sought care from the ER before they had established relationships with primary 


care providers in the MCOs’ expanding networks.   
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Figure 30. Emergency room visits per 1000 member months by health plan, reporting years  
2013–2014. 


Discussion 


HCA has noted that a relatively small number of clients are responsible for the majority of ER 


visits, many for conditions that would be treated more appropriately in primary care. In 2012, the 


state legislature directed HCA to work with stakeholders to develop best practices aimed at 


reducing non-emergency use of the ER and overutilization of emergency services. The initiative 


established procedures and systems to refer non-emergency patients to PCPs and to educate all 


enrollees about appropriate use of the ER.
10


 HCA continues to collaborate with the Washington 


State Hospital Association, the Washington Chapter of the American College of Emergency 


Room Physicians, and the Washington State Medical Association to expand and enhance the 


seven best practices for emergency departments. These best practices include patient education, 


appropriate opioid prescribing, and monthly hospital feedback reports. 


As part of a 2010 legislative mandate to design a system of hospital quality incentive payments, 


HCA developed improvement measures to reduce preventable ER visits by Medicaid enrollees. 


Qualifying hospitals received incentive payments from July 1, 2012, until June 2013. Twenty-


three hospitals currently qualify for incentive payments, which began again on July 1, 2014, with 


additional measures aimed at preventing excessive ER use by high-utilizing patients.  
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New Measures for 2014 


HCA required the MCOs to report additional measures in 2014 that were not reported in 


previous years, with one exception.  


Prevention and Screening: 


 Weight Assessment and Counseling for Nutrition and Physical Activity for Children and 


Adolescents 


Respiratory Conditions: 


 Appropriate Testing for Children with Pharyngitis 


 Use of Appropriate Medications for People with Asthma 


Access/Availability of Care: 


 Children’s and Adolescents’ Access to Primary Care Practitioners (last reported in 2007) 


Utilization: 


 Mental Health Utilization 


 Plan All-Cause Readmissions (Medicare HEDIS measure) 
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Weight Assessment and Counseling for Nutrition and Physical Activity for Children and 


Adolescents 


This measure expresses the percentage of enrollees 3–17 years of age who had an outpatient visit 


with a PCP or OB/GYN and who had evidence of the following during the measurement year:  


 body mass index (BMI) percentile documentation 


 counseling for nutrition  


 counseling for physical activity  


Figure 31 shows the 2014 rates of BMI documentation for enrollees ages 3–11 by MCO.  


Figure 32 on the next page shows the equivalent rates for enrollees ages 12–17. For both 


indicators, the average rate reported by the MCOs was significantly below the U.S. average. 


CHP’s BMI documentation rates significantly outperformed the state averages, while the rates 


for CCC and UHC were significantly below average. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 
Figure 31. BMI documentation for enrollees ages 3–11 by health plan, reporting year 2014. 
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Figure 32. BMI documentation for enrollees ages 12–17 by health plan, reporting year 2014. 
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Figure 33 shows the 2014 rate of nutrition counseling for enrollees ages 3–11 by MCO. Figure 34 


on the next page shows the equivalent rates for enrollees ages 12–17. For both indicators, the 


average rate reported by the MCOs was significantly lower than the U.S. average. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 
Figure 33. Nutrition counseling for enrollees ages 3–11 by health plan, reporting year 2014. 
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CHP delivered nutrition counseling for 54.35% of enrollees ages 12–17, significantly exceeding 


the state average for this indicator. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 
Figure 34. Nutrition counseling for enrollees ages 12–17 by health plan, reporting year 2014. 
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Figure 35 shows the 2014 rate of physical activity counseling for enrollees ages 3–11 by MCO. 


Figure 36 on the next page shows the equivalent rates for enrollees ages 12–17. For both 


indicators, the average rate reported by the MCOs was significantly lower than the U.S. average. 


CHP significantly outperformed the state average for both indicators. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 
Figure 35. Physical activity counseling for enrollees ages 3–11 by health plan, reporting year 2014. 
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UHC’s delivery of physical activity counseling for enrollees ages 12–17 was significantly lower 


than the state average. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 
Figure 36. Physical activity counseling for enrollees ages 12–17 by health plan, reporting year 2014. 
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Appropriate Testing for Children with Pharyngitis 


This measure expresses the percentage of children 2–18 years of age who were diagnosed with 


pharyngitis, dispensed an antibiotic, and received a group A streptococcus (strep) test for the 


episode. A higher rate represents better performance (i.e., appropriate testing). 


Figure 37 shows the 2014 rate of pharyngitis testing by MCO. Statewide, 63.74% of enrollees in 


this age group received testing, significantly below the nationwide rate. MHW significantly 


outperformed the state average with a rate of 67.38%, while the rates for CCC and CHP were 


significantly below average. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 
Figure 37. Pharyngitis testing for enrollees age 2–18, by health plan, reporting year 2014. 
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Use of Appropriate Medications for People with Asthma 


This measure expresses the percentage of members 5–64 years of age during the measurement 


year who were identified as having persistent asthma and who were appropriately prescribed 


medication (oral medication, inhaler, or injection).  


Asthma-related suffering, costs, and death can be greatly reduced through effective treatment 


with long-term controller medications. In addition, patient education regarding medication use, 


symptom management, and avoidance of asthma attack triggers can greatly reduce the impact of 


the disease. The list of acceptable medications is derived from the National Heart, Lung, and 


Blood Institute’s National Asthma Education Prevention Program guidelines. 


Table 2 displays appropriate asthma medication rates by MCO for each of four age groups in 


2014. Only CHP and MHW had reportable data in this reporting year; therefore, the reported 


state averages represent only those two MCOs. For each age group, the state average was 


significantly below the U.S. average. 


Table 2. Enrollees appropriately prescribed asthma medication by health plan, reporting year 2014. 


 Number and percentage prescribed by age group 


Health plan 


5–11 12–18 19–50 51–64 Total 


n % n % n % n % n % 


AMG 0 NA 0 NA 0 NA 0 NA 0 NA 


CCC 0 NA 0 NA 0 NA 0 NA 0 NA 


CHP 768 89.19 576 83.16 324 75.31 84 77.38 1,752 84.08 


MHW 1,441 87.79 1,141 81.95 513 72.71 60 83.33 3,155 83.14 


UHC 0 NA 0 NA 0 NA 0 NA 0 NA 


State average – 88.28 – 82.35 – 73.72 – 79.86 – 83.47 


U.S. average – 90.18 – 86.93 – 74.36 – 70.20 – 84.07 


NA: Sample size was smaller than the minimum required during the reporting year; eligible population was zero. 
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Children’s and Adolescents’ Access to Primary Care Practitioners 


This measure expresses the percentage of members 12 months to 19 years of age who had a visit 


with a PCP. The health plan reports separate percentages for: 


 children 12–24 months and 25 months–6 years who had a visit with a PCP during the 


measurement year 


 children 7–11 years and adolescents 12–19 years who had a visit with a PCP during the 


measurement year or the year before the measurement year 


As shown in Table 3, access rates by MCO ranged between 93% and 98% for children age 12–24 


months, and between 77% and 89% for children age 25 months–6 years. For older children served 


by AMG, CCC, and UHC, sample sizes were not large enough for meaningful analysis. The 


statewide average access rates were significantly higher than the U.S. average rates for all age 


groups except 25 months–6 years. 


Table 3. Access to primary care practitioners by health plan, reporting year 2014. 


 Number and percentage who had a PCP visit by age group 


Health plan 


12–24 months 25 months–6 years 7–11 years 12–19 years 


    n     %     n     %   n %    n     % 


AMG 626 93.45 1,873 77.52 0 NA 0 NA 


CCC 2,204 97.19 7,619 86.13 0 NA 0 NA 


CHP 8,647 97.14 46,878 86.22 27,547 89.39 31,243 88.49 


MHW 15,654 97.78 77,081 89.04 49,347 92.24 51,848 92.12 


UHC 1,468 93.94 4,838 82.20 0 NA 0 NA 


State average – 97.25 – 87.53 – 91.22 – 90.75 


U.S. average – 96.14 – 88.25 – 90.02 – 88.52 


NA: Sample size was smaller than the minimum required during the reporting year; eligible population was zero. 
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Mental Health Utilization 


Table 4 reports the frequency of mental health outpatient and ED services for enrollees of each 


MCO in 2014, broken out by enrollee age. Comparisons with the national NCQA averages are 


available only for total enrollees, not by age. 


Table 4. Frequency of mental health outpatient and ED services by health plan, reporting year 2014. 


 Service frequency by age group
a
 


Health plan 


0–12 years 13–17 years 18–64 years Total 


n % n % n % n % 


AMG 116 1.01 55 1.54 339 2.35 510 1.73 


CCC 274 0.78 153 1.57 740 2.99 1,167 1.67 


CHP 1,956 1.33 1,156 2.64 2,913 3.93 6,025 2.27 


MHW 261 2.91 229 6.15 727 5.19 1,217 4.56 


UHC 168 0.75 119 1.82 546 2.61 833 1.67 


State average — 1.23 — 2.54 — 3.55 — 2.21 


U.S. average — NA — NA — NA — 12.27 


NA: Not available in 2014 NCQA Quality Compass. 
a 
Percentages are calculated using member years to standardize counts of members enrolled for fewer 


than 12 months. 
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Plan All-Cause Readmissions  


This is a Medicare HEDIS measure that HCA has required the MCOs to report for the Medicaid 


population in Washington. For members 18 years of age and older, this measure expresses the 


number of acute inpatient stays during the measurement year that were followed by an acute 


readmission for any diagnosis within 30 days. NCQA also specifies that plans calculate the 


predicted probability of an acute readmission in order to account for the prior and current health 


of the member and other risk factors. Plans average the predicted readmission probabilities to 


obtain risk-adjusted, or expected, readmission rates. Table 5 reports: 


1. the Observed readmission ratio, equal to the percentage of index hospital stays that had a 


subsequent 30-day readmission 


2. the Observed/Expected readmission ratio, equal to the observed readmission rate divided 


by the average risk-adjusted probability of readmission 


A lower observed rate of readmission is considered better performance. The “expected” rate of 


readmission is the health plan’s predicted readmission rate, given its case mix and how health 


plans across the nation treat similar cases. The observed/expected ratio shows the adjusted 


readmission rate relative to the national average. A ratio less than 1 indicates that the health plan 


has a lower than expected readmission rate based on its patient case mix.  


Table 5. Plan all-cause readmissions by health plana, reporting year 2014. 


 Observed
b
 and Observed/Expected


c
 readmission ratios by age group 


Health plan 


18–44 years 45–54 years 55–64 years Total 


Observed 
Observed/ 
Expected Observed 


Observed/ 
Expected Observed 


Observed/ 
Expected Observed 


Observed/ 
Expected 


AMG 17.07 1.23 8.77 0.69 11.67 0.88 12.03 0.91 


CCC 11.76 0.84 16.38 0.93 8.43 0.61 11.72 0.78 


CHP 10.45 0.96 10.92 0.87 10.68 0.73 10.67 0.85 


MHW 8.41 0.63 12.02 0.81 10.51 0.71 9.66 0.69 


UHC 16.67 0.80 10.29 0.66 11.70 0.65 12.56 0.70 


State average — 0.81 — 0.85 — 0.72 — 0.79 


U.S. average — NA — NA — NA — NA 


a
 Medicare HEDIS measure that HCA requires as a reported measure for the Washington Medicaid population. 


b
 Observed proportion of Index Hospital Stays that had a subsequent 30-day readmission. 


c 
Ratio of the MCO's observed rate of readmission to its expected rate of readmission (average adjusted probability). 


NA: Not available in 2014 NCQA Quality Compass. 
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Medical Care Services Measures 


The Medical Care Services (MCS) program, previously called Disability Lifeline/GA-U, 


operated in all 39 Washington counties during 2013. HCA contracted with CHP to provide 


managed medical and mental health services for MCS recipients, including primary care, referral 


coordination, other medically necessary services, and pharmaceutical drugs. 


MCS provided limited medical benefits to incapacitated eligible adults and to those eligible for 


state-funded alcohol and drug addiction treatment. Incapacitated adults are people between ages 


18 and 65 who cannot work for short-term physical or mental reasons. Income and resource 


limits are more restrictive than for the family Categorically Needy medical program. 


As of January 1, 2014, MCS recipients were rolled up into the larger Apple Health population. 


HCA required CHP to report three HEDIS measures for the MCS population in 2014, reflecting 


services provided during 2013:  


 ambulatory care visits—outpatient and ER 


 antidepressant medication management (AMM) 


 race/ethnicity diversity of membership 


The AMM measure examines  


 the percentage of newly diagnosed and treated patients who remained on an antidepressant 


medication for the treatment of major depression for at least 12 weeks (effective acute 


phase treatment) 


 the percentage of newly diagnosed and treated patients who remained on an antidepressant 


medication for the treatment of major depression for at least six months (effective 


continuation phase treatment) 


Figures 38 and 39 depict the changes in these measures in the past two reporting years. The 


ambulatory care measures showed a positive trend, with ER visit rates declining significantly 


while outpatient visit rates increased significantly. AMM measures for this population also 


improved slightly in 2014 (not statistically significant). 
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Figure 38. Ambulatory care visits for MCS enrollees, reporting years 2013‒2014. 
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Figure 39. Antidepressant medication management for MCS enrollees, reporting years 2013‒2014. 
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Table 6 presents race and ethnicity data reported for MCS enrollees in 2014. As shown, about 


69% of the 19,184 enrollees were identified as White, with smaller percentages identified for 


other racial groups. Race was unknown for nearly 14% of MCS enrollees, and ethnicity was 


unknown for 93% of enrollees.  


 
Table 6. Race/ethnicity diversity of MCS enrollees, reporting year 2014. 


 Hispanic/Latino Not Hispanic/Latino Unknown Ethnicity Total 


Race Number Percent Number Percent Number Percent Number Percent 


White 22 1.58% 0 NR 13,232 74.38% 13,254 69.09% 


Black/African American 2 0.14% 0 NR 1,974 11.10% 1,976 10.30% 


American-Indian and  
Alaska Native 


0 0.00% 0 NR 183 1.03% 183 0.95% 


Asian 0 0.00% 0 NR 285 1.60% 285 1.49% 


Native Hawaiian/Other 
Pacific Islander 


2 0.14% 0 NR 236 1.33% 238 1.24% 


Some other race 13 0.93% 0 NR 623 3.50% 636 3.32% 


Two or more races 0 0.00% 0 NR 0 0.00% 0 0.00% 


Unknown 1,356 97.20% 0 NR 1,256 7.06% 2,612 13.62% 


Declined 0 0.00% 0 NR 0 0.00% 0 0.00% 


Total 1,395 100.00% 0 NR 17,789 100.00% 19,184 100.00% 


NR = Not reported. 
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Washington Medicaid Integration Partnership (WMIP) 


HCA ended the WMIP as of June 30, 2014, after more than 9 years of operation. This pilot 


program sought to integrate medical, mental health, substance abuse, and long-term care services 


for categorically needy aged, blind, and disabled Medicaid beneficiaries with complex health 


conditions—the fastest growing and most expensive segment of the Medicaid client base. The 


program targeted improvements in diabetes care and in mental health and substance abuse 


services for this population, aimed at reducing ER visits and overall health care costs. 


The state contracted with MHW to conduct the WMIP in Snohomish County. The WMIP target 


population was Medicaid enrollees age 21 or older who were aged, blind, or disabled, including 


Medicaid-only enrollees and those dually eligible for Medicare and Medicaid. WMIP excluded 


children under 21, Healthy Options enrollees, and recipients of Temporary Assistance for Needy 


Families. During 2013, about 3,000 individuals were enrolled.  


In 2014, MHW reported nine HEDIS measures for the WMIP population: 


 comprehensive diabetes care 


 inpatient care utilization—general hospital/acute care 


 ambulatory care utilization 


 mental health utilization 


 follow-up after hospitalization for mental illness 


 antidepression medication management 


 use of high-risk medications for the elderly 


 identification of alcohol and other drug services 


 initiation and engagement of alcohol and other drug dependence treatment 


Because the WMIP population differs categorically from the Medicaid managed care population, 


it has not been feasible to compare the WMIP data meaningfully with the data reported by the 


MCOs or with national data for health plans serving traditional Medicaid recipients. 


This final analysis of WMIP performance measures looks at long-term trends in diabetes care, 


antidepression medication management, follow-up after hospitalization for mental illness, and 


ambulatory care utilization (outpatient and ER visits) spanning the program’s existence. 


Additional charts depict 5-year data for the remaining measures. 
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Long-term performance trends 


Figure 40 presents the trends in HbA1c testing and control for the WMIP population since 2006. 


As shown, the percentage of enrollees with diabetes who received HbA1c testing remained flat 


during this period, fluctuating between 82% and 88%, while the trends in enrollees’ HbA1c 


control moved in a negative direction (good control declining, poor control increasing). By the 


end of the program, only about 42% of enrollees had good control of HbA1c. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 40. HbA1c testing and control for WMIP enrollees, reporting years 2006–2014. 
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Figure 41 shows the trends in screening measures (dilated retinal exams and monitoring for 


diabetic nephropathy) for WMIP enrollees with diabetes since 2006. Nephropathy monitoring 


improved significantly following the onset of the program, despite some fluctuation in recent 


years, while the percentage of enrollees receiving eye exams trended downward. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 41. Diabetes screening measures for WMIP enrollees, reporting years 2006–2014. 
  


Section VIII Page88







2014 Performance Measure Comparative Analysis Report Washington Medicaid Integration Partnership 


Acumentra Health 63 


84.09


76.17


76.58


82.00


78.65
76.92


74.50 74.83
75.11


41.82


31.09


35.32


39.00


31.58


39.23


34.46 35.41


37.21


56.48


65.80
67.67


61.11


64.36


60.36


64.59


41.10


0


20


40


60


80


100


2006 2007 2008 2009 2010 2011 2012 2013 2014


P
e
rc


e
n


ta
g


e
 r


e
c
e
iv


in
g


 c
a
re


LDL-C screening LDL-C control (<100 mg/dL)


Blood pressure (<140/90) Linear (LDL-C screening)


Linear (LDL-C control (<100 mg/dL)) Linear (Blood pressure (<140/90))


Figure 42 shows the long-term trends in LDL-C screening, LDL-C control, and blood pressure 


control for WMIP enrollees. LDL-C screening trended gradually downward throughout the 


program, and the percentage of enrollees with good control of their LDL-C levels remained 


essentially flat despite year-to-year fluctuations. Blood pressure control dropped sharply in the 


program’s final year, when only about 41% of enrollees had good control. None of these long-


term changes were statistically significant. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 42. LDL-C screening, LDL-C control, and blood pressure control for WMIP enrollees, 
reporting years 2006–2014. 
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Figure 43 shows the trends in antidepressant medication management for WMIP enrollees since 


2008. Both acute phase and continuation phase treatment moved in a positive direction during 


this period, though the improvement was not statistically significant. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 43. Antidepressant medication management for WMIP enrollees, reporting years 2008–2014. 
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As shown in Figure 44, the measures of timely follow-up treatment for WMIP enrollees after 


hospitalization for mental illness improved significantly from 2008 to 2013. (Sample sizes for 


these measures in 2014 were not large enough to support analysis.) Improvement in these 


measures has represented a notable success of the WMIP program. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 44. Follow-up after mental health hospitalization for WMIP enrollees, reporting years  
2008–2013. 
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Figures 45 and 46 show the long-term trends in ambulatory care utilization for WMIP enrollees. 


As shown below, outpatient visit rates increased significantly during the program’s existence. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 
Figure 45. Outpatient visit rates for WMIP enrollees, reporting years 2007–2014. 
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As shown in Figure 46, ER visit rates for WMIP enrollees declined significantly during 2007‒


2014. Coupled with the long-term trend in outpatient visit rates, this suggests that the program 


succeeded in treating enrollees at less intensive levels of care over time.  


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 46. Emergency room visit rates for WMIP enrollees, reporting years 2007–2014. 
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Physical health care utilization 


Figures 47–49 present the results of WMIP inpatient utilization measures (discharges, days, and 


average length of stay) since 2010. 


Compared with the 2013 rates, discharge rates rose slightly in 2014 for medical care and for total 


inpatient care, but neither change was statistically significant (Figure 47).  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 47. WMIP inpatient utilization discharges, reporting years 2010–2014. 
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From 2013 to 2014, medical inpatient days for WMIP enrollees rose significantly, while surgical 


inpatient days fell significantly (Figure 48).  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 48. WMIP inpatient utilization days, reporting years 2010–2014. 
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WMIP enrollees’ average length of stay (ALOS) for medical care rose slightly in 2014, while the 


ALOS for surgical care declined, but neither change was statistically significant (Figure 49). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 49. WMIP inpatient utilization average length of stay, reporting years 2010–2014. 


 


 


  


Section VIII Page96







2014 Performance Measure Comparative Analysis Report Washington Medicaid Integration Partnership 


Acumentra Health 71 


41.63


1.58 1.33


40.85


30.24


1.52 0.78


30.06


25.35*


0.67* 1.75*


25.15*


0


20


40


60


80


100


Any service Inpatient Intensive OP/partial hosp Outpatient/ER


P
e


rc
e
n


ta
g


e
 o


f 
e


n
ro


ll
e


e
s


 r
e


c
e


iv
in


g
 s


e
rv


ic
e
s


2012 2013 2014


* Indicates statistically significant 
difference between 2013 and 
2014 percentages


Mental health care utilization  


Figure 50 shows mental health care utilization for WMIP enrollees age 18 and older for the past 


three reporting years. “Any service” includes at least one of the following, and some enrollees 


received services in multiple categories: 


 inpatient 


 intensive outpatient (OP) or partial hospitalization 


 outpatient or ER 


Note: “Any” service is person-based; the other categories are visit-based. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 
Figure 50. WMIP mental health utilization, reporting years 2012–2014. 
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Use of high-risk medications in the elderly 


This measure expresses the percentage of elderly enrollees who received at least one high-risk 


prescription, or at least two different prescriptions. From 2008 through 2012, MHW reported 


increasingly positive results on this measure, pointing to better management of these medications 


for WMIP enrollees. In 2013, NCQA revised the methodology for calculating this measure, so that 


the 2013 and 2014 results are not comparable with data from previous years.  


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 
Figure 51. WMIP use of high-risk medications in the elderly, reporting years 2013–2014. 
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Dependence treatment 


Figure 52 displays three years of data on identification of alcohol and other drug (AOD) services 


for WMIP enrollees. This utilization measure summarizes the percentage of enrollees with an 


AOD claim who received various types of chemical dependency services during the measurement 


year. An AOD claim contains a diagnosis of AOD abuse or dependence and a specific AOD-


related service. 


“Any service” includes at least one of the following, and some enrollees received services in 


multiple categories: 


 Inpatient 


 Intensive outpatient (OP) or partial hospitalization 


 Outpatient or ER 


Note: “Any” service is person-based; the other categories are visit-based. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 
Figure 52. WMIP identification of alcohol and other drug services, reporting years 2012–2014. 
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Discussion 


The WMIP program has pioneered the integration of primary, acute, behavioral, and long-term 


care for dual-eligible (Medicare and Medicaid) patients. As such, this program has served as a 


prototype for the future delivery of integrated care for Medicaid enrollees. 


HCA has expanded the Medicaid benefit for WMIP enrollees over time, and has expanded the 


list of required performance measures accordingly. Although the results for this specific 


population in a single Washington county are not comparable with state or national Medicaid 


benchmarks for the same measures, the program’s long-term performance trends point to issues 


that will apply to the expanded Medicaid population. 


Considering diabetes care, our analysis shows little or no improvement in the required screening 


measures over time, except that monitoring of diabetic nephropathy improved significantly. 


Overall, the long-term trends in outcome measures have been discouraging. At the end of this 


program, only 42% of enrollees had good control of their HbA1c levels; 41% had good control of 


their blood pressure; and 37% had good control of their LDL-C levels. 


More encouragingly, the measures of timely follow-up treatment after hospitalization for mental 


illness improved significantly from 2008 to 2014, representing a notable program success. 


Antidepressant medication management for WMIP enrollees also trended in a positive direction 


over time, though not significantly so.  


Long-term trends in ambulatory care utilization for WMIP enrollees showed a significant 


increase in outpatient visit rates coupled with a significant decrease in ER visit rates, suggesting 


that the program succeeded in treating enrollees at less intensive levels of care over time. 


With the inclusion of the blind and disabled population into managed care and mental health 


parity, the WMIP program ended June 30, 2014. 
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Conclusions 


This report presents initial data in terms of analyzing the current MCOs’ performance in serving 


the expanded range of enrollees under Apple Health. The measures reported in 2014 for 


measurement year 2013 likely reflect considerable “churn” in the state Medicaid program, as 


existing enrollees switched health plans and many enrollees entered managed care for the first 


time. Nevertheless, many of the statewide results are similar to those reported in 2012 and 


previous years. 


As a group, the Washington MCOs continued to perform below the national benchmarks for 


many HEDIS measures. Scattered indicators such as influenza immunizations, HbA1c testing in 


diabetes care, and emergency room utilization showed more positive comparisons. 


Considering measures that HCA required the MCOs to report for the first time in 2014, the 


MCOs performed below the U.S. averages for adolescent meningococcal immunizations, weight 


assessment and counseling for nutrition and physical activity for children and adolescents, 


pharyngitis testing for children, and use of appropriate asthma medications.  


In contrast, access to primary care practitioners for children and adolescents was a bright spot for 


the Washington MCOs. The reported statewide access rates significantly exceeded the U.S. 


average rates for three of four age groups. In years before 2008 when the Washington MCOs 


were required to report this measure, access rates were similarly high. 


As observed in previous years, service utilization rates for Washington Medicaid enrollees remain 


well below the U.S. average rates for both inpatient and ambulatory care. 


CHP and MHW, the MCOs with most experience in serving Medicaid managed care enrollees in 


Washington, reported better performance than other MCOs on most HEDIS measures in 2014. 


This might have been expected, as the newer MCOs may not have fully established their delivery 


networks during the 2013 measurement year, and as a consequence, enrollee access issues may 


have contributed to low rates for these MCOs. 


Previous years’ reports have noted that the Apple Health MCOs would benefit from improving 


the accuracy and completeness of their encounter data. Health plans can minimize the cost of 


reporting many HEDIS measures by relying primarily on administrative data as opposed to chart 


extraction. However, reliance on administrative data can also result in lower HEDIS rates, if the 


encounter records in the administrative data do not capture all services provided.  
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Recommendations 


To sustain long-term improvement in the delivery of managed care for Medicaid enrollees, 


Acumentra Health recommends that HCA  


 seek to align performance measures with other state and federal reporting requirements to 


reduce burden on providers and promote efficient use of health system resources 


 consider requiring the MCOs to engage in formal activity to share best practices aimed at 


reducing the performance gaps among health plans for specific measures 


 help MCOs overcome barriers to collecting complete member-level encounter data, 


including race/ethnicity data, so that the MCOs can use these data to assess resources for 


improving the quality of care and establish appropriate interventions to address health 


care disparities. In previous years, the EQRO found gaps in immunization and well-child 


datasets that limit the ability to perform comprehensive analysis. 


 set performance expectations for HEDIS measures, such as requiring MCOs to perform a 


PIP or focused improvement study for measures that fail to meet specific benchmarks 


 designate incentive measures for which MCOs can receive quality incentive payments for 


top performance 


 continue to provide EPSDT supplemental data to assist the MCOs in calculating HEDIS 


measures 


 consider adding a contract requirement for the MCOs to provide HEDIS-specific 


performance feedback to clinics and providers on a frequent and regular schedule 


Acumentra Health recommends that the contracted MCOs 


 participate in public health initiatives and partnerships such as the Washington State 


Collaborative to Improve Care and the DOH’s Washington State Immunization 


Information System (formerly called Child Profile) 


 provide dashboard reporting on a routine basis to providers to highlight regional rates, 


since public reporting may promote more local control and better coordination among 


providers and other entities providing services   


 monitor member-level data to improve the completeness of race and ethnicity information, 


to aid in establishing appropriate interventions to address health care disparities 


 conduct validation studies to improve the quality of encounter data to ensure that 


enrollees are receiving appropriate interventions 


 monitor their HEDIS rates at least quarterly, using administrative data 
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Effectiveness of Care


Childhood immunization status % Comprehensive diabetes care %


Combo 2 a 53.89 ▼ HbA1c testing 81.64 ▼
Combo 3 b 50.30 ▼ Poor HbA1c control § 53.76


Good HbA1c control 37.17
Eye exam 38.72 ▼


Combo 1 c 54.84 ▼ LDL-C screening 70.80
LDL-C level <100 mg/dL 27.21
Monitoring for diabetic nephropathy 78.98


BMI total, (ages 3‒17 years) 28.07 Blood pressure <140/90 mm Hg 55.31
Nutrition total, (ages 3‒17 years) 44.55 Blood pressure <140/80 mm Hg 38.05
Physical activity total, (ages 3‒17 years) 37.82


Appropriate testing for children with pharyngitis Total appropriately prescribed, (ages 5‒64) NA
Children ages 2‒18 diagnosed and treated 68.16


Access/Availability of Care


Access to primary care practitioners % %


Ages 12‒24 months 93.45 ▼     Ages 7‒11 years NA
    Ages 25 months‒6 years 77.52 ▼     Ages 12‒19 years NA


Utilization 


Inpatient—general hospital/acute care ALOS
e


Total inpatient discharges 9.17 ▲ Total inpatient 3.94 ▲
Medical discharges 3.21 ▲ Medical 4.02 ▲
Surgical discharges 1.81 ▲ Surgical 7.29 ▲
Maternity discharges 6.04 ▲ Maternity 2.43


Adolescent well-care visits % Ambulatory care


Outpatient visits 331.57 ▼
Emergency room visits 66.19 ▲


▼
Ages 0–12 years 1.01 ▼


Well-child visits in the first 15 months of life Ages 13–17 years 1.54 ▼
Six visits or more 45.26 ▼ Ages 18–64 years 2.35 ▼


▲▼ Indicates statistically significant difference in plan rate vs. state average in 2014 (p <0.05).


a Combo 2 includes DTaP, IPV, MMR, HiB, Hep B, and VZV immunizations.


c Adolescent Combo 1 includes Meningococcal conjugate vaccine and Tetanus, Diphtheria, and Pertussis (Tdap) vaccine.
d Per 1000 MM indicates the number of procedures, discharges, visits, etc. per 1000 member months.
eALOS = average length of stay in days.


One or more visits during the year


58.33


34.95


Amerigroup Washington—AMG 


One or more visits during the year
Well-child visits in 3rd, 4th, 5th, and 6th years of life


Adolescent immunization


Weight assessment/counseling for children/adolescents


Per 1000 MM
d


Appropriate medications for people with asthma


Per 1000 MM
d


Amerigroup Washington works to improve health care access and quality for more than 114,000 Washingtonians through innovative care 
management programs and services. Through ongoing outreach and education, we encourage healthy behaviors that can reduce illness and 
improve quality of life.  Amerigroup Washington believes that solutions to the health care challenges facing our members begin when we put our 
care and compassion to work, one individual at a time.


b Combo 3 includes DTaP, IPV, MMR, HiB, Hep B, VZV, and PCV immunizations.


§ Lower percentages indicate better performance for this measure.


Frequency of mental health outpatient/ED services
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Effectiveness of Care


Childhood immunization status % Comprehensive diabetes care %


Combo 2 a 76.89 ▲ HbA1c testing 91.79 ▲
Combo 3 b 73.48 ▲ Poor HbA1c control § 33.94 ▼


Good HbA1c control 58.58 ▲
Eye exam 51.82 ▲


Combo 1 c 71.29 ▲ LDL-C screening 75.91
LDL-C level <100 mg/dL 34.31 ▲
Monitoring for diabetic nephropathy 80.84


BMI total, (ages 3‒17 years) 53.04 ▲ Blood pressure <140/90 mm Hg 67.52 ▲
Nutrition total, (ages 3‒17 years) 52.80 ▲ Blood pressure <140/80 mm Hg 45.62 ▲
Physical activity total, (ages 3‒17 years) 51.58 ▲


Appropriate testing for children with pharyngitis Total appropriately prescribed, (ages 5‒64) 84.08
Children ages 2‒18 diagnosed and treated 59.18 ▼


Access/Availability of Care


Access to primary care practitioners % %


Ages 12‒24 months 97.14     Ages 7‒11 years 89.39 ▼
    Ages 25 months‒6 years 86.22 ▼     Ages 12‒19 years 88.49 ▼


Utilization 


Inpatient—general hospital/acute care ALOS
e


Total inpatient discharges 5.59 ▼ Total inpatient 3.29 ▼
Medical discharges 1.96 ▲ Medical 3.15 ▼
Surgical discharges 1.13 Surgical 5.56 ▼
Maternity discharges 4.48 ▼ Maternity 2.36


Adolescent well-care visits % Ambulatory care


Outpatient visits 319.95 ▼
Emergency room visits 50.73 ▼


Ages 0–12 years 1.33 ▼
Well-child visits in the first 15 months of life Ages 13–17 years 2.64


Six visits or more 60.10 Ages 18–64 years 3.93 ▲


▲▼ Indicates statistically significant difference in plan rate vs. state average in 2014 (p<0.05).


a Combo 2 includes DTaP, IPV, MMR, HiB, Hep B, and VZV immunizations.


c Adolescent Combo 1 includes Meningococcal conjugate vaccine and Tetanus, Diphtheria, and Pertussis (Tdap) vaccine.
d Per 1000 MM indicates the number of procedures, discharges, visits, etc. per 1000 member months.
eALOS = average length of stay in days.


Per 1000 MM
d


Community Health Plan of Washington—CHP 


Adolescent immunization


Weight assessment/counseling for children/adolescents


Appropriate medications for people with asthma


Per 1000 MM
d


One or more visits during the year 42.34


Well-child visits in 3rd, 4th, 5th, and 6th years of life


One or more visits during the year 66.18 Frequency of mental health outpatient/ED services


§ Lower percentages indicate better performance for this measure.


b Combo 3 includes DTaP, IPV, MMR, HiB, Hep B, VZV, and PCV immunizations.


Founded over 20 years ago by the state’s community health centers, CHP is the state’s only local, nonprofit health plan. Since 2011, the plan has 
been accredited by NCQA for Medicaid and Medicare products. CHP now provides managed care for more than 335,000 individuals throughout 
Washington. The plan’s network includes more than 516 primary care clinics, 2,418 primary care providers, 13,827 specialists, and over 100 
hospitals. CHP’s innovative practices include programs that reward members for taking care of themselves, pay-for-performance models for 
network providers, and integrating clinical information across the care continuum.
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Effectiveness of Care


Childhood immunization status % Comprehensive diabetes care %


Combo 2 a 64.35 HbA1c testing 86.09
Combo 3 b 59.95 Poor HbA1c control § 53.64


Good HbA1c control 38.85
Eye exam 47.24


Combo 1 c 69.21 LDL-C screening 72.19
LDL-C level <100 mg/dL 25.83
Monitoring for diabetic nephropathy 80.57


BMI total, (ages 3‒17 years) 19.91 ▼ Blood pressure <140/90 mm Hg 60.71 ▲
Nutrition total, (ages 3‒17 years) 46.30 Blood pressure <140/80 mm Hg 39.74
Physical activity total, (ages 3‒17 years) 45.14


Appropriate testing for children with pharyngitis Total appropriately prescribed, (ages 5‒64) NA
Children ages 2‒18 diagnosed and treated 54.35 ▼


Access/Availability of Care


Access to primary care practitioners % %


Ages 12‒24 months 97.19     Ages 7‒11 years NA
    Ages 25 months‒6 years 86.13 ▼     Ages 12‒19 years NA


Utilization 


Inpatient—general hospital/acute care ALOS
e


Total inpatient discharges 7.63 ▲ Total inpatient 3.52
Medical discharges 2.67 ▲ Medical 3.38
Surgical discharges 1.44 ▲ Surgical 6.73 ▲
Maternity discharges 6.00 ▲ Maternity 2.31


Adolescent well-care visits % Ambulatory care


Outpatient visits 345.94 ▲
Emergency room visits 64.44 ▲


Well-child visits in 3rd, 4th, 5th, and 6th years


    One or more visits during the year 67.36 Frequency of mental health outpatient/ED services


Ages 0–12 years 0.78 ▼
Well-child visits in the first 15 months of life Ages 13–17 years 1.57 ▼
    Six visits or more 43.06 ▼ Ages 18–64 years 2.99 ▼


▲▼ Indicates statistically significant difference in plan rate vs. state average in 2014 (p<0.05).


a Combo 2 includes DTaP, IPV, MMR, HiB, Hep B, and VZV immunizations.


c Adolescent Combo 1 includes Meningococcal conjugate vaccine and Tetanus, Diphtheria, and Pertussis (Tdap) vaccine.
d Per 1000 MM indicates the number of procedures, discharges, visits, etc. per 1000 member months.
eALOS = average length of stay in days.


Per 1000 MM
d


Coordinated Care Corp.—CCC


Adolescent immunization


Weight assessment/counseling for children/adolescents


Appropriate medications for people with asthma


Per 1000 MM
d


Coordinated Care, a subsidiary of Centene Corporation, serves more than 170,000 members across Washington. The plan is NCQA-accredited 
for both its Medicaid and Ambetter products. Our mission is to improve the health of our beneficiaries through focused, compassionate, and 
coordinated care. This is based on the core belief that quality health care is best delivered locally.


One or more visits during the year 38.19


§ Lower percentages indicate better performance for this measure.


b Combo 3 includes DTaP, IPV, MMR, HiB, Hep B, VZV, and PCV immunizations.
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Effectiveness of Care


Childhood immunization status % Comprehensive diabetes care %


Combo 2 a 67.77 HbA1c testing 87.61
Combo 3 b 64.24 Poor HbA1c control § 44.14 ▼


Good HbA1c control 45.95 ▲
Eye exam 52.70 ▲


Combo 1 c 64.58 LDL-C screening 71.17
LDL-C level <100 mg/dL 30.41
Monitoring for diabetic nephropathy 79.95


BMI total, (ages 3‒17 years) 35.10 ▲ Blood pressure <140/90 mm Hg 64.86 ▲
Nutrition total, (ages 3‒17 years) 45.03 Blood pressure <140/80 mm Hg 42.79 ▲
Physical activity total, (ages 3‒17 years) 38.19


Appropriate testing for children with pharyngitis Total appropriately prescribed, (ages 5‒64) 83.14
Children ages 2‒18 diagnosed and treated 67.38 ▲


Access/Availability of Care


Access to primary care practitioners % %


Ages 12‒24 months 97.78 ▲     Ages 7‒11 years 92.24 ▲
    Ages 25 months‒6 years 89.04 ▲     Ages 12‒19 years 92.12 ▲


Utilization 


Inpatient—general hospital/acute care ALOS
e


Total inpatient discharges 5.25 ▼ Total inpatient 3.35 ▼
Medical discharges 1.54 ▼ Medical 3.27 ▼
Surgical discharges 0.99 ▼ Surgical 6.41
Maternity discharges 5.15 Maternity 2.27 ▼


Adolescent well-care visits % Ambulatory care


▲ Outpatient visits 345.83 ▲
Emergency room visits 48.06 ▼


Ages 0–12 years 2.91 ▲
Well-child visits in the first 15 months of life Ages 13–17 years 6.15 ▲


Six visits or more 67.77 ▲ Ages 18–64 years 5.19 ▲


▲▼ Indicates statistically significant difference in plan rate vs. state average in 2014 (p<0.05).


a Combo 2 includes DTaP, IPV, MMR, HiB, Hep B, and VZV immunizations.


c Adolescent Combo 1 includes Meningococcal conjugate vaccine and Tetanus, Diphtheria, and Pertussis (Tdap) vaccine.
d Per 1000 MM indicates the number of procedures, discharges, visits, etc. per 1000 member months.
eALOS = average length of stay in days.


Per 1000 MM
d


Molina Healthcare of Washington—MHW


Adolescent immunization


Weight assessment/counseling for children/adolescents


Appropriate medications for people with asthma


Per 1000 MM
d


One or more visits during the year 44.37


Well-child visits in 3rd, 4th, 5th, and 6th years of life


One or more visits during the year 64.60 Frequency of mental health outpatient/ED services


§ Lower percentages indicate better performance for this measure.


b Combo 3 includes DTaP, IPV, MMR, HiB, Hep B, VZV, and PCV immunizations.


Established in 1995, Molina Healthcare of Washington (MHW) provides coverage for Medicaid enrollees in 34 counties across Washington.  
MHW insures approximately 483,000 lives, 98% of whom are covered by Medicaid.  About 64% of Medicaid clients are 18 years of age or 
younger.  MHW is accredited by NCQA for its Medicaid product lines.
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Comprehensive diabetes care % %


HbA1c testing 84.25 LDL-C screening 75.11
Poor HbA1c control § 47.95 LDL-C level <100 mg/dL 37.21
Good HbA1c control 42.24 Blood pressure <140/90 mm Hg 58.90
Eye exam 50.46 Blood pressure <140/80 mm Hg 41.10
Monitoring for diabetic nephropathy 81.28


Utilization 


Inpatient—general hospital/acute care ALOS
b


Total inpatient discharges 16.76 Total inpatient 5.46
Medical discharges 10.26 Medical 4.37
Surgical discharges 5.80 Surgical 7.73


Ambulatory care Mental health care follow-up and utilization %


Outpatient visits 593.58 ↑ 30-day follow-up NA
Emergency room visits 88.15 7-day follow-up NA


Any services total 25.35 ↓
Medication measures % Inpatient total 0.67 ↓


Antidepressant medication management Intensive outpatient/partial hospitilization total 1.75 ↑
Effective acute-phase treatment 51.97 Outpatient/ER total 25.15 ↓
Effective continuation-phase treatment 39.37


Use of high-risk medications in the elderly


One prescription 4.27
At least two prescriptions 0.90


Dependence treatment measures % %


Total initiation NA Any services total 20.58
Total engagement NA Inpatient total 41.17 ↓


Outpatient/ER total 18.51


NA: Sample size was smaller than the minimum required during the reporting year.
↑↓ Indicates statistically significant difference in rates from 2013 to 2014 (p < 0.05).


a Per 1000 MM indicates the number of procedures, discharges, visits, etc. per 1000 member months.
bALOS = average length of stay in days.


§ Lower percentages indicate better performance for this measure.


Established in 1995, Molina Healthcare of Washington (MHW) provides coverage for Medicaid enrollees in 34 counties across Washington.  
MHW insures approximately 483,000 lives, 98% of whom are covered by Medicaid.  About 64% of Medicaid clients are 18 years of age or 
younger.  MHW is accredited by NCQA for its Medicaid product lines.


Molina Healthcare of Washington—MHW—WMIP


Per 1000 MM
a


Per 1000 MM
a


Identification of alcohol and other drug services Initiation/engagement of AOD dependence treatment


Effectiveness of Care
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Acumentra Health A-7


Effectiveness of Care


Childhood immunization status % Comprehensive diabetes care %


Combo 2 a 59.61 ▼ HbA1c testing 82.73
Combo 3 b 57.66 Poor HbA1c control § 87.83 ▲


Good HbA1c control 11.19 ▼
Eye exam 37.96 ▼


Combo 1 c 61.31 LDL-C screening 68.61
LDL-C level <100 mg/dL 9.98 ▼
Monitoring for diabetic nephropathy 75.67


BMI total, (ages 3‒17 years) 14.36 ▼ Blood pressure <140/90 mm Hg 11.19 ▼
Nutrition total, (ages 3‒17 years) 39.90 ▼ Blood pressure <140/80 mm Hg 6.57 ▼
Physical activity total, (ages 3‒17 years) 34.55 ▼


Appropriate testing for children with pharyngitis Total appropriately prescribed, (ages 5‒64) NA
Children ages 2‒18 diagnosed and treated 66.77


Access/Availability of Care


Access to primary care practitioners % %


Ages 12‒24 months 93.94 ▼     Ages 7‒11 years NA
    Ages 25 months‒6 years 82.20 ▼     Ages 12‒19 years NA


Utilization 


Inpatient—general hospital/acute care ALOS
e


Total inpatient discharges 7.30 ▲ Total inpatient 4.03 ▲
Medical discharges 2.49 ▲ Medical 4.12 ▲
Surgical discharges 1.48 ▲ Surgical 7.32 ▲
Maternity discharges 5.24 Maternity 2.51 ▲


Adolescent well-care visits % Ambulatory care


Outpatient visits 347.88 ▲
Emergency room visits 58.73 ▲


Ages 0–12 years 0.75 ▼
Well-child visits in the first 15 months of life Ages 13–17 years 1.82 ▼


Six visits or more 58.64 Ages 18–64 years 2.61 ▼


▲▼ Indicates statistically significant difference in plan rate vs. state average in 2014 (p<0.05).


a Combo 2 includes DTaP, IPV, MMR, HiB, Hep B, and VZV immunizations.


c Adolescent Combo 1 includes Meningococcal conjugate vaccine and Tetanus, Diphtheria, and Pertussis (Tdap) vaccine.
d Per 1000 MM indicates the number of procedures, discharges, visits, etc. per 1000 member months.
eALOS = average length of stay in days.


Per 1000 MM
d


UnitedHealthcare Community Plan—UHC


Adolescent immunization


Weight assessment/counseling for children/adolescents


Appropriate medications for people with asthma


Per 1000 MM
d


One or more visits during the year 35.52


Well-child visits in 3rd, 4th, 5th, and 6th years of life


One or more visits during the year 62.77 Frequency of mental health outpatient/ED services


§ Lower percentages indicate better performance for this measure.


b Combo 3 includes DTaP, IPV, MMR, HiB, Hep B, VZV, and PCV immunizations.


UHC is the largest Medicaid managed care plan in the United States, with more than 25 years of experience helping low-income adults and 
children and people with disabilities get access to personalized health care benefits and services. In Washington, UHC provides Medicaid 
coverage through Apple Health for more than 170,000 enrollees in 32 counties. UHC is also  a lead entity for the Washington State Health Home 
Initiative and for the state's Medicare-Medicaid Eligible (MME) Demonstration Project in King and Snohomish counties. 
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Acumentra Health A-8


State NCQA State NCQA


Effectiveness of Care


Childhood immunization status % % Comprehensive diabetes care % %


Combo 2 a 65.96 ▼ 74.02 HbA1c testing 86.27 ▲ 83.81
Combo 3 b 62.59 ▼ 70.85 Poor HbA1c control § 53.25 ▲ 45.57


Good HbA1c control 39.64 ▼ 45.52
Adolescent immunization Eye exam 46.06 ▼ 53.53


Combo 1 c 65.44 ▼ 70.17 LDL-C screening 71.97 ▼ 75.97
LDL-C level <100 mg/dL 26.17 ▼ 33.91
Monitoring for diabetic nephropathy 79.33 79.02


BMI total, (ages 3‒17 years) 30.07 ▼ 56.92 Blood pressure <140/90 mm Hg 53.25 ▼ 60.49
Nutrition total, (ages 3‒17 years) 45.70 ▼ 58.70 Blood pressure <140/80 mm Hg 35.49 ▼ 39.24
Physical activity total, (ages 3‒17 years) 41.39 ▼ 50.50


Appropriate testing for pharyngitis Total, (ages 5‒64) 83.47 84.07
Children ages 2‒18 diagnosed/treated 63.74 ▼ 66.52


Access/Availability of Care


Access to primary care practitioners % % % %


Ages 12‒24 months 97.25 ▲ 96.14     Ages 7‒11 years 91.22 ▲ 90.02
    Ages 25 months‒6 years 87.53 ▼ 88.25     Ages 12‒19 years 90.75 ▲ 88.52


Utilization 


Inpatient—general hospital/acute care


Total inpatient discharges 5.83 ▼ 8.88 Total inpatient 3.43 ▼ 3.81
Medical discharges 1.89 ▼ 4.51 Medical 3.36 ▼ 3.67
Surgical discharges 1.14 ▼ 1.60 Surgical 6.29 ▼ 6.41
Maternity discharges 5.05 ▲ 4.80 Maternity 2.33 ▼ 2.61


Adolescent well-care visits % % Ambulatory care


▼ 50.03 Outpatient visits 337.04 ▼ 364.38
Emergency room visits 51.64 ▼ 62.89


▼ 71.49
Ages 0–12 years 1.23 NA
Ages 13–17 years 2.54 NA


Six visits or more 56.25 ▼ 61.55 Ages 18–64 years 3.55 NA


▲▼ State average is significantly higher or lower than NCQA Quality Compass  average (p <0.05).


a Combo 2 includes DTaP, IPV, MMR, HiB, Hep B, and VZV immunizations.


c Adolescent Combo 1 includes Meningococcal conjugate vaccine and Tetanus, Diphtheria, and Pertussis (Tdap) vaccine.
d Per 1000 MM indicates the number of procedures, discharges, visits, etc. per 1000 member months.
eALOS = average length of stay in days.
NA: not available from the NCQA Quality Compass for Medicaid in the reporting year.


Per 1000 MM
d ALOS


e


Well-child visits in the first 15 months of life


One or more visits during the year 39.13


Well-child visits in 3rd, 4th, 5th, and 6th years


One or more visits during the year 63.84 Frequency of mental health outpatient/ED services


Comparison of Washington Medicaid and NCQA National Medicaid Averages 


Weight assessment/counseling


Per 1000 MM
d


§ Lower percentages indicate better performance for this measure.


b Combo 3 includes DTaP, MMR, IPV, HiB, Hep B, VZV, and PCV immunizations.


Appropriate asthma medications
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Washington Health Care Authority Medicaid 2010–2014 data Childhood Immunizations–DTaP


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-1


n % n % n % n % n %


AMG — — — — — — 167 61.68 ▼


CCC — — — — — — 432 72.92


CHP 411 82.24 411 83.70 411 80.54 411 79.81 ▲


MHW 432 81.25 432 75.23 432 77.08 453 74.17


UHC — — — — — — 411 66.18 ▼


State average 80.74 74.76 74.95 72.25 *↓
NCQA average 79.03
NCQA 90th percentilea  87.90
— MCO was not under contract with HCA in this reporting year.


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).


Table B-1. DTaP immunizations by health plan, reporting years 2010–2014.  


Health plan


Number and percentage immunized


2010 2011 2012 2013


a 90th percentile statistics are from the NCQA Quality Compass  for Medicaid in the reporting year.


2014


▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).


NR: HCA did not require public reporting of this measure in 2013.


NR


NR


NR


NR


NR


↑↓ Indicates statistically significant difference in percentages from 2012 to 2014 (p < 0.05); measures are not directly comparable due to 
changes in the Medicaid program.
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Washington Health Care Authority Medicaid 2010–2014 data Childhood Immunizations–IPV


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-2


n % n % n % n % n %


AMG — — — — — — 167 77.84 ▼


CCC — — — — — — 432 83.33


CHP 411 92.21 411 93.67 411 92.21 411 91.24 ▲


MHW 432 91.67 432 90.51 432 88.89 453 89.18 ▲


UHC — — — — — — 411 80.05 ▼


State average 90.68 89.45 88.39 85.27 *↓
NCQA average 90.04
NCQA 90th percentilea  95.38
— MCO was not under contract with HCA in this reporting year.


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).


NR


NR


NR


NR


NR


NR: HCA did not require public reporting of this measure in 2013.
↑↓ Indicates statistically significant difference in percentages from 2012 to 2014 (p < 0.05); measures are not directly comparable due to 
changes in the Medicaid program.


Table B-2. IPV immunizations by health plan, reporting years 2010–2014.  


Health plan


Number and percentage immunized


2010 2011 2012 2013 2014
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Washington Health Care Authority Medicaid 2010–2014 data Childhood Immunizations–MMR


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-3


n % n % n % n % n %


AMG — — — — — — 167 79.64 ▼


CCC — — — — — — 432 86.57


CHP 411 91.97 411 92.70 411 91.48 411 90.51 ▲


MHW 432 90.97 432 88.43 432 87.73 453 88.96


UHC — — — — — — 411 81.51 ▼


State average 90.39 88.49 87.38 86.29 *↓
NCQA average 90.54
NCQA 90th percentilea  94.89
— MCO was not under contract with HCA in this reporting year.


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).


NR


NR


NR


NR


NR


NR: HCA did not require public reporting of this measure in 2013.
↑↓Indicates statistically significant difference in percentages from 2012 to 2014 (p < 0.05); measures are not directly comparable due to 
changes in the Medicaid program.


Table B-3. MMR immunizations by health plan, reporting years 2010–2014.  


Health plan


Number and percentage immunized


2010 2011 2012 2013 2014
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Washington Health Care Authority Medicaid 2010–2014 data Childhood Immunizations–HiB


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-4


n % n % n % n % n %


AMG — — — — — — 167 82.63


CCC — — — — — — 432 85.65


CHP 411 95.62 411 91.48 411 92.21 411 91.73 ▲


MHW 432 95.60 432 87.96 432 89.81 453 89.18


UHC — — — — — — 411 80.29 ▼


State average 94.37 87.48 89.02 86.39 *↓
NCQA average 90.66
NCQA 90th percentilea 95.60
— MCO was not under contract with HCA in this reporting year.


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).


NR


NR


NR


NR


NR


NR: HCA did not require public reporting of this measure in 2013.
↑↓ Indicates statistically significant difference in percentages from 2012 to 2014 (p < 0.05); measures are not directly comparable due to 
changes in the Medicaid program.


Table B-4. HiB immunizations by health plan, reporting years 2010–2014.  


Health plan


Number and percentage immunized


2010 2011 2012 2013 2014
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Washington Health Care Authority Medicaid 2010–2014 data Childhood Immunizations–HepB


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-5


n % n % n % n % n %


AMG — — — — — — 167 83.23


CCC — — — — — — 432 81.25


CHP 411 93.67 411 94.65 411 91.73 411 90.75 ▲


MHW 432 91.90 432 89.81 432 88.19 453 87.20


UHC — — — — — — 411 76.40 ▼


State average 92.24 89.79 85.79 83.88 *↓
NCQA average 88.57
NCQA 90th percentilea   94.91
— MCO was not under contract with HCA in this reporting year.


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).


NR


NR


NR


NR


NR


NR: HCA did not require public reporting of this measure in 2013.
↑↓ Indicates statistically significant difference in percentages from 2012 to 2014 (p < 0.05); measures are not directly comparable due to 
changes in the Medicaid program.


Table B-5. HepB immunizations by health plan, reporting years 2010–2014.  


Health plan


Number and percentage immunized


2010 2011 2012 2013 2014
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Washington Health Care Authority Medicaid 2010–2014 data Childhood Immunizations–VZV


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-6


n % n % n % n % n %


AMG — — — — — — 167 77.84 ▼


CCC — — — — — — 432 86.11


CHP 411 90.27 411 92.21 411 90.02 411 89.05


MHW 432 89.58 432 86.11 432 86.81 453 87.64


UHC — — — — — — 411 82.48


State average 89.21 86.51 85.98 85.59 *↓
NCQA average 90.19
NCQA 90th percentilea 94.68
— MCO was not under contract with HCA in this reporting year.


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).


NR


NR


NR


NR


NR


NR: HCA did not require public reporting of this measure in 2013.
↑↓ Indicates statistically significant difference in percentages from 2012 to 2014 (p < 0.05); measures are not directly comparable due to 
changes in the Medicaid program.


Table B-6. VZV immunizations by health plan, reporting years 2010–2014.  


Health plan


Number and percentage immunized


2010 2011 2012 2013 2014
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Washington Health Care Authority Medicaid 2010–2014 data Childhood Immunizations–PCV


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-7


n % n % n % n % n %


AMG — — — — — — 167 62.87 ▼


CCC — — — — — — 432 72.92


CHP 411 82.24 411 81.75 411 82.24 411 79.32 ▲


MHW 432 82.41 432 79.40 432 78.01 453 75.28


UHC — — — — — — 411 71.29


State average 79.46 77.12 77.50 73.64 *↓
NCQA average 79.22
NCQA 90th percentilea  88.19
— MCO was not under contract with HCA in this reporting year.


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).


NR


NR


NR


NR


NR


NR: HCA did not require public reporting of this measure in 2013.
↑↓ Indicates statistically significant difference in percentages from 2012 to 2014 (p < 0.05); measures are not directly comparable due to 
changes in the Medicaid program.


Table B-7. PCV immunizations by health plan, reporting years 2010–2014.  


Health plan


Number and percentage immunized


2010 2011 2012 2013 2014
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Washington Health Care Authority Medicaid 2010–2014 data Childhood Immunizations–Hepatitis A


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-8


n % n % n % n % n %


AMG — — — — — — 167 67.07 ▼


CCC — — — — — — 432 82.41 ▲


CHP 411 42.09 411 39.42 411 36.50 411 83.45 ↑ ▲


MHW 432 34.03 432 26.39 432 32.87 453 75.28 ↑


UHC — — — — — — 411 71.78 ▼


State average 39.96 26.30 28.37 77.21 *↑
NCQA average 81.89
NCQA 90th percentileb  91.73
— MCO was not under contract with HCA in this reporting year.


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
aHepatitis A – 2014 measure required one dose for compliance; 2012 measure required two doses.
b 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).


NR


NR


NR


NR


NR


NR: HCA did not require public reporting of this measure in 2013.
↑↓ Indicates statistically significant difference in percentages from 2012 to 2014 (p < 0.05); measures are not directly comparable due to 
changes in the Medicaid program.


Table B-8. Hepatitis A immunizations by health plan, reporting years 2010–2014.  


Health plan


Number and percentage immunized
a


2010 2011 2012 2013 2014
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Washington Health Care Authority Medicaid 2010–2014 data Childhood Immunizations–Rotavirus


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-9


n % n % n % n % n %


AMG — — — — — — 167 53.89 ▼


CCC — — — — — — 432 66.20


CHP 411 31.14 411 60.58 411 71.78 411 70.80 ▲


MHW 432 29.63 432 55.79 432 61.34 453 68.43 ↑


UHC — — — — — — 411 60.34


State average 26.03 53.28 63.87 65.37 *↑
NCQA average 67.73
NCQA 90th percentilea  79.90
— MCO was not under contract with HCA in this reporting year.


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).


NR


NR


NR


NR


NR


NR: HCA did not require public reporting of this measure in 2013.
↑↓ Indicates statistically significant difference in percentages from 2012 to 2014 (p < 0.05); measures are not directly comparable due to 
changes in the Medicaid program.


Table B-9. Rotavirus immunizations by health plan, reporting years 2010–2014.  


Health plan


Number and percentage immunized


2010 2011 2012 2013 2014
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Washington Health Care Authority Medicaid 2010–2014 data Childhood Immunizations–Influenza


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-10


n % n % n % n % n %


AMG — — — — — — 167 38.92 ▼


CCC — — — — — — 432 55.79


CHP 411 45.01 411 47.45 411 45.50 411 58.88 ↑


MHW 432 44.21 432 51.39 432 44.91 453 53.42 ↑


UHC — — — — — — 411 53.28


State average 40.51 42.34 43.21 53.84 *↑
NCQA average 50.00
NCQA 90th percentilea  65.97
— MCO was not under contract with HCA in this reporting year.


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).


NR


NR


NR


NR


NR


NR: HCA did not require public reporting of this measure in 2013.
↑↓ Indicates statistically significant difference in percentages from 2012 to 2014 (p < 0.05); measures are not directly comparable due to 
changes in the Medicaid program.


Table B-10. Influenza immunizations by health plan, reporting years 2010–2014.  


Health plan


Number and percentage immunized


2010 2011 2012 2013 2014
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Washington Health Care Authority Medicaid 2010–2014 data Childhood Immunizations–Combo 2


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-11


n % n % n % n % n %


AMG — — — — — — 167 53.89 ▼


CCC — — — — — — 432 64.35


CHP 411 78.10 411 78.35 411 77.37 411 76.89 ▲


MHW 432 77.31 432 70.60 432 72.22 453 67.77


UHC — — — — — — 411 59.61 ▼


State average 76.72 69.27 69.70 65.96 *↓
NCQA average 74.02
NCQA 90th percentilea  83.33
— MCO was not under contract with HCA in this reporting year.


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).


NR


NR


NR


NR


NR


NR: HCA did not require public reporting of this measure in 2013.
↑↓ Indicates statistically significant difference in percentages from 2012 to 2014 (p < 0.05); measures are not directly comparable due to 
changes in the Medicaid program.


Table B-11. Combo 2 immunizations by health plan, reporting years 2010–2014.  


Health plan


Number and percentage immunized


2010 2011 2012 2013 2014
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Washington Health Care Authority Medicaid 2010–2014 data Childhood Immunizations–Combo 3


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-12


n % n % n % n % n %


AMG — — — — — — 167 50.30 ▼


CCC — — — — — — 432 59.95


CHP 411 74.70 411 73.72 411 72.75 411 73.48 ▲


MHW 432 73.61 432 68.29 432 68.98 453 64.24


UHC — — — — — — 411 57.66


State average 71.60 65.94 66.71 62.59 *↓
NCQA average 70.85
NCQA 90th percentilea  80.86
— MCO was not under contract with HCA in this reporting year.


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).


NR


NR


NR


NR


NR


NR: HCA did not require public reporting of this measure in 2013.
↑↓ Indicates statistically significant difference in percentages from 2012 to 2014 (p < 0.05); measures are not directly comparable due to 
changes in the Medicaid program.


Table B-12. Combo 3 immunizations by health plan, reporting years 2010–2014.  


Health plan


Number and percentage immunized


2010 2011 2012 2013 2014
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Washington Health Care Authority Medicaid 2010–2014 data Childhood Immunizations–Combo 4


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-13


n % n % n % n % n %


AMG — — — — — — 167 48.50 ▼


CCC — — — — — — 432 57.87


CHP 411 38.44 411 36.50 411 33.82 411 71.53 ↑ ▲


MHW 432 31.71 432 24.07 432 30.32 453 59.60 ↑


UHC — — — — — — 411 50.61 ▼


State average 33.36 23.55 26.01 58.86 *↑
NCQA average 64.87
NCQA 90th percentilea  77.04
— MCO was not under contract with HCA in this reporting year.


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).


NR


NR


NR


NR


NR


NR: HCA did not require public reporting of this measure in 2013.
↑↓ Indicates statistically significant difference in percentages from 2012 to 2014 (p < 0.05); measures are not directly comparable due to 
changes in the Medicaid program.


Table B-13. Combo 4 immunizations by health plan, reporting years 2010–2014.  


Health plan


Number and percentage immunized


2010 2011 2012 2013 2014
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Washington Health Care Authority Medicaid 2010–2014 data Childhood Immunizations–Combo 5


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-14


n % n % n % n % n %


AMG — — — — — — 167 40.72 ▼


CCC — — — — — — 432 48.84


CHP 411 27.01 411 51.34 411 61.56 411 62.77 ▲


MHW 432 26.39 432 46.76 432 52.78 453 54.53


UHC — — — — — — 411 45.74 ▼


State average 22.76 43.26 53.18 51.87 *↓
NCQA average 56.38
NCQA 90th percentilea  70.61
— MCO was not under contract with HCA in this reporting year.


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).


NR


NR


NR


NR


NR


NR: HCA did not require public reporting of this measure in 2013.
↑↓ Indicates statistically significant difference in percentages from 2012 to 2014 (p < 0.05); measures are not directly comparable due to 
changes in the Medicaid program.


Table B-14. Combo 5 immunizations by health plan, reporting years 2010–2014.  


Health plan


Number and percentage immunized


2010 2011 2012 2013 2014
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Washington Health Care Authority Medicaid 2010–2014 data Childhood Immunizations–Combo 6


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-15


n % n % n % n % n %


AMG — — — — — — 167 28.74 ▼


CCC — — — — — — 432 42.82


CHP 411 39.17 411 39.42 411 40.88 411 52.55 ↑ ▲


MHW 432 40.51 432 43.75 432 39.58 453 42.60


UHC — — — — — — 411 40.15


State average 35.68 34.20 37.09 43.06
NCQA average 42.21
NCQA 90th percentilea 59.37
— MCO was not under contract with HCA in this reporting year.


a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.
▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).


NR


NR


NR


NR


NR


NR: HCA did not require public reporting of this measure in 2013.
↑↓ Indicates statistically significant difference in percentages from 2012 to 2014 (p < 0.05); measures are not directly comparable due to 
changes in the Medicaid program.


Table B-15. Combo 6 immunizations by health plan, reporting years 2010–2014.  


Health plan


Number and percentage immunized


2010 2011 2012 2013 2014
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Washington Health Care Authority Medicaid 2010–2014 data Childhood Immunizations–Combo 7


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-16


n % n % n % n % n %


AMG — — — — — — 167 39.52 ▼


CCC — — — — — — 432 47.69


CHP 411 14.84 411 26.52 411 29.68 411 61.80 ↑ ▲


MHW 432 12.73 432 17.36 432 24.54 453 51.66 ↑


UHC — — — — — — 411 42.34 ▼


State average 11.45 16.28 21.72 49.84 *↑
NCQA average 53.41
NCQA 90th percentilea  67.36
— MCO was not under contract with HCA in this reporting year.


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).


NR


NR


NR


NR


NR


NR: HCA did not require public reporting of this measure in 2013.
↑↓ Indicates statistically significant difference in percentages from 2012 to 2014 (p < 0.05); measures are not directly comparable due to 
changes in the Medicaid program.


Table B-16. Combo 7 immunizations by health plan, reporting years 2010–2014.  


Health plan


Number and percentage immunized


2010 2011 2012 2013 2014
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Washington Health Care Authority Medicaid 2010–2014 data Childhood Immunizations–Combo 8


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-17


n % n % n % n % n %


AMG — — — — — — 167 28.14 ▼


CCC — — — — — — 432 42.13


CHP 411 20.68 411 22.14 411 21.17 411 51.34 ↑ ▲


MHW 432 19.44 432 15.51 432 19.68 453 41.72 ↑


UHC — — — — — — 411 36.74


State average 19.21 13.82 16.38 41.62 ↑
NCQA average 40.34
NCQA 90th percentilea  57.02
— MCO was not under contract with HCA in this reporting year.


a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.
▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).


NR


NR


NR


NR


NR


NR: HCA did not require public reporting of this measure in 2013.
↑↓ Indicates statistically significant difference in percentages from 2012 to 2014 (p < 0.05); measures are not directly comparable due to 
changes in the Medicaid program.


Table B-17. Combo 8 immunizations by health plan, reporting years 2010–2014.  


Health plan


Number and percentage immunized


2010 2011 2012 2013 2014
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Washington Health Care Authority Medicaid 2010–2014 data Childhood Immunizations–Combo 9


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-18


n % n % n % n % n %


AMG — — — — — — 167 25.15 ▼


CCC — — — — — — 432 36.57


CHP 411 14.60 411 30.17 411 36.98 411 46.23 ↑ ▲


MHW 432 16.44 432 33.10 432 32.18 453 36.87


UHC — — — — — — 411 34.31


State average 12.97 25.19 31.02 37.25
NCQA average 35.90
NCQA 90th percentilea  51.34
— MCO was not under contract with HCA in this reporting year.


a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.
▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).


NR


NR


NR


NR


NR


NR: HCA did not require public reporting of this measure in 2013.
↑↓ Indicates statistically significant difference in percentages from 2012 to 2014 (p < 0.05); measures are not directly comparable due to 
changes in the Medicaid program.


Table B-18. Combo 9 immunizations by health plan, reporting years 2010–2014.  


Health plan


Number and percentage immunized


2010 2011 2012 2013 2014
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Washington Health Care Authority Medicaid 2010–2014 data Childhood Immunizations–Combo 10


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-19


n % n % n % n % n %


AMG — — — — — — 167 24.55 ▼


CCC — — — — — — 432 36.11


CHP 411 7.79 411 17.03 411 19.71 411 45.50 ↑ ▲


MHW 432 8.10 432 11.57 432 16.44 453 36.20 ↑ 


UHC — — — — — — 411 32.36


State average 7.05 10.40 14.16 36.34 ↑
NCQA average 34.67
NCQA 90th percentilea  49.67
— MCO was not under contract with HCA in this reporting year.


a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.
▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).


NR


NR


NR


NR


NR


NR: HCA did not require public reporting of this measure in 2013.


↑↓ Indicates statistically significant difference in percentages from 2012 to 2014 (p < 0.05); measures are not directly comparable due to 
changes in the Medicaid program.


Table B-19. Combo 10 immunizations by health plan, reporting years 2010–2014.  


Health plan


Number and percentage immunized


2010 2011 2012 2013 2014
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Washington Health Care Authority Medicaid 2010–2014 data Diabetes–HbA1c test


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-20


n % n % n % n % n %


AMG — — — — — — 452 81.64 ▼


CCC — — — — — — 453 86.09


CHP 411 83.45 411 87.10 411 82.97 548 91.79 ↑ ▲


MHW 429 82.05 430 83.49 447 83.45 444 87.61


UHC — — — — — — 411 82.73


State average 83.67 83.61 82.84 86.27 *↑
NCQA average 83.81
NCQA 90th percentilea  91.73
— MCO was not under contract with HCA in this reporting year.


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).


NR


NR


NR


NR


NR


NR: HCA did not require public reporting of this measure in 2013.
↑↓ Indicates statistically significant difference in percentages from 2012 to 2014 (p < 0.05); measures are not directly comparable due to 
changes in the Medicaid program.


Table B-20. HbA1c tests by health plan, reporting years 2010–2014.  


Health plan


Number and percentage tested


2010 2011 2012 2013 2014
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Washington Health Care Authority Medicaid 2010–2014 data Diabetes–HbA1c levels poorly controlled


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-21


n % n % n % n % n %


AMG — — — — — — 452 53.76


CCC — — — — — — 453 53.64


CHP 411 47.93 411 50.61 411 46.47 548 33.94 ↓ ▼


MHW 429 46.39 430 41.16 447 45.86 444 44.14 ▼


UHC — — — — — — 411 87.83 ▲


State average 45.77 47.92 47.62 53.25 *↑
NCQA average 45.57
NCQA 90th percentileb  30.28
— MCO was not under contract with HCA in this reporting year.


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a Lower percentages indicate better performance for this measure.
b 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).


NR


NR


NR


NR


NR


NR: HCA did not require public reporting of this measure in 2013.
↑↓ Indicates statistically significant difference in percentages from 2012 to 2014 (p < 0.05); measures are not directly comparable due to 
changes in the Medicaid program.


Table B-21. Enrollees with poor control of HbA1c levels by health plan, reporting years 2010–2014.  


Health plan


Number and percentage with HbA1c level at >9.0 percent
 a


2010 2011 2012 2013 2014
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Washington Health Care Authority Medicaid 2010–2014 data Diabetes–HbA1c levels good control


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-22


n % n % n % n % n %


AMG — — — — — — 452 37.17


CCC — — — — — — 453 38.85


CHP 411 41.12 411 39.66 411 41.36 548 58.58 ↑ ▲


MHW 429 44.76 430 47.44 447 44.07 444 45.95 ▲


UHC — — — — — — 411 11.19 ▼


State average 44.33 42.51 43.02 39.64 *
NCQA average 45.52
NCQA 90th percentilea  59.37
— MCO was not under contract with HCA in this reporting year.


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).


NR


NR


NR


NR


NR


NR: HCA did not require public reporting of this measure in 2013.


↑↓ Indicates statistically significant difference in percentages from 2012 to 2014 (p < 0.05); measures are not directly comparable due to 
changes in the Medicaid program.


Table B-22. Enrollees with good control of HbA1c levels by health plan, reporting years 2010–2014.  


Health plan


Number and percentage with HbA1c level at <8.0 percent


2010 2011 2012 2013 2014
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Washington Health Care Authority Medicaid 2010–2014 data Diabetes–Dilated retinal exam


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-23


n % n % n % n % n %


AMG — — — — — — 452 38.72 ▼


CCC — — — — — — 453 47.24


CHP 411 54.01 411 57.18 411 50.12 548 51.82 ▲


MHW 429 60.37 430 60.93 447 51.68 444 52.70 ▲


UHC — — — — — — 411 37.96 ▼


State average 58.21 58.67 49.33 46.06 *↓
NCQA average 53.53
NCQA 90th percentilea  68.04
— MCO was not under contract with HCA in this reporting year.


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).


NR


NR


NR


NR


NR


NR: HCA did not require public reporting of this measure in 2013.
↑↓ Indicates statistically significant difference in percentages from 2012 to 2014 (p < 0.05); measures are not directly comparable due to 
changes in the Medicaid program.


Table B-23. Dilated retinal exams by health plan, reporting years 2010–2014.  


Health plan


Number and percentage examined


2010 2011 2012 2013 2014
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Washington Health Care Authority Medicaid 2010–2014 data Diabetes–Lipid profile performed


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-24


n % n % n % n % n %


AMG — — — — — — 452 70.80


CCC — — — — — — 453 72.19


CHP 411 68.37 411 66.67 411 63.99 548 75.91 ↑


MHW 429 66.67 430 67.21 447 68.01 444 71.17


UHC — — — — — — 411 68.61


State average 68.78 65.41 65.23 71.97 *↑
NCQA average 75.97
NCQA 90th percentilea  83.71
— MCO was not under contract with HCA in this reporting year.


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


NR


NR


NR


NR


NR


NR: HCA did not require public reporting of this measure in 2013.
↑↓ Indicates statistically significant difference in percentages from 2012 to 2014 (p < 0.05); measures are not directly comparable due to 
changes in the Medicaid program.


Table B-24. Lipid profile (LDL-C screening) performed by health plan, reporting years 2010–2014.  


Health plan


Number and percentage profiled


2010 2011 2012 2013 2014
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Washington Health Care Authority Medicaid 2010–2014 data Diabetes–Lipids <100/dL


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-25


n % n % n % n % n %


AMG — — — — — — 452 27.21


CCC — — — — — — 453 25.83


CHP 411 21.90 411 24.09 411 22.14 548 34.31 ↑ ▲


MHW 429 25.41 430 26.74 447 27.29 444 30.41


UHC — — — — — — 411 9.98 ▼


State average 23.86 22.59 24.44 26.17 *↑
NCQA average 33.91
NCQA 90th percentilea  45.59
— MCO was not under contract with HCA in this reporting year.


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).


NR


NR


NR


NR


NR


NR: HCA did not require public reporting of this measure in 2013.
↑↓ Indicates statistically significant difference in percentages from 2012 to 2014 (p < 0.05); measures are not directly comparable due to 
changes in the Medicaid program.


Table B-25. Lipids controlled (<100 mg/dL) by health plan, reporting years 2010–2014.  


Health plan


Number and percentage with LDL level <100 mg/dL


2010 2011 2012 2013 2014
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Washington Health Care Authority Medicaid 2010–2014 data Diabetes–Nephropathy monitored


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-26


n % n % n % n % n %


AMG — — — — — — 452 78.98


CCC — — — — — — 453 80.57


CHP 411 70.32 411 71.78 411 70.80 548 80.84 ↑


MHW 429 73.66 430 73.49 447 71.81 444 79.95 ↑


UHC — — — — — — 411 75.67


State average 72.42 72.08 72.66 79.33 ↑
NCQA average 79.02
NCQA 90th percentilea  86.86
— MCO was not under contract with HCA in this reporting year.


a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


NR


NR


NR


NR


NR


NR: HCA did not require public reporting of this measure in 2013.


↑↓ Indicates statistically significant difference in percentages from 2012 to 2014 (p < 0.05); measures are not directly comparable due to 
changes in the Medicaid program.


Table B-26. Nephropathy monitored annually by health plan, reporting years 2010–2014.  


Health plan


Number and percentage monitored for nephropathy


2010 2011 2012 2013 2014
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Washington Health Care Authority Medicaid 2010–2014 data Diabetes–Blood pressure <140/80 mm Hg


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-27


n % n % n % n % n %


AMG — — — — 452 38.05


CCC — — — — 453 39.74


CHP 411 36.98 411 42.58 548 45.62 ▲


MHW 430 44.19 447 44.74 444 42.79 ▲


UHC — — — — 411 6.57 ▼


State average 41.02 43.54 35.49 *↓
NCQA average 39.24
NCQA 90th percentilea  53.20
— MCO was not under contract with HCA in this reporting year.


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).


NR


NR


NR


NR


NR


NR: HCA did not require public reporting of this measure.


NR


NR


NR


NR


NR


↑↓ Indicates statistically significant difference in percentages from 2012 to 2014 (p < 0.05); measures are not directly comparable due to 
changes in the Medicaid program.


Table B-27. Blood pressure controlled (<140/80 mm Hg), by health plan, reporting years 2010–2014.  


Health plan


Number and percentage with blood pressure <140/80 mm Hg
a


2010 2011 2012 2013 2014
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Washington Health Care Authority Medicaid 2010–2014 data Diabetes–Blood pressure <140/90 mm Hg


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-28


n % n % n % n % n %


AMG — — — — — — 452 55.31


CCC — — — — — — 453 60.71 ▲


CHP 411 67.64 411 64.72 411 69.34 548 67.52 ▲


MHW 429 69.93 430 70.93 447 70.25 444 64.86 ▲


UHC — — — — — — 411 11.19 ▼


State average 69.97 67.92 68.50 53.25 *↓
NCQA average 60.49
NCQA 90th percentilea 75.18
— MCO was not under contract with HCA in this reporting year.


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).


NR


NR


NR


NR


NR


NR: HCA did not require public reporting of this measure in 2013.
↑↓ Indicates statistically significant difference in percentages from 2012 to 2014 (p < 0.05); measures are not directly comparable due to 
changes in the Medicaid program.


Table B-28. Blood pressure controlled (<140/90 mm Hg), by health plan, reporting years 2010–2014.  


Health plan


Number and percentage with blood pressure <140/90 mm Hg


2010 2011 2012 2013 2014
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Washington Health Care Authority Medicaid 2010–2014 data Six+ WCC visits in the first 15 months of life


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-29


n % n % n % n % n %


AMG — — — — — — 190 45.26 ▼


CCC — — — — — — 432 43.06 ▼


CHP 411 47.93 411 51.09 411 54.26 411 60.10


MHW 432 59.95 431 61.25 432 59.03 453 67.77 ↑ ▲


UHC — — — — — — 411 58.64


State average 52.57 53.73 58.09 56.25 *
NCQA average 61.55
NCQA 90th percentilea  76.92
— MCO was not under contract with HCA in this reporting year.


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).


NR


NR


NR


NR


NR


NR: HCA did not require public reporting of this measure in 2013.
↑↓ Indicates statistically significant difference in percentages from 2012 to 2014 (p < 0.05); measures are not directly comparable due to 
changes in the Medicaid program.


Table B-29. Six or more well-child visits in the first 15 months of life by health plan, reporting years 


2010–2014.  


Health plan


Number and percentage with six or more visits


2010 2011 2012 2013 2014
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Washington Health Care Authority Medicaid 2010–2014 data Five WCC visits in the first 15 months of life


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-30


n % n % n % n % n %


AMG — — — — — — 190 19.47


CCC — — — — — — 432 28.24 ▲


CHP 411 21.41 411 21.65 411 22.14 411 19.95


MHW 432 18.06 431 20.42 432 20.37 453 16.34 ▼


UHC — — — — — — 411 19.95


State average 21.36 18.94 18.55 20.93 *
NCQA average 16.01
NCQA 90th percentilea  22.22
— MCO was not under contract with HCA in this reporting year.


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).


NR


NR


NR


NR


NR


NR: HCA did not require public reporting of this measure in 2013.


Table B-30. Five well-child visits in the first 15 months of life by health plan, reporting years 2010–2014.  


Health plan


Number and percentage with five visits


2010 2011 2012 2013 2014
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Washington Health Care Authority Medicaid 2010–2014 data Four WCC visits in the first 15 months of life


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-31


n % n % n % n % n %


AMG — — — — — — 190 14.21


CCC — — — — — — 432 15.05


CHP 411 16.79 411 14.11 411 12.17 411 10.71


MHW 432 12.50 431 9.98 432 11.34 453 9.27


UHC — — — — — — 411 10.71


State average 13.23 13.45 11.51 11.70 *
NCQA average 9.75
NCQA 90th percentilea  15.00
— MCO was not under contract with HCA in this reporting year.


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


NR


NR


NR


NR


NR


NR: HCA did not require public reporting of this measure in 2013.


Table B-31. Four well-child visits in the first 15 months of life by health plan, reporting years 2010–2014.  


Health plan


Number and percentage with four visits


2010 2011 2012 2013 2014
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Washington Health Care Authority Medicaid 2010–2014 data Three WCC visits in the first 15 months of life


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-32


n % n % n % n % n %


AMG — — — — — — 190 5.26


CCC — — — — — — 432 6.48


CHP 411 6.33 411 5.11 411 6.08 411 4.38


MHW 432 5.09 431 2.78 432 5.32 453 3.09


UHC — — — — — — 411 2.92


State average 7.61 6.07 6.02 4.32 ↓
NCQA average 5.30
NCQA 90th percentilea  8.99
— MCO was not under contract with HCA in this reporting year.


a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


NR


NR


NR


NR


NR


NR: HCA did not require public reporting of this measure in 2013.
↑↓ Indicates statistically significant difference in percentages from 2012 to 2014 (p < 0.05); measures are not directly comparable due to 
changes in the Medicaid program.


Table B-32. Three well-child visits in the first 15 months of life by health plan, reporting years 2010–2014.  


Health plan


Number and percentage with three visits


2010 2011 2012 2013 2014
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Washington Health Care Authority Medicaid 2010–2014 data Two WCC visits in the first 15 months of life


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-33


n % n % n % n % n %


AMG — — — — — — 190 5.26


CCC — — — — — — 432 3.24


CHP 411 3.41 411 4.14 411 2.43 411 2.43


MHW 432 2.78 431 3.71 432 2.08 453 2.65


UHC — — — — — — 411 1.95


State average 2.95 4.19 3.42 2.85
NCQA average 2.94
NCQA 90th percentilea  5.20
— MCO was not under contract with HCA in this reporting year.


a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


NR


NR


NR


NR


NR


NR: HCA did not require public reporting of this measure in 2013.


Table B-33. Two well-child visits in the first 15 months of life by health plan, reporting years 2010–2014.  


Health plan


Number and percentage with two visits


2010 2011 2012 2013 2014
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Washington Health Care Authority Medicaid 2010–2014 data One WCC visit in the first 15 months of life


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-34


n % n % n % n % n %


AMG — — — — — — 190 2.63


CCC — — — — — — 432 2.31


CHP 411 3.16 411 1.70 411 1.70 411 1.46


MHW 432 1.16 431 0.93 432 1.39 453 0.00 ↓ ▼


UHC — — — — — — 411 1.46


State average 1.67 2.22 1.64 1.42
NCQA average 1.80
NCQA 90th percentilea  3.42
— MCO was not under contract with HCA in this reporting year.


a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.
▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).


NR


NR


NR


NR


NR


NR: HCA did not require public reporting of this measure in 2013.
↑↓ Indicates statistically significant difference in percentages from 2012 to 2014 (p < 0.05); measures are not directly comparable due to 
changes in the Medicaid program.


Table B-34. One well-child visit in the first 15 months of life by health plan, reporting years 2010–2014.  


Health plan


Number and percentage with one visit


2010 2011 2012 2013 2014
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Washington Health Care Authority Medicaid 2010–2014 data Zero WCC visits in the first 15 months of life


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-35


n % n % n % n % n %


AMG — — — — — — 190 7.89 ▲


CCC — — — — — — 432 1.62


CHP 411 0.97 411 2.19 411 1.22 411 0.97


MHW 432 0.46 431 0.93 432 0.46 453 0.88 ▼


UHC — — — — — — 411 4.38 ▲


State average 0.62 1.40 0.77 2.53 ↑
NCQA average 2.65
NCQA 90th percentilea  4.12
— MCO was not under contract with HCA in this reporting year.


a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.
▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).


NR


NR


NR


NR


NR


NR: HCA did not require public reporting of this measure in 2013.
↑↓ Indicates statistically significant difference in percentages from 2012 to 2014 (p < 0.05); measures are not directly comparable due to 
changes in the Medicaid program.


Table B-35. Zero well-child visits in the first 15 months of life by health plan, reporting years 2010–2014.  


Health plan


Number and percentage with zero visits


2010 2011 2012 2013 2014
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Washington Health Care Authority Medicaid 2010–2014 data WCC visits in the 3rd, 4th, 5th, and 6th years of life


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-36


n % n % n % n % n %


AMG — — — — — — 432 58.33 ▼


CCC — — — — — — 432 67.36


CHP 411 66.42 411 64.23 411 63.75 411 66.18


MHW 432 67.36 432 68.75 432 65.51 435 64.60


UHC — — — — — — 411 62.77


State average 62.15 61.50 62.38 63.84 *
NCQA average 71.49
NCQA 90th percentilea  82.69
— MCO was not under contract with HCA in this reporting year.


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).


NR


NR


NR


NR


NR


NR: HCA did not require public reporting of this measure in 2013.


Table B-36. Well-child visits in the 3rd, 4th, 5th, and 6th years of life by health plan, reporting years 2010–2014.  


Health plan


Number and percentage with visits


2010 2011 2012 2013 2014


Section VIII Page152







Washington Health Care Authority Medicaid 2010–2014 data WCC visits for adolescents ages 12–21 years


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-37


n % n % n % n % n %


AMG — — — — — — 432 34.95


CCC — — — — — — 432 38.19


CHP 411 32.60 411 39.42 411 39.90 411 42.34


MHW 432 38.19 432 43.98 432 45.83 453 44.37 ▲


UHC — — — — — — 411 35.52


State average 36.62 36.51 39.25 39.13 *
NCQA average 50.03
NCQA 90th percentilea  65.56
— MCO was not under contract with HCA in this reporting year.


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).


NR


NR


NR


NR


NR


NR: HCA did not require public reporting of this measure in 2013.


Table B-37. Adolescents, 12–21 years, one or more well-care visits by health plan, reporting years 2010–2014.  


Health plan


Number and percentage with visits


2010 2011 2012 2013 2014
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Washington Health Care Authority Medicaid 2010–2014 data Immunizations for adolescents-meningococcal 


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-38


n % n % n % n % n %


AMG 186 55.38 ▼
CCC 432 73.38 ▲
CHP 411 72.51 ▲
MHW 432 66.44


UHC 411 62.53


State average 67.41 *
NCQA average 71.94
NCQA 90th percentilea  88.27


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).
NR: HCA did not require public reporting of this measure during this year.


Table B-38. Adolescent meningococcal immunizations by health plan, reporting year 2014.  


Health plan


Number and percentage immunized


2010 2011 2012 2013 2014


NR


NR


NR


NR


NR


NR
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Washington Health Care Authority Medicaid 2010–2014 data Immunizations for adolescents–Tdap 


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-39


n % n % n % n % n %


AMG 186 78.49


CCC 432 88.66 ▲
CHP 411 88.32 ▲
MHW 432 86.81


UHC 411 74.21 ▼
State average 83.97
NCQA average 83.58
NCQA 90th percentilea 92.94


a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.
▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).
NR: HCA did not require public reporting of this measure during this year.


Table B-39. Adolescent Tdap immunizations by health plan, reporting year 2014.  


Health plan


Number and percentage immunized


2010 2011 2012 2013 2014


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR NR


NR


NR


NR


NR
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Washington Health Care Authority Medicaid 2010–2014 data Immunizations for adolescents–combo1


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-40


n % n % n % n % n %


AMG 186 54.84 ▼
CCC 432 69.21


CHP 411 71.29 ▲
MHW 432 64.58


UHC 411 61.31


State average 65.44 *
NCQA average 70.17
NCQA 90th percentilea 86.46


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).


NR NR NR NR


NR NR NR NR


NR NR NR NR


NR: HCA did not require public reporting of this measure during this year.


NR NR NR NR


NR NR NR NR


Table B-40. Adolescent Combo 1 immunizations by health plan, reporting year 2014.  


Health plan


Number and percentage immunized


2010 2011 2012 2013 2014
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Washington Health Care Authority Medicaid 2010–2014 data BMI total counseled  


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-41


n % n % n % n % n %


AMG 431 28.07


CCC 432 19.91 ▼


CHP 200 53.04 ▲


MHW 453 35.10 ▲


UHC 411 14.36 ▼


State average 30.07 *
NCQA average 56.92
NCQA 90th percentilea 82.46


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


NR


NR


NR


NR


NR


NR


▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).


NR


NR


NR


NR


NR


NR: HCA did not require public reporting of this measure in 2010–2013.


NR


NR


NR


NR


NR


NR


NR


NR


NR


Table B-41. Weight assessment and counseling for nutrition and physical activity for children and adolescents, 


BMI total, by health plan, reporting year 2014.  


Health plan


Number and percentage counseled


2010 2011 2012 2013 2014
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Washington Health Care Authority Medicaid 2010–2014 data BMI age 3–11 years counseled  


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-42


n % n % n % n % n %


AMG 283 26.50


CCC 287 17.42 ▼


CHP 273 49.82 ▲


MHW 304 32.89


UHC 272 12.13 ▼


State average 27.77 *
NCQA average 56.38
NCQA 90th percentilea 83.39


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


Table B-42. Weight assessment and counseling for nutrition and physical activity for children and 


adolescents, BMI, age 3–11 years, by health plan, reporting year 2014.  


Health plan


Number and percentage counseled


2010 2011 2012 2013 2014


NR NR NR NR


NR NR NR NR


NR NR NR NR


NR NR NR NR


▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).


NR NR NR NR


NR: HCA did not require public reporting of this measure in 2010–2013.
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Washington Health Care Authority Medicaid 2010–2014 data BMI age 12–17 years counseled  


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-43


n % n % n % n % n %


AMG 148 31.08


CCC 145 24.83 ▼


CHP 138 59.42 ▲


MHW 149 39.60


UHC 139 18.71 ▼


State average 34.63 *
NCQA average 57.89
NCQA 90th percentilea 82.73


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


Table B-43. Weight assessment and counseling for nutrition and physical activity for children and 


adolescents, BMI, age 12–17 years, by health plan, reporting year 2014.  


Health plan


Number and percentage counseled


2010 2011 2012 2013 2014


NR NR NR NR


NR NR NR NR


NR NR NR NR


NR NR NR NR


▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).


NR NR NR NR


NR: HCA did not require public reporting of this measure in 2010–2013.
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Washington Health Care Authority Medicaid 2010–2014 data Nutrition total counseled  


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-44


n % n % n % n % n %


AMG 431 44.55


CCC 432 46.30


CHP 411 52.80 ▲


MHW 453 45.03


UHC 411 39.90 ▼


State average 45.70 *
NCQA average 58.70
NCQA 90th percentilea 77.47


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR: HCA did not require public reporting of this measure in 2010–2013.
▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).


Table B-44. Weight assessment and counseling for nutrition and physical activity for children and 


adolescents, nutrition total, by health plan, reporting year 2014.  


Health plan


Number and percentage counseled


2010 2011 2012 2013 2014


NR


NR


NR


NR


NR


NR
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Washington Health Care Authority Medicaid 2010–2014 data Nutrition age 3–11 years counseled  


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-45


n % n % n % n % n %


AMG 283 47.00


CCC 287 51.92


CHP 273 52.01


MHW 304 45.39


UHC 272 42.28


State average 47.71 *
NCQA average 60.41
NCQA 90th percentilea 79.42


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


Table B-45. Weight assessment and counseling for nutrition and physical activity for children and 


adolescents, nutrition, age 3–11 years, by health plan, reporting year 2014.  


Health plan


Number and percentage counseled


2010 2011 2012 2013 2014


NR NR NR NR


NR NR NR NR


NR NR NR NR


NR NR NR NR


NR NR NR NR


NR: HCA did not require public reporting of this measure in 2010–2013.
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Washington Health Care Authority Medicaid 2010–2014 data Nutrition age 12–17 years counseled  


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-46


n % n % n % n % n %


AMG 148 39.86


CCC 145 35.17


CHP 138 54.35 ▲


MHW 149 44.30


UHC 139 35.25


State average 41.72 *
NCQA average 55.15
NCQA 90th percentilea 74.68


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


Table B-46. Weight assessment and counseling for nutrition and physical activity for children and 


adolescents, nutrition, age 12–17 years, by health plan, reporting year 2014.  


Health plan


Number and percentage counseled


2010 2011 2012 2013 2014


NR NR NR NR


NR NR NR NR


NR NR NR NR


NR NR NR NR


▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).


NR NR NR NR


NR: HCA did not require public reporting of this measure in 2010–2013.
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Washington Health Care Authority Medicaid 2010–2014 data Activity total  


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-47


n % n % n % n % n %


AMG 431 37.82


CCC 432 45.14


CHP 411 51.58 ▲


MHW 453 38.19


UHC 411 34.55 ▼


State average 41.39 *
NCQA average 50.50
NCQA 90th percentilea 69.76


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR: HCA did not require public reporting of this measure in 2010–2013.
▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).


Table B-47. Weight assessment and counseling for nutrition and physical activity for children and 


adolescents, physical activity total, by health plan, reporting year 2014.  


Health plan


Number and percentage counseled


2010 2011 2012 2013 2014


NR


NR


NR


NR


NR


NR


Section VIII Page163







Washington Health Care Authority Medicaid 2010–2014 data Activity age 3–11 years counseled   


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-48


n % n % n % n % n %


AMG 283 34.28


CCC 287 44.25


CHP 273 45.79 ▲


MHW 304 34.87


UHC 272 34.19


State average 38.62 *
NCQA average 49.06
NCQA 90th percentilea 67.65


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


Table B-48. Weight assessment and counseling for nutrition and physical activity for children and 


adolescents, physical activity age 3–11 years, by health plan, reporting year 2014.  


Health plan


Number and percentage counseled


2010 2011 2012 2013 2014


NR NR NR NR


NR NR NR NR


NR NR NR NR


NR NR NR NR


▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).


NR NR NR NR


NR: HCA did not require public reporting of this measure in 2010–2013.
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Washington Health Care Authority Medicaid 2010–2014 data Activity age 12–17 years counseled   


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-49


n % n % n % n % n %


AMG 148 44.59


CCC 145 46.90


CHP 138 63.04 ▲


MHW 149 44.97


UHC 139 35.25 ▼


State average 46.87 *
NCQA average 53.40
NCQA 90th percentilea 72.79


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


Table B-49. Weight assessment and counseling for nutrition and physical activity for children and 


adolescents, physical activity age 12–17 years, by health plan, reporting year 2014.  


Health plan


Number and percentage counseled


2010 2011 2012 2013 2014


NR NR NR NR


NR NR NR NR


NR NR NR NR


NR NR NR NR


▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).


NR NR NR NR


NR: HCA did not require public reporting of this measure in 2010–2013.
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Washington Health Care Authority Medicaid 2010–2014 data Children and adolescents' access to primary care
 


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-50


n % n % n % n % n %


AMG 626 93.45 ▼
CCC 2,204 97.19


CHP 8,647 97.14


MHW 15,654 97.78 ▲
UHC 1,468 93.94 ▼
State average 97.25 *
NCQA average 96.14
NCQA 90th percentilea 98.53


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


NR NR NR NR


NR NR NR NR


NR NR


NR NR NR NR


▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).
NR: HCA did not require public reporting of this measure in 2010–2013.


Table B-50. Access to primary care practitioners, 12–24 months, by health plan, reporting year 2014.  


Health plan


Number and percentage who had a visit with a PCP


2010 2011 2012 2013 2014


NR NR NR NR


NR NR
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Washington Health Care Authority Medicaid 2010–2014 data Children and adolescents' access to primary care


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-51


n % n % n % n % n %


AMG 1,873 77.52 ▼
CCC 7,619 86.13 ▼
CHP 46,878 86.22 ▼
MHW 77,081 89.04 ▲
UHC 4,838 82.20 ▼
State average 87.53 *
NCQA average 88.25
NCQA 90th percentilea 93.58


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


NR NR NR NR


NR NR NR NR


NR NR


NR NR NR NR


▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).
NR: HCA did not require public reporting of this measure in 2010–2013.


Table B-51. Access to primary care practitioners, 25 months to 6 years, by health plan, reporting year 2014.  


Health plan


Number and percentage who had a visit with a PCP


2010 2011 2012 2013 2014


NR NR NR NR


NR NR
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Washington Health Care Authority Medicaid 2010–2014 data Children and adolescents' access to primary care


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-52


n % n % n % n % n %


AMG NA NA


CCC NA NA


CHP 27,547 89.39 ▼
MHW 49,347 92.24 ▲
UHC NA NA


State average 91.22 *
NCQA average 90.02
NCQA 90th percentilea 95.19
NA: Sample size was smaller than the minimum required during the reporting year.


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


NR NR NR NR


NR NR NR NR


NR NR


NR NR NR NR


▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).
NR: HCA did not require public reporting of this measure in 2010–2013.


Table B-52. Access to primary care practitioners, 7–11 years, by health plan, reporting year 2014.  


Health plan


Number and percentage who had a visit with a PCP


2010 2011 2012 2013 2014


NR NR NR NR


NR NR
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Washington Health Care Authority Medicaid 2010–2014 data Children and adolescents' access to primary care


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-53


n % n % n % n % n %


AMG NA NA


CCC NA NA


CHP 31,243 88.49 ▼
MHW 51,848 92.12 ▲
UHC NA NA


State average 90.75 *
NCQA average 88.52
NCQA 90th percentilea 94.42
NA: Sample size was smaller than the minimum required during the reporting year.


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


NR NR NR NR


NR NR NR NR


NR NR


NR NR NR NR


▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).
NR: HCA did not require public reporting of this measure in 2010–2013.


Table B-53. Access to primary care practitioners, 12–19 years, by health plan, reporting year 2014.  


Health plan


Number and percentage who had a visit with a PCP


2010 2011 2012 2013 2014


NR NR NR NR


NR NR
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Washington Health Care Authority Medicaid 2010–2014 data Appropriate testing for children with pharyngitis


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-54


n % n % n % n % n %


AMG 179 68.16


CCC 701 54.35 ▼
CHP 4,258 59.18 ▼
MHW 6,664 67.38 ▲
UHC 331 66.77


State average 63.74 *
NCQA average 66.52
NCQA 90th percentileb 83.66


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a Higher rates represent better performance (i.e., appropriate testing).
b90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


NR NR NR NR


NR NR NR NR


NR NR


NR NR NR NR


▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).
NR: HCA did not require public reporting of this measure in 2010–2013.


Table B-54. Children 2–18 diagnosed and treated for pharyngitis, by health plan, reporting year 2014.  


Health plan


Number and percentage tested
a


2010 2011 2012 2013 2014


NR NR NR NR


NR NR
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Washington Health Care Authority Medicaid 2010–2014 data Use of appropriate medications for people with asthma


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-55


n % n % n % n % n %


AMG 0 NA


CCC 0 NA


CHP 1,752 84.08


MHW 3,155 83.14


UHC 0 NA


State average 83.47
NCQA average 84.07
NCQA 90th percentilea 91.47
NA: Sample size was smaller than the minimum required during the reporting year and the eligible population was zero.


a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


NR NR NR NR


NR NR NR NR


NR NR


NR NR NR NR


NR: HCA did not require public reporting of this measure in 2013.


Table B-55. Total appropriately prescribed asthma medication, by health plan, reporting year 2014.  


Health plan


Number and percentage prescribed


2010 2011 2012 2013 2014


NR NR NR NR


NR NR
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Washington Health Care Authority Medicaid 2010–2014 data Use of appropriate medications for people with asthma


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-56


n % n % n % n % n %


AMG 0 NA


CCC 0 NA


CHP 768 89.19


MHW 1,441 87.79


UHC 0 NA


State average 88.28 *
NCQA average 90.18
NCQA 90th percentilea 95.16
NA: Sample size was smaller than the minimum required during the reporting year and the eligible population was zero.


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


NR NR NR NR


NR NR NR NR


NR NR


NR NR NR NR


NR: HCA did not require public reporting of this measure in 2010–2013.


Table B-56. Age 5–11 years, prescribed asthma medication, by health plan, reporting year 2014.  


Health plan


Number and percentage prescribed


2010 2011 2012 2013 2014


NR NR NR NR


NR NR
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Washington Health Care Authority Medicaid 2010–2014 data Use of appropriate medications for people with asthma


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-57


n % n % n % n % n %


AMG 0 NA


CCC 0 NA


CHP 576 83.16


MHW 1,141 81.95


UHC 0 NA


State average 82.35 *
NCQA average 86.93
NCQA 90th percentilea 92.99
NA: Sample size was smaller than the minimum required during the reporting year and the eligible population was zero.


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


NR NR NR NR


NR NR NR NR


NR NR


NR NR NR NR


NR: HCA did not require public reporting of this measure in 2010–2013.


Table B-57. Age 12–18 years, prescribed asthma medication, by health plan, reporting year 2014.  


Health plan


Number and percentage prescribed


2010 2011 2012 2013 2014


NR NR NR NR


NR NR
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Washington Health Care Authority Medicaid 2010–2014 data Use of appropriate medications for people with asthma


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-58


n % n % n % n % n %


AMG 0 NA


CCC 0 NA


CHP 324 75.31


MHW 513 72.71


UHC 0 NA


State average 73.72
NCQA average 74.36
NCQA 90th percentilea 84.49
NA: Sample size was smaller than the minimum required during the reporting year and the eligible population was zero.


a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


NR NR NR NR


NR NR NR NR


NR


NR NR NR NR


NR: HCA did not require public reporting of this measure in 2010–2013.


Table B-58. Age 19–50 years, prescribed asthma medication, by health plan, reporting year 2014.  


Health plan


Number and percentage prescribed


2010 2011 2012 2013 2014


NR NR NR NR


NR NR NR
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Washington Health Care Authority Medicaid 2010–2014 data Use of appropriate medications for people with asthma


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-59


n % n % n % n % n %


AMG 0 NA


CCC 0 NA


CHP 84 77.38


MHW 60 83.33


UHC 0 NA


State average 79.86 *
NCQA average 70.20
NCQA 90th percentilea 80.00
NA: Sample size was smaller than the minimum required during the reporting year and the eligible population was zero.


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).
a 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


NR NR NR NR


NR NR NR NR


NR


NR NR NR NR


NR: HCA did not require public reporting of this measure in 2010-2013.


Table B-59. Age 51–64 years, prescribed asthma medication, by health plan, reporting year 2014.  


Health plan


Number and percentage prescribed


2010 2011 2012 2013 2014


NR NR NR NR


NR NR NR


Section VIII Page175







Washington Health Care Authority Medicaid 2010–2014 data Mental health utilization–outpatient/ED total


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-60


n % n % n % n % n %


AMG 510 1.73 ▼


CCC 1,167 1.67 ▼


CHP 6,025 2.27


MHW 1,217 4.56 ▲


UHC 833 1.67 ▼
State average 2.21 *
NCQA average 12.27
NCQA 90th percentileb 21.77


▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).
* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).


b90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


NR NR NR NR


aPercentages are calculated using member years to standardize counts of members enrolled for fewer than 12 months.


NR: HCA did not require public reporting of this measure in 2010–2013.


NR NR NR NR


NR NR NR NR


Table B-60. Frequency of mental health outpatient and ED services, total, by health plan, reporting year 2014. 


Health plan 2010


Number and percentage of members receiving services
a


2011 2012 2013 2014


NR NR NR NR


NR NR NR NR
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n % n % n % n % n %


AMG 116 1.01 ▼


CCC 274 0.78 ▼


CHP 1,956 1.33 ▼


MHW 261 2.91 ▲


UHC 168 0.75 ▼
State average 1.23
NCQA average NA
NCQA 90th percentile NA
NA: not available from the NCQA Quality Compass for Medicaid in the reporting year.


▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).


NR NR NR NR


aPercentages are calculated using member years to standardize counts of members enrolled for fewer than 12 months.


NR: HCA did not require public reporting of this measure in 2010–2013.


NR NR NR NR


NR NR NR NR


Table B-61. Frequency of mental health outpatient and ED services, 0–12 years, by health plan, reporting year 2014. 


Health plan


Number and percentage of members receiving services
a


2010 2011 2012 2013 2014


NR NR NR NR


NR NR NR NR
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Washington Health Care Authority Medicaid 2010–2014 data Mental health utilization–outpatient/ED total


Acumentra Health 2014 Performance Measure Comparative Analysis Report B-62


n % n % n % n % n %


AMG 55 1.54 ▼


CCC 153 1.57 ▼


CHP 1,156 2.64


MHW 229 6.15 ▲


UHC 119 1.82 ▼
State average 2.54
NCQA average NA
NCQA 90th percentile NA
NA: not available from the NCQA Quality Compass for Medicaid in the reporting year.


▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).
NR: HCA did not require public reporting of this measure in 2010–2013.


NR NR NR NR


NR NR NR NR


NR


NR NR NR NR


aPercentages are calculated using member years to standardize counts of members enrolled for fewer than 12 months.


2010


Table B-62. Frequency of mental health outpatient and ED services, 13–17 years, by health plan, reporting year 2014. 


Health plan


Number and percentage of members receiving services
a


2011 2012 2013 2014


NR NR NR NR


NR NR NR
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n % n % n % n % n %


AMG 339 2.35 ▼


CCC 740 2.99 ▼


CHP 2,913 3.93 ▲


MHW 727 5.19 ▲


UHC 546 2.61 ▼
State average 3.55
NCQA average NA
NCQA 90th percentile NA
NA: not available from the NCQA Quality Compass for Medicaid in the reporting year.


▲▼ Indicates statistically significant difference in plan vs. state percentage in 2014 (p < 0.05).
NR: HCA did not require public reporting of this measure in 2010–2013.


NR NR NR NR


NR NR NR NR


NR


NR NR NR NR


aPercentages are calculated using member years to standardize counts of members enrolled for fewer than 12 months.


Table B-63. Frequency of mental health outpatient and ED services, 18–64 years, by health plan, reporting year 2014. 


Health plan


Number and percentage of members receiving services
a


2010 2011 2012 2013 2014


NR NR NR NR


NR NR NR
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Washington Health Care Authority Medicaid 2010–2014 data General hospital/acute care total inpatient discharges
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Discharges    Discharges/MM Discharges    Discharges/MM Discharges    Discharges/MM Discharges    Discharges/MM Discharges    Discharges/MM


AMG — — — — — — 813 6.97 3,247 9.17 ↑ ▲


CCC — — — — — — 1,836 6.82 6,399 7.63 ↑ ▲


CHP 12,604 5.72 22,701 8.97 28,375 10.59 9,523 5.52 17,787 5.59 ▼


MHW 21,754 6.20 22,697 5.76 21,637 5.46 12,882 5.37 25,249 5.25 ↓ ▼


UHC — — — — — — 1,256 6.47 4,378 7.30 ↑ ▲


State average 6.05 6.85 7.12 5.59 5.83 *↑
NCQA average 8.88
NCQA 90th percentiled 10.92


— MCO was not under contract with HCA in this reporting year.
↑↓ Indicates statistically significant difference in rates from 2013 to 2014 (p < 0.05).


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).


b2013 data set contained 6 months worth of data.
c2014 data set contained 12 months worth of data.
d90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


a Discharges/MM is discharges per 1000 member months.


▲▼ Indicates statistically significant difference in plan rate vs. state average in 2014 (p < 0.05).


Table B-64. General hospital/acute care total inpatient discharges by health plan, reporting years 2010–2014. 


Health plan


Number of discharges and discharges/1000 member months
a


2010 2011 2012 2013
b


2014
c
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Washington Health Care Authority Medicaid 2010–2014 data General hospital/acute care total inpatient days
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Days Days/MM ALOS Days Days/MM ALOS Days Days/MM ALOS Days Days/MM ALOS Days Days/MM ALOS 


AMG — — — — — — — — — 3,022 25.89 3.72 12,806 36.17 3.94 ▲


CCC — — — — — — — — — 5,955 22.12 3.24 22,511 26.85 3.52 ↑


CHP 34,993 15.88 2.78 48,932 19.33 2.16 61,233 22.85 2.16 30,694 17.80 3.22 58,450 18.38 3.29 ▼


MHW 61,420 17.50 2.82 63,587 16.14 2.80 60,465 15.27 2.79 39,528 16.47 3.07 84,546 17.56 3.35 ↑ ▼


UHC — — — — — — — — — 4,204 21.66 3.35 17,658 29.43 4.03 ↑ ▲


State average 16.74 2.77 17.09 2.50 17.43 2.45 17.73 3.17     20.03  * 3.43 *↑
NCQA average 34.10 3.81
NCQA 90th percentilee 48.15 4.57
— MCO was not under contract with HCA in this reporting year.
↑↓ Indicates statistically significant difference in ALOS from 2013 to 2014 (p < 0.05).
▲▼ Indicates statistically significant difference in plan vs. state ALOS in 2014 (p < 0.05).
* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).


c2013 data set contained 6 months worth of data.
d2014 data set contained 12 months worth of data.
e90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


bALOS is the average length of stay.


Table B-65. General hospital/acute care total inpatient days by health plan, reporting years 2010–2014. 


Health plan


Number of days and days/1000 member months, and average length of stay
a,b


2010 2011 2012 2013
c


2014
d


a Days/MM is the number of days per 1000 member months.
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Washington Health Care Authority Medicaid 2010-2014 data General hospital/acute care medical discharges
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Discharges    Discharges/MM Discharges    Discharges/MM Discharges    Discharges/MM Discharges    Discharges/MM Discharges    Discharges/MM


AMG — — — — — — 325 2.78 1135 3.21 ↑ ▲


CCC — — — — — — 675 2.51 2236 2.67 ▲


CHP 2,915 1.32 2,917 1.15 3,363 1.25 2,785 1.62 6,245 1.96 ↑ ▲


MHW 5,207 1.48 5,554 1.41 5,211 1.32 3,284 1.37 7,392 1.54 ↑ ▼


UHC — — — — — — 458 2.36 1492 2.49 ▲


State average 1.48 1.37 1.37 1.60 1.89 *↑
NCQA average 4.51
NCQA 90th percentiled 6.16


↑↓ Indicates statistically significant difference in rates from 2013 to 2014 (p < 0.05).
▲▼ Indicates statistically significant difference in plan rate vs. state average in 2014 (p < 0.05).
* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).


b2013 data set contained 6 months worth of data.
c2014 data set contained 12 months worth of data.
d 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


a Discharges/MM is the number of discharges per 1000 member months.


2014
c


Table B-66. General hospital/acute care medical discharges by health plan, reporting years 2010–2014. 


Health plan 2010 2011 2012 2013
b


Number of discharges and discharges/1000 member months
a


— MCO was not under contract with HCA in this reporting year.
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Days Days/
MM ALOS Days Days/
MM ALOS Days Days/
MM ALOS Days Days/MM ALOS Days Days/MM ALOS 


AMG — — — — — — — — — 1,192 10.21 3.67 4,558 12.87 4.02 ▲


CCC — — — — — — — — — 2,142 7.95 3.17 7,560 9.02 3.38


CHP 7,478 3.39 2.57 7,685 3.04 2.63 8,979 3.35 2.67 9,875 5.73 3.55 19,699 6.19 3.15 ↓ ▼


MHW 13,793 3.93 2.65 15,080 3.83 2.72 15,054 3.80 2.89 10,460 4.36 3.19 24,149 5.02 3.27 ▼


UHC — — — — — — — — — 1,512 7.79 3.30 6,142 10.24 4.12 ↑ ▲


State average 3.87 2.61 3.66 2.68 3.75 2.75 5.35 3.35      6.35  * 3.36 *
NCQA average 16.01 3.67
NCQA 90th percentilee 23.17 4.41
— MCO was not under contract with HCA in this reporting year.
↑↓ Indicates statistically significant difference in ALOS from 2013 to 2014 (p < 0.05).
▲▼ Indicates statistically significant difference in plan vs. state ALOS in 2014 (p < 0.05).
* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).


c2013 data set contained 6 months worth of data.
d2014 data set contained 12 months worth of data.
e 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


a Days/MM is the number of days per 1000 member months.
bALOS is the average length of stay.


Table B-67. General hospital/acute care medical days by health plan, reporting years 2010–2014. 


Health plan 2010 2011 2012 2013
c


2014
d


Number of days and days/1000 member months, and average length of stay
a,b
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Discharges    Discharges/MM Discharges    Discharges/MM Discharges    Discharges/MM Discharges    Discharges/MM Discharges   Discharges/MM


AMG — — — — — — 177 1.52 640 1.81 ↑ ▲


CCC — — — — — — 363 1.35 1,208 1.44 ▲


CHP 1,718 0.78 6,679 2.64 9,016 3.36 1,653 0.96 3,604 1.13 ↑


MHW 2,806 0.80 3,084 0.78 2,970 0.75 2,129 0.89 4,787 0.99 ↑ ▼


UHC — — — — — — 261 1.34 890 1.48 ▲


State average 0.79 1.39 1.61 0.97 1.14 *↑
NCQA average 1.60
NCQA 90th percentiled 2.47


↑↓ Indicates statistically significant difference in rates from 2013 to 2014 (p < 0.05).
▲▼ Indicates statistically significant difference in plan rate vs. state average in 2014 (p < 0.05).
* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).


b2013 data set contained 6 months worth of data.
c2014 data set contained 12 months worth of data.
d 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


a Discharges/MM is the number of discharges per 1000 member months.


2013
b


Table B-68. General hospital/acute care surgical discharges by health plan, reporting years 2010–2014.


Health plan 2010 2011 2012 2014
c


Number of discharges and discharges/1000 member months
a


— MCO was not under contract with HCA in this reporting year.
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Days Days/MM ALOS Days Days/MM ALOS Days Days/MM ALOS Days Days/MM ALOS Days Days/MM ALOS 


AMG — — — — — — — — — 992 8.50 5.60 4,667 13.18 7.29 ↑ ▲


CCC — — — — — — — — — 1,886 7.00 5.20 8,130 9.70 6.73 ↑ ▲


CHP 8,551 3.88 4.98 13,194 5.21 1.98 19,774 7.38 2.19 8,601 4.99 5.20 20,045 6.30 5.56 ↑ ▼


MHW 14,354 4.09 5.12 14,010 3.56 4.54 13,866 3.50 4.67 12,128 5.05 5.70 30,678 6.37 6.41 ↑


UHC — — — — — — — — — — 1,364 7.03 5.23 6,515 10.86 7.32 ↑ ▲


State average 3.82 4.81 3.99 2.86 4.55 2.83 5.31 5.45      7.16  * 6.29  *↑
NCQA average 10.98 6.41
NCQA 90th percentilee 18.02 8.58


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).


c2013 data set contained 6 months worth of data.
d2014 data set contained 12 months worth of data.
e 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


b ALOS is the average length of stay.


Table B-69. General hospital/acute care surgical days by health plan, reporting years 2010–2014. 


Health plan


Number of days and days/1000 member months, and average length of stay
a,b


2010 2011 2012 2013
c


2014
d


↑↓ Indicates statistically significant difference in ALOS from 2013 to 2014 (p < 0.05).           
▲▼ Indicates statistically significant difference in plan vs. state ALOS in 2014 (p < 0.05).


a Days/MM is the number of days/1000 member months.


— MCO was not under contract with HCA in this reporting year.
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Discharges    Discharges/MM Discharges    Discharges/MM Discharges    Discharges/MM Discharges    Discharges/MM Discharges    Discharges/MM


AMG — — — — — — 311 3.99 1,472 6.04 ↑ ▲


CCC — — — — — — 798 4.85 2,955 6.00 ↑ ▲


CHP 7,967 7.70 13,097 10.84 15,943 12.33 5,084 5.50 7,935 4.48 ↓ ▼


MHW 13,741 8.50 14,059 7.63 13,456 7.16 7,469 6.00 13,070 5.15 ↓


UHC — — — — — — 537 4.42 1,996 5.24 ↑


State average 8.00 8.54 8.58 3.02 5.05 *↑
NCQA average 4.80
NCQA 90th percentiled 8.29


↑↓ Indicates statistically significant difference in rates from 2013 to 2014 (p < 0.05).
▲▼ Indicates statistically significant difference in plan rate vs. state average in 2014 (p < 0.05).
* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).


b2013 data set contained 6 months worth of data.
c2014 data set contained 12 months worth of data.
d 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


a Discharges/MM is the number of discharges per 1000 member months.


Table B-70. General hospital/acute care maternity discharges by health plan, reporting years 2010–2014. 


Health plan 2010 2011 2012 2013
b


2014
c


Number of discharges and discharges/1000 member months
a


— MCO was not under contract with HCA in this reporting year.
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Acumentra Health 2014 Performance Measure Comparative Analysis Report B-71


Days Days/MM ALOS Days Days/MM ALOS Days Days/MM ALOS Days Days/MM ALOS Days Days/MM ALOS 


AMG — — — — — — — — — 838 10.75 2.69 3,581 14.70 2.43


CCC — — — — — — — — — 1,927 11.71 2.41 6,821 13.85 2.31


CHP 18,958 18.33 2.38 28,040 23.21 2.14 32,284 24.98 2.02 12,217 13.21 2.40 18,701 10.55 2.36


MHW 33,273 20.58 2.42 34,497 18.71 2.45 31,545 16.80 2.34 16,940 13.61 2.27 29,719 11.71 2.27 ▼


UHC — — — — — — — — — 1,328 10.94 2.47 5,001 13.14 2.51 ▲


State average 19.22 2.40 19.73 2.31 18.85 2.20 7.07 2.34     11.76  * 2.33 *
NCQA average 12.22 2.61
NCQA 90th percentilee 20.36 2.93


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).


c2013 data set contained 6 months worth of data.
d2014 data set contained 12 months worth of data.
e 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


▲▼ Indicates statistically significant difference in plan vs. state ALOS in 2014 (p < 0.05).


a Days/MM is the number of days/1000 member months.
b ALOS is the average length of stay.


Table B-71. General hospital/acute care maternity days by health plan, reporting years 2010–2014. 


Health plan


Number of days and days/1000 member months, and average length of stay
a,b


2010 2011 2012 2013
c


2014
d


— MCO was not under contract with HCA in this reporting year.
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Visits Visits/MM Visits Visits/MM Visits Visits/MM Visits Visits/MM Visits Visits/MM


AMG — — — — — — 29,004 248.50 117,404 331.57 ↑ ▼


CCC — — — — — — 76,243 283.15 290,045 345.94 ↑ ▲


CHP 644,813 292.65 670,534 264.93 734,776 274.20 581,348 337.16 1,017,513 319.95 ↓ ▼


MHW 1,223,373 348.49 1,355,139 344.04 1,343,689 339.38 833,307 347.27 1,664,681 345.83 ↓ ▲


UHC — — — — — — 49,118 253.06 208,710 347.88 ↑ ▲


State average 325.37 313.72 314.32 333.55 337.04 *↑
NCQA average 364.38
NCQA 90th percentiled 461.19


— MCO was not under contract with HCA in this reporting year.


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).


b2013 data set contained 6 months worth of data.
c2014 data set contained 12 months worth of data.
d 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


a Visits/MM is visits per 1000 member months.


↑↓ Indicates statistically significant difference in rates from 2013 to 2014 (p < 0.05).
▲▼ Indicates statistically significant difference in plan rate vs. state average in 2014 (p < 0.05).


Table B-72. Ambulatory care, outpatient visits provided by health plan, reporting years 2010–2014. 


Health plan


Number of outpatient visits and outpatient visits/1000 member months
a


2010 2011 2012 2013
b


2014
c
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Acumentra Health 2014 Performance Measure Comparative Analysis Report B-73


Visits Visits/MM Visits Visits/MM Visits Visits/MM Visits Visits/MM Visits Visits/MM


AMG — — — — — — 7,120 61.00 23,436 66.19 ↑ ▲


CCC — — — — — — 16,182 60.10 54,024 64.44 ↑ ▲


CHP 145,359 65.97 146,859 58.03 142,079 53.02 81,030 46.99 161,324 50.73 ↑ ▼


MHW 201,923 57.52 205,904 52.28 193,499 48.87 109,224 45.52 231,318 48.06 ↑ ▼


UHC — — — — — — 10,478 53.98 35,232 58.73 ↑ ▲


State average 59.75 53.54 49.50 47.63 51.64 *↑
NCQA average 62.89
NCQA 90th percentiled 81.24


— MCO was not under contract with HCA in this reporting year.


* Indicates statistically significant difference in state vs. NCQA average in 2014 (p < 0.05).


d 90th percentile statistics are from the NCQA Quality Compass for Medicaid in the reporting year.


b2013 data set contained 6 months worth of data.
c2014 data set contained 12 months worth of data.


↑↓ Indicates statistically significant difference in rates from 2013 to 2014 (p < 0.05).
▲▼ Indicates statistically significant difference in plan rate vs. state average in 2014 (p < 0.05).


a Visits/MM is visits per 1000 member months.


Table B-73. Ambulatory care, emergency department visits by health plan, reporting years 2010–2014. 


Health plan


Number of ED visits and ED visits/1000 member months
a


2010 2011 2012 2013
b


2014
c
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Washington Health Care Authority Medicaid 2010–2014 data Plan all-cause readmissions–total


Acumentra Health  2014 Performance Measure Comparative Analysis Report B-74


Observed 
Readmission


Observed/Expected 
Ratio


Observed 
Readmission


Observed/Expected 
Ratio


Observed 
Readmission


Observed/Expected 
Ratio


Observed 
Readmission


Observed/Expected 
Ratio


Observed 
Readmission


Observed/Expected 
Ratio


AMG 12.03 0.91


CCC 11.72 0.78


CHP 10.67 0.85


MHW 9.66 0.69


UHC 12.56 0.70


State average 0.79


bThe observed proportion of Index Hospital Stays that had a subsequent 30-day readmission. A lower observed rate of readmission is considered better performance.
cThe ratio of the MCO's observed rate of readmission to its expected rate of readmission (average adjusted probability).


NR NR NR NR


NR: HCA did not require public reporting of this measure in 2010–2013.


NR


NR


NR


NR


a This is a Medicare HEDIS measure which HCA has elected as a required reported measure for the Medicaid population in WA.


NR


NR


NR


NR


NR


Table B-74. Plan all-cause readmissions
a
 total, by health plan, reporting year 2014. 


Health plan


Observed Readmission
b
and Observed/Expected Readmission Ratio


c


2010 2011 2012 2013 2014


NR


NR


NR


NR


NR


NR


NR
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Washington Health Care Authority Medicaid 2010–2014 data Plan all-cause readmissions–age 18–44


Acumentra Health  2014 Performance Measure Comparative Analysis Report B-75


Observed 
Readmission


Observed/Expected 
Ratio


Observed 
Readmission


Observed/Expected 
Ratio


Observed 
Readmission


Observed/Expected 
Ratio


Observed 
Readmission


Observed/Expected 
Ratio


Observed 
Readmission


Observed/Expected 
Ratio


AMG 17.07 1.23


CCC 11.76 0.84


CHP 10.45 0.96


MHW 8.41 0.63


UHC 16.67 0.80


State average 0.81


bThe observed proportion of Index Hospital Stays that had a subsequent 30-day readmission. A lower observed rate of readmission is considered better performance.


a This is a Medicare HEDIS measure which HCA has elected as a required reported measure for the Medicaid population in WA.


cThe ratio of the MCO's observed rate of readmission to its expected rate of readmission (average adjusted probability).


Table B-75. Plan all-cause readmissions
a
 age 18–44 years, by health plan, reporting year 2014. 


Health plan


Observed Readmission
b
 and Observed/Expected Readmission Ratio


c


2010 2011 2012 2013 2014


NR: HCA did not require public reporting of this measure in 2010–2013.


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR
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Washington Health Care Authority Medicaid 2010–2014 data Plan all-cause readmissions-–age 45–54


Acumentra Health  2014 Performance Measure Comparative Analysis Report B-76


Observed 
Readmission


Observed/Expected 
Ratio


Observed 
Readmission


Observed/Expected 
Ratio


Observed 
Readmission


Observed/Expected 
Ratio


Observed 
Readmission


Observed/Expected 
Ratio


Observed 
Readmission


Observed/Expected 
Ratio


AMG 8.77 0.69


CCC 16.38 0.93


CHP 10.92 0.87


MHW 12.02 0.81


UHC 10.29 0.66


State average 0.85


bThe observed proportion of Index Hospital Stays that had a subsequent 30-day readmission. A lower observed rate of readmission is considered better performance.


a This is a Medicare HEDIS measure which HCA has elected as a required reported measure for the Medicaid population in WA.


cThe ratio of the MCO's observed rate of readmission to its expected rate of readmission (average adjusted probability).


Table B-76. Plan all-cause readmissions
a
 age 45–54 years, by health plan, reporting year 2014. 


Health plan


Observed Readmission
b 


and Observed/Expected Readmission Ratio
c


2010 2011 2012 2013 2014


NR: HCA did not require public reporting of this measure in 2010–2013.


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR
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Observed 
Readmission


Observed/Expected 
Ratio


Observed 
Readmission


Observed/Expected 
Ratio


Observed 
Readmission


Observed/Expected 
Ratio


Observed 
Readmission


Observed/Expected 
Ratio


Observed 
Readmission


Observed/Expected 
Ratio


AMG 11.67 0.88


CCC 8.43 0.61


CHP 10.68 0.73


MHW 10.51 0.71


UHC 11.70 0.65


State average 0.72


bThe observed proportion of Index Hospital Stays that had a subsequent 30-day readmission. A lower observed rate of readmission is considered better performance.


a This is a Medicare HEDIS measure which HCA has elected as a required reported measure for the Medicaid population in WA.


cThe ratio of the MCO's observed rate of readmission to its expected rate of readmission (average adjusted probability).


Table B-77. Plan all–cause readmissions
a
 age 55–64 years, by health plan, reporting year 2014. 


Health plan


Observed Readmission
b
 and Observed/Expected Readmission Ratio


c


2010 2011 2012 2013 2014


NR: HCA did not require public reporting of this measure in 2010–2013.


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR


NR
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Table B-78. WMIP comprehensive diabetes care measures, reporting years 2010–2014. 


 


2010 2011 2012 2013   2014 
 


 


Measure 
 


n 
 


% 
 


n 
 


% 
 


n 
 


% 
 


n 
 


% 
 


n 
 


%  
 


HbA1c tests 
 


342 
 


86.84 
 


390 
 


87.95 
 


502 
 


86.06 
 


449 
 


82.18 438 84.25 


 


Enrollees with HbA1c levels poor control (>9.0%) 
 


342 
 


42.40 
 


390 
 


31.03 
 


502 
 


41.04 
 


449 
 


44.32 438  47.95  


Enrollees with HbA1c levels good control (<8.0%)
a 


 


342 
 


50.58 
 


390 
 


60.00 
 


502 
 


50.40 
 


449 
 


47.66 438 42.24  
 


Enrollees with HbA1c levels good control (<7.0%) 
 


191 
 


35.60 
 


225 
 


46.22 
 


286 
 


37.41   +     + + +  
 


Dilated retinal exams 
 


342 
 


55.26 
 


390 
 


59.49 
 


502 
 


53.98 
 


449 
 


53.45 438 50.46  
 


Lipid profile (LDL-C) performed 
 


342 
 


78.65 
 


390 
 


76.92 
 


502 
 


74.50 
 


449 
 


74.83 438 75.11  
 


Lipids controlled (<100mg/dL) 
 


342 
 


31.58 
 


390 
 


39.23 
 


502 
 


34.46 
 


449 
 


35.41 438 37.21  
 


Nephropathy monitored annually 
 


342 
 


81.58 
 


390 
 


86.41 
 


502 
 


83.07 
 


449 
 


79.73 438 81.28  
 


Blood pressure control (<130/80 mm Hg) 
 


342 
 


32.46 
 


+ 
 


+ 
 


+ 
 


+ 
 


+ 
 


+ 
 


  + 
 


+  
 


Blood pressure control (<140/80 mm Hg)  
 


— 
 


390 
 


43.59 
 


502 
 


38.84 
 


449 
 


41.43 438 41.10  
 


Blood pressure control (<140/90 mm Hg) 
 


342 
 


61.11 
 


390 
 


64.36 
 


502 
 


60.36 
 


449 
 


64.59 438 58.90  


a HCA required reporting for this indicator for the first time in 2010. 


— Definition and methodology changed in 2007, 2010; therefore, data from previous years are not comparable. 


+ Measure not conducted in this reporting year. 
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Table B-79. WMIP inpatient utilization measures, reporting years 2010–2014.  


 


 


Measure 
 


2010 
 


2011 
 


 2012 
 


2013 
 


2014  
 


General hospital/acute care 
 


Total inpatient discharges and days 


Discharges/1000MM
a 


 


15.14 
 


15.55 
 


15.21 16.00 16.76  


Days/1000MM
a 


 


76.73 
 


72.54 
 


78.00 91.37 91.50  
 


Average length of stay (days) 
 


5.07 
 


4.67 
 


5.13 5.71 5.46  
 


Medical discharges and days 


Discharges/1000MM
a 


 


8.48 
 


9.33 
 


9.53 9.84 10.26  


Days/1000MM
a 


 


32.79 
 


35.31 
 


41.44 39.35   44.85 
 


↑ 
 


Average length of stay (days) 
 


3.86 
 


3.79 
 


4.35 4.00  4.37 
 


 
 


Surgical discharges and days 


Discharges/1000MM
a 


 


5.95 
 


5.55 
 


5.24 5.75 5.80  


Days/1000MM
a 


 


42.28 
 


35.15 
 


35.23 51.03 44.83     ↓ 
 


Average length of stay (days) 
 


7.11 
 


6.33 
 


6.73 8.87      7.73 
 


Nonacute care 
 


Inpatient discharges and days 


Discharges/1000MM
a 


 


         0.76 
 


+ 
 


+ 
 


  + 
 


+  


Days/1000MM
a 


 


          14.78 
 


+ 
 


+ 
 


  + 
 


+  
 


Average length of stay (days) 
 


          19.36 
 


+ 
 


+ 
 


+ 
 


+  


a 
1000 MM = 1000 member months. 


↓↑ Indicates statistically significant difference in rates from previous year (p < 0.05). 


+ Measure not conducted in this reporting year. 
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Table B-80. WMIP ambulatory care measures, reporting years 2010–2014. 


 


 


Measure 
 


2010 
 


           2011 
 


2012 
 


2013 
 


2014  


Outpatient visits/1000MM
a 


 


563.98 539.06 
 


546.91 570.55 593.58   ↑ 


Emergency room visits/1000MM
a 


 


119.94 
 


109.83 
 


101.85   89.93   88.15  


Surgery or procedures performed/1000MM
a 


 


24.09 
 


  + 
 


35.23 
 


+ 
 


  +  


Observation room stays/1000MM
a 


 


0.46 
 


  +         + 
 


+ 
 


    +  


a 
1000 MM = 1000 member months. 


↓↑ Indicates statistically significant difference in rates from previous year (p < 0.05). 


+ Measure not conducted in this reporting year. 
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Table B-81. WMIP mental health care follow-up and utilization measures, reporting years 2010–2014. 


 


 


Measure 
 


2010 
 


2011 
 


2012 
 


2013 
 


2014 
 


Follow-up after hospitalization for mental illness      
 


30-day follow-up 
 


48.84 
 


64.81 
 


70.49 72.00    NA 


 


7-day follow-up 
 


32.56 
 


55.56 
 


57.38 56.00    NA 


Mental health utilization: total a,b      


 


Any services total 
 


+ 
 


+ 
 


41.63 
 


30.24  25.35   ↓ 


 


Inpatient total 
 


+ 
 


+ 
 


1.58 
 


1.52  0.67    ↓  


 


Intensive outpatient/partial hospitalization total 
 


+ 
 


+ 
 


1.33 
 


0.78        1.75     ↑ 
 


Outpatient/ER total 
 


+ 
 


+ 
 


40.85 
 


30.06 25.15    ↓ 


NA: Sample size was smaller than the minimum required during the reporting year. 


↓↑ Indicates statistically significant difference in percentages from previous year (p < 0.05). 


a HCA required reporting for this indicator for the first time in 2012. 
b Aggregate includes ages 18–64 and 65+. 
+ Measure not conducted in this reporting year. 
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Table B-82. WMIP medication measures, reporting years 2010–2014. 


 


 


Measure 
 


2010 
 


2011 
 


2012 
 


2013 
 


2014 
 


Antidepressant medication management      
 


Effective acute-phase treatment 
 


52.78 
 


56.86 
 


67.50 63.89 51.97 


 


Effective continuation-phase treatment 
 


36.11 
 


47.06 
 


55.00 47.22 39.37 


 


Use of high-risk medications in the elderly      


 


One prescription 
 


12.81 
 


11.94 
 


10.94 7.08 
 


  4.27 
 


At least two prescriptions 
 


 2.23 
 


2.11 
 


1.72 
 


         2.29 
 


 0.90 
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Table B-83. WMIP identification and initiation of dependence treatment, reporting years 2010–2014. 
 


 


Measure 
 


2010 
 


   2011 
 


2012 
 


2013 
 


         2014 
 


Initiation and engagement of AOD dependence 
treatment a 


     


 


Total initiation 
 


+ 
 


+ 
 


26.32  NA  NA 


 


Total engagement 
 


+ 
 


+ 
 


2.63 NA NA 


 


Identification of alcohol and other drug 
services a,b 


  
   


 


Any services total 
 


+ 
 


+ 
 


20.38 
 


20.46 20.58 


 


Inpatient total 
 


+ 
 


+ 
 


75.87 
 


68.14 41.17   ↓ 


 


Intensive outpatient/partial hospitalization total 
 


+ 
 


+ 
 


0.00 
 


0.0
0 


0.15 


 


Outpatient/ER total 
 


+ 
 


+ 
 


18.18 
 


18.64 18.51 


NA: Sample size was smaller than the minimum required during the reporting year. 


↓↑ Indicates statistically significant difference in percentages from previous year (p < 0.05). 


a HCA required reporting for this indicator for the first time in 2012. 
b Aggregate includes ages 18–24, 25–34, 35–64, and 65+. 


+ Measure not conducted in this reporting year. 
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Appendix C: Comparison of Molina Healthcare of Washington and Community Health Plan of Washington 
performance on NCQA accreditation measures, 2013–2014 
 


 
HEDIS measures 


MHW 
2013 


MHW 
2014  


CHP 
2013 


CHP 
2014  


NCQA 
average 


NCQA 75th 


percentile 
NCQA 90th


 


percentile 
 
Adult BMI Assessment 74.02 74.01 


 


NR 82.73▲ 


 


75.96 85.23 90.82 
Appropriate Treatment for Children with Upper 
Respiratory Infection 92.00 91.82 91.07 91.21▼ 85.15 91.21 94.39 


Avoidance of Antibiotic Treatment in Adults with 
Acute Bronchitis 21.08 26.40↑ 25.52 31.09↑▲ 26.55 30.54 38.66 


Breast Cancer Screening 50.22 59.81↑ 56.14 63.83↑ 57.88 65.12 71.35 
Cervical Cancer Screening 72.92 62.27↓ 66.18 54.74↓▼   NC   NC   NC 
Chlamydia Screening in Women – Total Rate 53.03 50.49↓ 50.05 48.58▼ 54.89 62.75 67.19 
Cholesterol Management for Patients with 
Cardiovascular Conditions – LDL-C Screening 81.25 78.33 81.51 81.75 81.11 84.91 87.84 


Controlling High Blood Pressure 53.49 53.49 56.20 60.58▲ 56.51 63.76 69.79 
Follow-up for Children Prescribed ADHD Medication 
– Initiation Phase 45.41 44.42 41.25 36.91↓▼ 39.56 46.99 53.03 


Follow-up for Children Prescribed ADHD Medication 
– Continuation and Maintenance Phase 51.96 52.50 48.10 46.27 46.35 57.55 63.10 


Pharmacotherapy Management of COPD 
Exacerbation – Systemic Corticosteroid 73.73 77.19 NR 72.31 65.73 74.94 78.20 


Pharmacotherapy Management of COPD 
Exacerbation – Bronchodilator 87.29 83.64 NR 83.96 80.88 87.61 90.32 


Prenatal and Postpartum Care – Timeliness of 
Prenatal Care 88.50 79.90↓ 81.51 82.97 81.93 89.62 93.10 


Prenatal and Postpartum Care – Postpartum Care 67.38 62.31 61.80 61.31 61.29 69.47 74.03 
Use of Imaging Studies for Low Back Pain 79.26 78.63 80.72 79.51 75.44 78.53 84.03 
Use of Spirometry Testing in the Assessment and 
Diagnosis of COPD 27.08 22.92 33.04 24.21 31.10 36.73 42.37 
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Molina Healthcare of Washington 
Consumer report measures 


 
2013 


 
2014  


NCQA 
average 


NCQA 75th
 


percentile 
NCQA 90th 


percentile 
 
Lead Screening in Children 9.26 10.82  66.46 80.83 85.84 


Annual Monitoring for Patients on Persistent Medications 


ACE Inhibitors or ARBs 84.91 88.21↑  87.84 89.94 92.01 


Digoxin n.a. 87.50  91.12 94.12 95.65 


Diuretics 84.03 89.00↑  87.84 90.57 92.11 


Anticonvulsants 51.33 61.50↑  66.11 69.53 74.70 


Total 82.43 85.83↑  86.03 88.25 89.81 
 


↑↓ 2014 rate is significantly higher or lower than 2013 rate (p<0.05). 
▲▼ 2014 rate is significantly higher or lower than the other MCOs’ rate (p<0.05), reported in CHP column only. 
 2014 rate is significantly higher or lower than NCQA national Medicaid average (p<0.05). 
 2014 rate is significantly higher than NCQA 75th percentile rate (p<0.05). 
NB – No benefit. 
NR – Not reported. 
NC – Not comparable. 
n.a. – Sample size too small.  
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HCBS SURVEY ADMINISTRATION AND ANALYSIS 


Background 


In August 2015, the Oregon Health Authority (OHA) and the Department of 


Human Services (DHS) contracted with Acumentra Health to administer surveys to 


consumers and providers of home and community-based services (HCBS), funded 


by the divisions of Addictions and Mental Health (AMH), Aging and People with 


Disabilities (APD), and Oregon Developmental Disabilities Services (ODDS). This 


survey is the first step in the State of Oregon’s efforts to align HCBS practices with 


new regulations of the Centers for Medicare & Medicaid Services. 


OHA/DHS convened a workgroup to develop four surveys, one each for providers 


of HCBS services to adults, providers of HCBS services to youth, adults receiving 


HCBS services, and youth receiving HCBS services. The workgroup included 


department and division heads from AMH, APD, and ODDS. Acumentra Health 


was not involved in the survey creation. The final HCBS survey instruments 


appear in Appendix A. 


All provider surveys were distributed in English. Consumer surveys were 


translated into any language spoken by more than 35 consumers—i.e., into Spanish 


and Vietnamese.   


All providers and consumers could complete the survey by one of two methods: (1) 


complete a paper survey and return it in a postage-paid envelope to Acumentra 


Health, or (2) complete the survey online by entering a unique password. 


Mailing lists  


OHA/DHS provided Acumentra Health with a list of adult consumers to receive 


the Individual Experience Survey from APD, AMH, and ODDS. 


 Acumentra Health merged APD, AMH, and ODDS consumers into a single 


mailing list. Mailing was halted due to last-minute legislative review, and all 


ODDS consumers were pulled out. A revised letter was sent to ODDS 


consumers instead. APD and AMH consumers received the original 


materials. 


 AMH and APD consumers were identified with their service providers’ 


physical sites. ODDS consumers were identified with their service 


providers’ corporate offices.  


OHA/DHS provided a list of adult providers to receive the Provider Self-


Assessment from APD, AMH, and ODDS.  
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 ODDS supportive living and group home provider information was available 


only for corporate offices. An Acumentra  project assistant called 106 


provider offices to collect contact information for all sites associated with 


corporate offices. In all, 1,003 sites were added to the list of adult providers 


initially sent by OHA/DHS.  


ODDS provided a list of youth consumers to receive the Youth Individual 


Experience Survey and a list of youth service providers to receive the Youth 


Provider Self-Assessment. 


Mailings 


Mailings were processed by the mail service vendor with the following exceptions. 


 Mailings to ODDS provider sites whose information had been collected by 


Acumentra Health from their corporate offices were processed in-house by 


Acumentra Health, and the surveys were sent directly to the corporate 


offices for distribution to their provider sites. 


 Spanish and Vietnamese versions of the consumer surveys were mailed 


directly from Acumentra Health. 


 Providers who self-identified by calling Acumentra Health were mailed a 


survey directly from Acumentra Health. 


Providers received two separate mailings: (1) an introductory letter explaining the 


purpose of the survey and providing information necessary to complete the survey 


online, and (2) a subsequent mailing that included a hard copy of the survey as 


well as information for completing the survey online. 


Adult and child consumers received an introductory letter and two follow-up 


mailings that included hard copies of the survey. Adult consumers also received a 


postcard reminder.   


Table 1 shows the mailing dates and the number of recipients in each mailing. 


Mailing lists were updated before each subsequent mailing by removing survey 


respondents, opt-outs, and individuals with bad addresses from the list.  
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Table 1. HCBS survey mailings. 


Type of survey Date mailed Number of recipients 


Adult Consumer Intro (ODDS removed) 8/28/2015 12,407 


Adult Provider Intro 9/4/2015 3,025 


ODDS Adult Consumer Intro 9/11/2015 7,254 


Adult Provider Survey Mailing 9/21/2015 2,865 


Adult Consumer 1st Survey Mailing 9/30/2015 11,405 


ODDS Adult Consumer 1st Survey Mailing 10/12/2015 6,911 


Child Consumer 1st Survey Mailing 10/21/2015 695 


Adult Provider Additional Mailing 10/29/2015 250 


Adult Consumer 2nd survey Mailing 11/5/2015 10,694 


ODDS Adult Consumer 2nd Survey Mailing 11/17/2015 6,597 


Child Consumer 2nd Survey Mailing 12/1/2015 628 


Consumer Postcard reminder mailing 12/1/2015 15,871 


 


Mailings to the 106 ODDS provider agencies contacted directly by Acumentra 


Health were sent on an ongoing basis as information for their 1,003 sites became 


available. These providers received one mailing with both a hard copy of the 


survey and information to complete the survey online for each site. The initial 


phone call with the provider agency took the place of the introductory letter. 


Providers who self-identified were also sent one mailing each directly from 


Acumentra Health on an ongoing basis.  


Phone calls 


In addition to the initial calls to ODDS provider agencies, Acumentra Health staff, 


with the aid of volunteers at OHA, followed up with all providers prompting them 


to complete the survey. Lists of providers who had completed the survey were 


updated daily. Over the course of the survey, Acumentra Health staff responded to 


approximately 1,300 incoming calls from consumers and providers.  


OHA/DHS communication  


Prior to the start of the survey, OHA/DHS sent letters to all providers informing 


them of the purpose of the survey and advising them of informational forums that 


were scheduled across the state during August and September. The forums gave 


providers an opportunity to discuss the survey with OHA/DHS staff. These forums 


were followed by several email blasts from AMH, APD, and ODDS to their 


providers reminding them to complete the survey, and one email blast to the entire 


DHS community.   
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Data entry 


Paper surveys received by Acumentra Health were entered directly into StatPac 


software or into the online website. Table 2 presents the proportion of providers 


and consumers who responded by paper or online.  


Table 2. Methods of HCBS survey response. 


 Web Paper Total 


Adult Consumer 1675 (24.0%) 5308 (76.0%) 6983 


Adult Provider 1643 (52.8%) 1469 (47.2%) 3112 


Youth Consumer 61 (25.5%) 178 (74.5%) 239 


Youth Provider 67 (29.0%) 164 (71.0%) 231 


Total 3446 (31.4%) 7119 (68.6%) 10565 


 


Acumentra Health tracked individuals who opted out of the survey either by mail 


or by phone, or whose mail was returned with a bad address. Providers could opt 


out if they were closed or no longer served ODDS, AMH, or APD consumers. 


Consumers could opt out for any reason (e.g., refusal, inability to comprehend or 


respond, etc.). 


Response rates 


Acumentra Health provided DHS/OHA with four “total response” files, one for 


each survey population (adult provider, adult consumer, youth provider, youth 


consumer), each containing a full list of everyone who was sent a survey, along 


with an indication as to whether: 


 the recipient opted out 


 mail was returned with a bad address 


 the recipient completed the survey 


 the recipient did not complete the survey 


These files also include a comment field indicating the reason why the recipient 


opted out (if provided by the recipient).  


Acumentra Health calculated response rates for each population, excluding opt-


outs and bad addresses from the denominator. That is, the response rate is the 


number of people who completed a survey divided by the total number of people 


who either completed a survey or did not complete a survey. Results are presented 


in Table 3. 
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Table 3. Final response rates by survey population and OHA/DHS division.  


 AMH APD ODDS Total 


Adult Consumer 405 (29.8%) 3225 (34.0%) 3353 (49.7%) 6983 (39.7%) 


Adult Provider 181 (72.7%) 1334 (60.1%) 1797 (81.8%) 3112 (71.8%) 


Youth Consumer n/a n/a 239 (38.5%) 239 (38.5%) 


Youth Provider n/a n/a 231 (56.3%) 231 (56.3%) 


 


Tables 4‒7 report the disposition of all surveys mailed to providers and consumers, 


including bad addresses, opt-outs, and complete and incomplete surveys. Note that 


the percentages shown are not survey response rates, but the percentage of each 


population to whom a survey was sent.  


Table 4. Adult provider survey disposition. 


 AMH APD ODDS Total 


Bad Address 0 (0.0%) 33 (1.7%) 4 (0.2%) 37 (0.8%) 


Opt-Out 4 (1.6%) 37 (1.9%) 22 (1.0%) 63 (1.4%) 


Complete 181 (71.5%) 1134 (58.0%) 1797 (80.8%) 3112 (70.2%) 


Incomplete 68 (26.9%) 752 (38.5%) 400 (18.0%) 1220 (27.5%) 


Total 253 1956 2223 4432 


 


Table 5. Adult consumer survey disposition. 


 AMH APD ODDS Total 


Bad Address 234 (14.5%) 1135 (10.3%) 462 (6.3%) 1831 (9.2%) 


Opt-Out 20 (1.2%) 408 (3.7%) 136 (1.9%) 564 (2.8%) 


Complete 405 (25.1%) 3225 (29.3%) 3353 (45.6%) 6983 (34.9%) 


Incomplete 954 (59.1%) 6258 (56.8%) 3400 (46.3%) 10612 (53.1%) 


Total 1613 11026 7351 19990 


 


Table 6. Youth provider survey disposition. 


 ODDS/Total 


Bad Address 2 (0.5%) 


Opt-Out 5 (1.2%) 


Complete 231 (55.4%) 


Incomplete 179 (42.9%) 


Total 417 
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Table 7. Youth consumer survey disposition. 


 ODDS/Total 


Bad Address 73 (10.5%) 


Opt-Out 3 (0.4%) 


Complete 239 (34.3% 


Incomplete 382 (54.8%) 


Total 697 


 


Data notes 


Consumers were linked with their providers according to the provider’s ID number 


(“BillProv” or “Perf_Prov_ID”) supplied in the consumer lists from APD, AMH, 


and ODDS. While the list from AMH also included the provider’s name, the lists 


from APD and ODDS included only the ID number. Where the BillProv ID was 


also in the provider mailing list, the provider’s name was available, and results for 


the provider and consumer were compared in the data analysis (assuming that both 


the provider and the consumer returned a survey). If the provider’s BillProv ID 


was not included in the provider mailing list, the client was associated only with 


the ID number as no name was available (and no survey results were available 


because the provider was not on the survey mailing list).  


Some providers self-identified by contacting Acumentra Health directly to request 


a survey. These providers had no consumers associated with them for comparison 


of provider and consumer results. Likewise, providers who self-identified did not 


provide a BillProv ID. 


Within the ODDS consumer population, the BillProv ID identified only the 


corporate office, not the specific site. Therefore, consumer results could only be 


rolled up to the corporate level. The Tableau workbook contains results from sites 


that were identified through phone calls (see above) and returned surveys, but no 


consumers are associated with the specific sites for comparison.  


Within the youth ODDS foster care provider group, the provider self-assessment 


and the consumer survey were sent to the provider, because the provider was listed 


as the “authorized representative” for the consumer. As many of the youth were 


unable to complete their own surveys because of developmental disabilities or age, 


we presume that within this population, the provider completed both the provider 


and consumer survey.  


The address on file for many ODDS consumers was their service provider’s 


corporate office. It is unknown who completed these surveys and what their 


relationship was with individual consumers. In many cases, even if the consumer 
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was present, he or she may not have been able to comprehend the questions or 


communicate answers due to age or disabilities. While one question on the survey 


asked for the name and relationship of the person filling out the survey (if not the 


consumer), these were open-text fields, requiring a prohibitive amount of time to 


categorize and analyze results according to respondent.  


Race and age on the adult consumer surveys are self-reported, as is age on the 


youth consumer survey. Missing age and race information is due to respondents 


leaving the question(s) blank.  


Analysis and reporting notes 


Acumentra Health provided OHA/DHS with four components of analysis: raw data 


files for each consumer and provider population, a response rate report, a Tableau 


workbook with all survey results, and this narrative overview of the survey 


process.  


The structure of the consumer and provider surveys includes many hierarchical 


question lines, where respondents are instructed to answer subsequent questions 


only if the previous question was answered in a certain way. Many respondents did 


not follow these instructions, but answered following questions when they should 


not have, based on their previous answer. At the direction of OHA/DHS, all survey 


responses were included in the analysis.  


OHA/DHS provided Acumentra Health with a scoring guide for the adult 


consumer and provider surveys, in which every question was assigned a value of  


-1 (red), 0 (yellow), or 1 (green). “Red” answers were concerning, “yellow” 


answers were neutral or slightly concerning, and “green” answers were positive. 


Acumentra Health analysts used this document to create a scoring guide for the 


youth provider and consumer surveys, which DHS/OHA reviewed and approved. 


Nearly all analysis in the Tableau workbook was presented according to these 


scoring guides, which appear in Appendix B. 


OHA/DHS also provided Acumentra Health with a list of questions with a “red 


flag,” indicating questions and topic areas that required special scrutiny. Red Flag 


dashboards present survey results for these questions only. Questions with a red 


flag are also included in dashboards for general survey results. Red flag questions 


appear in Appendix C. 


Some consumers were associated with more than one provider (e.g., a residential 


service provider and a day service provider). In this case, results are presented in 


two ways: (1) the end user can stratify results according to respondent 


demographics (age, race), and see results with one record per respondent; or (2) the 


end user can stratify results according to provider and site, and see results 
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according to provider, where respondents’ records are duplicated for each provider 


with which they are associated.  


Tableau dashboards 


Acumentra Health provided OHA/DHS with two Tableau workbooks, with all 


survey results analyzed as requested. Each workbook contains a number of 


dashboards. Tables 8 and 9 list the dashboards and describe their contents.  


Each dashboard contains several graphs or tables with filters on the right side of 


the screen. Filters can be used to show only results the user is interested in. Filters 


also contain a search function—simply click in the open text box to search within 


the filter.  


The following filters are available on all provider dashboards: 


 Program (AMH, APD, ODDS) 


 Program Type (group home, supportive living, etc.) 


 Provider Name ID (provider agency name) 


 Site Name ID (provider agency’s site name) 


The following filters are available on all consumer dashboards: 


 Program Type (AMH, APD, ODDS) 


 Provider Name ID (provider agency name) 


 Reported Provider Name (usually the site name, open text response to 


question #2 on the adult and youth survey) 


 Age (response to question # 3 on the adult survey or question #3 on the 


youth survey) 


 Race (response to question # 4, only on the adult survey) 


Each graph and table in Tableau can be sorted by the user. Hover the curser over 


the column label (e.g., “question” or “section”) and this icon ( ) will appear. 


Clicking this icon will sort the questions according to ascending or descending 


question or section number. If the user clicks on the ascending or descending sort 


icons on the top bar, results will be sorted by ascending or descending results order 


(see below). 
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Table 8. Adult consumer and provider survey dashboards. 


Tableau 
dashboard Data source Description 


Provider 
General 


Adult Provider Survey 


List of questions with the number and percentage of 
respondents who answered with a “green,” “yellow,” 
or “red” response according to the scoring guide. The 
“Provider Average Response” table lists the average 
score (-1 to 1) for each survey section. 


Consumer 
General 


Adult Consumer 
Survey 


List of questions with the number and percentage of 
respondents who answered with a green, yellow, or 
red response. The “Consumer Average Response” 
table lists the average score (-1 to 1) for each survey 
section. Duplicate consumer results are present, one 
for each provider with whom the consumer is linked. 
Only provider-related filers are available. 


Consumer 
Nodup General 


Adult Consumer 
Survey – no 
duplicates 


Same as “Consumer General” dashboard, except that 
there are no duplicate responses. Only consumer-
related filters are available.  


Comparison 
Provider and 
Co 


Adult Provider Survey 


Adult Consumer 
Survey 


Side-by-side tables presenting the average number of 
green, yellow, or red responses per question in each 
section, for providers and consumers. There are what 
appear to be duplicate filters: the top filters are for the 
provider results; the bottom filters are for the 
consumer results. The user must apply both the 
consumer and provider filter to see comparable 
results. Duplicate consumer results are present, one 
for each provider with whom the consumer is linked. 
Only provider-related filters are available. 


Comparison 
Provider and 
Co 


Adult Provider Survey 


Adult Consumer 
Survey – no 
duplicates 


Same as the “Comparison Provider and Co” 
dashboard, except that there are no duplicate 
responses. Only consumer-related filters are 
available. 


Provider Red 
General 


Adult Provider Survey 


For questions with a Red Flag only, the number and 
percentage of respondents who answered with a 
green, yellow, or red response. The “Provider Red 
Average Response” table lists the average score  
(-1 to 1) for each survey section, where only Red Flag 
questions are included. 


Consumer Red 
General 


Adult Consumer 
Survey 


Same as the “Provider Red General” dashboard, but 
for the consumer population. Only questions from 
Sections 2 and 4 were indicated as Red Flag 
questions. Duplicate consumer results are present, 
one for each provider with whom the consumer is 
linked. Only provider-related filters are available. 
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Table 8. Adult consumer and provider survey dashboards (cont.). 


Tableau 
dashboard 


Data source Description 


Consumer 
Nodup Red 
General 


Adult Consumer 
Survey – no 
duplicates 


Same as the Consumer Red General dashboard, 
except that there are no duplicate responses. Only 
consumer-related filters are available. 


Comparison 
Provider and 
Co 


Adult Consumer 
Survey 


Adult Provider Survey 


Side-by-side tables presenting the average number of 
green, yellow, or red responses per question in each 
section, for providers and consumers, restricted to 
only Red Flag questions. There are what appear to be 
duplicate filters: the top filters are for the provider 
results; the bottom filters are for the consumer results. 
The user must apply both the consumer and provider 
filter to see comparable results. Duplicate consumer 
results are present, one for each provider with whom 
the consumer is linked. Only provider-related filters 
are available. 


Comparison 
Provider  and 
Co 


Adult Provider Survey 


Adult Consumer 
Survey – no 
duplicates 


Same as the Comparison Provider and Co 
dashboard, except that there are no duplicate 
responses. Only consumer-related filters are 
available. 
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Table 9. Youth consumer and provider survey dashboards. 


Tableau 
dashboard Data source Description 


Provider 
General 


Youth Provider 
Survey 


List of questions with the number and percentage of 
respondents who answered with a “green,” “yellow,” or 
“red” response according to the scoring guide. The 
“Provider Average Response” table lists the average 
score (-1 to 1) for each survey section. 


Consumer 
General 


Youth Consumer 
Survey 


List of questions with the number and percentage of 
respondents who answered with a green, yellow, or 
red response. The “Consumer Average Response” 
table lists the average score (-1 to 1) for each survey 
section.  


Comparison 
Provider and 
Con 


Youth Provider 
Survey 


Youth Consumer 
Survey 


Side-by-side tables presenting the average number of 
green, yellow, or red responses per question in each 
section, for providers and consumers. There are what 
appear to be duplicate filters: the top filters are for the 
provider results; the bottom filters are for the consumer 
results. The user must apply both the consumer and 
provider filter to see comparable results. Only provider-
related filters are available. 


Provider Red 
General 


Youth Provider 
Survey 


For questions with a Red Flag only, the number and 
percentage of respondents who answered with a 
green, yellow, or red response. The “Provider Red 
Average Response” table lists the average score  
(-1 to 1) for each survey section, where only Red Flag 
questions are included. 


Consumer 
Red General 


Youth Consumer 
Survey 


Same as the “Provider Red General” dashboard, but 
for the consumer population. Only questions from 
Sections 2 and 4 were indicated as Red Flag 
questions.  


Comparison 
Provider and 
Co 


Youth Consumer 
Survey 


Youth Provider 
Survey 


Side-by-side tables presenting the average number of 
green, yellow, or red responses per question in each 
section, for providers and consumers, restricted to only 
Red Flag questions. There are what appear to be 
duplicate filters: the top filters are for the provider 
results; the bottom filters are for the consumer results. 
The user must apply both the consumer and provider 
filter to see comparable results. Only provider-related 
filters are available. 
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Adult Individual Experience Survey_082115 


AGING AND PEOPLE WITH DISABILITIES 
OFFICE OF DEVELOPMENTAL DISABILITY SERVICES 


ADDICTIONS AND MENTAL HEALTH 


DEPARTMENT OF LICENSE AND REGULATORY OVERSIGHT 


Individual Experience Survey - Where I Live and Get Services 
Survey ID#: [Survey_ID] 


1. Date: __________________________________ 


2. Name of Individual Living in the Setting: [FirstName LastName] 


3. Age of Individual Living in the Setting: 


 18-24 years old 


 25-34 years old 


 35-44 years old 


 45-54 years old 


 55-64 years old 


 65-74 years old 


 75-84 years old 


 85 or older 


4. With which race or ethnic group do you (individual living in the setting) most identify? 


 Asian 


 Black/African American 


 Hispanic 


 Native American/Alaskan Native 


 Pacific Islander 


 White 


 Other 


5. Residential Setting Name: _____________________________________________ 


6. Residential Setting Address: ____________________________________________ 


7. Person helping me to complete the survey (Name): _________________________ 


7a. Best description of the role of the person helping me to complete the survey:  


 Legal Representative 


 Survey Hotline/Peer Advocate 


 Family Member/Friend 


 Not Applicable 


Other; Explain: _____________________________________________________ 


8. Reason somebody is helping me to complete the survey:   


 I require assistance  I requested assistance   Not Applicable 


 Other; Explain _____________________________________________ 
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9. Is someone other than [FIRST_NAME] completing this survey?    Yes   No 


10. If yes, please provide your name:______________________________________ 


 


Section 1: Where I live supports access to the broader community 


11.  Please choose the description that best describes how the location of your home or 


residential setting supports your access to the community (Pick the best answer): 


 Where I live makes it EASY for me to be part of the community where I am located.  


 Where I live makes it HARD for me to be part of the community where I am located.  


Where I live makes it easy for me to: 


12.  Participate in community activities  


 Always    Usually    Sometimes   Never 


 


13.  Get around in the community as I desire  


 Always    Usually    Sometimes   Never 


 


14.  Look for a job in the community where I can make at least minimum wage, if I 


want to work:   


 Always    Usually    Sometimes   Never 


I do not want to work at this time 
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Section 2: I am supported where I live to be part of the community 


15.  I have regular opportunities be part of the broader community.  The following are some 
examples that help explain what this means:  working in the community, going to the 
park, the library, church,  shopping for food, clothing or other items, getting my hair cut 
at a beauty or barber shop, going out for coffee, going to the movies, fairs, rodeos, or 
other community events. 


 Always    Usually    Sometimes   Never 


 


Section 3: Choosing where I live  


16.  Before I moved to where I live now, I was told about or able to visit other places to 


live. 


 Yes   No 


17.  I was offered the choice to live in a place that is not only for people who have 


disabilities. 


 Yes   No 


18.  If I live in a shared room, I was offered the choice of a private bedroom or living unit. 


 Yes   No   Not applicable - I am in a private room 


19.  I have a choice in who my roommate is. 


 Yes   No   Not applicable - I am in a private room 
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Section 4: Where I live supports my independence and making life choices  


Employment 


20.  My provider/setting supports me with my daily needs in order for me to work. 


 Always    Usually    Sometimes   Never 


I do not want to work at this time 


Personal Finances (Resources) 


21.  The provider/staff where I live support me in managing my money. 


 Yes   No, I manage my own money 


 No, my guardian or representative manages my money 


 I have a Social Security Representative Payee, or I am a beneficiary of a Special 


Needs Trust or Discretionary Trust. 


22.  I can easily get my money and spend my money as I wish.  


 Always    Usually    Sometimes   Never 


 


Section 5: I am supported where I live to make my own scheduling decisions 


 


23. I create my own schedule. For example, I decide when to go to bed or when I get up. I 
can go out alone, with friends or family as I wish.  My provider/staff work around my 
activities. If my activities cause me to miss a scheduled mealtime, laundry time, or bath 
time, I can get the meal or service when convenient for me. 


 
 Always    Usually    Sometimes   Never 
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Section 6: Where I live ensures my rights of privacy, dignity and respect, and freedom from 
coercion (strong-arm) and restraint 


 


Coercion 


24. Where I live now, my provider/staff has never threatened me with physical harm, or 
used restraints, or punished me, to force me to make a decision I did not want to make. 


 
 True – I HAVE NOT been forced to make decisions against my will 


  False – I HAVE been forced to make decisions against my will 


Restraint 


25. Where I live now, I have never been given a medication against my will to control my 


behavior. 


  True – I HAVE NOT been forced to take medication to control my behavior 


against my will. 


 False - I HAVE been forced to take medication to control my behavior against 


my will. 


26. Where I live now, I have never been held or tied down by a person or object against my 


will. 


  True – I HAVE NOT been held or tied down against my will 


 False - I HAVE been held or tied down against my will 


27. Where I live now, I have never been kept or locked in a room against my will. 


  True – I HAVE NOT been kept or locked in a room against my will 


 False - I HAVE been kept or locked in a room against my will 


Section VIII Page226







 


 


 


Adult Individual Experience Survey_082115 


 


 Communication 


 
28. I feel free to openly discuss any of my concerns with my provider/staff. 


 Always    Usually    Sometimes   Never 


29. I have access to a phone or to other methods of communicating with others outside of 


where I live. I can talk to anyone I want at any time. 


 Always    Usually    Sometimes   Never 


 


Access in all areas where I live  


30. I have full access to the following areas where I live any time I want or need:  kitchen; 


dining room; living/family room; bedroom; and bathroom. 


 Always    Usually    Sometimes   Never 


 


Section 7: Staff where I live respect my personal privacy 


31. I may lock my bedroom or living unit door for privacy. 


 Always    Usually    Sometimes   Never 


32. I have privacy when I use the bathroom. People do not walk in on me without my 


permission. 


 Always    Usually    Sometimes   Never 


33. I may take a shower or bath privately. People do not walk in on me without my 


permission. 


 Always    Usually    Sometimes   Never 
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Section 8: Where I live allows me to decorate and furnish my bedroom or living unit 


34.  I may decorate my bedroom or living unit the way I choose. 


 Always    Usually    Sometimes  Never 


35. I may furnish my bedroom or living unit with my own furniture. 


 Always    Usually    Sometimes  Never 


 


Section 9: Where I live allows me to have access to food at any time 


36. In addition to the meals and snacks provided to me by my provider, I can purchase food 
and have access to my food at any time. 


 Always    Usually    Sometimes  Never 


 


Section 10: Where I live allows me to have visitors at any time  


37. I may have visitors at any time. 


 Always    Usually    Sometimes  Never 


 


Section 11: Services outside of where I live 


38. I work or use employment services outside of where I live. 


 Yes   No 
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39. If yes:  I work or use employment services in a typical community setting where my co-


workers come from a variety of different backgrounds and do not necessarily have 


disabilities (not including paid support staff):   Yes   No 


40. I work or use employment services in a setting where most of my coworkers are people 


who also have some type of disability: 


 Yes   No 


41. If yes:  I had an option to work or use services in a place where I could meet and form 


relationships with people from a variety of different backgrounds, and not only with 


other people who have disabilities:   Yes   No 


42. I am paid for my work:  


 Yes   No 


43. If yes:  I am paid minimum wage or better:  Yes   No 


44. I would like to work more hours: 


 Yes   No 


45. I would like to be able to have a job where I could make more money. 


 Yes   No 


 


You have completed the survey questions for where you live. 


We would now like to ask some questions about services you might get outside of where you 


live.   Not everyone has these services and that is ok.  Please answer the best that you can. 
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46. DAY SERVICES ONLY: I use other services in a provider setting (such as Outpatient Mental 


Health Services, Adult Day Care, Day Services, or Community Inclusion/Alternative to 


Employment) outside of the place where I live:    Yes   No 


 


47. If yes:  When I use these services, I feel I am part of my community:  


 Always    Usually    Sometimes   Never 


 


48. I participate in activities with people I chose to spend time with: 


 Always    Usually    Sometimes  Never 


 


49. When I use these services, I have opportunities to interact with people from the 


community, who come from a variety of different backgrounds, and not only people who 


have disabilities (this does not include paid support staff):  


 Always    Usually    Sometimes  Never 


 


Is there any other information that you would like to share about where you live or receive 


services?  


 


 


 


 


Thank you for completing this Survey. 
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Adult Provider Self-Assessment 


AGING AND PEOPLE WITH DISABILITIES 
OFFICE OF DEVELOPMENTAL DISABILITY SERVICES 


ADDICTIONS AND MENTAL HEALTH 
DEPARTMENT OF LICENSE AND REGULATORY OVERSIGHT 


Survey ID#  [Survey_ID] 


1. Date_________________________ 


2. Provider Name: [SiteName] 


3. Person completing Survey and Title/Position _________________________ 


_______________________________________________________________ 


4. Medicaid Provider Number_________________________________________ 


5. Type of License or certification ______________________________________ 


6. Licensing or Certification Agency_____________________________________ 


7. Primary Population(s) Served________________________________________ 


8. Physical Address of Service Site ______________________________________ 


9. Mailing Address (if different)________________________________________ 


________________________________________________________________  


10.  Phone__________________________________________________________ 


11.  Email__________________________________________________________ 


12.  Total number of sites you will be completing surveys on_________________ 
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Adult Provider Self-Assessment 


Section 1: The residential setting is integrated and supports full access to the 
greater community and does not isolate individuals 


SECTION A:   


13. Please choose the best option from the choices below. 


 Individuals have full access to the community. The residential setting does 
not specialize in, or target, a specific disability or diagnosis type and may have 
a mix of people with and without disabilities.  The residential setting may have 
a mix of private pay and Medicaid.  The setting may include room and board, 
bathing and other personal assistance while Individuals are supported to 
obtain many other services outside of the residential setting in the broader 
community.  Off-site services may include competitive integrated 
employment, day services, beautician services, community activities, gym, 
medical care, behavioral and therapeutic services, and/or social recreational 
activities. 


 Individuals receive some services in-house and others in the broader 
community. The residential setting may include room and board, bathing and 
other personal assistance services. The additional services on-site are 
intended to be convenient for individual access, yet, they may have the 
unintended consequence of isolation from the broader community.  On-site 
and off-site services may include competitive integrated employment, day 
services, beautician services, community activities gym, medical care, 
behavioral and therapeutic services, and/or social recreational activities.    


  The residential setting is designed for people with disabilities and often 
for people with a certain type of disability.  The individuals in the residential 
setting are primarily or exclusively people with disabilities and on-site staff 
provides many of the services. The residential setting services include 
community access and individuals have regular opportunities to engage in the 
broader community.  


 The residential setting is designed to provide people with disabilities 
multiple types of services on-site, including housing, day services, medical, 
behavioral and therapeutic services, and/or social and recreational activities 
and people in the residential setting have limited, if any, interaction with the 
broader community.  
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Adult Provider Self-Assessment 


Survey ID#  [Survey_ID] 


SECTION B:  Please indicate whether the below statement is true for this setting.  


14. The residential setting is a locked facility.    Yes    No 


15. The residential setting is one of the following:    Yes    No 


 Farmstead or disability specific farm community located in rural residential 
setting on a large parcel of land with little ability to access the broader 
community outside of the farm. 


 Gated/secured “community” for people with disabilities where services are 
provided on-site and individuals rarely leave the gated community. 


 Residential school where individuals receive both education and residential 
services in one setting and do not go into the broader community for 
education. 


 Multiple residential settings co-located and operationally related (operated 
by the same provider) where services are provided on campus with 
individuals rarely accessing the broader community. 
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Adult Provider Self-Assessment 


Section 2: Optimizes autonomy and independence in making life choices 


Employment 


16. Please choose the option that best describes the services and supports for 
employment: 


 For individuals who want to work, the residential setting/provider 


encourages the individual’s opportunities to seek employment and work in 


integrated settings and for competitive wages (minimum wage or better). 


Working individuals who live in this residential setting have supports from the 


provider in planning and meeting their daily needs in order to access and 


maintain employment. Individuals who live in this residential setting have 


frequent opportunities throughout the year to discuss career goals, including 


career advancement, career changes, increased wages, or increased hours. 


Individuals who want to work are working or using employment services in an 


integrated employment setting where there are opportunities to interact with 


people who do not have disabilities (not including paid staff).  


 For individuals who want to work, the residential setting/provider 


encourages opportunities to seek employment and work in integrated 


employment for competitive wages (minimum wage or better). Individuals 


might have opportunities to talk about employment goals once a year or so. 


Those who want to work are working; however, it may not be in an integrated 


employment setting where individuals interact with people who do not have 


disabilities (not including paid staff). Individuals who are working in less 


integrated or segregated settings continue to be supported in career goals 


relating to obtaining integrated employment at a competitive wage.  


 The residential setting/provider supports individuals in getting ready for 


work each day, but does not necessarily encourage individuals in seeking 


employment and working in integrated competitive settings. 


 Individuals who reside in this residential setting and want to work are not 


encouraged or emotionally supported by the provider to do so.  
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Adult Provider Self-Assessment 


Survey ID#  [Survey_ID] 


Personal Finances (Resources) 


17. Please choose the option that best describes the services and supports for 


personal resources: 


Individuals may or may not have a Social Security designated 


Representative Payee. Individual may or may not be beneficiaries of a Special 


Needs Trust or Discretionary Trust. The existence of one of these is not a 


considered a limitation by the residential setting/provider. 


The residential setting/provider places no limitations to an individual’s, or 


their designated representatives, ability to access personal financial resources 


(personal spending monies, personal property, real estate, assets, savings, 


etc.). Personal resources may be safeguarded but individuals have easy access 


to, experience no barriers, and are supported in obtaining and using personal 


resources as desired.   


There may be some limitations based on the safeguarding of personal 


resources.  Individuals, or their designated representatives, can typically 


access funds in the same day, or within 24 hours for larger sums. Individuals 


are supported in obtaining and using their personal resources as desired.   


  Limitations are placed on an individual’s, or their designated 


representatives, access to their personal resources. 


    


18. If you selected “Limitations are placed on an individual’s, or their designated 


representatives, access to their personal resources” above, are the limits 


universally applied to everyone living in the residential setting?  


Yes  No 


19. Are the limits only applied to those who need them?  Yes  No 


20. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?   Yes  No 
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Adult Provider Self-Assessment 


21. If limits are used, are the limitations identified in the individual’s person-


centered service plan?      Yes  No 


22. If limits are used, they are primarily used to (select the best answer): 


 Protect the individual or others   Efficiently manage operations 


 


Section 3: The individual controls his/her own schedule 
 


23. Please choose the option that best describes the services and supports for 


controlling one’s own schedule: 


Individuals are supported to control their own schedules. Services such as 


bathing and mealtimes are flexible and work around the individual’s personal 


schedule. Requests for engaging in the broader community such as going 


shopping or to the movies are routinely supported and accommodated. When 


individuals work, their schedules are supported.   


Individuals generally control their own schedules.  Services such as 


mealtimes and bathing are scheduled. If individuals miss a scheduled service 


activity, such as a bath, meal or laundry, because of their personal schedule, it 


is not automatically rescheduled or replaced unless the individuals request or 


otherwise indicate they want the missed service activity. 


 Most activities are scheduled by the provider, including services such as 


mealtimes and bathing and social and recreation opportunities. If individuals 


miss a scheduled activity, such as a bath, meal or laundry, because of their 


personal schedule, it is not replaced, or if replaced, with a lesser quality 


alternative. 


 There are residential setting/provider limits to the amount of control 


individuals have over their own schedules. 
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Adult Provider Self-Assessment 


Survey ID#  [Survey_ID] 


24. If you selected “There are residential setting/provider limits to the amount of 


control individuals have over their own schedule” above, are the limits 


universally applied to everyone living in the residential setting? 


Yes  No 


25. Are the limits only applied to those who need them?  Yes  No 


26. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?   Yes  No 


27. If limits are used, are the limitations identified in the individual’s person-


centered service plan?      Yes No 


28. If limits are used, they are primarily used to (select the best answer): 


Protect the individual or others Efficiently manage operation 


 


Section 4: Setting ensures individual rights of privacy, dignity and respect, and 


freedom from coercion and restraint 


Freedom from Coercion 


29. Are individuals free from coercion as defined below?  Yes  No 


i. Threats of serious harm to or physical restraint against any person; 


ii. Any scheme, plan, or pattern intended to cause a person to believe 
that failure to perform an act would result in serious harm to or 
physical restraint against any person; or  


iii. The abuse or threatened abuse of the legal process. 
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Adult Provider Self-Assessment 


30. Do the provider/staff utilize any of the following restraints on individuals 
receiving services in this residential setting to address or control behavior?   


Yes  No  


 Chemical restraints 


 Mechanical restraints, such as devices that limit an individual’s ability to 
freely move their body, not part of the person’s formal behavior support 
plan 


 Physical restraints, such as using a physical maneuver to limit an 
individual’s ability to freely move, where the maneuver is weight-bearing 
and/or not part of the person’s formal behavior support plan 


 Seclusion, such as restricting an individual to a specific physical space as a 
means of controlling behavior or in response to a behavior 


 


Communication 


31. Please choose the option that best describes the services and supports for 


communication: 


 There are no residential setting/provider limitations to the individual’s 


ability to communicate within the residential setting or with those outside of 


the setting.  If the individual needs a phone or other accommodations or 


other communication tool, they are provided one and a private space from 


which to hold conversations.  Individuals can access the phone independently 


at any time and will be supported, if needed. Inside the residential setting, 


individuals are encouraged and supported to raise and discuss issues or 


concerns without fear of retaliation.   


 There are shared modes of communication made available by the 


residential setting/provider. There may be reasonable waiting periods if 


others are using the “house” phone or individuals may need the provider’s 


support to access to the phone. They do not need permission to access the 


phone.  Inside the residential setting, individuals may raise and discuss issues 


or concerns without fear of retaliation.   


The ability to communicate privately within and to those on the outside of 


the residential setting is limited. 
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Adult Provider Self-Assessment 


32. If you selected “The ability to communicate privately within and to those on 
the outside of the residential setting is limited” above, are the limits 
universally applied to everyone living in the residential setting?    


Yes  No  
 


33. Are the limits only applied to those who need them?  Yes No  
  


34. If you answered yes to the above, is there documentation of less restrictive 
alternatives tried before applying limits?    Yes No  


 


35. If limits are used, are the limitations identified in the individual’s person-
centered service plan?       Yes No  


 


36. If limits are used, they are primarily used to (select the best answer): 


Protect the individual or others  Efficiently manage operations 


 


Homelike Accommodations 


37. Please choose the option that best describes the services and supports for 


homelike accommodations: 


 Individuals have full access to typical homelike accommodations such as a 


kitchen, dining area, family/living room, laundry, and bathroom. 


 Individuals have full access to most typical homelike accommodations but 


may share bathrooms and not have access to the full (commercial) kitchen, in 


a larger facility. Individuals are offered substitute equipment and a means to 


cook. 


 There are residential setting/provider limits to full access to typical 


homelike accommodations. 
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Adult Provider Self-Assessment 


38. If you selected “There are residential setting/provider limits to full access to 


typical homelike accommodations” above, are the limits universally applied to 


everyone living in the residential setting?    Yes No 


39. Are the limits only applied to those who need them?   Yes No  


40. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?   Yes No 


41. If limits are used, are the limitations identified in the individual’s person-


centered service plan?      Yes  No 


42. If limits are used, they are primarily used to (select the best answer): 


 Protect the individual or others   Efficiently manage operations 
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Adult Provider Self-Assessment 


Section 5: Personal Privacy 


43. Please choose the option that best describes the services and supports for 


personal privacy: 


 All individuals may lock their bedroom and living unit doors.  Door locks 


are single-action which means when the individual turns the handle or lever 


the door unlocks.  All individuals have bathroom facilities that allow for 


complete privacy through the ability to lock the door or stall.  Bathing areas 


are private and individuals are shielded or protected from others walking in 


on them. Only appropriate staff have keys. 


 All individuals may lock their bedroom or living unit doors for privacy.  


Door locks are single-action which means when the individual turns the 


handle or lever the door unlocks.  Bathrooms may be used by others and 


individuals may need additional support to obtain privacy, such as assistance 


to get from a wheelchair into the bathroom, in order to be able to shut the 


door for privacy. Only appropriate staff have keys. 


 Doors are not lockable but privacy is assured through knocking before 


entering an individual’s bedroom, living unit, or bathroom. 


 There are residential setting/provider limits on an individual’s ability to 


have personal privacy. 


44. If you selected “There are residential setting/provider limits on an individual’s 


ability to have personal privacy” above, are the limits universally applied to 


everyone living in the residential setting?   Yes  No 


45. Are the limits only applied to those who need them?  Yes  No  


46. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?   Yes  No 


47. If limits are used, are the limitations identified in the individual’s person-


centered service plan?      Yes  No 
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Adult Provider Self-Assessment 


48. If limits are used, they are primarily used to (select the best answer): 


 Protect the individual or others   Efficiently manage operations 


 


Section 6: Choice of Roommates/Sharing Space 


49. Please choose the option that best describes the services and supports 


individuals have in their choice of roommates and sharing space: 


  This facility only offers private rooms. 


 There are shared bedrooms or living units.  There are methods in place for 
individuals to seek a new roommate should they desire. Individuals have the 
opportunity to meet new potential roommates and have input in the selection 
of their roommate.  


   There are shared bedroom or living units in the facility.  There are 
residential setting/provider limits regarding the individual’s involvement in 
the selection of roommates or their ability to have input in the choice of 
roommates. 


50. If you selected “There are shared bedroom or living units in the facility. There 


are residential setting/provider limits regarding the individual’s involvement 


in the selection of roommates or their ability to have input in the choice of 


roommates” above, are the limits universally applied to everyone living in the 


residential setting?       Yes  No 


51. Are the limits only applied to those who need them?  Yes  No  


52. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?   Yes  No 


53. If limits are used, are the limitations identified in the individual’s person-


centered service plan?      Yes  No 


54. I If limits are used, they are primarily used to (select the best answer): 


 Protect the individual or others   Efficiently manage operations 
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Adult Provider Self-Assessment 


 


Section 7: Freedom to Furnish and Decorate 


55. Please choose the option that best describes the services and supports to 


individuals regarding furnishing and decorating: 


 Individuals may bring their own furnishings and are supported and 
encouraged to personalize their space.  Individuals may paint or secure 
pictures to walls or use accessories, as needed.  There may be landlord/tenant 
type agreements regarding approval of painting, nails or holes in walls, but 
individual experience is that obtaining necessary permissions is reasonable 
and does not inhibit their personal style or ability to decorate. 


  Individuals may bring their own furnishings.  Decorating is not encouraged 
or discouraged.  There may be landlord/tenant type agreements regarding 
approval of nails or holes in walls.  Substantial changes, such as painting, may 
not be allowed. 


 There are residential setting/provider limits on an individual’s ability to 


furnish and decorate. 


56. If you selected “There are residential setting/provider limits on an individual’s 


ability to furnish and decorate” above, are the limits universally applied to 


everyone living in the residential setting?   Yes  No 


57. Are the limits only applied to those who need them?  Yes  No  


58. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?   Yes  No 


59. If limits are used, are the limitations identified in the individual’s person-


centered service plan?      Yes  No 


60. If limits are used, they are primarily used to (select the best answer): 


 Protect the individual or others  Efficiently manage operations 
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Adult Provider Self-Assessment 


Section 8: The individual can have access to food at any time 


61. Please choose the option that best describes the services and supports to 
individuals regarding access to food. 


 Individuals are provided three nutritious meals and two snacks a day.  
Individuals may assist with menu planning and personal preferences are 
considered.  If an individual misses a meal, alternatives such as a to-go sack 
meal or heatable meals, are available  Individuals have access to personal 
food storage, including refrigeration, freezer, and dry storage, that they can 
access at any time.   


 Individuals are provided three nutritious meals and two snacks a day. 
Individuals may assist with menu planning and personal preferences are 
considered.  If an individual misses a meal it is typically not replaced unless 
requested.  Storing personal food items is not encouraged, but is allowed if 
requested. 


There are limits in place regarding access to food at any time. 


62. If you selected “There are limits in place regarding access to food at any time” 


above, are the limits universally applied to everyone living in the residential 


setting?         Yes  No 


63. Are the limits only applied to those who need them?  Yes No  


64. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?   Yes  No 


65. If limits are used, are the limitations identified in the individual’s person-


centered service plan?      Yes  No 


66. If limits are used, they are primarily used to (select the best answer): 


 Protect the individual or others  Efficiently manage operations 
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Adult Provider Self-Assessment 


Section 9: The individual can have visitors at any time 


67. Please choose the option that best describes the services and supports to 
individuals regarding having visitors. 


 Individuals may have visitors at any time.  Individuals living in the site 
understand there are no residential setting/provider limits to the time when 
visitors may be received. Individuals are encouraged and supported to have 
visitors.  .   


Individuals may have visitors at any time. The residential setting/provider 
may have policies in place for after-hours visitors or a check-in process to 
address safety or privacy concerns.   


There are residential setting/provider limits to individuals having visitors at 
any time. 


68. If you selected “There are residential setting/provider limits to individuals 


having visitors at any time” above, are the limits universally applied to 


everyone living in the residential setting?   Yes  No 


69. Are the limits only applied to those who need them?  Yes  No  


70. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?   Yes  No 


71. If limits are used, are the limitations identified in the individual’s person-


centered service plan?      Yes  No 


72. If limits are used, they are primarily used to (select the best answer): 


 Protect the individual or others  Efficiently manage operations 
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Adult Provider Self-Assessment 


 


73. Is there any other information that you as a provider of community-based 


services would like to provide?   


 


 


 


 


 


 


 


 


Thank you for completing this Survey. 
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OFFICE OF DEVELOPMENTAL DISABILITY SERVICES 
DEPARTMENT OF LICENSE AND REGULATORY OVERSIGHT 


Survey ID# [Survey_ID] 


1. Date________________________________________ 


2. Name of Child Living in the Setting: [FirstName LastName] 


3. Age of Child Living in the Setting______________________________________________ 


4. Residential Setting Name____________________________________________________ 


5. Residential Setting Address___________________________________________________ 


__________________________________________________________________________ 


Please choose one of the following to describe how the survey is being completed: 


6.  I am the child or youth living in the setting and I am completing the survey with 


assistance from someone. 


7. Best description of the role of the person helping me :  


Legal Representative 


Survey Hotline/Peer Advocate   


 Not Applicable 


Family Member/Friend 


Other; Explain_______________________________________________________ 


8. Reason somebody is helping me:   


 I require assistance   I requested assistance   


 Other; Explain______________________________________________________ 


9. Name of person helping me________________________________________________ 


10.  I am the child or youth living in the setting and I am completing the survey on my 


own without assistance from someone. 


11. I am the legal representative for the child living in the setting and I am completing the 


survey on the child’s behalf. 


12. Type of legal representative:   Parent with legal custody    Legal guardian 


13. Name of person completing the survey for me__________________________________ 
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Please complete the survey questions from the perspective of the child who is receiving services 
in a residential (group home or foster home) setting. 


Section 1: Where I live supports access to the broader community 


14. Please choose the description that best describes how the location of the home where the 


child receives services supports access to the community: 


Pick the best answer: 


 Where I live makes it EASY for me to be part of the community where I am located.  


 Where I live makes it HARD for me to be part of the community where I am located.  


 


Where I live makes it easy for me to: 


15. Participate in community activities  


 Always    Usually   Sometimes    Never 


 


16. Go places in the community   


 Always    Usually   Sometimes    Never 


 


17. Obtain work-related experience (such as summer or after school work, volunteer work, 


etc.) or get a job in the community: 


 Always    Usually   Sometimes    Never 


 


 I am working on other things right now and do not wish to work or obtain 


work experience at this time. 


  
 N/A- I am too young to work or gain work-related experience right now. 
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Section 2: I am supported where I live to be part of the community 


18. I have regular opportunities be part of the broader community.  The following are some 
examples that help explain what this means:  getting work experience in the community; 
participating in extracurricular activities; going to the park, the library, or church;  shopping 
for food, clothing or other items; going to the gym or an exercise class; going out for ice 
cream; going to the movies, fairs, rodeos, or other community events. 


 Always    Usually   Sometimes    Never 


 


Section 3: Choosing where I live  


19. Before I moved to where I live now, I (or my parent or guardian) was told about or able to 


visit other places to live. 


 Yes   No 


 I don’t know (I am a youth completing the survey and I don’t know if my 


guardian was told about other options) 


20. Before moving to where I live now, I (or my parent or guardian) was offered different 


choices of where I could live. One of the choices was a service setting where not all people 


experience disabilities; this choice may have included the option for me to receive services 


in my family home. 


 Yes  No 


 I don’t know (I am a youth completing the survey and I don’t know if my 


guardian was told about other options) 


21. If I have a shared bedroom, I (or my parent or guardian) was offered a choice of a home for 


me that offered a private bedroom. 


 Yes   No   Not applicable - I am in a private room 


 I don’t know (I am a youth completing the survey and I don’t know if my 


guardian was offered the choice of a home with a private bedroom) 
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22. My guardian has a say in who I share my bedroom with. 


 Yes   No   Not applicable - I am in a private room 


 I don’t know (I am a youth completing the survey and I don’t know if my 


guardian has a say in who is share my bedroom with) 


23. I got to visit the home where I live now and meet members of the household before I 


moved in. 


 Yes    No 


 


Section 4: Where I live supports my independence and making life choices  


Work or Work Experience 


24. My provider/setting supports me with my daily needs in order for me to work or obtain 


work-related experience. 


 Always    Usually   Sometimes    Never 


 I am working on other things right now and do not wish to work or obtain work-


related experience at this time. 


 N/A- I am too young to work or gain work-related experience right now. 


Personal Finances (Resources) 


25. I have a say in how I spend my personal funds. 


 Always    Usually   Sometimes    Never 


26. I get support to manage my money so I can buy the things I want. 


 Always    Usually   Sometimes    Never 
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Section 5: I am supported where I live to participate in creating my own schedule 


 


27. I have an active role in planning my own schedule. I am supported in choosing preferred 
activities and my provider helps me to plan my day so that I can do things I like while also 
planning for necessary things like school, physical activity, and sleep.  


 
 Always    Usually   Sometimes    Never 


 


Section 6: Where I live ensures my rights of privacy, dignity and respect, and freedom from 
coercion (strong-arm) and restraint 


 


Coercion 


28. Where I live now, my provider/staff has never used physical force or physical punishment, 
or threats to make me do something I don’t want to do.  


  True – I HAVE NOT been forced to make decisions against my will 


  False – I HAVE been forced to make decisions against my will 


Restraint 


29. Where I live now, I have never been forced to take a medication as a consequence of my 


behavior. 


  True – I HAVE NOT been forced to take medication as a consequence of my 


behavior against my will. 


 False - I HAVE been forced to take medication as a consequence of my 


behavior against my will. 


30. Where I live now, I have never been tied down to control my behavior against my will. 


  True – I HAVE NOT been tied down to control my behavior against my will. 


 False - I HAVE been tied down to control my behavior against my will. 
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31. Where I live now, I have never been held down by a person or object to control my 


behavior against my will. 


  True – I HAVE NOT been held down to control my behavior against my will. 


 False -  I HAVE been held down to control my behavior against my will. 


32. Where I live now, I have never been kept away from others in a confined space or locked in 


a room as punishment against my will. 


  True – I HAVE NOT been kept or locked in a room as punishment against my 


will 


 False - I HAVE been kept or locked in a room as punishment against my will 


 


Communication 


33. I feel free to openly discuss any of my concerns with my provider/staff. 


 Always    Usually   Sometimes    Never 


 


34. I have access to a phone or to other methods of communicating with others outside of 


where I live. My provider allows me to talk to my guardian (or my attorney or CASA, if I 


have one) at any time. 


 Always    Usually   Sometimes    Never 


 


Access in all areas of the home where I live  


35. I can be in the following areas of my home:  kitchen; dining room; living/family room; 


bedroom; and bathroom. 


 Always    Usually   Sometimes    Never 
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Section 7: Staff where I live respect my personal privacy 


36. I have privacy in my bedroom and opportunity for private time if I desire it.  Staff and other 


household members knock before entering my room. 


 Always    Usually   Sometimes    Never 


 


37. I have privacy when I use the bathroom. I may have assistance when using the bathroom, 


but people do not walk in on me without my permission. 


 Always    Usually   Sometimes    Never 


 


38. I have privacy when I take a shower or bath. I may have assistance when showering or 


bathing, but people do not walk in on me without my permission. 


 Always    Usually   Sometimes    Never 


 


Section 8: Where I live allows me to decorate and furnish my bedroom or living unit 


39. I have a say in how I decorate my bedroom. 


 Always    Usually    Sometimes    Never 


40. I may furnish my bedroom with my own furniture. 


 Always    Usually    Sometimes    Never 


 


Section 9: Where I live allows me to have access to food at any time 


41. My provider serves some of my favorite foods and I am offered healthy alternatives if I 
don’t like something that is being served. 


 Always    Usually    Sometimes    Never 
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42. In addition to the meals and snacks provided to me by my provider, I have access to snacks 
and have the option of purchasing my favorite foods. 


 Always    Usually    Sometimes    Never 


 


Section 10: Where I live allows me to have visitors at any time  


43. My provider, guardian, and ISP team work together to support me in having visits with 
friends. 


 Always    Usually    Sometimes    Never 


 


44. My provider is supportive of visits with my family (except where limited by a court order) 
and I feel like my family is welcome in the home where I live. 


 Always    Usually    Sometimes    Never 


 


You have completed the survey questions for where you live. 


We would now like to ask some questions about services you might get outside of where you 


live.   Not everyone has these services and that is ok.  Please answer the questions that are 


applicable to you  


Section 11: Services outside of where I live 


45. I work or use employment services outside of where I live. 


 Yes   No 


 N/A- I am too young to work or gain work-related experience right now. 


46. If yes: I work or use employment services in a typical community setting where my 


coworkers come from a variety of different backgrounds and do not necessarily have 


disabilities (not including paid support staff):      Yes   No 
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47. I work or use employment services in a setting where most of my coworkers are people 


who also have some type of disability:       Yes   No 


48. If yes: I had an option to work or use services in a place where I could meet and form 


relationships with people from a variety of different backgrounds, and not only with other 


people who have disabilities:       Yes   No 


49. I am paid for my work:         Yes   No 


50. If yes: I am paid minimum wage or better:       Yes   No 


51. I would like to work more hours now or in the future:  Yes   No 


 


52. I would like to be able to have a job where I could make more money now or in the future: 


 Yes   No 


 


53. Is there any other information that you would like to share about where you live or receive 


services?  


 


 


 


 


 


 


Thank you for completing this survey. 
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DRAFT – DRAFT – DRAFT – DRAFT – DRAFT – DRAFT – DRAFT – DRAFT – DRAFT – DRAFT – DRAFT  


 


OFFICE OF DEVELOPMENTAL DISABILITY SERVICES 
DEPARTMENT OF LICENSE AND REGULATORY OVERSIGHT 


Survey ID#: [insert Survey_ID] 
 
Home and Community-Based Services Setting Provider Self-Assessment Survey 
for Children’s Residential Settings (Foster Care and Group Homes) 
 
 
1. Date_________________________________________________ 


2. Provider Name________________________________________ 


3. Person completing Survey and Title/Position____________________________ 


___________________________________________________________________ 


4. Medicaid Provider Number____________________________________________ 


5. Type of License or Certification________________________________________ 


6. Licensing or Certification Agency (check one):  


 DD    Child Welfare    Other: ____________________ 


7. Primary Population(s) Served_________________________________________ 


8. Physical Address of Service Site_______________________________________ 


___________________________________________________________________ 


9. Number of individuals in the home receiving Medicaid HCBS_______________ 


10. Total number of persons residing in the household_______________________ 


11. Mailing Address (if different from above)________________________________ 


___________________________________________________________________ 


12. Phone_____________________________________________________________ 


13. Email______________________________________________________________ 


14. Total number of sites you will be completing surveys on__________________ 
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Section 1: The residential setting is integrated and supports full access to the 
greater community and does not isolate individuals 


15. Part A: Please choose the option that best describes the group home or foster 
home. 


 Individuals are supported in having full access to the community. The home 
does not specialize in, nor does the provider target, a specific disability or diagnosis 
type. There may be a mix of people with and without disabilities living in the home.  
The home may have a mix of residents receiving Medicaid funded services and 
others who do not.  Individuals are supported in obtaining services outside of the 
home in the broader community in addition to the care they receive in the home.  
The home encourages opportunities to work or seek work related experience (on 
the same basis as people who are the same age and do not have a disability). 
Other off-site services may include school services, community activities, gym, 
medical care, behavioral and therapeutic services, and/or social recreational 
activities. 


 Individuals receive some services in the home and other services in the broader 
community. Onsite and off-site services may include school services, community 
activities gym, work or work related experience (on the same basis as people who 
are the same age and do not have a disability), medical care, behavioral and 
therapeutic services, and/or social recreational activities.    


  The home is designed for people with disabilities and often for people with a 
certain type of disability.  The individuals in the home are primarily or exclusively 
people with disabilities and on-site staff provides many of the services. Individuals 
have regular opportunities to engage in the broader community. However, the home 
setting does not encourage opportunities to work or obtain work related experience 
(on the same basis as people who are the same age and do not have a disability). 


 The home is designed for individuals with disabilities to receive multiple types of 
services on-site or in the home, including housing, school services, medical, 
behavioral and therapeutic services, and/or social and recreational activities and 
people in the home have limited, if any, interaction with the broader community. The 
home setting does not encourage opportunities to work or obtain related experience 
(on the same basis as people who are the same age and do not have a disability). 
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Part B:  Indicate if any of the following apply: 


16. The residential setting is a locked facility.    Yes    No 


17. The residential setting is one of the following:   Yes    No 


 Farmstead or disability specific farm community located in rural residential setting 
on a large parcel of land with little ability to access the broader community 
outside of the farm. 


 Gated/secured “community” for people with disabilities where services are 
provided on-site and individuals rarely leave the gated community. 


 Residential school where individuals receive both education and residential 
services in one setting and do not go into the broader community for education. 


 Multiple residential settings co-located and operationally related (operated by the 
same provider) where services are provided on campus with individuals rarely 
accessing the broader community. 


 


Section 2: Optimizes autonomy and independence in making life choices 
 


Work or Work Experience 


18. Please choose the option that best describes the residential service setting 
provider’s role related to services and supports for work or work-related 
experiences: 


 The home/provider encourages opportunities for individuals to obtain work or 


work-related experience. Individuals who would like to work are either working or 


obtaining some type of work related experience. Individuals who live in this home 


have supports from the provider to plan for or otherwise meet daily needs required to 


maintain work or a work experience. Individuals who live in this home, including those 


who are not working, are regularly encouraged throughout the year to discuss work 


or career goals.  


 The home/provider encourages opportunities for individuals to obtain work or work 


related experience on the same basis as people who are the same age and do not 


have a disability.  Individuals who may be focused on school right now will be 


encouraged to pursue work and work related experiences in the future. Individual 


have opportunities to talk about work or career goals.  
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 The home /provider supports individuals in getting ready for school and/or work 


each day, but does not necessarily encourage individuals to seek work or work-


related experience on the same basis as people who are the same age and do not 


have disabilities. Work or career goals are rarely talked about. 


 Individuals are not encouraged or emotionally supported by the provider to work 


or obtain work experience. Work or career goals are rarely or never talked about, and 


likely will not be discussed in the future. 


 All individuals in the home are focused on school right now or are not yet of 


school age.  Individuals in the home are encouraged to discuss future plans and 


career goals that include work in an integrated setting.   


 


Personal Finances (Resources) 


19. Please choose the option that best describes the services and supports for personal 


resources: 


Individuals may or may not have a Social Security designated Representative 


Payee. Individual may or may not be beneficiaries of a Special Needs Trust or 


Discretionary Trust. The existence of one of these is not considered a limitation by 


the residential setting/provider. 


The home /provider places no limitations to an individual’s, or their designated 


representatives’, ability to access personal financial resources (personal spending 


monies, personal property, real estate, assets, savings, etc.). Personal resources 


may be safeguarded but individuals have easy access to, experience no barriers, 


and are supported in obtaining and using personal resources as desired.   


There may be some limitations based on the safeguarding of personal resources.  


The provider assists individuals in budgeting and managing funds, however, the 


individual self-directs and is engaged in the process as much as possible.  The 


individual’s financial plan is addressed in the ISP and the provider supports the 


individual in meeting identified goals.  


  Limitations beyond age appropriate structure and guidance are placed on an 


individual’s, or their designated representatives’, access to personal resources. 
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20. If you selected “Limitations beyond age appropriate structure and guidance are 


placed on an individual’s, or their designated representatives’, access to personal 


resources” above, are the limits universally applied to everyone living in the home? 


Yes  No 


21. Are the limits only applied to those who need them?  Yes  No 


22. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?    Yes  No 


23. If limits are used, are the limitations identified in the individual’s person-centered 


service plan?        Yes  No 


24. If limits are used, they are primarily used to (select the best answer): 


Protect the individual or others Efficiently manage operations 


 


Section 3: The individual controls his/her own schedule 
 


25. Please choose the option that best describes the services and supports for 


controlling one’s own schedule: 


Individuals are supported to control their own schedules in an age appropriate 


manner as much as possible.  The provider engages with the individual to promote 


self-direction and honor individual preferences related to routine and activities. 


Routine activities such as bathing and mealtimes are flexible and work around the 


individual’s personal schedule. Requests for engaging in the broader community 


such as participating in extracurricular school activities, working or participating in 


work-related experiences, going shopping, to the library, or to the park are routinely 


supported and accommodated. When individuals work, their schedules are 


supported.  Children in the home are encouraged to participate in extra-curricular 


activities such as school or community sporting programs or clubs. 


Individuals are an active part of directing or creating their personal schedules.  


The preferences of the individual are honored whenever possible.  The provider 


helps the individual identify preferred activities and activity times, while also 


supporting the individual in addressing necessary components of their daily routine 


such as school attendance, exercise, and adequate rest.  Routine activities in the 


household and general scheduling is flexible and is adjusted based on who lives in 


the home and what is important to members of the household. 
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 Most activities are scheduled by the provider, including daily living activities such 


as mealtimes, bathing, and social and recreation opportunities. The provider seeks 


little input from the individual in scheduling activities.  The household operates by a 


routine schedule that has little flexibility and little variation, even when the 


household composition changes.   


 There are home/provider limits to the amount of control individuals have over 


their own schedules. 


 
26. If you selected “There are home/provider limits to the amount of control individuals 


have over their own schedule” above, are the limits universally applied to everyone 


living in the home?       Yes  No 


 


27. Are the limits only applied to those who need them?  Yes  No 


28. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?    Yes  No 


29. If limits are used, are the limitations identified in the individual’s person-centered 


service plan?        Yes  No 


30. If limits are used, they are primarily used to (select the best answer): 


Protect the individual or others Efficiently manage operations 


 


Section 4: Setting ensures individual rights of privacy, dignity and respect, and 


freedom from coercion and restraint 


Freedom from Coercion 


31.  Are individuals free from coercion as defined below?  Yes  No 


 Threats of serious harm to or physical restraint against any person; 


 Any scheme, plan, or pattern intended to cause a person to believe that failure to 
perform an act would result in serious harm to or physical restraint against any 
person; or  


 The abuse or threatened abuse of the legal process. 
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32. Do the provider/staff utilize any of the following restraints on individuals receiving 


services in this home to address and control behavior?    Yes  No  
 


 Chemical restraints, such as the forced administration of a medication as a 
controlling or punitive response to a behavioral episode. 


 Mechanical restraints, such as devices that limit an individual’s ability to freely 
move their body, not part of the person’s formal behavior support plan 


 Physical restraints, such as using a physical maneuver to limit an individual’s 
ability to freely move, where the maneuver is weight-bearing and/or not part of 
the person’s formal behavior support plan 


 Seclusion, such as restricting an individual to a specific physical space as a  
punitive response to a behavior 


 


Communication 


33. Please choose the option that best describes the services and supports for 


communication: 


 Individuals are encouraged and supported to communicate within the home and 


with others outside of the home.  Individuals are afforded privacy in communication 


as safe and appropriate to their chronological age.  Individuals may have access to 


the phone or other methods of communication with assistance or oversight from the 


provider.  Individuals have privacy in communication with their parents or legal 


guardian, except where restricted by a court order.  Where applicable, individuals 


have privacy in communication with their Child Welfare caseworker, attorney, and/or 


CASA.  


 Individuals are encouraged and supported to communication with others in the 


home and in the community.  Access to the phone or other modes of 


communication may be made with the provider’s permission, or in accordance with 


the individual’s ISP.  There may be legal orders that direct the types of 


communication and level of supervision or access an individual may have.  


The ability to communicate privately within the home and with others outside of 


the home is limited. 


34. If you selected “The ability to communicate privately within the home and with 


others outside of the home is limited” above, are the limits universally applied to 


everyone living in the home?      Yes  No 


35. Are the limits only applied to those who need them?  Yes  No  
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36. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?    Yes  No 


37. If limits are used, are the limitations identified in the individual’s person-centered 


service plan?        Yes  No 


38. If limits are used, they are primarily used to (select the best answer): 


Protect the individual or others Efficiently manage operations 


 


Homelike Accommodations 


39. Please choose the option that best describes the services and supports for 


homelike accommodations: 


 Individuals have access to typical homelike accommodations such as a kitchen, 


dining area, family/living room, laundry, and bathroom appropriate to the 


chronological age of the individual. 


 Individuals have full access to most typical homelike accommodations, however, 


providers may modify access to address safety incidental to the provision of daily 


living activities.   


 There are home/provider limits beyond age appropriate structure and guidance 


to full access to typical homelike accommodations. 


40. If you selected “There are home/provider limits beyond age appropriate structure 


and guidance to full access to typical homelike accommodations” above, are the 


limits universally applied to everyone living in the home?  Yes  No 


41. Are the limits only applied to those who need them?  Yes  No  


42. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?    Yes  No 


43. If limits are used, are the limitations identified in the individual’s person-centered 


service plan?        Yes  No 


44. If limits are used, they are primarily used to (select the best answer): 


Protect the individual or others Efficiently manage operations 
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Section 5: Personal Privacy 


45. Please choose the option that best describes the services and supports for personal 


privacy: 


 Individuals have the opportunity to have privacy or private time in their bedroom, 


including the ability to close the door, should they desire it.  Individuals have privacy 


when using the bathroom.  Individuals are able to close the bathroom door and are 


shielded or protected from others walking in on them when using the toilet or 


bathing.  Staff/caregivers are present in the bathroom or during private time only 


when necessary to provide required assistance or to address safety.   Staff and 


other members of the household knock and wait to receive permission before 


entering a closed room.   


 There are home/provider limits beyond age appropriate structure and guidance 


on an individual’s ability to have personal privacy. 


46. If you selected “There are home/provider limits on an individual’s ability to have 


personal privacy” above, are the limits universally applied to everyone living in the 


home?         Yes  No 


47. Are the limits only applied to those who need them?  Yes  No  


48. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?    Yes  No 


49. If limits are used, are the limitations identified in the individual’s person-centered 


service plan?        Yes  No 


50. If limits are used, they are primarily used to (select the best answer): 


 Protect the individual or others  Efficiently manage operations 
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Section 6: Choice of Roommates 


51. Please choose the option that best describes the services and supports individuals 


and/or their guardians have in the choice of roommates in a shared bedroom 


situation: 


  This home only offers private rooms. 


 There are shared bedrooms in the home.  The individual’s legal guardian has 
consented to and supports the individual having a shared bedroom.  There are 
methods in place for guardians to request a change in roommate or shared room 
situation should this be desired.  Individuals and their guardians have the 
opportunity to meet new potential shared bedroom roommates and have input in the 
selection of their shared bedroom roommate.  


   There are shared bedrooms in the home.  There are provider limits regarding 
the individual’s and their guardian’s involvement in the selection of shared bedroom 
roommates or their ability to have input in the choice of shared bedroom 
roommates. 


52. If you selected “There are shared bedrooms in the home. There are provider limits 


regarding the individual’s and their guardian’s involvement in the selection of shared 


bedroom roommates or their ability to have input in the choice of shared bedroom 


roommates” above, are the limits universally applied to everyone living in the home? 


Yes  No 


53. Are the limits only applied to those who need them?  Yes  No  


54. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?    Yes  No 


55. If limits are used, are the limitations identified in the individual’s person-centered 


service plan?        Yes  No 


56. If limits are used, they are primarily used to (select the best answer): 


 Protect the individual or others  Efficiently manage operations 
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Section 7: Freedom to Furnish and Decorate 


57. Please choose the option that best describes the services and supports to 


individuals regarding furnishing and decorating: 


 Individuals may bring their own furnishings and are supported and encouraged 


to personalize their space.  Individuals are encouraged to have age appropriate 


décor that reflects their personal style. The provider may provide guidance to the 


individual to address safety and family-friendly considerations.   


 The home provider limits an individual’s ability to furnish and decorate. 


58. If you selected “The home provider limits an individual’s ability to furnish and 


decorate” above, are the limits universally applied to everyone living in the home? 


Yes  No 


59. Are the limits only applied to those who need them?  Yes  No  


60. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?    Yes  No 


61. If limits are used, are the limitations identified in the individual’s person-centered 


service plan?        Yes  No 


62. If limits are used, they are primarily used to (select the best answer): 


 Protect the individual or others  Efficiently manage operations 
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Section 8: The individual can have access to food at any time 


63. Please choose the option that best describes the services and supports to 
individuals regarding access to food. 


 Individuals are provided three nutritious meals and two snacks a day.  
Individuals are encouraged to participate in menu planning, and cultural and 
personal preferences of the individual are honored.  The individual may participate 
in grocery shopping, selection of meal options, and routinely have an opportunity to 
have favorite foods.  Mealtimes offer some choice in food options and individuals 
are not required or expected to eat foods they do not like.  If an individual misses a 
meal, alternatives such as a to-go sack meal or heatable meals, are available upon 
return.     


 Individuals are provided three nutritious meals and two snacks a day. The 
provider seeks little input from the individual related to menu planning.  Individual 
preferences or favorite foods are rarely served and alternative options for meals are 
not offered.  


There are limits beyond age appropriate structure and guidance in place 
regarding access to food at any time. 


64. If you selected “There are limits beyond age appropriate structure and guidance in 


place regarding access to food at any time” above, are the limits universally applied 


to everyone living in the residential setting?    Yes  No 


65. Are the limits only applied to those who need them?  Yes  No  


66. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?    Yes  No 


67. If limits are used, are the limitations identified in the individual’s person-centered 


service plan?        Yes  No 


68. If limits are used, they are primarily used to (select the best answer): 


Protect the individual or others Efficiently manage operations 
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Section 9: The individual can have visitors at any time 


69. Please choose the option that best describes the services and supports to 
individuals regarding having visitors. 


 Individuals are encouraged to have visitors in the home.  Legal guardians and 
family members have access to the individual at any time (except where limited by a 
court order).  The provider works with the individual in identifying opportunities to 
have visitors and planning for social opportunities.  


Individuals are not necessarily encouraged to have visitors in the home.  When 
an individual desires to have visitors, they are encouraged to meet with friends or 
family outside of the home, rather than hosting guests at the residence.   


There are residential setting/provider limits beyond age appropriate structure and 
guidance to individuals having visitors at any time. 


70. If you selected “There are residential setting/provider limits beyond age appropriate 


structure and guidance to individuals having visitors at any time” above, are the 


limits universally applied to everyone living in the residential setting? 


Yes  No 


71. Are the limits only applied to those who need them?  Yes  No  


72. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?    Yes  No 


73. If limits are used, are the limitations identified in the individual’s person-centered 


service plan?        Yes  No 


74. If limits are used, they are primarily used to (select the best answer): 


Protect the individual or others Efficiently manage operations 


 


Is there any other information that you as a provider of community-based 


services would like to provide?  


 


 


 


Thank you for completing the Provider Self-Assessment Survey 
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Individual Experience Survey - Where I Live and Get Services 
 
Date 
 
Name  
Address 
City, State, Zip 
 
Dear Name 
 
Please complete this survey if you live in one of the following settings:    


 Assisted Living Facility 


 Residential Care Facility 


 Group Home 


 Residential Treatment Home 


 Residential Treatment Facility 


 Foster Home 
 
You are being asked to complete this survey because we would like to learn more about your 
experiences living in the settings listed above.  The support you receive in these settings are 
considered Home and Community-Based Services (HCBS). HCBS provides needed supports for 
individuals to live integrated in the community and have experiences, including employment, 
just like other members of the community. 
 
In January 2014 the Federal Centers for Medicare and Medicaid Services (CMS) issued new 
rules regarding settings in which HCBS are provided. These rules provide new protections for 
individuals using HCBS.  We are looking at service settings to see if the new requirements are 
being met.  Your individual answers will not be shared with your provider/staff.  We may use 
the information to help your provider/staff understand changes they may need to make under 
these rules.  
 
We want to use your answers to better understand if we need to make changes to improve 
everyone’s community experience. Your input is valuable to us. 
Completing the survey should only take about 10 minutes. You may: 


 Complete your survey online; go to xxxxxxxxxxxxxxxxxx. 
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 Complete your survey on paper. 
 
If you would like help to complete your survey, you may choose who helps you.  Options for 
assistance may include: 
 


 Call toll free 1-800-XXX-XXXX to have someone complete the survey with you. 
 


 Contact the person who provides your case management services for assistance. 


 Work with your legal representative, a peer advocate, friend or family member. 


 Contact a local advocacy program (staff where you live may help you find one). 


 Ask staff where you live for help. 
 
We really hope you will take the time to complete this survey.  Your experiences in your current 
setting are important us.  Thank you for taking the time to participate. 
 
Thank you for your time in completing this survey. If you would like to read more information 
about these new rules, you may view them online at this website: 
http://www.oregon.gov/dhs/dhsnews/pages/hcbs-transitionplan.aspx   
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Date:      


Question 1: Name of Individual Living in the Setting:      


Question 2: Age of Individual Living in the Setting: 


 18-24 years old 


 25-34 years old 


 35-44 years old 


 45-54 years old 


 55-64 years old 


 75-85 years old 


 85 or older 


Question 3: To which race or ethnic group do you (individual living in the setting) most 


identify? 


 Asian 


 Black/African American 


 Hispanic 


 Native American/Alaskan Native 


 Pacific Islander 


 White 


 Other 


Question 4: Residential Setting Name:       


Question 5: Residential Setting Address:       


Question 6: Person assisting me complete the survey:       Not Applicable 


Question 7: Best description of the role of the person helping to complete the survey:  
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 Not Applicable; Legal Representative; Case Manager; Survey Hotline/Peer 


Advocate; Family Member/Friend; Other; Explain:       


Question 8: Reason somebody is completing the survey for me:   


 I require assistance;  I requested assistance   Other; Explain       


Question 9: Person completing survey if not me; Name:        Not Applicable 


Question 10: My Survey Number:       


Section 1: Where I live supports access to the broader community 


Question 11: Please choose the description that best describes how the location of your home 


or residential setting supports your access to the community: 


Pick the best answer: 


G  Where I live makes it easy for me to be part of the community where I am located.  


R  Where I live makes it hard for me to be part of the community where I am located.  


Where I live makes it easy for me to: 


Question 12: Participate in community activities  


G  Always  


Y  Usually  


R  Sometimes  


R  Never 


Question 13: Get around in the community as I desire  


G  Always  


Y  Usually  


R  Sometimes  
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R  Never 


Question 14: Look for a job in the community where I can make at least minimum wage, if I 


want to work:   


G  Always  


Y  Usually  


R  Sometimes  


R  Never 


Y  I do not want to work at this time 


Section 2: I am supported where I live to be part of the community 


Question 15: I have regular opportunities be part of the broader community.  The following are 
some examples that help explain what this means:  working in the community, going to the 
park, the library, church,  shopping for food, clothing or other items, getting my hair cut at a 
beauty or barber shop, going out for coffee, going to the movies, fairs, rodeos, or other 
community events. 


G  Always  


Y  Usually  


R  Sometimes  


R  Never 


Section 3: Choosing where I live  


Question 16: Before I moved to where I live now, I was told about or able to visit other places 


to live. 


G  Yes 


R  No 
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Question 17: I was offered the choice to live in a place that is not only for people who have 


disabilities. 


G  Yes 


R  No 


Question 18: If I live in a shared room, I was offered the choice of a private bedroom or living 


unit. 


G  Yes 


R  No 


Y  Not applicable - I am in a private room 


Question 19: I have a choice in who my roommate is. 


G  Yes 


R  No 


Y  Not applicable – I am in a private room 


Section 4: Where I live supports my independence and making life choices  


Employment 


Question 20: My provider/setting supports me with my daily needs in order for me to work. 


G  Always  


Y  Usually  


R  Sometimes  


R  Never 


Y  I do not want to work at this time 
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Question 21: Personal Finances (Resources) 


The provider/staff where I live support me in managing my money. 


G  Yes 


G  No, I manage my own money 


G  No, my guardian or representative manages my money 


G  I have a Social Security Representative Payee, or I am a beneficiary of a Special Needs 


Trust or Discretionary Trust. 


Question 22: I can easily get my money and spend my money as I wish.  


G  Always  


Y  Usually  


R  Sometimes  


R  Never 


Section 5: I am supported where I live to make my own scheduling decisions 


Question 23: I create my own schedule. For example, I decide when to go to bed or when I get 
up. I can go out alone, with friends or family as I wish.  My provider/staff work around my 
activities. If my activities cause me to miss a scheduled mealtime, laundry time, or bath time, I 
can get the meal or service when convenient for me. 


 
G  Always  


Y  Usually  


R  Sometimes  


R  Never 
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Section 6: Where I live ensures my rights of privacy, dignity and respect, and freedom from 
coercion (strong-arm) and restraint 


 


Coercion 


Question 24: Where I live now, my provider/staff has never  threatened me with physical harm, 
or used restraints, or punished me,  to force me to make a decision I did not want to make. 
G  True – I have not been forced to make decisions against my will 


R   False – I have been forced to make decisions against my will 


Restraint 


Question 25: Where I live now, I have never been given a medication against my will to control 


my behavior. 


G   True – I have not been forced to take medication to control my behavior against my will. 


R  False  - I have been forced to take medication to control my behavior against my will. 


Question 26: Where I live now, I have never been held or tied down by a person or object 


against my will. 


G   True – I have not been held or tied down against my will 


R  False -  I have been held or tied down against my will 


Question 27: Where I live now, I have never been kept or locked in a room against my will. 


G   True – I have not been kept or locked in a room against my will 


R  False - I have been kept or locked in a room against my will 


Communication 


Question 28: I feel free to openly discuss any of my concerns with my provider/staff. 


G  Always  
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Y  Usually  


R  Sometimes  


R  Never 


Question 29: I have access to a phone or to other methods of communicating with others 


outside of where I live. I can talk to anyone I want at any time. 


G  Always  


Y  Usually  


R  Sometimes  


R  Never 


Access in all areas where I live  


Question 30: I have full access to the following areas in where I live any time I want or need:  


kitchen; dining room; living/family room; bedroom; and bathroom. 


G  Always  


Y  Usually  


R  Sometimes  


R  Never 


Section 7: Staff where I live respect my personal privacy 


Question 31: I may lock my bedroom or living unit door for privacy. 


G  Always  


Y  Usually  


R  Sometimes  
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R  Never 


Question 32: I have privacy when I use the bathroom. People do not walk in on me without my 


permission. 


G  Always  


Y  Usually  


R  Sometimes  


R  Never 


Question 33: I may take a shower or bath privately. People do not walk in on me without my 


permission. 


G  Always  


Y  Usually  


R  Sometimes  


R  Never 


Section 8: Where I live allows me to decorate and furnish my bedroom or living unit 


Question 34: I may decorate my bedroom or living unit the way I choose. 


G  Always  


Y  Usually  


R  Sometimes  


R  Never 


Question 35: I may furnish my bedroom or living unit with my own furniture. 


G  Always  
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Y  Usually  


R  Sometimes  


R  Never 


Section 9: Where I live allows me to have access to food at any time 


Question 36: In addition to the meals and snacks provided to me by my provider, I can 
purchase food and have access to my food at any time. 


G  Always  


Y  Usually  


R  Sometimes  


R  Never 


Section 10: Where I live allows me to have visitors at any time  


Question 37: I may have visitors at any time. 


G  Always  


Y  Usually  


R  Sometimes  


R  Never 


Section 11: Services outside of where I live 


Question 38: I work or use employment services outside of where I live. 


G  Yes 


G  No 


If yes: 
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Question 38a: I work or use employment services in a typical community setting where 


my co-workers come from a variety of different backgrounds and do not necessarily 


have disabilities (not including paid support staff):  


G  Yes 


R  No 


Question 38b: I work or use employment services in a setting where most of my 


coworkers are people who also have some type of disability: 


G  Yes 


R  No 


If yes: 


Question 38b(i): I had an option to work or use services in a place where I could 


meet and form relationships with people from a variety of different backgrounds, 


and not only with other people who have disabilities:  


G  Yes 


R  No 


Question 38c: I am paid for my work:  


G  Yes 


R  No 


If yes: 


Question 38c(i): I am paid minimum wage or better:  


G  Yes 


R  No 
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Question 38d: I would like to work more hours: 


G  Yes 


R  No 


Question 38e: I would like to be able to have a job where I could make 


more money. 


G  Yes 


R  No 


 


You have completed the survey questions for where you live. 


We would now like to ask some questions about services you might get outside of where you 


live.   Not everyone has these services and that is ok.  Please answer the best that you can. 


 


Question 39: DAY SERVICES ONLY: I use other services in a provider setting (such as Outpatient 


Mental Health Services, Adult Day Care, Day Services, or Community Inclusion/Alternative to 


Employment) outside of the place where I live:  


G  Yes 


G  No 


If yes:  


Question 39a: When I use these services, I feel I am part of my  community:  


G  Always  


Y  Usually  


R  Sometimes  
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R  Never 


Question 39b: I participate in activities with people I chose to spend time with: 


G  Always  


Y  Usually  


R  Sometimes  


R  Never 


Question 39c: When I use these services, I have opportunities to interact with people 


from the community, who come from a variety of different backgrounds, and not only 


people who have disabilities (this does not include paid support staff):  


G  Always  


Y  Usually  


R  Sometimes  


R  Never 


 


Question 40: Is there any other information that you would like to share about where you live or 


receive services?       


 


Thank you for completing this Survey.  
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Home and Community-Based Services Setting Provider Self-Assessment Survey  
 


Date:      


Question 1:  Survey # 


Question 2: Provider Name:      


Question 3:  Person completing Survey and Title/Position:      


Question 4:  Medicaid Provider Number:      


Question 5:  Type of License or certification:      


Question 6:  Licensing or Certification Agency:      


Question 7:  Primary Population(s) Served:      


Question 8:   Physical Address of Service Site:      


Question 9:  Mailing Address (if different):      


Question 10:  Phone:      


Question 11:  Email:      


Question 11a:  Total number of sites you will be completing surveys on:      


 


 


 


 


 


 


 


 


 


Section VIII Page285







Draft for discussion only 


 


Page 2 of 18 


 


Section 1: The residential setting is integrated and supports full access to the greater community 
and does not isolate individuals 


Question 12: SECTION A:  Please choose the best option from the choices below. 


G  Individuals have full access to the community. The residential setting does not specialize 
in, or target, a specific disability or diagnosis type and may have a mix of people with and 
without disabilities.  The residential setting may have a mix of private pay and Medicaid.  The 
setting may include room and board, bathing and other personal assistance while Individuals 
are supported to obtain many other services outside of the residential setting in the broader 
community.  Off- site services may include competitive integrated employment, day services, 
beautician services, community activities, gym, medical care, behavioral and therapeutic 
services, and/or social recreational activities. 


Y  Individuals receive some services in-house and others in the broader community. The 
residential setting may include room and board, bathing and other personal assistance services. 
The additional services on-site are intended to be convenient for individual access, yet, they 
may have the unintended consequence of isolation from the broader community.  Onsite and 
off-site services may include competitive integrated employment, day services, beautician 
services, community activities gym, medical care, behavioral and therapeutic services, and/or 
social recreational activities.    


R   The residential setting is designed for people with disabilities and often for people with a 
certain type of disability.  The individuals in the residential setting are primarily or exclusively 
people with disabilities and on-site staff provides many of the services. The residential setting 
services include community access and individuals have regular opportunities to engage in the 
broader community.  


R  The residential setting is designed to provide people with disabilities multiple types of 
services on-site, including housing, day services, medical, behavioral and therapeutic services, 
and/or social and recreational activities and people in the residential setting have limited, if 
any, interaction with the broader community. SECTION B:  Please indicate whether the below 
statement is true for this setting.  
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Question 13: The residential setting is a locked facility.  


R  Yes   


G  No 


Question 14: The residential setting is one of the following:  


R  Yes   


G  No 


 Farmstead or disability specific farm community located in rural residential setting on a 
large parcel of land with little ability to access the broader community outside of the 
farm. 


 Gated/secured “community” for people with disabilities where services are provided on-
site and individuals rarely leave the gated community. 


 Residential school where individuals receive both education and residential services in 
one setting and do not go into the broader community for education. 


 Multiple residential settings co-located and operationally related (operated by the same 
provider) where services are provided on campus with individuals rarely accessing the 
broader community. 


Section 2: Optimizes autonomy and independence in making life choices 
 


Employment 


Question 15: Please choose the option that best describes the services and supports for 
employment: 


G  For individuals who want to work, the residential setting/provider encourages the 


individual’s opportunities to seek employment and work in integrated settings and for 


competitive wages (minimum wage or better). Working individuals who live in this residential 


setting have supports from the provider in planning and meeting their daily needs in order to 


access and maintain employment. Individuals who live in this residential setting have frequent 


opportunities throughout the year to discuss career goals, including career advancement, 
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career changes, increased wages, or increased hours. Individuals who want to work are 


working or using employment services in an integrated employment setting where there are 


opportunities to interact with people who do not have disabilities (not including paid staff).  


Y  For individuals who want to work, the residential setting/provider encourages 


opportunities to seek employment and work in integrated employment for competitive wages 


(minimum wage or better). Individuals might have opportunities to talk about employment 


goals once a year or so. Those who want to work are working; however, it may not be in an 


integrated employment setting where individuals interact with people who do not have 


disabilities (not including paid staff). Individuals who are working in less integrated or 


segregated settings continue to be supported in career goals relating to obtaining integrated 


employment at a competitive wage.  


R  The residential setting/provider supports individuals in getting ready for work each day, 


but does not necessarily encourage individuals in seeking employment and working in 


integrated competitive settings. 


R  Individuals who reside in this residential setting and want to work are not encouraged or 


emotionally supported by the provider to do so.  


Personal Finances (Resources) 


Question 16: Please choose the option that best describes the services and supports for 


personal resources: 


Individuals may or may not have a Social Security designated Representative Payee. Individual 


may or may not be beneficiaries of a Special Needs Trust or Discretionary Trust. The existence 


of one of these is not a considered a limitation by the residential setting/provider. 


G  The residential setting/provider places no limitations to an individual’s, or their 


designated representatives, ability to access personal financial resources (personal spending 


monies, personal property, real estate, assets, savings, etc.). Personal resources may be 


safeguarded but individuals have easy access to, experience no barriers, and are supported in 


obtaining and using personal resources as desired.   
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Y  There may be some limitations based on the safeguarding of personal resources.  


Individuals, or their designated representatives, can typically access funds in the same day, or 


within 24 hours for larger sums. Individuals are supported in obtaining and using their 


personal resources as desired.   


R   Limitations are placed on an individual’s, or their designated representatives, access to 


their personal resources. 


 


Question 16a: If you selected “Limitations are placed on an individual’s, or their 


designated representatives, access to their personal resources” above, are the limits 


universally applied to everyone living in the residential setting? 


R  Yes   


G  No 
Question 16b: Are the limits only applied to those who need them? 


G  Yes   


R  No 
 


Question 16b(i): If you answered yes to the above, is there documentation of less 


restrictive alternatives tried before applying limits? 


G  Yes   


R  No 
Question 16b(ii): If limits are used, are the limitations identified in the individual’s 


person-centered service plan? 


G  Yes   


R  No 
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Question 16b(iii): If limits are used, they are primarily used to (select the best 


answer): 


G  Protect the individual or others 


R  Efficiently manage operations 


Section 3: The individual controls his/her own schedule 
Question 17: Please choose the option that best describes the services and supports for 


controlling one’s own schedule: 


G  Individuals are supported to control their own schedules. Services such as bathing and 


mealtimes are flexible and work around the individual’s personal schedule. Requests for 


engaging in the broader community such as going shopping or to the movies are routinely 


supported and accommodated. When individuals work, their schedules are supported.   


Y  Individuals generally control their own schedules.  Services such as mealtimes and 


bathing are scheduled. If individuals miss a scheduled service activity, such as a bath, meal or 


laundry, because of their personal schedule, it is not automatically rescheduled or replaced 


unless the individuals request or otherwise indicate they want the missed service activity. 


R  Most activities are scheduled by the provider, including services such as mealtimes and 


bathing and social and recreation opportunities. If individuals miss a scheduled activity, such 


as a bath, meal or laundry, because of their personal schedule, it is not replaced, or if replaced, 


with a lesser quality alternative. 


R  There are residential setting/provider limits to the amount of control individuals have 


over their own schedules. 


 
Question 17a: If you selected “There are residential setting/provider limits to the 


amount of control individuals have over their own schedule” above, are the limits 


universally applied to everyone living in the residential setting? 
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R  Yes   


G  No 
Question 17b: Are the limits only applied to those who need them? 


G  Yes   


R  No 
Question 17b(i): If you answered yes to the above, is there documentation of less 


restrictive alternatives tried before applying limits? 


G  Yes   


R  No 
Question 17b(ii): If limits are used, are the limitations identified in the individual’s 


person-centered service plan? 


G  Yes   


R  No 
Question 17b(iii): If limits are used, they are primarily used to (select the best 


answer): 


G  Protect the individual or others 


R  Efficiently manage operations 


Section 4: Setting ensures individual rights of privacy, dignity and respect, and freedom from 


coercion and restraint 


Freedom from Coercion 


Question 18: Are individuals free from coercion as defined below? 


G  Yes   


R  No 
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i. Threats of serious harm to or physical restraint against any person; 


ii. Any scheme, plan, or pattern intended to cause a person to believe that failure to 
perform an act would result in serious harm to or physical restraint against any 
person; or  


iii. The abuse or threatened abuse of the legal process. 


Question 19: Do the provider/staff utilize any of the following restraints on individuals receiving 
services in this residential setting to address or control behavior?   


R  Yes   


G  No 


 Chemical restraints 


 Mechanical restraints, such as devices that limit an individual’s ability to freely move their 
body, not part of the person’s formal behavior support plan 


 Physical restraints, such as using a physical maneuver to limit an individual’s ability to 
freely move, where the maneuver is weight-bearing and/or not part of the person’s 
formal behavior support plan 


 Seclusion, such as restricting an individual to a specific physical space as a means of 
controlling behavior or in response to a behavior 


 


Communication 


Question 20: Please choose the option that best describes the services and supports for 


communication: 


G  There are no residential setting/provider limitations to the individual’s ability to 


communicate within the residential setting or with those outside of the setting.  If the individual 


needs a phone or other accommodations or other communication tool, they are provided one 


and a private space from which to hold conversations.  Individuals can access the phone 


independently at any time and will be supported, if needed. Inside the residential setting, 


individuals are encouraged and supported to raise and discuss issues or concerns without fear 


of retaliation.   
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Y  There are shared modes of communication made available by the residential 


setting/provider. There may be reasonable waiting periods if others are using the “house” 


phone or individuals may need the provider’s support to access to the phone. They do not need 


permission to access the phone.  Inside the residential setting, individuals may raise and discuss 


issues or concerns without fear of retaliation.   


R  The ability to communicate privately within and to those on the outside of the residential 


setting is limited. 


Question 20a: If you selected “The ability to communicate privately within and to those 


on the outside of the residential setting is limited” above, are the limits universally 


applied to everyone living in the residential setting? 


R  Yes   


G  No 
Question 20b: Are the limits only applied to those who need them? 


G  Yes   


R  No 


Question 20b(i): If you answered yes to the above, is there documentation of less 


restrictive alternatives tried before applying limits? 


G  Yes   


R  No 


Question 20b(ii): If limits are used, are the limitations identified in the individual’s 


person-centered service plan? 


G  Yes   


R  No 
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Question 20b(iii): If limits are used, they are primarily used to (select the best 


answer): 


G  Protect the individual or others 


R  Efficiently manage operations 


Homelike Accommodations 


Question 21: Please choose the option that best describes the services and supports for 


homelike accommodations: 


G  Individuals have full access to typical homelike accommodations such as a kitchen, dining 


area, family/living room, laundry, and bathroom. 


Y  Individuals have full access to most typical homelike accommodations but may share 


bathrooms and not have access to the full (commercial) kitchen, in a larger facility. Individuals 


are offered substitute equipment and a means to cook. 


R  There are residential setting/provider limits to full access to typical homelike 


accommodations. 


Question 21a: If you selected “There are residential setting/provider limits to full access 


to typical homelike accommodations” above, are the limits universally applied to 


everyone living in the residential setting? 


R  Yes   


G  No 
Question 21ba: Are the limits only applied to those who need them? 


G  Yes   


R  No 


Question 21b(i): If you answered yes to the above, is there documentation of less 


restrictive alternatives tried before applying limits? 
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G  Yes   


R  No 


Question 21b(ii): If limits are used, are the limitations identified in the individual’s 


person-centered service plan? 


G  Yes   


R  No 


Question 21b(iii): If limits are used, they are primarily used to (select the best 


answer): 


G  Protect the individual or others 


R  Efficiently manage operations 


Section 5: Personal Privacy 


Question 22: Please choose the option that best describes the services and supports for 


personal privacy: 


G  All individuals may lock their bedroom and living unit doors.  Door locks are single-action 


which means when the individual turns the handle or lever the door unlocks.  All individuals 


have bathroom facilities that allow for complete privacy through the ability to lock the door or 


stall.  Bathing areas are private and individuals are shielded or protected from others walking in 


on them. Only appropriate staff have keys. 


G  All individuals may lock their bedroom or living unit doors for privacy.  Door locks are 


single-action which means when the individual turns the handle or lever the door unlocks.  


Bathrooms may be used by others and individuals may need additional support to obtain 


privacy, such as assistance to get from a wheelchair into the bathroom, in order to be able to 


shut the door for privacy. Only appropriate staff have keys. 


R  Doors are not lockable but privacy is assured through knocking before entering an 


individual’s bedroom, living unit, or bathroom. 
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R  There are residential setting/provider limits on an individual’s ability to have personal 


privacy. 


Question 22a: If you selected “There are residential setting/provider limits on an 


individual’s ability to have personal privacy” above, are the limits universally applied to 


everyone living in the residential setting? 


R  Yes   


G  No 
Question 22b: Are the limits only applied to those who need them? 


G  Yes   


R  No 


Question 22b(i): If you answered yes to the above, is there documentation of less 


restrictive alternatives tried before applying limits? 


G  Yes   


R  No 


Question 22b(ii): If limits are used, are the limitations identified in the individual’s 


person-centered service plan? 


G  Yes   


R  No 


Question 22b(iii): If limits are used, they are primarily used to (select the best 


answer): 


G  Protect the individual or others 


R  Efficiently manage operations 
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Section 6: Choice of Roommates/Sharing Space 


Question 23: Please choose the option that best describes the services and supports 


individuals have in their choice of roommates and sharing space: 


G   This facility only offers private rooms. 


G  There are shared bedrooms or living units.  There are methods in place for individuals to 
seek a new roommate should they desire. Individuals have the opportunity to meet new 
potential roommates and have input in the selection of their roommate.  


R   There are shared bedroom or living units in the facility.  There are residential 
setting/provider limits regarding the individual’s involvement in the selection of roommates or 
their ability to have input in the choice of roommates. 


Question 23a: If you selected “There are shared bedroom or living units in the facility. 


There are residential setting/provider limits regarding the individual’s involvement in 


the selection of roommates or their ability to have input in the choice of roommates” 


above, are the limits universally applied to everyone living in the residential setting? 


R  Yes   


G  No 
Question 23b: Are the limits only applied to those who need them? 


G  Yes   


R  No 


Question 23b(i): If you answered yes to the above, is there documentation of less 


restrictive alternatives tried before applying limits? 


G  Yes   


R  No 


Question 23b(ii): If limits are used, are the limitations identified in the individual’s 


person-centered service plan? 
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G  Yes   


R  No 


Question 23b(iii): If limits are used, they are primarily used to (select the best 


answer): 


G  Protect the individual or others 


R  Efficiently manage operations 


Section 7: Freedom to Furnish and Decorate 


Question 24: Please choose the option that best describes the services and supports to 


individuals regarding furnishing and decorating: 


G  Individuals may bring their own furnishings and are supported and encouraged to 
personalize their space.  Individuals may paint or secure pictures to walls or use accessories, as 
needed.  There may be landlord/tenant type agreements regarding approval of painting, nails 
or holes in walls, but individual experience is that obtaining necessary permissions is 
reasonable and does not inhibit their personal style or ability to decorate. 


Y   Individuals may bring their own furnishings.  Decorating is not encouraged or 
discouraged.  There may be landlord/tenant type agreements regarding approval of nails or 
holes in walls.  Substantial changes, such as painting, may not be allowed. 


R  There are residential setting/provider limits on an individual’s ability to furnish and 


decorate. 


Question 24a: If you selected “There are residential setting/provider limits on an 


individual’s ability to furnish and decorate” above, are the limits universally applied to 


everyone living in the residential setting? 


R  Yes   


G  No 
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Question 24b: Are the limits only applied to those who need them? 


G  Yes   


R  No 


Question 24b(i): If you answered yes to the above, is there documentation of less 


restrictive alternatives tried before applying limits? 


G  Yes   


R  No 


Question 24b(ii): If limits are used, are the limitations identified in the individual’s 


person-centered service plan? 


G  Yes   


R  No 


Question 24b(iii): If limits are used, they are primarily used to (select the best 


answer): 


G  Protect the individual or others 


R  Efficiently manage operations 


Section 8: The individual can have access to food at any time 


Question 25: Please choose the option that best describes the services and supports to 


individuals regarding access to food. 


G  Individuals are provided three nutritious meals and two snacks a day.  Individuals may 


assist with menu planning and personal preferences are considered.  If an individual misses a 


meal, alternatives such as a to-go sack meal or heatable meals, are available  Individuals have 


access to personal food storage, including refrigeration, freezer, and dry storage, that they can 


access at any time.   
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Y  Individuals are provided three nutritious meals and two snacks a day. Individuals may 


assist with menu planning and personal preferences are considered.  If an individual misses a 


meal it is typically not replaced unless requested.  Storing personal food items is not 


encouraged, but is allowed if requested. 


R  There are limits in place regarding access to food at any time. 


Question 25a: If you selected “There are limits in place regarding access to food at any 


time” above, are the limits universally applied to everyone living in the residential 


setting? 


R  Yes   


G  No 
Question 25b: Are the limits only applied to those who need them? 


G  Yes   


R  No 


Question 25b(i): If you answered yes to the above, is there documentation of less 


restrictive alternatives tried before applying limits? 


G  Yes   


R  No 


Question 25b(ii): If limits are used, are the limitations identified in the individual’s 


person-centered service plan? 


G  Yes   


R  No 


Question 25b(iii): If limits are used, they are primarily used to (select the best 


answer): 


G  Protect the individual or others 
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R  Efficiently manage operations 


Section 9: The individual can have visitors at any time 


Question 26: Please choose the option that best describes the services and supports to 


individuals regarding having visitors. 


G  Individuals may have visitors at any time.  Individuals living in the site understand there 


are no residential setting/provider limits to the time when visitors may be received. Individuals 


are encouraged and supported to have visitors.  


G  Individuals may have visitors at any time. The residential setting/provider may have 
policies in place for after-hours visitors or a check-in process to address safety or privacy 
concerns.   


R  There are residential setting/provider limits to individuals having visitors at any time. 


Question 26a: If you selected “There are residential setting/provider limits to individuals 


having visitors at any time” above, are the limits universally applied to everyone living in 


the residential setting? 


R  Yes   


G  No 
Question 26b: Are the limits only applied to those who need them? 


G  Yes   


R  No 


Question 26b(i): If you answered yes to the above, is there documentation of less 


restrictive alternatives tried before applying limits? 


G  Yes   


R  No 
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Question 26b(ii): If limits are used, are the limitations identified in the individual’s 


person-centered service plan? 


G  Yes   


R  No 


Question 26b(iii): If limits are used, they are primarily used to (select the best 


answer): 


G  Protect the individual or others 


R  Efficiently manage operations 


Question 27: Is there any other information that you as a provider of community-based services 


would like to provide?        


Congratulations!  You have completed the Provider Self-Assessment Survey.  
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OFFICE OF DEVELOPMENTAL DISABILITY SERVICES 
DEPARTMENT OF LICENSE AND REGULATORY OVERSIGHT 


Survey ID# [Survey_ID] 


1. Date________________________________________ 


2. Name of Child Living in the Setting: [FirstName LastName] 


3. Age of Child Living in the Setting______________________________________________ 


4. Residential Setting Name____________________________________________________ 


5. Residential Setting Address___________________________________________________ 


__________________________________________________________________________ 


Please choose one of the following to describe how the survey is being completed: 


6.  I am the child or youth living in the setting and I am completing the survey with 


assistance from someone. 


7. Best description of the role of the person helping me :  


Legal Representative 


Survey Hotline/Peer Advocate   


 Not Applicable 


Family Member/Friend 


Other; Explain_______________________________________________________ 


8. Reason somebody is helping me:   


 I require assistance   I requested assistance   


 Other; Explain______________________________________________________ 


9. Name of person helping me________________________________________________ 


10.  I am the child or youth living in the setting and I am completing the survey on my 


own without assistance from someone. 


11. I am the legal representative for the child living in the setting and I am completing the 


survey on the child’s behalf. 


12. Type of legal representative:   Parent with legal custody    Legal guardian 


13. Name of person completing the survey for me__________________________________ 
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Please complete the survey questions from the perspective of the child who is receiving services 
in a residential (group home or foster home) setting. 


Section 1: Where I live supports access to the broader community 


14. Please choose the description that best describes how the location of the home where the 


child receives services supports access to the community: 


Pick the best answer: 


 Where I live makes it EASY for me to be part of the community where I am located.  


 Where I live makes it HARD for me to be part of the community where I am located.  


 


Where I live makes it easy for me to: 


15. Participate in community activities  


 Always    Usually   Sometimes    Never 


 


16. Go places in the community   


 Always    Usually   Sometimes    Never 


 


17. Obtain work-related experience (such as summer or after school work, volunteer work, 


etc.) or get a job in the community: 


 Always    Usually   Sometimes    Never 


 


 I am working on other things right now and do not wish to work or obtain 


work experience at this time. 


  
 N/A- I am too young to work or gain work-related experience right now. 
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Section 2: I am supported where I live to be part of the community 


18. I have regular opportunities be part of the broader community.  The following are some 
examples that help explain what this means:  getting work experience in the community; 
participating in extracurricular activities; going to the park, the library, or church;  shopping 
for food, clothing or other items; going to the gym or an exercise class; going out for ice 
cream; going to the movies, fairs, rodeos, or other community events. 


 Always    Usually   Sometimes    Never 


 


Section 3: Choosing where I live  


19. Before I moved to where I live now, I (or my parent or guardian) was told about or able to 


visit other places to live. 


 Yes   No 


 I don’t know (I am a youth completing the survey and I don’t know if my 


guardian was told about other options) 


20. Before moving to where I live now, I (or my parent or guardian) was offered different 


choices of where I could live. One of the choices was a service setting where not all people 


experience disabilities; this choice may have included the option for me to receive services 


in my family home. 


 Yes  No 


 I don’t know (I am a youth completing the survey and I don’t know if my 


guardian was told about other options) 


21. If I have a shared bedroom, I (or my parent or guardian) was offered a choice of a home for 


me that offered a private bedroom. 


 Yes   No   Not applicable - I am in a private room 


 I don’t know (I am a youth completing the survey and I don’t know if my 


guardian was offered the choice of a home with a private bedroom) 
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22. My guardian has a say in who I share my bedroom with. 


 Yes   No   Not applicable - I am in a private room 


 I don’t know (I am a youth completing the survey and I don’t know if my 


guardian has a say in who is share my bedroom with) 


23. I got to visit the home where I live now and meet members of the household before I 


moved in. 


 Yes    No 


 


Section 4: Where I live supports my independence and making life choices  


Work or Work Experience 


24. My provider/setting supports me with my daily needs in order for me to work or obtain 


work-related experience. 


 Always    Usually   Sometimes    Never 


 I am working on other things right now and do not wish to work or obtain work-


related experience at this time. 


 N/A- I am too young to work or gain work-related experience right now. 


Personal Finances (Resources) 


25. I have a say in how I spend my personal funds. 


 Always    Usually   Sometimes    Never 


26. I get support to manage my money so I can buy the things I want. 


 Always    Usually   Sometimes    Never 
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Section 5: I am supported where I live to participate in creating my own schedule 


 


27. I have an active role in planning my own schedule. I am supported in choosing preferred 
activities and my provider helps me to plan my day so that I can do things I like while also 
planning for necessary things like school, physical activity, and sleep.  


 
 Always    Usually   Sometimes    Never 


 


Section 6: Where I live ensures my rights of privacy, dignity and respect, and freedom from 
coercion (strong-arm) and restraint 


 


Coercion 


28. Where I live now, my provider/staff has never used physical force or physical punishment, 
or threats to make me do something I don’t want to do.  


  True – I HAVE NOT been forced to make decisions against my will 


  False – I HAVE been forced to make decisions against my will 


Restraint 


29. Where I live now, I have never been forced to take a medication as a consequence of my 


behavior. 


  True – I HAVE NOT been forced to take medication as a consequence of my 


behavior against my will. 


 False - I HAVE been forced to take medication as a consequence of my 


behavior against my will. 


30. Where I live now, I have never been tied down to control my behavior against my will. 


  True – I HAVE NOT been tied down to control my behavior against my will. 


 False - I HAVE been tied down to control my behavior against my will. 
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31. Where I live now, I have never been held down by a person or object to control my 


behavior against my will. 


  True – I HAVE NOT been held down to control my behavior against my will. 


 False -  I HAVE been held down to control my behavior against my will. 


32. Where I live now, I have never been kept away from others in a confined space or locked in 


a room as punishment against my will. 


  True – I HAVE NOT been kept or locked in a room as punishment against my 


will 


 False - I HAVE been kept or locked in a room as punishment against my will 


 


Communication 


33. I feel free to openly discuss any of my concerns with my provider/staff. 


 Always    Usually   Sometimes    Never 


 


34. I have access to a phone or to other methods of communicating with others outside of 


where I live. My provider allows me to talk to my guardian (or my attorney or CASA, if I 


have one) at any time. 


 Always    Usually   Sometimes    Never 


 


Access in all areas of the home where I live  


35. I can be in the following areas of my home:  kitchen; dining room; living/family room; 


bedroom; and bathroom. 


 Always    Usually   Sometimes    Never 
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Section 7: Staff where I live respect my personal privacy 


36. I have privacy in my bedroom and opportunity for private time if I desire it.  Staff and other 


household members knock before entering my room. 


 Always    Usually   Sometimes    Never 


 


37. I have privacy when I use the bathroom. I may have assistance when using the bathroom, 


but people do not walk in on me without my permission. 


 Always    Usually   Sometimes    Never 


 


38. I have privacy when I take a shower or bath. I may have assistance when showering or 


bathing, but people do not walk in on me without my permission. 


 Always    Usually   Sometimes    Never 


 


Section 8: Where I live allows me to decorate and furnish my bedroom or living unit 


39. I have a say in how I decorate my bedroom. 


 Always    Usually    Sometimes    Never 


40. I may furnish my bedroom with my own furniture. 


 Always    Usually    Sometimes    Never 


 


Section 9: Where I live allows me to have access to food at any time 


41. My provider serves some of my favorite foods and I am offered healthy alternatives if I 
don’t like something that is being served. 


 Always    Usually    Sometimes    Never 
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42. In addition to the meals and snacks provided to me by my provider, I have access to snacks 
and have the option of purchasing my favorite foods. 


 Always    Usually    Sometimes    Never 


 


Section 10: Where I live allows me to have visitors at any time  


43. My provider, guardian, and ISP team work together to support me in having visits with 
friends. 


 Always    Usually    Sometimes    Never 


 


44. My provider is supportive of visits with my family (except where limited by a court order) 
and I feel like my family is welcome in the home where I live. 


 Always    Usually    Sometimes    Never 


 


You have completed the survey questions for where you live. 


We would now like to ask some questions about services you might get outside of where you 


live.   Not everyone has these services and that is ok.  Please answer the questions that are 


applicable to you  


Section 11: Services outside of where I live 


45. I work or use employment services outside of where I live. 


 Yes   No 


 N/A- I am too young to work or gain work-related experience right now. 


46. If yes: I work or use employment services in a typical community setting where my 


coworkers come from a variety of different backgrounds and do not necessarily have 


disabilities (not including paid support staff):      Yes   No 
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47. I work or use employment services in a setting where most of my coworkers are people 


who also have some type of disability:       Yes   No 


48. If yes: I had an option to work or use services in a place where I could meet and form 


relationships with people from a variety of different backgrounds, and not only with other 


people who have disabilities:       Yes   No 


49. I am paid for my work:         Yes   No 


50. If yes: I am paid minimum wage or better:       Yes   No 


51. I would like to work more hours now or in the future:  Yes   No 


 


52. I would like to be able to have a job where I could make more money now or in the future: 


 Yes   No 


 


53. Is there any other information that you would like to share about where you live or receive 


services?  


 


 


 


 


 


 


Thank you for completing this survey. 
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DRAFT – DRAFT – DRAFT – DRAFT – DRAFT – DRAFT – DRAFT – DRAFT – DRAFT – DRAFT – DRAFT  


 


OFFICE OF DEVELOPMENTAL DISABILITY SERVICES 
DEPARTMENT OF LICENSE AND REGULATORY OVERSIGHT 


Survey ID#: [insert Survey_ID] 
 
Home and Community-Based Services Setting Provider Self-Assessment Survey 
for Children’s Residential Settings (Foster Care and Group Homes) 
 
 
1. Date_________________________________________________ 


2. Provider Name________________________________________ 


3. Person completing Survey and Title/Position____________________________ 


___________________________________________________________________ 


4. Medicaid Provider Number____________________________________________ 


5. Type of License or Certification________________________________________ 


6. Licensing or Certification Agency (check one):  


 DD    Child Welfare    Other: ____________________ 


7. Primary Population(s) Served_________________________________________ 


8. Physical Address of Service Site_______________________________________ 


___________________________________________________________________ 


9. Number of individuals in the home receiving Medicaid HCBS_______________ 


10. Total number of persons residing in the household_______________________ 


11. Mailing Address (if different from above)________________________________ 


___________________________________________________________________ 


12. Phone_____________________________________________________________ 


13. Email______________________________________________________________ 


14. Total number of sites you will be completing surveys on__________________ 
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Section 1: The residential setting is integrated and supports full access to the 
greater community and does not isolate individuals 


15. Part A: Please choose the option that best describes the group home or foster 
home. 


 Individuals are supported in having full access to the community. The home 
does not specialize in, nor does the provider target, a specific disability or diagnosis 
type. There may be a mix of people with and without disabilities living in the home.  
The home may have a mix of residents receiving Medicaid funded services and 
others who do not.  Individuals are supported in obtaining services outside of the 
home in the broader community in addition to the care they receive in the home.  
The home encourages opportunities to work or seek work related experience (on 
the same basis as people who are the same age and do not have a disability). 
Other off-site services may include school services, community activities, gym, 
medical care, behavioral and therapeutic services, and/or social recreational 
activities. 


 Individuals receive some services in the home and other services in the broader 
community. Onsite and off-site services may include school services, community 
activities gym, work or work related experience (on the same basis as people who 
are the same age and do not have a disability), medical care, behavioral and 
therapeutic services, and/or social recreational activities.    


  The home is designed for people with disabilities and often for people with a 
certain type of disability.  The individuals in the home are primarily or exclusively 
people with disabilities and on-site staff provides many of the services. Individuals 
have regular opportunities to engage in the broader community. However, the home 
setting does not encourage opportunities to work or obtain work related experience 
(on the same basis as people who are the same age and do not have a disability). 


 The home is designed for individuals with disabilities to receive multiple types of 
services on-site or in the home, including housing, school services, medical, 
behavioral and therapeutic services, and/or social and recreational activities and 
people in the home have limited, if any, interaction with the broader community. The 
home setting does not encourage opportunities to work or obtain related experience 
(on the same basis as people who are the same age and do not have a disability). 


 


 


 


 


Section VIII Page313







 


Kids Provider Assessment_color coded _final.docx 


Part B:  Indicate if any of the following apply: 


16. The residential setting is a locked facility.    Yes    No 


17. The residential setting is one of the following:   Yes    No 


 Farmstead or disability specific farm community located in rural residential setting 
on a large parcel of land with little ability to access the broader community 
outside of the farm. 


 Gated/secured “community” for people with disabilities where services are 
provided on-site and individuals rarely leave the gated community. 


 Residential school where individuals receive both education and residential 
services in one setting and do not go into the broader community for education. 


 Multiple residential settings co-located and operationally related (operated by the 
same provider) where services are provided on campus with individuals rarely 
accessing the broader community. 


 


Section 2: Optimizes autonomy and independence in making life choices 
 


Work or Work Experience 


18. Please choose the option that best describes the residential service setting 
provider’s role related to services and supports for work or work-related 
experiences: 


 The home/provider encourages opportunities for individuals to obtain work or 


work-related experience. Individuals who would like to work are either working or 


obtaining some type of work related experience. Individuals who live in this home 


have supports from the provider to plan for or otherwise meet daily needs required to 


maintain work or a work experience. Individuals who live in this home, including those 


who are not working, are regularly encouraged throughout the year to discuss work 


or career goals.  


 The home/provider encourages opportunities for individuals to obtain work or work 


related experience on the same basis as people who are the same age and do not 


have a disability.  Individuals who may be focused on school right now will be 


encouraged to pursue work and work related experiences in the future. Individual 


have opportunities to talk about work or career goals.  
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 The home /provider supports individuals in getting ready for school and/or work 


each day, but does not necessarily encourage individuals to seek work or work-


related experience on the same basis as people who are the same age and do not 


have disabilities. Work or career goals are rarely talked about. 


 Individuals are not encouraged or emotionally supported by the provider to work 


or obtain work experience. Work or career goals are rarely or never talked about, and 


likely will not be discussed in the future. 


 All individuals in the home are focused on school right now or are not yet of 


school age.  Individuals in the home are encouraged to discuss future plans and 


career goals that include work in an integrated setting.   


 


Personal Finances (Resources) 


19. Please choose the option that best describes the services and supports for personal 


resources: 


Individuals may or may not have a Social Security designated Representative 


Payee. Individual may or may not be beneficiaries of a Special Needs Trust or 


Discretionary Trust. The existence of one of these is not considered a limitation by 


the residential setting/provider. 


The home /provider places no limitations to an individual’s, or their designated 


representatives’, ability to access personal financial resources (personal spending 


monies, personal property, real estate, assets, savings, etc.). Personal resources 


may be safeguarded but individuals have easy access to, experience no barriers, 


and are supported in obtaining and using personal resources as desired.   


There may be some limitations based on the safeguarding of personal resources.  


The provider assists individuals in budgeting and managing funds, however, the 


individual self-directs and is engaged in the process as much as possible.  The 


individual’s financial plan is addressed in the ISP and the provider supports the 


individual in meeting identified goals.  


  Limitations beyond age appropriate structure and guidance are placed on an 


individual’s, or their designated representatives’, access to personal resources. 
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20. If you selected “Limitations beyond age appropriate structure and guidance are 


placed on an individual’s, or their designated representatives’, access to personal 


resources” above, are the limits universally applied to everyone living in the home? 


Yes  No 


21. Are the limits only applied to those who need them?  Yes  No 


22. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?    Yes  No 


23. If limits are used, are the limitations identified in the individual’s person-centered 


service plan?        Yes  No 


24. If limits are used, they are primarily used to (select the best answer): 


Protect the individual or others Efficiently manage operations 


 


Section 3: The individual controls his/her own schedule 
 


25. Please choose the option that best describes the services and supports for 


controlling one’s own schedule: 


Individuals are supported to control their own schedules in an age appropriate 


manner as much as possible.  The provider engages with the individual to promote 


self-direction and honor individual preferences related to routine and activities. 


Routine activities such as bathing and mealtimes are flexible and work around the 


individual’s personal schedule. Requests for engaging in the broader community 


such as participating in extracurricular school activities, working or participating in 


work-related experiences, going shopping, to the library, or to the park are routinely 


supported and accommodated. When individuals work, their schedules are 


supported.  Children in the home are encouraged to participate in extra-curricular 


activities such as school or community sporting programs or clubs. 


Individuals are an active part of directing or creating their personal schedules.  


The preferences of the individual are honored whenever possible.  The provider 


helps the individual identify preferred activities and activity times, while also 


supporting the individual in addressing necessary components of their daily routine 


such as school attendance, exercise, and adequate rest.  Routine activities in the 


household and general scheduling is flexible and is adjusted based on who lives in 


the home and what is important to members of the household. 
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 Most activities are scheduled by the provider, including daily living activities such 


as mealtimes, bathing, and social and recreation opportunities. The provider seeks 


little input from the individual in scheduling activities.  The household operates by a 


routine schedule that has little flexibility and little variation, even when the 


household composition changes.   


 There are home/provider limits to the amount of control individuals have over 


their own schedules. 


 
26. If you selected “There are home/provider limits to the amount of control individuals 


have over their own schedule” above, are the limits universally applied to everyone 


living in the home?       Yes  No 


 


27. Are the limits only applied to those who need them?  Yes  No 


28. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?    Yes  No 


29. If limits are used, are the limitations identified in the individual’s person-centered 


service plan?        Yes  No 


30. If limits are used, they are primarily used to (select the best answer): 


Protect the individual or others Efficiently manage operations 


 


Section 4: Setting ensures individual rights of privacy, dignity and respect, and 


freedom from coercion and restraint 


Freedom from Coercion 


31.  Are individuals free from coercion as defined below?  Yes  No 


 Threats of serious harm to or physical restraint against any person; 


 Any scheme, plan, or pattern intended to cause a person to believe that failure to 
perform an act would result in serious harm to or physical restraint against any 
person; or  


 The abuse or threatened abuse of the legal process. 
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32. Do the provider/staff utilize any of the following restraints on individuals receiving 


services in this home to address and control behavior?    Yes  No  
 


 Chemical restraints, such as the forced administration of a medication as a 
controlling or punitive response to a behavioral episode. 


 Mechanical restraints, such as devices that limit an individual’s ability to freely 
move their body, not part of the person’s formal behavior support plan 


 Physical restraints, such as using a physical maneuver to limit an individual’s 
ability to freely move, where the maneuver is weight-bearing and/or not part of 
the person’s formal behavior support plan 


 Seclusion, such as restricting an individual to a specific physical space as a  
punitive response to a behavior 


 


Communication 


33. Please choose the option that best describes the services and supports for 


communication: 


 Individuals are encouraged and supported to communicate within the home and 


with others outside of the home.  Individuals are afforded privacy in communication 


as safe and appropriate to their chronological age.  Individuals may have access to 


the phone or other methods of communication with assistance or oversight from the 


provider.  Individuals have privacy in communication with their parents or legal 


guardian, except where restricted by a court order.  Where applicable, individuals 


have privacy in communication with their Child Welfare caseworker, attorney, and/or 


CASA.  


 Individuals are encouraged and supported to communication with others in the 


home and in the community.  Access to the phone or other modes of 


communication may be made with the provider’s permission, or in accordance with 


the individual’s ISP.  There may be legal orders that direct the types of 


communication and level of supervision or access an individual may have.  


The ability to communicate privately within the home and with others outside of 


the home is limited. 


34. If you selected “The ability to communicate privately within the home and with 


others outside of the home is limited” above, are the limits universally applied to 


everyone living in the home?      Yes  No 


35. Are the limits only applied to those who need them?  Yes  No  
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36. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?    Yes  No 


37. If limits are used, are the limitations identified in the individual’s person-centered 


service plan?        Yes  No 


38. If limits are used, they are primarily used to (select the best answer): 


Protect the individual or others Efficiently manage operations 


 


Homelike Accommodations 


39. Please choose the option that best describes the services and supports for 


homelike accommodations: 


 Individuals have access to typical homelike accommodations such as a kitchen, 


dining area, family/living room, laundry, and bathroom appropriate to the 


chronological age of the individual. 


 Individuals have full access to most typical homelike accommodations, however, 


providers may modify access to address safety incidental to the provision of daily 


living activities.   


 There are home/provider limits beyond age appropriate structure and guidance 


to full access to typical homelike accommodations. 


40. If you selected “There are home/provider limits beyond age appropriate structure 


and guidance to full access to typical homelike accommodations” above, are the 


limits universally applied to everyone living in the home?  Yes  No 


41. Are the limits only applied to those who need them?  Yes  No  


42. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?    Yes  No 


43. If limits are used, are the limitations identified in the individual’s person-centered 


service plan?        Yes  No 


44. If limits are used, they are primarily used to (select the best answer): 


Protect the individual or others Efficiently manage operations 
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Section 5: Personal Privacy 


45. Please choose the option that best describes the services and supports for personal 


privacy: 


 Individuals have the opportunity to have privacy or private time in their bedroom, 


including the ability to close the door, should they desire it.  Individuals have privacy 


when using the bathroom.  Individuals are able to close the bathroom door and are 


shielded or protected from others walking in on them when using the toilet or 


bathing.  Staff/caregivers are present in the bathroom or during private time only 


when necessary to provide required assistance or to address safety.   Staff and 


other members of the household knock and wait to receive permission before 


entering a closed room.   


 There are home/provider limits beyond age appropriate structure and guidance 


on an individual’s ability to have personal privacy. 


46. If you selected “There are home/provider limits on an individual’s ability to have 


personal privacy” above, are the limits universally applied to everyone living in the 


home?         Yes  No 


47. Are the limits only applied to those who need them?  Yes  No  


48. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?    Yes  No 


49. If limits are used, are the limitations identified in the individual’s person-centered 


service plan?        Yes  No 


50. If limits are used, they are primarily used to (select the best answer): 


 Protect the individual or others  Efficiently manage operations 
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Section 6: Choice of Roommates 


51. Please choose the option that best describes the services and supports individuals 


and/or their guardians have in the choice of roommates in a shared bedroom 


situation: 


  This home only offers private rooms. 


 There are shared bedrooms in the home.  The individual’s legal guardian has 
consented to and supports the individual having a shared bedroom.  There are 
methods in place for guardians to request a change in roommate or shared room 
situation should this be desired.  Individuals and their guardians have the 
opportunity to meet new potential shared bedroom roommates and have input in the 
selection of their shared bedroom roommate.  


   There are shared bedrooms in the home.  There are provider limits regarding 
the individual’s and their guardian’s involvement in the selection of shared bedroom 
roommates or their ability to have input in the choice of shared bedroom 
roommates. 


52. If you selected “There are shared bedrooms in the home. There are provider limits 


regarding the individual’s and their guardian’s involvement in the selection of shared 


bedroom roommates or their ability to have input in the choice of shared bedroom 


roommates” above, are the limits universally applied to everyone living in the home? 


Yes  No 


53. Are the limits only applied to those who need them?  Yes  No  


54. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?    Yes  No 


55. If limits are used, are the limitations identified in the individual’s person-centered 


service plan?        Yes  No 


56. If limits are used, they are primarily used to (select the best answer): 


 Protect the individual or others  Efficiently manage operations 
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Section 7: Freedom to Furnish and Decorate 


57. Please choose the option that best describes the services and supports to 


individuals regarding furnishing and decorating: 


 Individuals may bring their own furnishings and are supported and encouraged 


to personalize their space.  Individuals are encouraged to have age appropriate 


décor that reflects their personal style. The provider may provide guidance to the 


individual to address safety and family-friendly considerations.   


 The home provider limits an individual’s ability to furnish and decorate. 


58. If you selected “The home provider limits an individual’s ability to furnish and 


decorate” above, are the limits universally applied to everyone living in the home? 


Yes  No 


59. Are the limits only applied to those who need them?  Yes  No  


60. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?    Yes  No 


61. If limits are used, are the limitations identified in the individual’s person-centered 


service plan?        Yes  No 


62. If limits are used, they are primarily used to (select the best answer): 


 Protect the individual or others  Efficiently manage operations 
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Section 8: The individual can have access to food at any time 


63. Please choose the option that best describes the services and supports to 
individuals regarding access to food. 


 Individuals are provided three nutritious meals and two snacks a day.  
Individuals are encouraged to participate in menu planning, and cultural and 
personal preferences of the individual are honored.  The individual may participate 
in grocery shopping, selection of meal options, and routinely have an opportunity to 
have favorite foods.  Mealtimes offer some choice in food options and individuals 
are not required or expected to eat foods they do not like.  If an individual misses a 
meal, alternatives such as a to-go sack meal or heatable meals, are available upon 
return.     


 Individuals are provided three nutritious meals and two snacks a day. The 
provider seeks little input from the individual related to menu planning.  Individual 
preferences or favorite foods are rarely served and alternative options for meals are 
not offered.  


There are limits beyond age appropriate structure and guidance in place 
regarding access to food at any time. 


64. If you selected “There are limits beyond age appropriate structure and guidance in 


place regarding access to food at any time” above, are the limits universally applied 


to everyone living in the residential setting?    Yes  No 


65. Are the limits only applied to those who need them?  Yes  No  


66. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?    Yes  No 


67. If limits are used, are the limitations identified in the individual’s person-centered 


service plan?        Yes  No 


68. If limits are used, they are primarily used to (select the best answer): 


Protect the individual or others Efficiently manage operations 
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Section 9: The individual can have visitors at any time 


69. Please choose the option that best describes the services and supports to 
individuals regarding having visitors. 


 Individuals are encouraged to have visitors in the home.  Legal guardians and 
family members have access to the individual at any time (except where limited by a 
court order).  The provider works with the individual in identifying opportunities to 
have visitors and planning for social opportunities.  


Individuals are not necessarily encouraged to have visitors in the home.  When 
an individual desires to have visitors, they are encouraged to meet with friends or 
family outside of the home, rather than hosting guests at the residence.   


There are residential setting/provider limits beyond age appropriate structure and 
guidance to individuals having visitors at any time. 


70. If you selected “There are residential setting/provider limits beyond age appropriate 


structure and guidance to individuals having visitors at any time” above, are the 


limits universally applied to everyone living in the residential setting? 


Yes  No 


71. Are the limits only applied to those who need them?  Yes  No  


72. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?    Yes  No 


73. If limits are used, are the limitations identified in the individual’s person-centered 


service plan?        Yes  No 


74. If limits are used, they are primarily used to (select the best answer): 


Protect the individual or others Efficiently manage operations 


 


Is there any other information that you as a provider of community-based 


services would like to provide?  


 


 


 


Thank you for completing the Provider Self-Assessment Survey 
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Adult Consumer questions indicated as "Red Flag" / "High Scrutiny" 


QuestionID Question


Q21 21. Support in managing money


Q22 22. Easy to access/spend money


Q24 24. Forced to make decisions 


against my will


Q25 25. Given medication against my 


will


Q26 26. Held or tied down by person or 


object


Q27 27. Kept or locked in a room against 


my will


Q28 28. Free to discuss concerns with 


provider/staff


Q29 29. Access to communicate with 


others outside anytime I want.
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Adult Provider questions indicated as "Red Flag" / "High Scrutiny" 


QuestionID Question


Q14 14. Locked Facility


Q15 15. Self-contained campus


Q18 18. Personal Finances: Limits applied universally


Q19 19. Personal Finances: Limits only as needed


Q20 20. Personal Finances: Documentation of 


alternatives


Q21 21. Personal Finances: Identified in ISP


Q22 22. Personal Finances: Purpose of limits


Q24 24. Control of Schedule: Limits applied 


universally


Q25 25. Control of Schedule: Limits only as needed


Q26 26. Control of Schedule: Documentation of 


alternatives


Q27 27. Control of Schedule: Identified in ISP


Q28 28. Control of Schedule: Purpose of limits


Q29 29. Freedom from coercion


Q30 30. Use of restraints/seclusion


Q31 31. Communication: Services/Support


Q32 32. Communication: Limits applied universally


Q33 33. Communication: Limits only as needed


Q34 34. Communication: Documentation of 


alternatives


Q35 35. Communication: Identified in ISP


Q36 36. Communication: Purpose of limits


Q38 38. Homelike Accomodations: Limits applied 


universally


Q39 39. Homelike Accomodations: Limits only as 


needed


Q40 40. Homelike Accomodations: Documentation of 


alternatives


Q41 41. Homelike Accomodations: Identified in ISP


Q42 42. Homelike Accomodations: Purpose of limits


Q44 44. Personal Privacy: Limits applied universally


Q45 45. Personal Privacy: Limits only as needed


Q46 46. Personal Privacy: Documentation of 


alternatives


Q47 47. Personal Privacy: Identified in ISP


Q48 48. Personal Privacy: Purpose of limits


Q50 50. Roommates/Sharing Space: Limits applied 


universally
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Q51 51. Roommates/Sharing Space: Limits only as 


needed


Q52 52. Roommates/Sharing Space: Documentation 


of alternatives


Q53 53. Roommates/Sharing Space: Identified in ISP


Q54 54. Roommates/Sharing Space: Purpose of limits


Q56 56. Freedom to Furnish/Decorate: Limits applied 


universally


Q57 57. Freedom to Furnish/Decorate: Limits only as 


needed


Q58 58. Freedom to Furnish/Decorate: 


Documentation of alternatives


Q59 59. Freedom to Furnish/Decorate: Identified in 


ISP


Q60 60. Freedom to Furnish/Decorate: Purpose of 


limits


Q62 62. Access to Food: Limits applied universally


Q63 63. Access to Food: Limits only as needed


Q64 64. Access to Food: Documentation of 


alternatives


Q65 65. Access to Food: Identified in ISP


Q66 66. Access to Food: Purpose of limits


Q68 68. Visitors: Limits applied universally


Q69 69. Visitors: Limits only as needed


Q70 70. Visitors: Documentation of alternatives


Q71 71. Visitors: Identified in ISP


Q72 72. Visitors: Purpose of limits
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Youth Consumer questions indicated as "Red Flag" / "High Scrutiny" 


QuestionID Question


Q25 25. I have say in how I spend 


my personal funds.


Q26 26. Receive support to 


manages/spend my money


Q28 28. Forced to make decisions 


against my will


Q29 29. Given medication against 


my will


Q30 30. Tied down against my will


Q31 31. Held down by person or 


object against my will


Q32 32. Isolated from others or 


locked in a room against my will


Q33 33. Free to discuss concerns 


with provider/staff
Q34 34. Access to communicate with 


others outside anytime I want.
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Youth Provider questions indicated as "Red Flag" / "High Scrutiny" 


QuestionID Question


Q16 16. Locked Facility


Q17 17. Self-contained campus


Q20 20. Personal Finances: Limits applied 


universally


Q21 21. Personal Finances: Limits only as needed


Q22 22. Personal Finances: Documentation of 


alternatives


Q23 23. Personal Finances: Identified in ISP


Q24 24. Personal Finances: Purpose of limits


Q26 26. Control of Schedule: Limits applied 


universally


Q27 27. Control of Schedule: Limits only as needed


Q28 28. Control of Schedule: Documentation of 


alternatives


Q29 29. Control of Schedule: Identified in ISP


Q30 30. Control of Schedule: Purpose of limits


Q31 31. Freedom from coercion


Q32 32. Use of restraints/seclusion


Q33 33. Communication: Services/Support


Q34 34. Communication: Limits applied universally


Q35 35. Communication: Limits only as needed


Q36 36. Communication: Documentation of 


alternatives


Q37 37. Communication: Identified in ISP


Q38 38. Communication: Purpose of limits


Q40 40. Homelike Accomodations: Limits applied 


universally


Q41 41. Homelike Accomodations: Limits only as 


needed


Q42 42. Homelike Accomodations: Documentation of 


alternatives


Q43 43. Homelike Accomodations: Identified in ISP


Q44 44. Homelike Accomodations: Purpose of limits


Q46 46. Personal Privacy: Limits applied universally


Q47 47. Personal Privacy: Limits only as needed


Q48 48. Personal Privacy: Documentation of 


alternatives


Q49 49. Personal Privacy: Identified in ISP


Q50 50. Personal Privacy: Purpose of limits
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Q52 52. Roommates/Sharing Space: Limits applied 


universally


Q53 53. Roommates/Sharing Space: Limits only as 


needed


Q54 54. Roommates/Sharing Space: Documentation 


of alternatives


Q55 55. Roommates/Sharing Space: Identified in 


ISP


Q56 56. Roommates/Sharing Space: Purpose of 


limits


Q58 58. Freedom to Furnish/Decorate: Limits applied 


universally


Q59 59. Freedom to Furnish/Decorate: Limits only as 


needed


Q60 60. Freedom to Furnish/Decorate: 


Documentation of alternatives


Q61 61. Freedom to Furnish/Decorate: Identified in 


ISP


Q62 62. Freedom to Furnish/Decorate: Purpose of 


limits


Q64 64. Access to Food: Limits applied universally


Q65 65. Access to Food: Limits only as needed


Q66 66. Access to Food: Documentation of 


alternatives


Q67 67. Access to Food: Identified in ISP


Q68 68. Access to Food: Purpose of limits


Q70 70. Visitors: Limits applied universally


Q71 71. Visitors: Limits only as needed


Q72 72. Visitors: Documentation of alternatives


Q73 73. Visitors: Identified in ISP


Q74 74. Visitors: Purpose of limits
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Adult Individual Experience Survey_082115 


AGING AND PEOPLE WITH DISABILITIES 
OFFICE OF DEVELOPMENTAL DISABILITY SERVICES 


ADDICTIONS AND MENTAL HEALTH 


DEPARTMENT OF LICENSE AND REGULATORY OVERSIGHT 


Individual Experience Survey - Where I Live and Get Services 
Survey ID#: [Survey_ID] 


1. Date: __________________________________ 


2. Name of Individual Living in the Setting: [FirstName LastName] 


3. Age of Individual Living in the Setting: 


 18-24 years old 


 25-34 years old 


 35-44 years old 


 45-54 years old 


 55-64 years old 


 65-74 years old 


 75-84 years old 


 85 or older 


4. With which race or ethnic group do you (individual living in the setting) most identify? 


 Asian 


 Black/African American 


 Hispanic 


 Native American/Alaskan Native 


 Pacific Islander 


 White 


 Other 


5. Residential Setting Name: _____________________________________________ 


6. Residential Setting Address: ____________________________________________ 


7. Person helping me to complete the survey (Name): _________________________ 


7a. Best description of the role of the person helping me to complete the survey:  


 Legal Representative 


 Survey Hotline/Peer Advocate 


 Family Member/Friend 


 Not Applicable 


Other; Explain: _____________________________________________________ 


8. Reason somebody is helping me to complete the survey:   


 I require assistance  I requested assistance   Not Applicable 


 Other; Explain _____________________________________________ 
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Adult Individual Experience Survey_082115 


 


9. Is someone other than [FIRST_NAME] completing this survey?    Yes   No 


10. If yes, please provide your name:______________________________________ 


 


Section 1: Where I live supports access to the broader community 


11.  Please choose the description that best describes how the location of your home or 


residential setting supports your access to the community (Pick the best answer): 


 Where I live makes it EASY for me to be part of the community where I am located.  


 Where I live makes it HARD for me to be part of the community where I am located.  


Where I live makes it easy for me to: 


12.  Participate in community activities  


 Always    Usually    Sometimes   Never 


 


13.  Get around in the community as I desire  


 Always    Usually    Sometimes   Never 


 


14.  Look for a job in the community where I can make at least minimum wage, if I 


want to work:   


 Always    Usually    Sometimes   Never 


I do not want to work at this time 
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Adult Individual Experience Survey_082115 


 


Section 2: I am supported where I live to be part of the community 


15.  I have regular opportunities be part of the broader community.  The following are some 
examples that help explain what this means:  working in the community, going to the 
park, the library, church,  shopping for food, clothing or other items, getting my hair cut 
at a beauty or barber shop, going out for coffee, going to the movies, fairs, rodeos, or 
other community events. 


 Always    Usually    Sometimes   Never 


 


Section 3: Choosing where I live  


16.  Before I moved to where I live now, I was told about or able to visit other places to 


live. 


 Yes   No 


17.  I was offered the choice to live in a place that is not only for people who have 


disabilities. 


 Yes   No 


18.  If I live in a shared room, I was offered the choice of a private bedroom or living unit. 


 Yes   No   Not applicable - I am in a private room 


19.  I have a choice in who my roommate is. 


 Yes   No   Not applicable - I am in a private room 
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Adult Individual Experience Survey_082115 


 


Section 4: Where I live supports my independence and making life choices  


Employment 


20.  My provider/setting supports me with my daily needs in order for me to work. 


 Always    Usually    Sometimes   Never 


I do not want to work at this time 


Personal Finances (Resources) 


21.  The provider/staff where I live support me in managing my money. 


 Yes   No, I manage my own money 


 No, my guardian or representative manages my money 


 I have a Social Security Representative Payee, or I am a beneficiary of a Special 


Needs Trust or Discretionary Trust. 


22.  I can easily get my money and spend my money as I wish.  


 Always    Usually    Sometimes   Never 


 


Section 5: I am supported where I live to make my own scheduling decisions 


 


23. I create my own schedule. For example, I decide when to go to bed or when I get up. I 
can go out alone, with friends or family as I wish.  My provider/staff work around my 
activities. If my activities cause me to miss a scheduled mealtime, laundry time, or bath 
time, I can get the meal or service when convenient for me. 


 
 Always    Usually    Sometimes   Never 
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Adult Individual Experience Survey_082115 


 


 


Section 6: Where I live ensures my rights of privacy, dignity and respect, and freedom from 
coercion (strong-arm) and restraint 


 


Coercion 


24. Where I live now, my provider/staff has never threatened me with physical harm, or 
used restraints, or punished me, to force me to make a decision I did not want to make. 


 
 True – I HAVE NOT been forced to make decisions against my will 


  False – I HAVE been forced to make decisions against my will 


Restraint 


25. Where I live now, I have never been given a medication against my will to control my 


behavior. 


  True – I HAVE NOT been forced to take medication to control my behavior 


against my will. 


 False - I HAVE been forced to take medication to control my behavior against 


my will. 


26. Where I live now, I have never been held or tied down by a person or object against my 


will. 


  True – I HAVE NOT been held or tied down against my will 


 False - I HAVE been held or tied down against my will 


27. Where I live now, I have never been kept or locked in a room against my will. 


  True – I HAVE NOT been kept or locked in a room against my will 


 False - I HAVE been kept or locked in a room against my will 
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Adult Individual Experience Survey_082115 


 


 Communication 


 
28. I feel free to openly discuss any of my concerns with my provider/staff. 


 Always    Usually    Sometimes   Never 


29. I have access to a phone or to other methods of communicating with others outside of 


where I live. I can talk to anyone I want at any time. 


 Always    Usually    Sometimes   Never 


 


Access in all areas where I live  


30. I have full access to the following areas where I live any time I want or need:  kitchen; 


dining room; living/family room; bedroom; and bathroom. 


 Always    Usually    Sometimes   Never 


 


Section 7: Staff where I live respect my personal privacy 


31. I may lock my bedroom or living unit door for privacy. 


 Always    Usually    Sometimes   Never 


32. I have privacy when I use the bathroom. People do not walk in on me without my 


permission. 


 Always    Usually    Sometimes   Never 


33. I may take a shower or bath privately. People do not walk in on me without my 


permission. 


 Always    Usually    Sometimes   Never 
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Adult Individual Experience Survey_082115 


 


 


Section 8: Where I live allows me to decorate and furnish my bedroom or living unit 


34.  I may decorate my bedroom or living unit the way I choose. 


 Always    Usually    Sometimes  Never 


35. I may furnish my bedroom or living unit with my own furniture. 


 Always    Usually    Sometimes  Never 


 


Section 9: Where I live allows me to have access to food at any time 


36. In addition to the meals and snacks provided to me by my provider, I can purchase food 
and have access to my food at any time. 


 Always    Usually    Sometimes  Never 


 


Section 10: Where I live allows me to have visitors at any time  


37. I may have visitors at any time. 


 Always    Usually    Sometimes  Never 


 


Section 11: Services outside of where I live 


38. I work or use employment services outside of where I live. 


 Yes   No 
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Adult Individual Experience Survey_082115 


 


39. If yes:  I work or use employment services in a typical community setting where my co-


workers come from a variety of different backgrounds and do not necessarily have 


disabilities (not including paid support staff):   Yes   No 


40. I work or use employment services in a setting where most of my coworkers are people 


who also have some type of disability: 


 Yes   No 


41. If yes:  I had an option to work or use services in a place where I could meet and form 


relationships with people from a variety of different backgrounds, and not only with 


other people who have disabilities:   Yes   No 


42. I am paid for my work:  


 Yes   No 


43. If yes:  I am paid minimum wage or better:  Yes   No 


44. I would like to work more hours: 


 Yes   No 


45. I would like to be able to have a job where I could make more money. 


 Yes   No 


 


You have completed the survey questions for where you live. 


We would now like to ask some questions about services you might get outside of where you 


live.   Not everyone has these services and that is ok.  Please answer the best that you can. 


 


Section VIII Page340







 


 


 


Adult Individual Experience Survey_082115 


 


46. DAY SERVICES ONLY: I use other services in a provider setting (such as Outpatient Mental 


Health Services, Adult Day Care, Day Services, or Community Inclusion/Alternative to 


Employment) outside of the place where I live:    Yes   No 


 


47. If yes:  When I use these services, I feel I am part of my community:  


 Always    Usually    Sometimes   Never 


 


48. I participate in activities with people I chose to spend time with: 


 Always    Usually    Sometimes  Never 


 


49. When I use these services, I have opportunities to interact with people from the 


community, who come from a variety of different backgrounds, and not only people who 


have disabilities (this does not include paid support staff):  


 Always    Usually    Sometimes  Never 


 


Is there any other information that you would like to share about where you live or receive 


services?  


 


 


 


 


Thank you for completing this Survey. 
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Adult Provider Self-Assessment 


AGING AND PEOPLE WITH DISABILITIES 
OFFICE OF DEVELOPMENTAL DISABILITY SERVICES 


ADDICTIONS AND MENTAL HEALTH 
DEPARTMENT OF LICENSE AND REGULATORY OVERSIGHT 


Survey ID#  [Survey_ID] 


1. Date_________________________ 


2. Provider Name: [SiteName] 


3. Person completing Survey and Title/Position _________________________ 


_______________________________________________________________ 


4. Medicaid Provider Number_________________________________________ 


5. Type of License or certification ______________________________________ 


6. Licensing or Certification Agency_____________________________________ 


7. Primary Population(s) Served________________________________________ 


8. Physical Address of Service Site ______________________________________ 


9. Mailing Address (if different)________________________________________ 


________________________________________________________________  


10.  Phone__________________________________________________________ 


11.  Email__________________________________________________________ 


12.  Total number of sites you will be completing surveys on_________________ 
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Adult Provider Self-Assessment 


Section 1: The residential setting is integrated and supports full access to the 
greater community and does not isolate individuals 


SECTION A:   


13. Please choose the best option from the choices below. 


 Individuals have full access to the community. The residential setting does 
not specialize in, or target, a specific disability or diagnosis type and may have 
a mix of people with and without disabilities.  The residential setting may have 
a mix of private pay and Medicaid.  The setting may include room and board, 
bathing and other personal assistance while Individuals are supported to 
obtain many other services outside of the residential setting in the broader 
community.  Off-site services may include competitive integrated 
employment, day services, beautician services, community activities, gym, 
medical care, behavioral and therapeutic services, and/or social recreational 
activities. 


 Individuals receive some services in-house and others in the broader 
community. The residential setting may include room and board, bathing and 
other personal assistance services. The additional services on-site are 
intended to be convenient for individual access, yet, they may have the 
unintended consequence of isolation from the broader community.  On-site 
and off-site services may include competitive integrated employment, day 
services, beautician services, community activities gym, medical care, 
behavioral and therapeutic services, and/or social recreational activities.    


  The residential setting is designed for people with disabilities and often 
for people with a certain type of disability.  The individuals in the residential 
setting are primarily or exclusively people with disabilities and on-site staff 
provides many of the services. The residential setting services include 
community access and individuals have regular opportunities to engage in the 
broader community.  


 The residential setting is designed to provide people with disabilities 
multiple types of services on-site, including housing, day services, medical, 
behavioral and therapeutic services, and/or social and recreational activities 
and people in the residential setting have limited, if any, interaction with the 
broader community.  
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Adult Provider Self-Assessment 


Survey ID#  [Survey_ID] 


SECTION B:  Please indicate whether the below statement is true for this setting.  


14. The residential setting is a locked facility.    Yes    No 


15. The residential setting is one of the following:    Yes    No 


 Farmstead or disability specific farm community located in rural residential 
setting on a large parcel of land with little ability to access the broader 
community outside of the farm. 


 Gated/secured “community” for people with disabilities where services are 
provided on-site and individuals rarely leave the gated community. 


 Residential school where individuals receive both education and residential 
services in one setting and do not go into the broader community for 
education. 


 Multiple residential settings co-located and operationally related (operated 
by the same provider) where services are provided on campus with 
individuals rarely accessing the broader community. 
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Adult Provider Self-Assessment 


Section 2: Optimizes autonomy and independence in making life choices 


Employment 


16. Please choose the option that best describes the services and supports for 
employment: 


 For individuals who want to work, the residential setting/provider 


encourages the individual’s opportunities to seek employment and work in 


integrated settings and for competitive wages (minimum wage or better). 


Working individuals who live in this residential setting have supports from the 


provider in planning and meeting their daily needs in order to access and 


maintain employment. Individuals who live in this residential setting have 


frequent opportunities throughout the year to discuss career goals, including 


career advancement, career changes, increased wages, or increased hours. 


Individuals who want to work are working or using employment services in an 


integrated employment setting where there are opportunities to interact with 


people who do not have disabilities (not including paid staff).  


 For individuals who want to work, the residential setting/provider 


encourages opportunities to seek employment and work in integrated 


employment for competitive wages (minimum wage or better). Individuals 


might have opportunities to talk about employment goals once a year or so. 


Those who want to work are working; however, it may not be in an integrated 


employment setting where individuals interact with people who do not have 


disabilities (not including paid staff). Individuals who are working in less 


integrated or segregated settings continue to be supported in career goals 


relating to obtaining integrated employment at a competitive wage.  


 The residential setting/provider supports individuals in getting ready for 


work each day, but does not necessarily encourage individuals in seeking 


employment and working in integrated competitive settings. 


 Individuals who reside in this residential setting and want to work are not 


encouraged or emotionally supported by the provider to do so.  
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Adult Provider Self-Assessment 


Survey ID#  [Survey_ID] 


Personal Finances (Resources) 


17. Please choose the option that best describes the services and supports for 


personal resources: 


Individuals may or may not have a Social Security designated 


Representative Payee. Individual may or may not be beneficiaries of a Special 


Needs Trust or Discretionary Trust. The existence of one of these is not a 


considered a limitation by the residential setting/provider. 


The residential setting/provider places no limitations to an individual’s, or 


their designated representatives, ability to access personal financial resources 


(personal spending monies, personal property, real estate, assets, savings, 


etc.). Personal resources may be safeguarded but individuals have easy access 


to, experience no barriers, and are supported in obtaining and using personal 


resources as desired.   


There may be some limitations based on the safeguarding of personal 


resources.  Individuals, or their designated representatives, can typically 


access funds in the same day, or within 24 hours for larger sums. Individuals 


are supported in obtaining and using their personal resources as desired.   


  Limitations are placed on an individual’s, or their designated 


representatives, access to their personal resources. 


    


18. If you selected “Limitations are placed on an individual’s, or their designated 


representatives, access to their personal resources” above, are the limits 


universally applied to everyone living in the residential setting?  


Yes  No 


19. Are the limits only applied to those who need them?  Yes  No 


20. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?   Yes  No 
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Adult Provider Self-Assessment 


21. If limits are used, are the limitations identified in the individual’s person-


centered service plan?      Yes  No 


22. If limits are used, they are primarily used to (select the best answer): 


 Protect the individual or others   Efficiently manage operations 


 


Section 3: The individual controls his/her own schedule 
 


23. Please choose the option that best describes the services and supports for 


controlling one’s own schedule: 


Individuals are supported to control their own schedules. Services such as 


bathing and mealtimes are flexible and work around the individual’s personal 


schedule. Requests for engaging in the broader community such as going 


shopping or to the movies are routinely supported and accommodated. When 


individuals work, their schedules are supported.   


Individuals generally control their own schedules.  Services such as 


mealtimes and bathing are scheduled. If individuals miss a scheduled service 


activity, such as a bath, meal or laundry, because of their personal schedule, it 


is not automatically rescheduled or replaced unless the individuals request or 


otherwise indicate they want the missed service activity. 


 Most activities are scheduled by the provider, including services such as 


mealtimes and bathing and social and recreation opportunities. If individuals 


miss a scheduled activity, such as a bath, meal or laundry, because of their 


personal schedule, it is not replaced, or if replaced, with a lesser quality 


alternative. 


 There are residential setting/provider limits to the amount of control 


individuals have over their own schedules. 
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Adult Provider Self-Assessment 


Survey ID#  [Survey_ID] 


24. If you selected “There are residential setting/provider limits to the amount of 


control individuals have over their own schedule” above, are the limits 


universally applied to everyone living in the residential setting? 


Yes  No 


25. Are the limits only applied to those who need them?  Yes  No 


26. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?   Yes  No 


27. If limits are used, are the limitations identified in the individual’s person-


centered service plan?      Yes No 


28. If limits are used, they are primarily used to (select the best answer): 


Protect the individual or others Efficiently manage operation 


 


Section 4: Setting ensures individual rights of privacy, dignity and respect, and 


freedom from coercion and restraint 


Freedom from Coercion 


29. Are individuals free from coercion as defined below?  Yes  No 


i. Threats of serious harm to or physical restraint against any person; 


ii. Any scheme, plan, or pattern intended to cause a person to believe 
that failure to perform an act would result in serious harm to or 
physical restraint against any person; or  


iii. The abuse or threatened abuse of the legal process. 
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Adult Provider Self-Assessment 


30. Do the provider/staff utilize any of the following restraints on individuals 
receiving services in this residential setting to address or control behavior?   


Yes  No  


 Chemical restraints 


 Mechanical restraints, such as devices that limit an individual’s ability to 
freely move their body, not part of the person’s formal behavior support 
plan 


 Physical restraints, such as using a physical maneuver to limit an 
individual’s ability to freely move, where the maneuver is weight-bearing 
and/or not part of the person’s formal behavior support plan 


 Seclusion, such as restricting an individual to a specific physical space as a 
means of controlling behavior or in response to a behavior 


 


Communication 


31. Please choose the option that best describes the services and supports for 


communication: 


 There are no residential setting/provider limitations to the individual’s 


ability to communicate within the residential setting or with those outside of 


the setting.  If the individual needs a phone or other accommodations or 


other communication tool, they are provided one and a private space from 


which to hold conversations.  Individuals can access the phone independently 


at any time and will be supported, if needed. Inside the residential setting, 


individuals are encouraged and supported to raise and discuss issues or 


concerns without fear of retaliation.   


 There are shared modes of communication made available by the 


residential setting/provider. There may be reasonable waiting periods if 


others are using the “house” phone or individuals may need the provider’s 


support to access to the phone. They do not need permission to access the 


phone.  Inside the residential setting, individuals may raise and discuss issues 


or concerns without fear of retaliation.   


The ability to communicate privately within and to those on the outside of 


the residential setting is limited. 
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Adult Provider Self-Assessment 


32. If you selected “The ability to communicate privately within and to those on 
the outside of the residential setting is limited” above, are the limits 
universally applied to everyone living in the residential setting?    


Yes  No  
 


33. Are the limits only applied to those who need them?  Yes No  
  


34. If you answered yes to the above, is there documentation of less restrictive 
alternatives tried before applying limits?    Yes No  


 


35. If limits are used, are the limitations identified in the individual’s person-
centered service plan?       Yes No  


 


36. If limits are used, they are primarily used to (select the best answer): 


Protect the individual or others  Efficiently manage operations 


 


Homelike Accommodations 


37. Please choose the option that best describes the services and supports for 


homelike accommodations: 


 Individuals have full access to typical homelike accommodations such as a 


kitchen, dining area, family/living room, laundry, and bathroom. 


 Individuals have full access to most typical homelike accommodations but 


may share bathrooms and not have access to the full (commercial) kitchen, in 


a larger facility. Individuals are offered substitute equipment and a means to 


cook. 


 There are residential setting/provider limits to full access to typical 


homelike accommodations. 
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Adult Provider Self-Assessment 


38. If you selected “There are residential setting/provider limits to full access to 


typical homelike accommodations” above, are the limits universally applied to 


everyone living in the residential setting?    Yes No 


39. Are the limits only applied to those who need them?   Yes No  


40. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?   Yes No 


41. If limits are used, are the limitations identified in the individual’s person-


centered service plan?      Yes  No 


42. If limits are used, they are primarily used to (select the best answer): 


 Protect the individual or others   Efficiently manage operations 


 


  


Section VIII Page351







 


 


Adult Provider Self-Assessment 


Section 5: Personal Privacy 


43. Please choose the option that best describes the services and supports for 


personal privacy: 


 All individuals may lock their bedroom and living unit doors.  Door locks 


are single-action which means when the individual turns the handle or lever 


the door unlocks.  All individuals have bathroom facilities that allow for 


complete privacy through the ability to lock the door or stall.  Bathing areas 


are private and individuals are shielded or protected from others walking in 


on them. Only appropriate staff have keys. 


 All individuals may lock their bedroom or living unit doors for privacy.  


Door locks are single-action which means when the individual turns the 


handle or lever the door unlocks.  Bathrooms may be used by others and 


individuals may need additional support to obtain privacy, such as assistance 


to get from a wheelchair into the bathroom, in order to be able to shut the 


door for privacy. Only appropriate staff have keys. 


 Doors are not lockable but privacy is assured through knocking before 


entering an individual’s bedroom, living unit, or bathroom. 


 There are residential setting/provider limits on an individual’s ability to 


have personal privacy. 


44. If you selected “There are residential setting/provider limits on an individual’s 


ability to have personal privacy” above, are the limits universally applied to 


everyone living in the residential setting?   Yes  No 


45. Are the limits only applied to those who need them?  Yes  No  


46. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?   Yes  No 


47. If limits are used, are the limitations identified in the individual’s person-


centered service plan?      Yes  No 
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Adult Provider Self-Assessment 


48. If limits are used, they are primarily used to (select the best answer): 


 Protect the individual or others   Efficiently manage operations 


 


Section 6: Choice of Roommates/Sharing Space 


49. Please choose the option that best describes the services and supports 


individuals have in their choice of roommates and sharing space: 


  This facility only offers private rooms. 


 There are shared bedrooms or living units.  There are methods in place for 
individuals to seek a new roommate should they desire. Individuals have the 
opportunity to meet new potential roommates and have input in the selection 
of their roommate.  


   There are shared bedroom or living units in the facility.  There are 
residential setting/provider limits regarding the individual’s involvement in 
the selection of roommates or their ability to have input in the choice of 
roommates. 


50. If you selected “There are shared bedroom or living units in the facility. There 


are residential setting/provider limits regarding the individual’s involvement 


in the selection of roommates or their ability to have input in the choice of 


roommates” above, are the limits universally applied to everyone living in the 


residential setting?       Yes  No 


51. Are the limits only applied to those who need them?  Yes  No  


52. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?   Yes  No 


53. If limits are used, are the limitations identified in the individual’s person-


centered service plan?      Yes  No 


54. I If limits are used, they are primarily used to (select the best answer): 


 Protect the individual or others   Efficiently manage operations 
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Adult Provider Self-Assessment 


 


Section 7: Freedom to Furnish and Decorate 


55. Please choose the option that best describes the services and supports to 


individuals regarding furnishing and decorating: 


 Individuals may bring their own furnishings and are supported and 
encouraged to personalize their space.  Individuals may paint or secure 
pictures to walls or use accessories, as needed.  There may be landlord/tenant 
type agreements regarding approval of painting, nails or holes in walls, but 
individual experience is that obtaining necessary permissions is reasonable 
and does not inhibit their personal style or ability to decorate. 


  Individuals may bring their own furnishings.  Decorating is not encouraged 
or discouraged.  There may be landlord/tenant type agreements regarding 
approval of nails or holes in walls.  Substantial changes, such as painting, may 
not be allowed. 


 There are residential setting/provider limits on an individual’s ability to 


furnish and decorate. 


56. If you selected “There are residential setting/provider limits on an individual’s 


ability to furnish and decorate” above, are the limits universally applied to 


everyone living in the residential setting?   Yes  No 


57. Are the limits only applied to those who need them?  Yes  No  


58. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?   Yes  No 


59. If limits are used, are the limitations identified in the individual’s person-


centered service plan?      Yes  No 


60. If limits are used, they are primarily used to (select the best answer): 


 Protect the individual or others  Efficiently manage operations 
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Adult Provider Self-Assessment 


Section 8: The individual can have access to food at any time 


61. Please choose the option that best describes the services and supports to 
individuals regarding access to food. 


 Individuals are provided three nutritious meals and two snacks a day.  
Individuals may assist with menu planning and personal preferences are 
considered.  If an individual misses a meal, alternatives such as a to-go sack 
meal or heatable meals, are available  Individuals have access to personal 
food storage, including refrigeration, freezer, and dry storage, that they can 
access at any time.   


 Individuals are provided three nutritious meals and two snacks a day. 
Individuals may assist with menu planning and personal preferences are 
considered.  If an individual misses a meal it is typically not replaced unless 
requested.  Storing personal food items is not encouraged, but is allowed if 
requested. 


There are limits in place regarding access to food at any time. 


62. If you selected “There are limits in place regarding access to food at any time” 


above, are the limits universally applied to everyone living in the residential 


setting?         Yes  No 


63. Are the limits only applied to those who need them?  Yes No  


64. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?   Yes  No 


65. If limits are used, are the limitations identified in the individual’s person-


centered service plan?      Yes  No 


66. If limits are used, they are primarily used to (select the best answer): 


 Protect the individual or others  Efficiently manage operations 
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Adult Provider Self-Assessment 


Section 9: The individual can have visitors at any time 


67. Please choose the option that best describes the services and supports to 
individuals regarding having visitors. 


 Individuals may have visitors at any time.  Individuals living in the site 
understand there are no residential setting/provider limits to the time when 
visitors may be received. Individuals are encouraged and supported to have 
visitors.  .   


Individuals may have visitors at any time. The residential setting/provider 
may have policies in place for after-hours visitors or a check-in process to 
address safety or privacy concerns.   


There are residential setting/provider limits to individuals having visitors at 
any time. 


68. If you selected “There are residential setting/provider limits to individuals 


having visitors at any time” above, are the limits universally applied to 


everyone living in the residential setting?   Yes  No 


69. Are the limits only applied to those who need them?  Yes  No  


70. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?   Yes  No 


71. If limits are used, are the limitations identified in the individual’s person-


centered service plan?      Yes  No 


72. If limits are used, they are primarily used to (select the best answer): 


 Protect the individual or others  Efficiently manage operations 
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Adult Provider Self-Assessment 


 


73. Is there any other information that you as a provider of community-based 


services would like to provide?   


 


 


 


 


 


 


 


 


Thank you for completing this Survey. 
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OFFICE OF DEVELOPMENTAL DISABILITY SERVICES 
DEPARTMENT OF LICENSE AND REGULATORY OVERSIGHT 


Survey ID# [Survey_ID] 


1. Date________________________________________ 


2. Name of Child Living in the Setting: [FirstName LastName] 


3. Age of Child Living in the Setting______________________________________________ 


4. Residential Setting Name____________________________________________________ 


5. Residential Setting Address___________________________________________________ 


__________________________________________________________________________ 


Please choose one of the following to describe how the survey is being completed: 


6.  I am the child or youth living in the setting and I am completing the survey with 


assistance from someone. 


7. Best description of the role of the person helping me :  


Legal Representative 


Survey Hotline/Peer Advocate   


 Not Applicable 


Family Member/Friend 


Other; Explain_______________________________________________________ 


8. Reason somebody is helping me:   


 I require assistance   I requested assistance   


 Other; Explain______________________________________________________ 


9. Name of person helping me________________________________________________ 


10.  I am the child or youth living in the setting and I am completing the survey on my 


own without assistance from someone. 


11. I am the legal representative for the child living in the setting and I am completing the 


survey on the child’s behalf. 


12. Type of legal representative:   Parent with legal custody    Legal guardian 


13. Name of person completing the survey for me__________________________________ 
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Please complete the survey questions from the perspective of the child who is receiving services 
in a residential (group home or foster home) setting. 


Section 1: Where I live supports access to the broader community 


14. Please choose the description that best describes how the location of the home where the 


child receives services supports access to the community: 


Pick the best answer: 


 Where I live makes it EASY for me to be part of the community where I am located.  


 Where I live makes it HARD for me to be part of the community where I am located.  


 


Where I live makes it easy for me to: 


15. Participate in community activities  


 Always    Usually   Sometimes    Never 


 


16. Go places in the community   


 Always    Usually   Sometimes    Never 


 


17. Obtain work-related experience (such as summer or after school work, volunteer work, 


etc.) or get a job in the community: 


 Always    Usually   Sometimes    Never 


 


 I am working on other things right now and do not wish to work or obtain 


work experience at this time. 


  
 N/A- I am too young to work or gain work-related experience right now. 
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Section 2: I am supported where I live to be part of the community 


18. I have regular opportunities be part of the broader community.  The following are some 
examples that help explain what this means:  getting work experience in the community; 
participating in extracurricular activities; going to the park, the library, or church;  shopping 
for food, clothing or other items; going to the gym or an exercise class; going out for ice 
cream; going to the movies, fairs, rodeos, or other community events. 


 Always    Usually   Sometimes    Never 


 


Section 3: Choosing where I live  


19. Before I moved to where I live now, I (or my parent or guardian) was told about or able to 


visit other places to live. 


 Yes   No 


 I don’t know (I am a youth completing the survey and I don’t know if my 


guardian was told about other options) 


20. Before moving to where I live now, I (or my parent or guardian) was offered different 


choices of where I could live. One of the choices was a service setting where not all people 


experience disabilities; this choice may have included the option for me to receive services 


in my family home. 


 Yes  No 


 I don’t know (I am a youth completing the survey and I don’t know if my 


guardian was told about other options) 


21. If I have a shared bedroom, I (or my parent or guardian) was offered a choice of a home for 


me that offered a private bedroom. 


 Yes   No   Not applicable - I am in a private room 


 I don’t know (I am a youth completing the survey and I don’t know if my 


guardian was offered the choice of a home with a private bedroom) 
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22. My guardian has a say in who I share my bedroom with. 


 Yes   No   Not applicable - I am in a private room 


 I don’t know (I am a youth completing the survey and I don’t know if my 


guardian has a say in who is share my bedroom with) 


23. I got to visit the home where I live now and meet members of the household before I 


moved in. 


 Yes    No 


 


Section 4: Where I live supports my independence and making life choices  


Work or Work Experience 


24. My provider/setting supports me with my daily needs in order for me to work or obtain 


work-related experience. 


 Always    Usually   Sometimes    Never 


 I am working on other things right now and do not wish to work or obtain work-


related experience at this time. 


 N/A- I am too young to work or gain work-related experience right now. 


Personal Finances (Resources) 


25. I have a say in how I spend my personal funds. 


 Always    Usually   Sometimes    Never 


26. I get support to manage my money so I can buy the things I want. 


 Always    Usually   Sometimes    Never 
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Section 5: I am supported where I live to participate in creating my own schedule 


 


27. I have an active role in planning my own schedule. I am supported in choosing preferred 
activities and my provider helps me to plan my day so that I can do things I like while also 
planning for necessary things like school, physical activity, and sleep.  


 
 Always    Usually   Sometimes    Never 


 


Section 6: Where I live ensures my rights of privacy, dignity and respect, and freedom from 
coercion (strong-arm) and restraint 


 


Coercion 


28. Where I live now, my provider/staff has never used physical force or physical punishment, 
or threats to make me do something I don’t want to do.  


  True – I HAVE NOT been forced to make decisions against my will 


  False – I HAVE been forced to make decisions against my will 


Restraint 


29. Where I live now, I have never been forced to take a medication as a consequence of my 


behavior. 


  True – I HAVE NOT been forced to take medication as a consequence of my 


behavior against my will. 


 False - I HAVE been forced to take medication as a consequence of my 


behavior against my will. 


30. Where I live now, I have never been tied down to control my behavior against my will. 


  True – I HAVE NOT been tied down to control my behavior against my will. 


 False - I HAVE been tied down to control my behavior against my will. 
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31. Where I live now, I have never been held down by a person or object to control my 


behavior against my will. 


  True – I HAVE NOT been held down to control my behavior against my will. 


 False -  I HAVE been held down to control my behavior against my will. 


32. Where I live now, I have never been kept away from others in a confined space or locked in 


a room as punishment against my will. 


  True – I HAVE NOT been kept or locked in a room as punishment against my 


will 


 False - I HAVE been kept or locked in a room as punishment against my will 


 


Communication 


33. I feel free to openly discuss any of my concerns with my provider/staff. 


 Always    Usually   Sometimes    Never 


 


34. I have access to a phone or to other methods of communicating with others outside of 


where I live. My provider allows me to talk to my guardian (or my attorney or CASA, if I 


have one) at any time. 


 Always    Usually   Sometimes    Never 


 


Access in all areas of the home where I live  


35. I can be in the following areas of my home:  kitchen; dining room; living/family room; 


bedroom; and bathroom. 


 Always    Usually   Sometimes    Never 
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Section 7: Staff where I live respect my personal privacy 


36. I have privacy in my bedroom and opportunity for private time if I desire it.  Staff and other 


household members knock before entering my room. 


 Always    Usually   Sometimes    Never 


 


37. I have privacy when I use the bathroom. I may have assistance when using the bathroom, 


but people do not walk in on me without my permission. 


 Always    Usually   Sometimes    Never 


 


38. I have privacy when I take a shower or bath. I may have assistance when showering or 


bathing, but people do not walk in on me without my permission. 


 Always    Usually   Sometimes    Never 


 


Section 8: Where I live allows me to decorate and furnish my bedroom or living unit 


39. I have a say in how I decorate my bedroom. 


 Always    Usually    Sometimes    Never 


40. I may furnish my bedroom with my own furniture. 


 Always    Usually    Sometimes    Never 


 


Section 9: Where I live allows me to have access to food at any time 


41. My provider serves some of my favorite foods and I am offered healthy alternatives if I 
don’t like something that is being served. 


 Always    Usually    Sometimes    Never 
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42. In addition to the meals and snacks provided to me by my provider, I have access to snacks 
and have the option of purchasing my favorite foods. 


 Always    Usually    Sometimes    Never 


 


Section 10: Where I live allows me to have visitors at any time  


43. My provider, guardian, and ISP team work together to support me in having visits with 
friends. 


 Always    Usually    Sometimes    Never 


 


44. My provider is supportive of visits with my family (except where limited by a court order) 
and I feel like my family is welcome in the home where I live. 


 Always    Usually    Sometimes    Never 


 


You have completed the survey questions for where you live. 


We would now like to ask some questions about services you might get outside of where you 


live.   Not everyone has these services and that is ok.  Please answer the questions that are 


applicable to you  


Section 11: Services outside of where I live 


45. I work or use employment services outside of where I live. 


 Yes   No 


 N/A- I am too young to work or gain work-related experience right now. 


46. If yes: I work or use employment services in a typical community setting where my 


coworkers come from a variety of different backgrounds and do not necessarily have 


disabilities (not including paid support staff):      Yes   No 
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47. I work or use employment services in a setting where most of my coworkers are people 


who also have some type of disability:       Yes   No 


48. If yes: I had an option to work or use services in a place where I could meet and form 


relationships with people from a variety of different backgrounds, and not only with other 


people who have disabilities:       Yes   No 


49. I am paid for my work:         Yes   No 


50. If yes: I am paid minimum wage or better:       Yes   No 


51. I would like to work more hours now or in the future:  Yes   No 


 


52. I would like to be able to have a job where I could make more money now or in the future: 


 Yes   No 


 


53. Is there any other information that you would like to share about where you live or receive 


services?  


 


 


 


 


 


 


Thank you for completing this survey. 
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DRAFT – DRAFT – DRAFT – DRAFT – DRAFT – DRAFT – DRAFT – DRAFT – DRAFT – DRAFT – DRAFT  


 


OFFICE OF DEVELOPMENTAL DISABILITY SERVICES 
DEPARTMENT OF LICENSE AND REGULATORY OVERSIGHT 


Survey ID#: [insert Survey_ID] 
 
Home and Community-Based Services Setting Provider Self-Assessment Survey 
for Children’s Residential Settings (Foster Care and Group Homes) 
 
 
1. Date_________________________________________________ 


2. Provider Name________________________________________ 


3. Person completing Survey and Title/Position____________________________ 


___________________________________________________________________ 


4. Medicaid Provider Number____________________________________________ 


5. Type of License or Certification________________________________________ 


6. Licensing or Certification Agency (check one):  


 DD    Child Welfare    Other: ____________________ 


7. Primary Population(s) Served_________________________________________ 


8. Physical Address of Service Site_______________________________________ 


___________________________________________________________________ 


9. Number of individuals in the home receiving Medicaid HCBS_______________ 


10. Total number of persons residing in the household_______________________ 


11. Mailing Address (if different from above)________________________________ 


___________________________________________________________________ 


12. Phone_____________________________________________________________ 


13. Email______________________________________________________________ 


14. Total number of sites you will be completing surveys on__________________ 
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Section 1: The residential setting is integrated and supports full access to the 
greater community and does not isolate individuals 


15. Part A: Please choose the option that best describes the group home or foster 
home. 


 Individuals are supported in having full access to the community. The home 
does not specialize in, nor does the provider target, a specific disability or diagnosis 
type. There may be a mix of people with and without disabilities living in the home.  
The home may have a mix of residents receiving Medicaid funded services and 
others who do not.  Individuals are supported in obtaining services outside of the 
home in the broader community in addition to the care they receive in the home.  
The home encourages opportunities to work or seek work related experience (on 
the same basis as people who are the same age and do not have a disability). 
Other off-site services may include school services, community activities, gym, 
medical care, behavioral and therapeutic services, and/or social recreational 
activities. 


 Individuals receive some services in the home and other services in the broader 
community. Onsite and off-site services may include school services, community 
activities gym, work or work related experience (on the same basis as people who 
are the same age and do not have a disability), medical care, behavioral and 
therapeutic services, and/or social recreational activities.    


  The home is designed for people with disabilities and often for people with a 
certain type of disability.  The individuals in the home are primarily or exclusively 
people with disabilities and on-site staff provides many of the services. Individuals 
have regular opportunities to engage in the broader community. However, the home 
setting does not encourage opportunities to work or obtain work related experience 
(on the same basis as people who are the same age and do not have a disability). 


 The home is designed for individuals with disabilities to receive multiple types of 
services on-site or in the home, including housing, school services, medical, 
behavioral and therapeutic services, and/or social and recreational activities and 
people in the home have limited, if any, interaction with the broader community. The 
home setting does not encourage opportunities to work or obtain related experience 
(on the same basis as people who are the same age and do not have a disability). 
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Part B:  Indicate if any of the following apply: 


16. The residential setting is a locked facility.    Yes    No 


17. The residential setting is one of the following:   Yes    No 


 Farmstead or disability specific farm community located in rural residential setting 
on a large parcel of land with little ability to access the broader community 
outside of the farm. 


 Gated/secured “community” for people with disabilities where services are 
provided on-site and individuals rarely leave the gated community. 


 Residential school where individuals receive both education and residential 
services in one setting and do not go into the broader community for education. 


 Multiple residential settings co-located and operationally related (operated by the 
same provider) where services are provided on campus with individuals rarely 
accessing the broader community. 


 


Section 2: Optimizes autonomy and independence in making life choices 
 


Work or Work Experience 


18. Please choose the option that best describes the residential service setting 
provider’s role related to services and supports for work or work-related 
experiences: 


 The home/provider encourages opportunities for individuals to obtain work or 


work-related experience. Individuals who would like to work are either working or 


obtaining some type of work related experience. Individuals who live in this home 


have supports from the provider to plan for or otherwise meet daily needs required to 


maintain work or a work experience. Individuals who live in this home, including those 


who are not working, are regularly encouraged throughout the year to discuss work 


or career goals.  


 The home/provider encourages opportunities for individuals to obtain work or work 


related experience on the same basis as people who are the same age and do not 


have a disability.  Individuals who may be focused on school right now will be 


encouraged to pursue work and work related experiences in the future. Individual 


have opportunities to talk about work or career goals.  
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 The home /provider supports individuals in getting ready for school and/or work 


each day, but does not necessarily encourage individuals to seek work or work-


related experience on the same basis as people who are the same age and do not 


have disabilities. Work or career goals are rarely talked about. 


 Individuals are not encouraged or emotionally supported by the provider to work 


or obtain work experience. Work or career goals are rarely or never talked about, and 


likely will not be discussed in the future. 


 All individuals in the home are focused on school right now or are not yet of 


school age.  Individuals in the home are encouraged to discuss future plans and 


career goals that include work in an integrated setting.   


 


Personal Finances (Resources) 


19. Please choose the option that best describes the services and supports for personal 


resources: 


Individuals may or may not have a Social Security designated Representative 


Payee. Individual may or may not be beneficiaries of a Special Needs Trust or 


Discretionary Trust. The existence of one of these is not considered a limitation by 


the residential setting/provider. 


The home /provider places no limitations to an individual’s, or their designated 


representatives’, ability to access personal financial resources (personal spending 


monies, personal property, real estate, assets, savings, etc.). Personal resources 


may be safeguarded but individuals have easy access to, experience no barriers, 


and are supported in obtaining and using personal resources as desired.   


There may be some limitations based on the safeguarding of personal resources.  


The provider assists individuals in budgeting and managing funds, however, the 


individual self-directs and is engaged in the process as much as possible.  The 


individual’s financial plan is addressed in the ISP and the provider supports the 


individual in meeting identified goals.  


  Limitations beyond age appropriate structure and guidance are placed on an 


individual’s, or their designated representatives’, access to personal resources. 
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20. If you selected “Limitations beyond age appropriate structure and guidance are 


placed on an individual’s, or their designated representatives’, access to personal 


resources” above, are the limits universally applied to everyone living in the home? 


Yes  No 


21. Are the limits only applied to those who need them?  Yes  No 


22. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?    Yes  No 


23. If limits are used, are the limitations identified in the individual’s person-centered 


service plan?        Yes  No 


24. If limits are used, they are primarily used to (select the best answer): 


Protect the individual or others Efficiently manage operations 


 


Section 3: The individual controls his/her own schedule 
 


25. Please choose the option that best describes the services and supports for 


controlling one’s own schedule: 


Individuals are supported to control their own schedules in an age appropriate 


manner as much as possible.  The provider engages with the individual to promote 


self-direction and honor individual preferences related to routine and activities. 


Routine activities such as bathing and mealtimes are flexible and work around the 


individual’s personal schedule. Requests for engaging in the broader community 


such as participating in extracurricular school activities, working or participating in 


work-related experiences, going shopping, to the library, or to the park are routinely 


supported and accommodated. When individuals work, their schedules are 


supported.  Children in the home are encouraged to participate in extra-curricular 


activities such as school or community sporting programs or clubs. 


Individuals are an active part of directing or creating their personal schedules.  


The preferences of the individual are honored whenever possible.  The provider 


helps the individual identify preferred activities and activity times, while also 


supporting the individual in addressing necessary components of their daily routine 


such as school attendance, exercise, and adequate rest.  Routine activities in the 


household and general scheduling is flexible and is adjusted based on who lives in 


the home and what is important to members of the household. 
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 Most activities are scheduled by the provider, including daily living activities such 


as mealtimes, bathing, and social and recreation opportunities. The provider seeks 


little input from the individual in scheduling activities.  The household operates by a 


routine schedule that has little flexibility and little variation, even when the 


household composition changes.   


 There are home/provider limits to the amount of control individuals have over 


their own schedules. 


 
26. If you selected “There are home/provider limits to the amount of control individuals 


have over their own schedule” above, are the limits universally applied to everyone 


living in the home?       Yes  No 


 


27. Are the limits only applied to those who need them?  Yes  No 


28. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?    Yes  No 


29. If limits are used, are the limitations identified in the individual’s person-centered 


service plan?        Yes  No 


30. If limits are used, they are primarily used to (select the best answer): 


Protect the individual or others Efficiently manage operations 


 


Section 4: Setting ensures individual rights of privacy, dignity and respect, and 


freedom from coercion and restraint 


Freedom from Coercion 


31.  Are individuals free from coercion as defined below?  Yes  No 


 Threats of serious harm to or physical restraint against any person; 


 Any scheme, plan, or pattern intended to cause a person to believe that failure to 
perform an act would result in serious harm to or physical restraint against any 
person; or  


 The abuse or threatened abuse of the legal process. 
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32. Do the provider/staff utilize any of the following restraints on individuals receiving 


services in this home to address and control behavior?    Yes  No  
 


 Chemical restraints, such as the forced administration of a medication as a 
controlling or punitive response to a behavioral episode. 


 Mechanical restraints, such as devices that limit an individual’s ability to freely 
move their body, not part of the person’s formal behavior support plan 


 Physical restraints, such as using a physical maneuver to limit an individual’s 
ability to freely move, where the maneuver is weight-bearing and/or not part of 
the person’s formal behavior support plan 


 Seclusion, such as restricting an individual to a specific physical space as a  
punitive response to a behavior 


 


Communication 


33. Please choose the option that best describes the services and supports for 


communication: 


 Individuals are encouraged and supported to communicate within the home and 


with others outside of the home.  Individuals are afforded privacy in communication 


as safe and appropriate to their chronological age.  Individuals may have access to 


the phone or other methods of communication with assistance or oversight from the 


provider.  Individuals have privacy in communication with their parents or legal 


guardian, except where restricted by a court order.  Where applicable, individuals 


have privacy in communication with their Child Welfare caseworker, attorney, and/or 


CASA.  


 Individuals are encouraged and supported to communication with others in the 


home and in the community.  Access to the phone or other modes of 


communication may be made with the provider’s permission, or in accordance with 


the individual’s ISP.  There may be legal orders that direct the types of 


communication and level of supervision or access an individual may have.  


The ability to communicate privately within the home and with others outside of 


the home is limited. 


34. If you selected “The ability to communicate privately within the home and with 


others outside of the home is limited” above, are the limits universally applied to 


everyone living in the home?      Yes  No 


35. Are the limits only applied to those who need them?  Yes  No  
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36. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?    Yes  No 


37. If limits are used, are the limitations identified in the individual’s person-centered 


service plan?        Yes  No 


38. If limits are used, they are primarily used to (select the best answer): 


Protect the individual or others Efficiently manage operations 


 


Homelike Accommodations 


39. Please choose the option that best describes the services and supports for 


homelike accommodations: 


 Individuals have access to typical homelike accommodations such as a kitchen, 


dining area, family/living room, laundry, and bathroom appropriate to the 


chronological age of the individual. 


 Individuals have full access to most typical homelike accommodations, however, 


providers may modify access to address safety incidental to the provision of daily 


living activities.   


 There are home/provider limits beyond age appropriate structure and guidance 


to full access to typical homelike accommodations. 


40. If you selected “There are home/provider limits beyond age appropriate structure 


and guidance to full access to typical homelike accommodations” above, are the 


limits universally applied to everyone living in the home?  Yes  No 


41. Are the limits only applied to those who need them?  Yes  No  


42. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?    Yes  No 


43. If limits are used, are the limitations identified in the individual’s person-centered 


service plan?        Yes  No 


44. If limits are used, they are primarily used to (select the best answer): 


Protect the individual or others Efficiently manage operations 
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Section 5: Personal Privacy 


45. Please choose the option that best describes the services and supports for personal 


privacy: 


 Individuals have the opportunity to have privacy or private time in their bedroom, 


including the ability to close the door, should they desire it.  Individuals have privacy 


when using the bathroom.  Individuals are able to close the bathroom door and are 


shielded or protected from others walking in on them when using the toilet or 


bathing.  Staff/caregivers are present in the bathroom or during private time only 


when necessary to provide required assistance or to address safety.   Staff and 


other members of the household knock and wait to receive permission before 


entering a closed room.   


 There are home/provider limits beyond age appropriate structure and guidance 


on an individual’s ability to have personal privacy. 


46. If you selected “There are home/provider limits on an individual’s ability to have 


personal privacy” above, are the limits universally applied to everyone living in the 


home?         Yes  No 


47. Are the limits only applied to those who need them?  Yes  No  


48. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?    Yes  No 


49. If limits are used, are the limitations identified in the individual’s person-centered 


service plan?        Yes  No 


50. If limits are used, they are primarily used to (select the best answer): 


 Protect the individual or others  Efficiently manage operations 
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Section 6: Choice of Roommates 


51. Please choose the option that best describes the services and supports individuals 


and/or their guardians have in the choice of roommates in a shared bedroom 


situation: 


  This home only offers private rooms. 


 There are shared bedrooms in the home.  The individual’s legal guardian has 
consented to and supports the individual having a shared bedroom.  There are 
methods in place for guardians to request a change in roommate or shared room 
situation should this be desired.  Individuals and their guardians have the 
opportunity to meet new potential shared bedroom roommates and have input in the 
selection of their shared bedroom roommate.  


   There are shared bedrooms in the home.  There are provider limits regarding 
the individual’s and their guardian’s involvement in the selection of shared bedroom 
roommates or their ability to have input in the choice of shared bedroom 
roommates. 


52. If you selected “There are shared bedrooms in the home. There are provider limits 


regarding the individual’s and their guardian’s involvement in the selection of shared 


bedroom roommates or their ability to have input in the choice of shared bedroom 


roommates” above, are the limits universally applied to everyone living in the home? 


Yes  No 


53. Are the limits only applied to those who need them?  Yes  No  


54. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?    Yes  No 


55. If limits are used, are the limitations identified in the individual’s person-centered 


service plan?        Yes  No 


56. If limits are used, they are primarily used to (select the best answer): 


 Protect the individual or others  Efficiently manage operations 
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Section 7: Freedom to Furnish and Decorate 


57. Please choose the option that best describes the services and supports to 


individuals regarding furnishing and decorating: 


 Individuals may bring their own furnishings and are supported and encouraged 


to personalize their space.  Individuals are encouraged to have age appropriate 


décor that reflects their personal style. The provider may provide guidance to the 


individual to address safety and family-friendly considerations.   


 The home provider limits an individual’s ability to furnish and decorate. 


58. If you selected “The home provider limits an individual’s ability to furnish and 


decorate” above, are the limits universally applied to everyone living in the home? 


Yes  No 


59. Are the limits only applied to those who need them?  Yes  No  


60. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?    Yes  No 


61. If limits are used, are the limitations identified in the individual’s person-centered 


service plan?        Yes  No 


62. If limits are used, they are primarily used to (select the best answer): 


 Protect the individual or others  Efficiently manage operations 
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Section 8: The individual can have access to food at any time 


63. Please choose the option that best describes the services and supports to 
individuals regarding access to food. 


 Individuals are provided three nutritious meals and two snacks a day.  
Individuals are encouraged to participate in menu planning, and cultural and 
personal preferences of the individual are honored.  The individual may participate 
in grocery shopping, selection of meal options, and routinely have an opportunity to 
have favorite foods.  Mealtimes offer some choice in food options and individuals 
are not required or expected to eat foods they do not like.  If an individual misses a 
meal, alternatives such as a to-go sack meal or heatable meals, are available upon 
return.     


 Individuals are provided three nutritious meals and two snacks a day. The 
provider seeks little input from the individual related to menu planning.  Individual 
preferences or favorite foods are rarely served and alternative options for meals are 
not offered.  


There are limits beyond age appropriate structure and guidance in place 
regarding access to food at any time. 


64. If you selected “There are limits beyond age appropriate structure and guidance in 


place regarding access to food at any time” above, are the limits universally applied 


to everyone living in the residential setting?    Yes  No 


65. Are the limits only applied to those who need them?  Yes  No  


66. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?    Yes  No 


67. If limits are used, are the limitations identified in the individual’s person-centered 


service plan?        Yes  No 


68. If limits are used, they are primarily used to (select the best answer): 


Protect the individual or others Efficiently manage operations 
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Section 9: The individual can have visitors at any time 


69. Please choose the option that best describes the services and supports to 
individuals regarding having visitors. 


 Individuals are encouraged to have visitors in the home.  Legal guardians and 
family members have access to the individual at any time (except where limited by a 
court order).  The provider works with the individual in identifying opportunities to 
have visitors and planning for social opportunities.  


Individuals are not necessarily encouraged to have visitors in the home.  When 
an individual desires to have visitors, they are encouraged to meet with friends or 
family outside of the home, rather than hosting guests at the residence.   


There are residential setting/provider limits beyond age appropriate structure and 
guidance to individuals having visitors at any time. 


70. If you selected “There are residential setting/provider limits beyond age appropriate 


structure and guidance to individuals having visitors at any time” above, are the 


limits universally applied to everyone living in the residential setting? 


Yes  No 


71. Are the limits only applied to those who need them?  Yes  No  


72. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?    Yes  No 


73. If limits are used, are the limitations identified in the individual’s person-centered 


service plan?        Yes  No 


74. If limits are used, they are primarily used to (select the best answer): 


Protect the individual or others Efficiently manage operations 


 


Is there any other information that you as a provider of community-based 


services would like to provide?  


 


 


 


Thank you for completing the Provider Self-Assessment Survey 
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Individual Experience Survey - Where I Live and Get Services 
 
Date 
 
Name  
Address 
City, State, Zip 
 
Dear Name 
 
Please complete this survey if you live in one of the following settings:    


 Assisted Living Facility 


 Residential Care Facility 


 Group Home 


 Residential Treatment Home 


 Residential Treatment Facility 


 Foster Home 
 
You are being asked to complete this survey because we would like to learn more about your 
experiences living in the settings listed above.  The support you receive in these settings are 
considered Home and Community-Based Services (HCBS). HCBS provides needed supports for 
individuals to live integrated in the community and have experiences, including employment, 
just like other members of the community. 
 
In January 2014 the Federal Centers for Medicare and Medicaid Services (CMS) issued new 
rules regarding settings in which HCBS are provided. These rules provide new protections for 
individuals using HCBS.  We are looking at service settings to see if the new requirements are 
being met.  Your individual answers will not be shared with your provider/staff.  We may use 
the information to help your provider/staff understand changes they may need to make under 
these rules.  
 
We want to use your answers to better understand if we need to make changes to improve 
everyone’s community experience. Your input is valuable to us. 
Completing the survey should only take about 10 minutes. You may: 


 Complete your survey online; go to xxxxxxxxxxxxxxxxxx. 
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 Complete your survey on paper. 
 
If you would like help to complete your survey, you may choose who helps you.  Options for 
assistance may include: 
 


 Call toll free 1-800-XXX-XXXX to have someone complete the survey with you. 
 


 Contact the person who provides your case management services for assistance. 


 Work with your legal representative, a peer advocate, friend or family member. 


 Contact a local advocacy program (staff where you live may help you find one). 


 Ask staff where you live for help. 
 
We really hope you will take the time to complete this survey.  Your experiences in your current 
setting are important us.  Thank you for taking the time to participate. 
 
Thank you for your time in completing this survey. If you would like to read more information 
about these new rules, you may view them online at this website: 
http://www.oregon.gov/dhs/dhsnews/pages/hcbs-transitionplan.aspx   
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Date:      


Question 1: Name of Individual Living in the Setting:      


Question 2: Age of Individual Living in the Setting: 


 18-24 years old 


 25-34 years old 


 35-44 years old 


 45-54 years old 


 55-64 years old 


 75-85 years old 


 85 or older 


Question 3: To which race or ethnic group do you (individual living in the setting) most 


identify? 


 Asian 


 Black/African American 


 Hispanic 


 Native American/Alaskan Native 


 Pacific Islander 


 White 


 Other 


Question 4: Residential Setting Name:       


Question 5: Residential Setting Address:       


Question 6: Person assisting me complete the survey:       Not Applicable 


Question 7: Best description of the role of the person helping to complete the survey:  
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 Not Applicable; Legal Representative; Case Manager; Survey Hotline/Peer 


Advocate; Family Member/Friend; Other; Explain:       


Question 8: Reason somebody is completing the survey for me:   


 I require assistance;  I requested assistance   Other; Explain       


Question 9: Person completing survey if not me; Name:        Not Applicable 


Question 10: My Survey Number:       


Section 1: Where I live supports access to the broader community 


Question 11: Please choose the description that best describes how the location of your home 


or residential setting supports your access to the community: 


Pick the best answer: 


G  Where I live makes it easy for me to be part of the community where I am located.  


R  Where I live makes it hard for me to be part of the community where I am located.  


Where I live makes it easy for me to: 


Question 12: Participate in community activities  


G  Always  


Y  Usually  


R  Sometimes  


R  Never 


Question 13: Get around in the community as I desire  


G  Always  


Y  Usually  


R  Sometimes  
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R  Never 


Question 14: Look for a job in the community where I can make at least minimum wage, if I 


want to work:   


G  Always  


Y  Usually  


R  Sometimes  


R  Never 


Y  I do not want to work at this time 


Section 2: I am supported where I live to be part of the community 


Question 15: I have regular opportunities be part of the broader community.  The following are 
some examples that help explain what this means:  working in the community, going to the 
park, the library, church,  shopping for food, clothing or other items, getting my hair cut at a 
beauty or barber shop, going out for coffee, going to the movies, fairs, rodeos, or other 
community events. 


G  Always  


Y  Usually  


R  Sometimes  


R  Never 


Section 3: Choosing where I live  


Question 16: Before I moved to where I live now, I was told about or able to visit other places 


to live. 


G  Yes 


R  No 


Section VIII Page386







Individual Survey Draft for discussion only 


 


Page 6 of 14 


 


Question 17: I was offered the choice to live in a place that is not only for people who have 


disabilities. 


G  Yes 


R  No 


Question 18: If I live in a shared room, I was offered the choice of a private bedroom or living 


unit. 


G  Yes 


R  No 


Y  Not applicable - I am in a private room 


Question 19: I have a choice in who my roommate is. 


G  Yes 


R  No 


Y  Not applicable – I am in a private room 


Section 4: Where I live supports my independence and making life choices  


Employment 


Question 20: My provider/setting supports me with my daily needs in order for me to work. 


G  Always  


Y  Usually  


R  Sometimes  


R  Never 


Y  I do not want to work at this time 
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Question 21: Personal Finances (Resources) 


The provider/staff where I live support me in managing my money. 


G  Yes 


G  No, I manage my own money 


G  No, my guardian or representative manages my money 


G  I have a Social Security Representative Payee, or I am a beneficiary of a Special Needs 


Trust or Discretionary Trust. 


Question 22: I can easily get my money and spend my money as I wish.  


G  Always  


Y  Usually  


R  Sometimes  


R  Never 


Section 5: I am supported where I live to make my own scheduling decisions 


Question 23: I create my own schedule. For example, I decide when to go to bed or when I get 
up. I can go out alone, with friends or family as I wish.  My provider/staff work around my 
activities. If my activities cause me to miss a scheduled mealtime, laundry time, or bath time, I 
can get the meal or service when convenient for me. 


 
G  Always  


Y  Usually  


R  Sometimes  


R  Never 
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Section 6: Where I live ensures my rights of privacy, dignity and respect, and freedom from 
coercion (strong-arm) and restraint 


 


Coercion 


Question 24: Where I live now, my provider/staff has never  threatened me with physical harm, 
or used restraints, or punished me,  to force me to make a decision I did not want to make. 
G  True – I have not been forced to make decisions against my will 


R   False – I have been forced to make decisions against my will 


Restraint 


Question 25: Where I live now, I have never been given a medication against my will to control 


my behavior. 


G   True – I have not been forced to take medication to control my behavior against my will. 


R  False  - I have been forced to take medication to control my behavior against my will. 


Question 26: Where I live now, I have never been held or tied down by a person or object 


against my will. 


G   True – I have not been held or tied down against my will 


R  False -  I have been held or tied down against my will 


Question 27: Where I live now, I have never been kept or locked in a room against my will. 


G   True – I have not been kept or locked in a room against my will 


R  False - I have been kept or locked in a room against my will 


Communication 


Question 28: I feel free to openly discuss any of my concerns with my provider/staff. 


G  Always  
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Y  Usually  


R  Sometimes  


R  Never 


Question 29: I have access to a phone or to other methods of communicating with others 


outside of where I live. I can talk to anyone I want at any time. 


G  Always  


Y  Usually  


R  Sometimes  


R  Never 


Access in all areas where I live  


Question 30: I have full access to the following areas in where I live any time I want or need:  


kitchen; dining room; living/family room; bedroom; and bathroom. 


G  Always  


Y  Usually  


R  Sometimes  


R  Never 


Section 7: Staff where I live respect my personal privacy 


Question 31: I may lock my bedroom or living unit door for privacy. 


G  Always  


Y  Usually  


R  Sometimes  
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R  Never 


Question 32: I have privacy when I use the bathroom. People do not walk in on me without my 


permission. 


G  Always  


Y  Usually  


R  Sometimes  


R  Never 


Question 33: I may take a shower or bath privately. People do not walk in on me without my 


permission. 


G  Always  


Y  Usually  


R  Sometimes  


R  Never 


Section 8: Where I live allows me to decorate and furnish my bedroom or living unit 


Question 34: I may decorate my bedroom or living unit the way I choose. 


G  Always  


Y  Usually  


R  Sometimes  


R  Never 


Question 35: I may furnish my bedroom or living unit with my own furniture. 


G  Always  
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Y  Usually  


R  Sometimes  


R  Never 


Section 9: Where I live allows me to have access to food at any time 


Question 36: In addition to the meals and snacks provided to me by my provider, I can 
purchase food and have access to my food at any time. 


G  Always  


Y  Usually  


R  Sometimes  


R  Never 


Section 10: Where I live allows me to have visitors at any time  


Question 37: I may have visitors at any time. 


G  Always  


Y  Usually  


R  Sometimes  


R  Never 


Section 11: Services outside of where I live 


Question 38: I work or use employment services outside of where I live. 


G  Yes 


G  No 


If yes: 
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Question 38a: I work or use employment services in a typical community setting where 


my co-workers come from a variety of different backgrounds and do not necessarily 


have disabilities (not including paid support staff):  


G  Yes 


R  No 


Question 38b: I work or use employment services in a setting where most of my 


coworkers are people who also have some type of disability: 


G  Yes 


R  No 


If yes: 


Question 38b(i): I had an option to work or use services in a place where I could 


meet and form relationships with people from a variety of different backgrounds, 


and not only with other people who have disabilities:  


G  Yes 


R  No 


Question 38c: I am paid for my work:  


G  Yes 


R  No 


If yes: 


Question 38c(i): I am paid minimum wage or better:  


G  Yes 


R  No 
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Question 38d: I would like to work more hours: 


G  Yes 


R  No 


Question 38e: I would like to be able to have a job where I could make 


more money. 


G  Yes 


R  No 


 


You have completed the survey questions for where you live. 


We would now like to ask some questions about services you might get outside of where you 


live.   Not everyone has these services and that is ok.  Please answer the best that you can. 


 


Question 39: DAY SERVICES ONLY: I use other services in a provider setting (such as Outpatient 


Mental Health Services, Adult Day Care, Day Services, or Community Inclusion/Alternative to 


Employment) outside of the place where I live:  


G  Yes 


G  No 


If yes:  


Question 39a: When I use these services, I feel I am part of my  community:  


G  Always  


Y  Usually  


R  Sometimes  
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R  Never 


Question 39b: I participate in activities with people I chose to spend time with: 


G  Always  


Y  Usually  


R  Sometimes  


R  Never 


Question 39c: When I use these services, I have opportunities to interact with people 


from the community, who come from a variety of different backgrounds, and not only 


people who have disabilities (this does not include paid support staff):  


G  Always  


Y  Usually  


R  Sometimes  


R  Never 


 


Question 40: Is there any other information that you would like to share about where you live or 


receive services?       


 


Thank you for completing this Survey.  
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Home and Community-Based Services Setting Provider Self-Assessment Survey  
 


Date:      


Question 1:  Survey # 


Question 2: Provider Name:      


Question 3:  Person completing Survey and Title/Position:      


Question 4:  Medicaid Provider Number:      


Question 5:  Type of License or certification:      


Question 6:  Licensing or Certification Agency:      


Question 7:  Primary Population(s) Served:      


Question 8:   Physical Address of Service Site:      


Question 9:  Mailing Address (if different):      


Question 10:  Phone:      


Question 11:  Email:      


Question 11a:  Total number of sites you will be completing surveys on:      
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Section 1: The residential setting is integrated and supports full access to the greater community 
and does not isolate individuals 


Question 12: SECTION A:  Please choose the best option from the choices below. 


G  Individuals have full access to the community. The residential setting does not specialize 
in, or target, a specific disability or diagnosis type and may have a mix of people with and 
without disabilities.  The residential setting may have a mix of private pay and Medicaid.  The 
setting may include room and board, bathing and other personal assistance while Individuals 
are supported to obtain many other services outside of the residential setting in the broader 
community.  Off- site services may include competitive integrated employment, day services, 
beautician services, community activities, gym, medical care, behavioral and therapeutic 
services, and/or social recreational activities. 


Y  Individuals receive some services in-house and others in the broader community. The 
residential setting may include room and board, bathing and other personal assistance services. 
The additional services on-site are intended to be convenient for individual access, yet, they 
may have the unintended consequence of isolation from the broader community.  Onsite and 
off-site services may include competitive integrated employment, day services, beautician 
services, community activities gym, medical care, behavioral and therapeutic services, and/or 
social recreational activities.    


R   The residential setting is designed for people with disabilities and often for people with a 
certain type of disability.  The individuals in the residential setting are primarily or exclusively 
people with disabilities and on-site staff provides many of the services. The residential setting 
services include community access and individuals have regular opportunities to engage in the 
broader community.  


R  The residential setting is designed to provide people with disabilities multiple types of 
services on-site, including housing, day services, medical, behavioral and therapeutic services, 
and/or social and recreational activities and people in the residential setting have limited, if 
any, interaction with the broader community. SECTION B:  Please indicate whether the below 
statement is true for this setting.  
  


Section VIII Page397







Draft for discussion only 


 


Page 3 of 18 


 


Question 13: The residential setting is a locked facility.  


R  Yes   


G  No 


Question 14: The residential setting is one of the following:  


R  Yes   


G  No 


 Farmstead or disability specific farm community located in rural residential setting on a 
large parcel of land with little ability to access the broader community outside of the 
farm. 


 Gated/secured “community” for people with disabilities where services are provided on-
site and individuals rarely leave the gated community. 


 Residential school where individuals receive both education and residential services in 
one setting and do not go into the broader community for education. 


 Multiple residential settings co-located and operationally related (operated by the same 
provider) where services are provided on campus with individuals rarely accessing the 
broader community. 


Section 2: Optimizes autonomy and independence in making life choices 
 


Employment 


Question 15: Please choose the option that best describes the services and supports for 
employment: 


G  For individuals who want to work, the residential setting/provider encourages the 


individual’s opportunities to seek employment and work in integrated settings and for 


competitive wages (minimum wage or better). Working individuals who live in this residential 


setting have supports from the provider in planning and meeting their daily needs in order to 


access and maintain employment. Individuals who live in this residential setting have frequent 


opportunities throughout the year to discuss career goals, including career advancement, 
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career changes, increased wages, or increased hours. Individuals who want to work are 


working or using employment services in an integrated employment setting where there are 


opportunities to interact with people who do not have disabilities (not including paid staff).  


Y  For individuals who want to work, the residential setting/provider encourages 


opportunities to seek employment and work in integrated employment for competitive wages 


(minimum wage or better). Individuals might have opportunities to talk about employment 


goals once a year or so. Those who want to work are working; however, it may not be in an 


integrated employment setting where individuals interact with people who do not have 


disabilities (not including paid staff). Individuals who are working in less integrated or 


segregated settings continue to be supported in career goals relating to obtaining integrated 


employment at a competitive wage.  


R  The residential setting/provider supports individuals in getting ready for work each day, 


but does not necessarily encourage individuals in seeking employment and working in 


integrated competitive settings. 


R  Individuals who reside in this residential setting and want to work are not encouraged or 


emotionally supported by the provider to do so.  


Personal Finances (Resources) 


Question 16: Please choose the option that best describes the services and supports for 


personal resources: 


Individuals may or may not have a Social Security designated Representative Payee. Individual 


may or may not be beneficiaries of a Special Needs Trust or Discretionary Trust. The existence 


of one of these is not a considered a limitation by the residential setting/provider. 


G  The residential setting/provider places no limitations to an individual’s, or their 


designated representatives, ability to access personal financial resources (personal spending 


monies, personal property, real estate, assets, savings, etc.). Personal resources may be 


safeguarded but individuals have easy access to, experience no barriers, and are supported in 


obtaining and using personal resources as desired.   
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Y  There may be some limitations based on the safeguarding of personal resources.  


Individuals, or their designated representatives, can typically access funds in the same day, or 


within 24 hours for larger sums. Individuals are supported in obtaining and using their 


personal resources as desired.   


R   Limitations are placed on an individual’s, or their designated representatives, access to 


their personal resources. 


 


Question 16a: If you selected “Limitations are placed on an individual’s, or their 


designated representatives, access to their personal resources” above, are the limits 


universally applied to everyone living in the residential setting? 


R  Yes   


G  No 
Question 16b: Are the limits only applied to those who need them? 


G  Yes   


R  No 
 


Question 16b(i): If you answered yes to the above, is there documentation of less 


restrictive alternatives tried before applying limits? 


G  Yes   


R  No 
Question 16b(ii): If limits are used, are the limitations identified in the individual’s 


person-centered service plan? 


G  Yes   


R  No 
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Question 16b(iii): If limits are used, they are primarily used to (select the best 


answer): 


G  Protect the individual or others 


R  Efficiently manage operations 


Section 3: The individual controls his/her own schedule 
Question 17: Please choose the option that best describes the services and supports for 


controlling one’s own schedule: 


G  Individuals are supported to control their own schedules. Services such as bathing and 


mealtimes are flexible and work around the individual’s personal schedule. Requests for 


engaging in the broader community such as going shopping or to the movies are routinely 


supported and accommodated. When individuals work, their schedules are supported.   


Y  Individuals generally control their own schedules.  Services such as mealtimes and 


bathing are scheduled. If individuals miss a scheduled service activity, such as a bath, meal or 


laundry, because of their personal schedule, it is not automatically rescheduled or replaced 


unless the individuals request or otherwise indicate they want the missed service activity. 


R  Most activities are scheduled by the provider, including services such as mealtimes and 


bathing and social and recreation opportunities. If individuals miss a scheduled activity, such 


as a bath, meal or laundry, because of their personal schedule, it is not replaced, or if replaced, 


with a lesser quality alternative. 


R  There are residential setting/provider limits to the amount of control individuals have 


over their own schedules. 


 
Question 17a: If you selected “There are residential setting/provider limits to the 


amount of control individuals have over their own schedule” above, are the limits 


universally applied to everyone living in the residential setting? 
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R  Yes   


G  No 
Question 17b: Are the limits only applied to those who need them? 


G  Yes   


R  No 
Question 17b(i): If you answered yes to the above, is there documentation of less 


restrictive alternatives tried before applying limits? 


G  Yes   


R  No 
Question 17b(ii): If limits are used, are the limitations identified in the individual’s 


person-centered service plan? 


G  Yes   


R  No 
Question 17b(iii): If limits are used, they are primarily used to (select the best 


answer): 


G  Protect the individual or others 


R  Efficiently manage operations 


Section 4: Setting ensures individual rights of privacy, dignity and respect, and freedom from 


coercion and restraint 


Freedom from Coercion 


Question 18: Are individuals free from coercion as defined below? 


G  Yes   


R  No 
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i. Threats of serious harm to or physical restraint against any person; 


ii. Any scheme, plan, or pattern intended to cause a person to believe that failure to 
perform an act would result in serious harm to or physical restraint against any 
person; or  


iii. The abuse or threatened abuse of the legal process. 


Question 19: Do the provider/staff utilize any of the following restraints on individuals receiving 
services in this residential setting to address or control behavior?   


R  Yes   


G  No 


 Chemical restraints 


 Mechanical restraints, such as devices that limit an individual’s ability to freely move their 
body, not part of the person’s formal behavior support plan 


 Physical restraints, such as using a physical maneuver to limit an individual’s ability to 
freely move, where the maneuver is weight-bearing and/or not part of the person’s 
formal behavior support plan 


 Seclusion, such as restricting an individual to a specific physical space as a means of 
controlling behavior or in response to a behavior 


 


Communication 


Question 20: Please choose the option that best describes the services and supports for 


communication: 


G  There are no residential setting/provider limitations to the individual’s ability to 


communicate within the residential setting or with those outside of the setting.  If the individual 


needs a phone or other accommodations or other communication tool, they are provided one 


and a private space from which to hold conversations.  Individuals can access the phone 


independently at any time and will be supported, if needed. Inside the residential setting, 


individuals are encouraged and supported to raise and discuss issues or concerns without fear 


of retaliation.   
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Y  There are shared modes of communication made available by the residential 


setting/provider. There may be reasonable waiting periods if others are using the “house” 


phone or individuals may need the provider’s support to access to the phone. They do not need 


permission to access the phone.  Inside the residential setting, individuals may raise and discuss 


issues or concerns without fear of retaliation.   


R  The ability to communicate privately within and to those on the outside of the residential 


setting is limited. 


Question 20a: If you selected “The ability to communicate privately within and to those 


on the outside of the residential setting is limited” above, are the limits universally 


applied to everyone living in the residential setting? 


R  Yes   


G  No 
Question 20b: Are the limits only applied to those who need them? 


G  Yes   


R  No 


Question 20b(i): If you answered yes to the above, is there documentation of less 


restrictive alternatives tried before applying limits? 


G  Yes   


R  No 


Question 20b(ii): If limits are used, are the limitations identified in the individual’s 


person-centered service plan? 


G  Yes   


R  No 
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Question 20b(iii): If limits are used, they are primarily used to (select the best 


answer): 


G  Protect the individual or others 


R  Efficiently manage operations 


Homelike Accommodations 


Question 21: Please choose the option that best describes the services and supports for 


homelike accommodations: 


G  Individuals have full access to typical homelike accommodations such as a kitchen, dining 


area, family/living room, laundry, and bathroom. 


Y  Individuals have full access to most typical homelike accommodations but may share 


bathrooms and not have access to the full (commercial) kitchen, in a larger facility. Individuals 


are offered substitute equipment and a means to cook. 


R  There are residential setting/provider limits to full access to typical homelike 


accommodations. 


Question 21a: If you selected “There are residential setting/provider limits to full access 


to typical homelike accommodations” above, are the limits universally applied to 


everyone living in the residential setting? 


R  Yes   


G  No 
Question 21ba: Are the limits only applied to those who need them? 


G  Yes   


R  No 


Question 21b(i): If you answered yes to the above, is there documentation of less 


restrictive alternatives tried before applying limits? 
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G  Yes   


R  No 


Question 21b(ii): If limits are used, are the limitations identified in the individual’s 


person-centered service plan? 


G  Yes   


R  No 


Question 21b(iii): If limits are used, they are primarily used to (select the best 


answer): 


G  Protect the individual or others 


R  Efficiently manage operations 


Section 5: Personal Privacy 


Question 22: Please choose the option that best describes the services and supports for 


personal privacy: 


G  All individuals may lock their bedroom and living unit doors.  Door locks are single-action 


which means when the individual turns the handle or lever the door unlocks.  All individuals 


have bathroom facilities that allow for complete privacy through the ability to lock the door or 


stall.  Bathing areas are private and individuals are shielded or protected from others walking in 


on them. Only appropriate staff have keys. 


G  All individuals may lock their bedroom or living unit doors for privacy.  Door locks are 


single-action which means when the individual turns the handle or lever the door unlocks.  


Bathrooms may be used by others and individuals may need additional support to obtain 


privacy, such as assistance to get from a wheelchair into the bathroom, in order to be able to 


shut the door for privacy. Only appropriate staff have keys. 


R  Doors are not lockable but privacy is assured through knocking before entering an 


individual’s bedroom, living unit, or bathroom. 
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R  There are residential setting/provider limits on an individual’s ability to have personal 


privacy. 


Question 22a: If you selected “There are residential setting/provider limits on an 


individual’s ability to have personal privacy” above, are the limits universally applied to 


everyone living in the residential setting? 


R  Yes   


G  No 
Question 22b: Are the limits only applied to those who need them? 


G  Yes   


R  No 


Question 22b(i): If you answered yes to the above, is there documentation of less 


restrictive alternatives tried before applying limits? 


G  Yes   


R  No 


Question 22b(ii): If limits are used, are the limitations identified in the individual’s 


person-centered service plan? 


G  Yes   


R  No 


Question 22b(iii): If limits are used, they are primarily used to (select the best 


answer): 


G  Protect the individual or others 


R  Efficiently manage operations 


Section VIII Page407







Draft for discussion only 


 


Page 13 of 18 


 


Section 6: Choice of Roommates/Sharing Space 


Question 23: Please choose the option that best describes the services and supports 


individuals have in their choice of roommates and sharing space: 


G   This facility only offers private rooms. 


G  There are shared bedrooms or living units.  There are methods in place for individuals to 
seek a new roommate should they desire. Individuals have the opportunity to meet new 
potential roommates and have input in the selection of their roommate.  


R   There are shared bedroom or living units in the facility.  There are residential 
setting/provider limits regarding the individual’s involvement in the selection of roommates or 
their ability to have input in the choice of roommates. 


Question 23a: If you selected “There are shared bedroom or living units in the facility. 


There are residential setting/provider limits regarding the individual’s involvement in 


the selection of roommates or their ability to have input in the choice of roommates” 


above, are the limits universally applied to everyone living in the residential setting? 


R  Yes   


G  No 
Question 23b: Are the limits only applied to those who need them? 


G  Yes   


R  No 


Question 23b(i): If you answered yes to the above, is there documentation of less 


restrictive alternatives tried before applying limits? 


G  Yes   


R  No 


Question 23b(ii): If limits are used, are the limitations identified in the individual’s 


person-centered service plan? 
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G  Yes   


R  No 


Question 23b(iii): If limits are used, they are primarily used to (select the best 


answer): 


G  Protect the individual or others 


R  Efficiently manage operations 


Section 7: Freedom to Furnish and Decorate 


Question 24: Please choose the option that best describes the services and supports to 


individuals regarding furnishing and decorating: 


G  Individuals may bring their own furnishings and are supported and encouraged to 
personalize their space.  Individuals may paint or secure pictures to walls or use accessories, as 
needed.  There may be landlord/tenant type agreements regarding approval of painting, nails 
or holes in walls, but individual experience is that obtaining necessary permissions is 
reasonable and does not inhibit their personal style or ability to decorate. 


Y   Individuals may bring their own furnishings.  Decorating is not encouraged or 
discouraged.  There may be landlord/tenant type agreements regarding approval of nails or 
holes in walls.  Substantial changes, such as painting, may not be allowed. 


R  There are residential setting/provider limits on an individual’s ability to furnish and 


decorate. 


Question 24a: If you selected “There are residential setting/provider limits on an 


individual’s ability to furnish and decorate” above, are the limits universally applied to 


everyone living in the residential setting? 


R  Yes   


G  No 
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Question 24b: Are the limits only applied to those who need them? 


G  Yes   


R  No 


Question 24b(i): If you answered yes to the above, is there documentation of less 


restrictive alternatives tried before applying limits? 


G  Yes   


R  No 


Question 24b(ii): If limits are used, are the limitations identified in the individual’s 


person-centered service plan? 


G  Yes   


R  No 


Question 24b(iii): If limits are used, they are primarily used to (select the best 


answer): 


G  Protect the individual or others 


R  Efficiently manage operations 


Section 8: The individual can have access to food at any time 


Question 25: Please choose the option that best describes the services and supports to 


individuals regarding access to food. 


G  Individuals are provided three nutritious meals and two snacks a day.  Individuals may 


assist with menu planning and personal preferences are considered.  If an individual misses a 


meal, alternatives such as a to-go sack meal or heatable meals, are available  Individuals have 


access to personal food storage, including refrigeration, freezer, and dry storage, that they can 


access at any time.   
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Y  Individuals are provided three nutritious meals and two snacks a day. Individuals may 


assist with menu planning and personal preferences are considered.  If an individual misses a 


meal it is typically not replaced unless requested.  Storing personal food items is not 


encouraged, but is allowed if requested. 


R  There are limits in place regarding access to food at any time. 


Question 25a: If you selected “There are limits in place regarding access to food at any 


time” above, are the limits universally applied to everyone living in the residential 


setting? 


R  Yes   


G  No 
Question 25b: Are the limits only applied to those who need them? 


G  Yes   


R  No 


Question 25b(i): If you answered yes to the above, is there documentation of less 


restrictive alternatives tried before applying limits? 


G  Yes   


R  No 


Question 25b(ii): If limits are used, are the limitations identified in the individual’s 


person-centered service plan? 


G  Yes   


R  No 


Question 25b(iii): If limits are used, they are primarily used to (select the best 


answer): 


G  Protect the individual or others 
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R  Efficiently manage operations 


Section 9: The individual can have visitors at any time 


Question 26: Please choose the option that best describes the services and supports to 


individuals regarding having visitors. 


G  Individuals may have visitors at any time.  Individuals living in the site understand there 


are no residential setting/provider limits to the time when visitors may be received. Individuals 


are encouraged and supported to have visitors.  


G  Individuals may have visitors at any time. The residential setting/provider may have 
policies in place for after-hours visitors or a check-in process to address safety or privacy 
concerns.   


R  There are residential setting/provider limits to individuals having visitors at any time. 


Question 26a: If you selected “There are residential setting/provider limits to individuals 


having visitors at any time” above, are the limits universally applied to everyone living in 


the residential setting? 


R  Yes   


G  No 
Question 26b: Are the limits only applied to those who need them? 


G  Yes   


R  No 


Question 26b(i): If you answered yes to the above, is there documentation of less 


restrictive alternatives tried before applying limits? 


G  Yes   


R  No 
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Question 26b(ii): If limits are used, are the limitations identified in the individual’s 


person-centered service plan? 


G  Yes   


R  No 


Question 26b(iii): If limits are used, they are primarily used to (select the best 


answer): 


G  Protect the individual or others 


R  Efficiently manage operations 


Question 27: Is there any other information that you as a provider of community-based services 


would like to provide?        


Congratulations!  You have completed the Provider Self-Assessment Survey.  
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OFFICE OF DEVELOPMENTAL DISABILITY SERVICES 
DEPARTMENT OF LICENSE AND REGULATORY OVERSIGHT 


Survey ID# [Survey_ID] 


1. Date________________________________________ 


2. Name of Child Living in the Setting: [FirstName LastName] 


3. Age of Child Living in the Setting______________________________________________ 


4. Residential Setting Name____________________________________________________ 


5. Residential Setting Address___________________________________________________ 


__________________________________________________________________________ 


Please choose one of the following to describe how the survey is being completed: 


6.  I am the child or youth living in the setting and I am completing the survey with 


assistance from someone. 


7. Best description of the role of the person helping me :  


Legal Representative 


Survey Hotline/Peer Advocate   


 Not Applicable 


Family Member/Friend 


Other; Explain_______________________________________________________ 


8. Reason somebody is helping me:   


 I require assistance   I requested assistance   


 Other; Explain______________________________________________________ 


9. Name of person helping me________________________________________________ 


10.  I am the child or youth living in the setting and I am completing the survey on my 


own without assistance from someone. 


11. I am the legal representative for the child living in the setting and I am completing the 


survey on the child’s behalf. 


12. Type of legal representative:   Parent with legal custody    Legal guardian 


13. Name of person completing the survey for me__________________________________ 
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Please complete the survey questions from the perspective of the child who is receiving services 
in a residential (group home or foster home) setting. 


Section 1: Where I live supports access to the broader community 


14. Please choose the description that best describes how the location of the home where the 


child receives services supports access to the community: 


Pick the best answer: 


 Where I live makes it EASY for me to be part of the community where I am located.  


 Where I live makes it HARD for me to be part of the community where I am located.  


 


Where I live makes it easy for me to: 


15. Participate in community activities  


 Always    Usually   Sometimes    Never 


 


16. Go places in the community   


 Always    Usually   Sometimes    Never 


 


17. Obtain work-related experience (such as summer or after school work, volunteer work, 


etc.) or get a job in the community: 


 Always    Usually   Sometimes    Never 


 


 I am working on other things right now and do not wish to work or obtain 


work experience at this time. 


  
 N/A- I am too young to work or gain work-related experience right now. 
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Section 2: I am supported where I live to be part of the community 


18. I have regular opportunities be part of the broader community.  The following are some 
examples that help explain what this means:  getting work experience in the community; 
participating in extracurricular activities; going to the park, the library, or church;  shopping 
for food, clothing or other items; going to the gym or an exercise class; going out for ice 
cream; going to the movies, fairs, rodeos, or other community events. 


 Always    Usually   Sometimes    Never 


 


Section 3: Choosing where I live  


19. Before I moved to where I live now, I (or my parent or guardian) was told about or able to 


visit other places to live. 


 Yes   No 


 I don’t know (I am a youth completing the survey and I don’t know if my 


guardian was told about other options) 


20. Before moving to where I live now, I (or my parent or guardian) was offered different 


choices of where I could live. One of the choices was a service setting where not all people 


experience disabilities; this choice may have included the option for me to receive services 


in my family home. 


 Yes  No 


 I don’t know (I am a youth completing the survey and I don’t know if my 


guardian was told about other options) 


21. If I have a shared bedroom, I (or my parent or guardian) was offered a choice of a home for 


me that offered a private bedroom. 


 Yes   No   Not applicable - I am in a private room 


 I don’t know (I am a youth completing the survey and I don’t know if my 


guardian was offered the choice of a home with a private bedroom) 
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22. My guardian has a say in who I share my bedroom with. 


 Yes   No   Not applicable - I am in a private room 


 I don’t know (I am a youth completing the survey and I don’t know if my 


guardian has a say in who is share my bedroom with) 


23. I got to visit the home where I live now and meet members of the household before I 


moved in. 


 Yes    No 


 


Section 4: Where I live supports my independence and making life choices  


Work or Work Experience 


24. My provider/setting supports me with my daily needs in order for me to work or obtain 


work-related experience. 


 Always    Usually   Sometimes    Never 


 I am working on other things right now and do not wish to work or obtain work-


related experience at this time. 


 N/A- I am too young to work or gain work-related experience right now. 


Personal Finances (Resources) 


25. I have a say in how I spend my personal funds. 


 Always    Usually   Sometimes    Never 


26. I get support to manage my money so I can buy the things I want. 


 Always    Usually   Sometimes    Never 
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Section 5: I am supported where I live to participate in creating my own schedule 


 


27. I have an active role in planning my own schedule. I am supported in choosing preferred 
activities and my provider helps me to plan my day so that I can do things I like while also 
planning for necessary things like school, physical activity, and sleep.  


 
 Always    Usually   Sometimes    Never 


 


Section 6: Where I live ensures my rights of privacy, dignity and respect, and freedom from 
coercion (strong-arm) and restraint 


 


Coercion 


28. Where I live now, my provider/staff has never used physical force or physical punishment, 
or threats to make me do something I don’t want to do.  


  True – I HAVE NOT been forced to make decisions against my will 


  False – I HAVE been forced to make decisions against my will 


Restraint 


29. Where I live now, I have never been forced to take a medication as a consequence of my 


behavior. 


  True – I HAVE NOT been forced to take medication as a consequence of my 


behavior against my will. 


 False - I HAVE been forced to take medication as a consequence of my 


behavior against my will. 


30. Where I live now, I have never been tied down to control my behavior against my will. 


  True – I HAVE NOT been tied down to control my behavior against my will. 


 False - I HAVE been tied down to control my behavior against my will. 
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31. Where I live now, I have never been held down by a person or object to control my 


behavior against my will. 


  True – I HAVE NOT been held down to control my behavior against my will. 


 False -  I HAVE been held down to control my behavior against my will. 


32. Where I live now, I have never been kept away from others in a confined space or locked in 


a room as punishment against my will. 


  True – I HAVE NOT been kept or locked in a room as punishment against my 


will 


 False - I HAVE been kept or locked in a room as punishment against my will 


 


Communication 


33. I feel free to openly discuss any of my concerns with my provider/staff. 


 Always    Usually   Sometimes    Never 


 


34. I have access to a phone or to other methods of communicating with others outside of 


where I live. My provider allows me to talk to my guardian (or my attorney or CASA, if I 


have one) at any time. 


 Always    Usually   Sometimes    Never 


 


Access in all areas of the home where I live  


35. I can be in the following areas of my home:  kitchen; dining room; living/family room; 


bedroom; and bathroom. 


 Always    Usually   Sometimes    Never 
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Section 7: Staff where I live respect my personal privacy 


36. I have privacy in my bedroom and opportunity for private time if I desire it.  Staff and other 


household members knock before entering my room. 


 Always    Usually   Sometimes    Never 


 


37. I have privacy when I use the bathroom. I may have assistance when using the bathroom, 


but people do not walk in on me without my permission. 


 Always    Usually   Sometimes    Never 


 


38. I have privacy when I take a shower or bath. I may have assistance when showering or 


bathing, but people do not walk in on me without my permission. 


 Always    Usually   Sometimes    Never 


 


Section 8: Where I live allows me to decorate and furnish my bedroom or living unit 


39. I have a say in how I decorate my bedroom. 


 Always    Usually    Sometimes    Never 


40. I may furnish my bedroom with my own furniture. 


 Always    Usually    Sometimes    Never 


 


Section 9: Where I live allows me to have access to food at any time 


41. My provider serves some of my favorite foods and I am offered healthy alternatives if I 
don’t like something that is being served. 


 Always    Usually    Sometimes    Never 
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42. In addition to the meals and snacks provided to me by my provider, I have access to snacks 
and have the option of purchasing my favorite foods. 


 Always    Usually    Sometimes    Never 


 


Section 10: Where I live allows me to have visitors at any time  


43. My provider, guardian, and ISP team work together to support me in having visits with 
friends. 


 Always    Usually    Sometimes    Never 


 


44. My provider is supportive of visits with my family (except where limited by a court order) 
and I feel like my family is welcome in the home where I live. 


 Always    Usually    Sometimes    Never 


 


You have completed the survey questions for where you live. 


We would now like to ask some questions about services you might get outside of where you 


live.   Not everyone has these services and that is ok.  Please answer the questions that are 


applicable to you  


Section 11: Services outside of where I live 


45. I work or use employment services outside of where I live. 


 Yes   No 


 N/A- I am too young to work or gain work-related experience right now. 


46. If yes: I work or use employment services in a typical community setting where my 


coworkers come from a variety of different backgrounds and do not necessarily have 


disabilities (not including paid support staff):      Yes   No 
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47. I work or use employment services in a setting where most of my coworkers are people 


who also have some type of disability:       Yes   No 


48. If yes: I had an option to work or use services in a place where I could meet and form 


relationships with people from a variety of different backgrounds, and not only with other 


people who have disabilities:       Yes   No 


49. I am paid for my work:         Yes   No 


50. If yes: I am paid minimum wage or better:       Yes   No 


51. I would like to work more hours now or in the future:  Yes   No 


 


52. I would like to be able to have a job where I could make more money now or in the future: 


 Yes   No 


 


53. Is there any other information that you would like to share about where you live or receive 


services?  


 


 


 


 


 


 


Thank you for completing this survey. 
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DRAFT – DRAFT – DRAFT – DRAFT – DRAFT – DRAFT – DRAFT – DRAFT – DRAFT – DRAFT – DRAFT  


 


OFFICE OF DEVELOPMENTAL DISABILITY SERVICES 
DEPARTMENT OF LICENSE AND REGULATORY OVERSIGHT 


Survey ID#: [insert Survey_ID] 
 
Home and Community-Based Services Setting Provider Self-Assessment Survey 
for Children’s Residential Settings (Foster Care and Group Homes) 
 
 
1. Date_________________________________________________ 


2. Provider Name________________________________________ 


3. Person completing Survey and Title/Position____________________________ 


___________________________________________________________________ 


4. Medicaid Provider Number____________________________________________ 


5. Type of License or Certification________________________________________ 


6. Licensing or Certification Agency (check one):  


 DD    Child Welfare    Other: ____________________ 


7. Primary Population(s) Served_________________________________________ 


8. Physical Address of Service Site_______________________________________ 


___________________________________________________________________ 


9. Number of individuals in the home receiving Medicaid HCBS_______________ 


10. Total number of persons residing in the household_______________________ 


11. Mailing Address (if different from above)________________________________ 


___________________________________________________________________ 


12. Phone_____________________________________________________________ 


13. Email______________________________________________________________ 


14. Total number of sites you will be completing surveys on__________________ 
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Section 1: The residential setting is integrated and supports full access to the 
greater community and does not isolate individuals 


15. Part A: Please choose the option that best describes the group home or foster 
home. 


 Individuals are supported in having full access to the community. The home 
does not specialize in, nor does the provider target, a specific disability or diagnosis 
type. There may be a mix of people with and without disabilities living in the home.  
The home may have a mix of residents receiving Medicaid funded services and 
others who do not.  Individuals are supported in obtaining services outside of the 
home in the broader community in addition to the care they receive in the home.  
The home encourages opportunities to work or seek work related experience (on 
the same basis as people who are the same age and do not have a disability). 
Other off-site services may include school services, community activities, gym, 
medical care, behavioral and therapeutic services, and/or social recreational 
activities. 


 Individuals receive some services in the home and other services in the broader 
community. Onsite and off-site services may include school services, community 
activities gym, work or work related experience (on the same basis as people who 
are the same age and do not have a disability), medical care, behavioral and 
therapeutic services, and/or social recreational activities.    


  The home is designed for people with disabilities and often for people with a 
certain type of disability.  The individuals in the home are primarily or exclusively 
people with disabilities and on-site staff provides many of the services. Individuals 
have regular opportunities to engage in the broader community. However, the home 
setting does not encourage opportunities to work or obtain work related experience 
(on the same basis as people who are the same age and do not have a disability). 


 The home is designed for individuals with disabilities to receive multiple types of 
services on-site or in the home, including housing, school services, medical, 
behavioral and therapeutic services, and/or social and recreational activities and 
people in the home have limited, if any, interaction with the broader community. The 
home setting does not encourage opportunities to work or obtain related experience 
(on the same basis as people who are the same age and do not have a disability). 
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Part B:  Indicate if any of the following apply: 


16. The residential setting is a locked facility.    Yes    No 


17. The residential setting is one of the following:   Yes    No 


 Farmstead or disability specific farm community located in rural residential setting 
on a large parcel of land with little ability to access the broader community 
outside of the farm. 


 Gated/secured “community” for people with disabilities where services are 
provided on-site and individuals rarely leave the gated community. 


 Residential school where individuals receive both education and residential 
services in one setting and do not go into the broader community for education. 


 Multiple residential settings co-located and operationally related (operated by the 
same provider) where services are provided on campus with individuals rarely 
accessing the broader community. 


 


Section 2: Optimizes autonomy and independence in making life choices 
 


Work or Work Experience 


18. Please choose the option that best describes the residential service setting 
provider’s role related to services and supports for work or work-related 
experiences: 


 The home/provider encourages opportunities for individuals to obtain work or 


work-related experience. Individuals who would like to work are either working or 


obtaining some type of work related experience. Individuals who live in this home 


have supports from the provider to plan for or otherwise meet daily needs required to 


maintain work or a work experience. Individuals who live in this home, including those 


who are not working, are regularly encouraged throughout the year to discuss work 


or career goals.  


 The home/provider encourages opportunities for individuals to obtain work or work 


related experience on the same basis as people who are the same age and do not 


have a disability.  Individuals who may be focused on school right now will be 


encouraged to pursue work and work related experiences in the future. Individual 


have opportunities to talk about work or career goals.  
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 The home /provider supports individuals in getting ready for school and/or work 


each day, but does not necessarily encourage individuals to seek work or work-


related experience on the same basis as people who are the same age and do not 


have disabilities. Work or career goals are rarely talked about. 


 Individuals are not encouraged or emotionally supported by the provider to work 


or obtain work experience. Work or career goals are rarely or never talked about, and 


likely will not be discussed in the future. 


 All individuals in the home are focused on school right now or are not yet of 


school age.  Individuals in the home are encouraged to discuss future plans and 


career goals that include work in an integrated setting.   


 


Personal Finances (Resources) 


19. Please choose the option that best describes the services and supports for personal 


resources: 


Individuals may or may not have a Social Security designated Representative 


Payee. Individual may or may not be beneficiaries of a Special Needs Trust or 


Discretionary Trust. The existence of one of these is not considered a limitation by 


the residential setting/provider. 


The home /provider places no limitations to an individual’s, or their designated 


representatives’, ability to access personal financial resources (personal spending 


monies, personal property, real estate, assets, savings, etc.). Personal resources 


may be safeguarded but individuals have easy access to, experience no barriers, 


and are supported in obtaining and using personal resources as desired.   


There may be some limitations based on the safeguarding of personal resources.  


The provider assists individuals in budgeting and managing funds, however, the 


individual self-directs and is engaged in the process as much as possible.  The 


individual’s financial plan is addressed in the ISP and the provider supports the 


individual in meeting identified goals.  


  Limitations beyond age appropriate structure and guidance are placed on an 


individual’s, or their designated representatives’, access to personal resources. 
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20. If you selected “Limitations beyond age appropriate structure and guidance are 


placed on an individual’s, or their designated representatives’, access to personal 


resources” above, are the limits universally applied to everyone living in the home? 


Yes  No 


21. Are the limits only applied to those who need them?  Yes  No 


22. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?    Yes  No 


23. If limits are used, are the limitations identified in the individual’s person-centered 


service plan?        Yes  No 


24. If limits are used, they are primarily used to (select the best answer): 


Protect the individual or others Efficiently manage operations 


 


Section 3: The individual controls his/her own schedule 
 


25. Please choose the option that best describes the services and supports for 


controlling one’s own schedule: 


Individuals are supported to control their own schedules in an age appropriate 


manner as much as possible.  The provider engages with the individual to promote 


self-direction and honor individual preferences related to routine and activities. 


Routine activities such as bathing and mealtimes are flexible and work around the 


individual’s personal schedule. Requests for engaging in the broader community 


such as participating in extracurricular school activities, working or participating in 


work-related experiences, going shopping, to the library, or to the park are routinely 


supported and accommodated. When individuals work, their schedules are 


supported.  Children in the home are encouraged to participate in extra-curricular 


activities such as school or community sporting programs or clubs. 


Individuals are an active part of directing or creating their personal schedules.  


The preferences of the individual are honored whenever possible.  The provider 


helps the individual identify preferred activities and activity times, while also 


supporting the individual in addressing necessary components of their daily routine 


such as school attendance, exercise, and adequate rest.  Routine activities in the 


household and general scheduling is flexible and is adjusted based on who lives in 


the home and what is important to members of the household. 
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 Most activities are scheduled by the provider, including daily living activities such 


as mealtimes, bathing, and social and recreation opportunities. The provider seeks 


little input from the individual in scheduling activities.  The household operates by a 


routine schedule that has little flexibility and little variation, even when the 


household composition changes.   


 There are home/provider limits to the amount of control individuals have over 


their own schedules. 


 
26. If you selected “There are home/provider limits to the amount of control individuals 


have over their own schedule” above, are the limits universally applied to everyone 


living in the home?       Yes  No 


 


27. Are the limits only applied to those who need them?  Yes  No 


28. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?    Yes  No 


29. If limits are used, are the limitations identified in the individual’s person-centered 


service plan?        Yes  No 


30. If limits are used, they are primarily used to (select the best answer): 


Protect the individual or others Efficiently manage operations 


 


Section 4: Setting ensures individual rights of privacy, dignity and respect, and 


freedom from coercion and restraint 


Freedom from Coercion 


31.  Are individuals free from coercion as defined below?  Yes  No 


 Threats of serious harm to or physical restraint against any person; 


 Any scheme, plan, or pattern intended to cause a person to believe that failure to 
perform an act would result in serious harm to or physical restraint against any 
person; or  


 The abuse or threatened abuse of the legal process. 
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32. Do the provider/staff utilize any of the following restraints on individuals receiving 


services in this home to address and control behavior?    Yes  No  
 


 Chemical restraints, such as the forced administration of a medication as a 
controlling or punitive response to a behavioral episode. 


 Mechanical restraints, such as devices that limit an individual’s ability to freely 
move their body, not part of the person’s formal behavior support plan 


 Physical restraints, such as using a physical maneuver to limit an individual’s 
ability to freely move, where the maneuver is weight-bearing and/or not part of 
the person’s formal behavior support plan 


 Seclusion, such as restricting an individual to a specific physical space as a  
punitive response to a behavior 


 


Communication 


33. Please choose the option that best describes the services and supports for 


communication: 


 Individuals are encouraged and supported to communicate within the home and 


with others outside of the home.  Individuals are afforded privacy in communication 


as safe and appropriate to their chronological age.  Individuals may have access to 


the phone or other methods of communication with assistance or oversight from the 


provider.  Individuals have privacy in communication with their parents or legal 


guardian, except where restricted by a court order.  Where applicable, individuals 


have privacy in communication with their Child Welfare caseworker, attorney, and/or 


CASA.  


 Individuals are encouraged and supported to communication with others in the 


home and in the community.  Access to the phone or other modes of 


communication may be made with the provider’s permission, or in accordance with 


the individual’s ISP.  There may be legal orders that direct the types of 


communication and level of supervision or access an individual may have.  


The ability to communicate privately within the home and with others outside of 


the home is limited. 


34. If you selected “The ability to communicate privately within the home and with 


others outside of the home is limited” above, are the limits universally applied to 


everyone living in the home?      Yes  No 


35. Are the limits only applied to those who need them?  Yes  No  
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36. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?    Yes  No 


37. If limits are used, are the limitations identified in the individual’s person-centered 


service plan?        Yes  No 


38. If limits are used, they are primarily used to (select the best answer): 


Protect the individual or others Efficiently manage operations 


 


Homelike Accommodations 


39. Please choose the option that best describes the services and supports for 


homelike accommodations: 


 Individuals have access to typical homelike accommodations such as a kitchen, 


dining area, family/living room, laundry, and bathroom appropriate to the 


chronological age of the individual. 


 Individuals have full access to most typical homelike accommodations, however, 


providers may modify access to address safety incidental to the provision of daily 


living activities.   


 There are home/provider limits beyond age appropriate structure and guidance 


to full access to typical homelike accommodations. 


40. If you selected “There are home/provider limits beyond age appropriate structure 


and guidance to full access to typical homelike accommodations” above, are the 


limits universally applied to everyone living in the home?  Yes  No 


41. Are the limits only applied to those who need them?  Yes  No  


42. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?    Yes  No 


43. If limits are used, are the limitations identified in the individual’s person-centered 


service plan?        Yes  No 


44. If limits are used, they are primarily used to (select the best answer): 


Protect the individual or others Efficiently manage operations 
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Section 5: Personal Privacy 


45. Please choose the option that best describes the services and supports for personal 


privacy: 


 Individuals have the opportunity to have privacy or private time in their bedroom, 


including the ability to close the door, should they desire it.  Individuals have privacy 


when using the bathroom.  Individuals are able to close the bathroom door and are 


shielded or protected from others walking in on them when using the toilet or 


bathing.  Staff/caregivers are present in the bathroom or during private time only 


when necessary to provide required assistance or to address safety.   Staff and 


other members of the household knock and wait to receive permission before 


entering a closed room.   


 There are home/provider limits beyond age appropriate structure and guidance 


on an individual’s ability to have personal privacy. 


46. If you selected “There are home/provider limits on an individual’s ability to have 


personal privacy” above, are the limits universally applied to everyone living in the 


home?         Yes  No 


47. Are the limits only applied to those who need them?  Yes  No  


48. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?    Yes  No 


49. If limits are used, are the limitations identified in the individual’s person-centered 


service plan?        Yes  No 


50. If limits are used, they are primarily used to (select the best answer): 


 Protect the individual or others  Efficiently manage operations 
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Section 6: Choice of Roommates 


51. Please choose the option that best describes the services and supports individuals 


and/or their guardians have in the choice of roommates in a shared bedroom 


situation: 


  This home only offers private rooms. 


 There are shared bedrooms in the home.  The individual’s legal guardian has 
consented to and supports the individual having a shared bedroom.  There are 
methods in place for guardians to request a change in roommate or shared room 
situation should this be desired.  Individuals and their guardians have the 
opportunity to meet new potential shared bedroom roommates and have input in the 
selection of their shared bedroom roommate.  


   There are shared bedrooms in the home.  There are provider limits regarding 
the individual’s and their guardian’s involvement in the selection of shared bedroom 
roommates or their ability to have input in the choice of shared bedroom 
roommates. 


52. If you selected “There are shared bedrooms in the home. There are provider limits 


regarding the individual’s and their guardian’s involvement in the selection of shared 


bedroom roommates or their ability to have input in the choice of shared bedroom 


roommates” above, are the limits universally applied to everyone living in the home? 


Yes  No 


53. Are the limits only applied to those who need them?  Yes  No  


54. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?    Yes  No 


55. If limits are used, are the limitations identified in the individual’s person-centered 


service plan?        Yes  No 


56. If limits are used, they are primarily used to (select the best answer): 


 Protect the individual or others  Efficiently manage operations 
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Section 7: Freedom to Furnish and Decorate 


57. Please choose the option that best describes the services and supports to 


individuals regarding furnishing and decorating: 


 Individuals may bring their own furnishings and are supported and encouraged 


to personalize their space.  Individuals are encouraged to have age appropriate 


décor that reflects their personal style. The provider may provide guidance to the 


individual to address safety and family-friendly considerations.   


 The home provider limits an individual’s ability to furnish and decorate. 


58. If you selected “The home provider limits an individual’s ability to furnish and 


decorate” above, are the limits universally applied to everyone living in the home? 


Yes  No 


59. Are the limits only applied to those who need them?  Yes  No  


60. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?    Yes  No 


61. If limits are used, are the limitations identified in the individual’s person-centered 


service plan?        Yes  No 


62. If limits are used, they are primarily used to (select the best answer): 


 Protect the individual or others  Efficiently manage operations 
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Section 8: The individual can have access to food at any time 


63. Please choose the option that best describes the services and supports to 
individuals regarding access to food. 


 Individuals are provided three nutritious meals and two snacks a day.  
Individuals are encouraged to participate in menu planning, and cultural and 
personal preferences of the individual are honored.  The individual may participate 
in grocery shopping, selection of meal options, and routinely have an opportunity to 
have favorite foods.  Mealtimes offer some choice in food options and individuals 
are not required or expected to eat foods they do not like.  If an individual misses a 
meal, alternatives such as a to-go sack meal or heatable meals, are available upon 
return.     


 Individuals are provided three nutritious meals and two snacks a day. The 
provider seeks little input from the individual related to menu planning.  Individual 
preferences or favorite foods are rarely served and alternative options for meals are 
not offered.  


There are limits beyond age appropriate structure and guidance in place 
regarding access to food at any time. 


64. If you selected “There are limits beyond age appropriate structure and guidance in 


place regarding access to food at any time” above, are the limits universally applied 


to everyone living in the residential setting?    Yes  No 


65. Are the limits only applied to those who need them?  Yes  No  


66. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?    Yes  No 


67. If limits are used, are the limitations identified in the individual’s person-centered 


service plan?        Yes  No 


68. If limits are used, they are primarily used to (select the best answer): 


Protect the individual or others Efficiently manage operations 
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Section 9: The individual can have visitors at any time 


69. Please choose the option that best describes the services and supports to 
individuals regarding having visitors. 


 Individuals are encouraged to have visitors in the home.  Legal guardians and 
family members have access to the individual at any time (except where limited by a 
court order).  The provider works with the individual in identifying opportunities to 
have visitors and planning for social opportunities.  


Individuals are not necessarily encouraged to have visitors in the home.  When 
an individual desires to have visitors, they are encouraged to meet with friends or 
family outside of the home, rather than hosting guests at the residence.   


There are residential setting/provider limits beyond age appropriate structure and 
guidance to individuals having visitors at any time. 


70. If you selected “There are residential setting/provider limits beyond age appropriate 


structure and guidance to individuals having visitors at any time” above, are the 


limits universally applied to everyone living in the residential setting? 


Yes  No 


71. Are the limits only applied to those who need them?  Yes  No  


72. If you answered yes to the above, is there documentation of less restrictive 


alternatives tried before applying limits?    Yes  No 


73. If limits are used, are the limitations identified in the individual’s person-centered 


service plan?        Yes  No 


74. If limits are used, they are primarily used to (select the best answer): 


Protect the individual or others Efficiently manage operations 


 


Is there any other information that you as a provider of community-based 


services would like to provide?  


 


 


 


Thank you for completing the Provider Self-Assessment Survey 
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Adult Consumer questions indicated as "Red Flag" / "High Scrutiny" 


QuestionID Question


Q21 21. Support in managing money


Q22 22. Easy to access/spend money


Q24 24. Forced to make decisions 


against my will


Q25 25. Given medication against my 


will


Q26 26. Held or tied down by person or 


object


Q27 27. Kept or locked in a room against 


my will


Q28 28. Free to discuss concerns with 


provider/staff


Q29 29. Access to communicate with 


others outside anytime I want.
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Adult Provider questions indicated as "Red Flag" / "High Scrutiny" 


QuestionID Question


Q14 14. Locked Facility


Q15 15. Self-contained campus


Q18 18. Personal Finances: Limits applied universally


Q19 19. Personal Finances: Limits only as needed


Q20 20. Personal Finances: Documentation of 


alternatives


Q21 21. Personal Finances: Identified in ISP


Q22 22. Personal Finances: Purpose of limits


Q24 24. Control of Schedule: Limits applied 


universally


Q25 25. Control of Schedule: Limits only as needed


Q26 26. Control of Schedule: Documentation of 


alternatives


Q27 27. Control of Schedule: Identified in ISP


Q28 28. Control of Schedule: Purpose of limits


Q29 29. Freedom from coercion


Q30 30. Use of restraints/seclusion


Q31 31. Communication: Services/Support


Q32 32. Communication: Limits applied universally


Q33 33. Communication: Limits only as needed


Q34 34. Communication: Documentation of 


alternatives


Q35 35. Communication: Identified in ISP


Q36 36. Communication: Purpose of limits


Q38 38. Homelike Accomodations: Limits applied 


universally


Q39 39. Homelike Accomodations: Limits only as 


needed


Q40 40. Homelike Accomodations: Documentation of 


alternatives


Q41 41. Homelike Accomodations: Identified in ISP


Q42 42. Homelike Accomodations: Purpose of limits


Q44 44. Personal Privacy: Limits applied universally


Q45 45. Personal Privacy: Limits only as needed


Q46 46. Personal Privacy: Documentation of 


alternatives


Q47 47. Personal Privacy: Identified in ISP


Q48 48. Personal Privacy: Purpose of limits


Q50 50. Roommates/Sharing Space: Limits applied 


universally
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Q51 51. Roommates/Sharing Space: Limits only as 


needed


Q52 52. Roommates/Sharing Space: Documentation 


of alternatives


Q53 53. Roommates/Sharing Space: Identified in ISP


Q54 54. Roommates/Sharing Space: Purpose of limits


Q56 56. Freedom to Furnish/Decorate: Limits applied 


universally


Q57 57. Freedom to Furnish/Decorate: Limits only as 


needed


Q58 58. Freedom to Furnish/Decorate: 


Documentation of alternatives


Q59 59. Freedom to Furnish/Decorate: Identified in 


ISP


Q60 60. Freedom to Furnish/Decorate: Purpose of 


limits


Q62 62. Access to Food: Limits applied universally


Q63 63. Access to Food: Limits only as needed


Q64 64. Access to Food: Documentation of 


alternatives


Q65 65. Access to Food: Identified in ISP


Q66 66. Access to Food: Purpose of limits


Q68 68. Visitors: Limits applied universally


Q69 69. Visitors: Limits only as needed


Q70 70. Visitors: Documentation of alternatives


Q71 71. Visitors: Identified in ISP


Q72 72. Visitors: Purpose of limits
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Youth Consumer questions indicated as "Red Flag" / "High Scrutiny" 


QuestionID Question


Q25 25. I have say in how I spend 


my personal funds.


Q26 26. Receive support to 


manages/spend my money


Q28 28. Forced to make decisions 


against my will


Q29 29. Given medication against 


my will


Q30 30. Tied down against my will


Q31 31. Held down by person or 


object against my will


Q32 32. Isolated from others or 


locked in a room against my will


Q33 33. Free to discuss concerns 


with provider/staff
Q34 34. Access to communicate with 


others outside anytime I want.
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Youth Provider questions indicated as "Red Flag" / "High Scrutiny" 


QuestionID Question


Q16 16. Locked Facility


Q17 17. Self-contained campus


Q20 20. Personal Finances: Limits applied 


universally


Q21 21. Personal Finances: Limits only as needed


Q22 22. Personal Finances: Documentation of 


alternatives


Q23 23. Personal Finances: Identified in ISP


Q24 24. Personal Finances: Purpose of limits


Q26 26. Control of Schedule: Limits applied 


universally


Q27 27. Control of Schedule: Limits only as needed


Q28 28. Control of Schedule: Documentation of 


alternatives


Q29 29. Control of Schedule: Identified in ISP


Q30 30. Control of Schedule: Purpose of limits


Q31 31. Freedom from coercion


Q32 32. Use of restraints/seclusion


Q33 33. Communication: Services/Support


Q34 34. Communication: Limits applied universally


Q35 35. Communication: Limits only as needed


Q36 36. Communication: Documentation of 


alternatives


Q37 37. Communication: Identified in ISP


Q38 38. Communication: Purpose of limits


Q40 40. Homelike Accomodations: Limits applied 


universally


Q41 41. Homelike Accomodations: Limits only as 


needed


Q42 42. Homelike Accomodations: Documentation of 


alternatives


Q43 43. Homelike Accomodations: Identified in ISP


Q44 44. Homelike Accomodations: Purpose of limits


Q46 46. Personal Privacy: Limits applied universally


Q47 47. Personal Privacy: Limits only as needed


Q48 48. Personal Privacy: Documentation of 


alternatives


Q49 49. Personal Privacy: Identified in ISP


Q50 50. Personal Privacy: Purpose of limits
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Q52 52. Roommates/Sharing Space: Limits applied 


universally


Q53 53. Roommates/Sharing Space: Limits only as 


needed


Q54 54. Roommates/Sharing Space: Documentation 


of alternatives


Q55 55. Roommates/Sharing Space: Identified in 


ISP


Q56 56. Roommates/Sharing Space: Purpose of 


limits


Q58 58. Freedom to Furnish/Decorate: Limits applied 


universally


Q59 59. Freedom to Furnish/Decorate: Limits only as 


needed


Q60 60. Freedom to Furnish/Decorate: 


Documentation of alternatives


Q61 61. Freedom to Furnish/Decorate: Identified in 


ISP


Q62 62. Freedom to Furnish/Decorate: Purpose of 


limits


Q64 64. Access to Food: Limits applied universally


Q65 65. Access to Food: Limits only as needed


Q66 66. Access to Food: Documentation of 


alternatives


Q67 67. Access to Food: Identified in ISP


Q68 68. Access to Food: Purpose of limits


Q70 70. Visitors: Limits applied universally


Q71 71. Visitors: Limits only as needed


Q72 72. Visitors: Documentation of alternatives


Q73 73. Visitors: Identified in ISP


Q74 74. Visitors: Purpose of limits
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EXECUTIVE SUMMARY 
The Health Systems Division (HSD) of the Oregon Health Authority (OHA) 
annually surveys adults who have received mental health services through the 
Oregon Health Plan (OHP). HealthInsight Oregon (formerly Acumentra Health) 
contracted with OHA to distribute, process, and analyze two surveys: one for 
adults who had received outpatient services through OHP managed care, and 
the other for adults in residential treatment or foster care with Medicaid fee-for-
service (FFS). 


The surveys, based on the national Mental Health Statistics Improvement 
Program (MHSIP) survey instrument, measure perception of services in seven 
domains:   


• General Satisfaction: whether the client would get services at the provider 
agency again or recommend the agency to a friend or family member 


• Access to Services: service location, frequency and availability of 
appointments, and responsiveness of staff 


• Service Quality: staff sensitivity to client culture, empowerment, 
consumer-run programs, belief in client’s recovery, and client education 
about rights and medications 


• Daily Functioning: ability to take care of needs, reduction in symptoms, 
and participation in meaningful activities 


• Social Connectedness: friendships, belonging, and social supports 


• Treatment Participation: client’s participation in determining treatment 
goals and comfort in asking questions  


• Treatment Outcomes: client’s ability to deal with problems and crises, 
control life, relationships with family, functioning in social situations and 
school or work, housing, and reduction in symptoms 


Both surveys also contained questions added by the state about employment 
status and income sources, primary care and overall health, problems with 
alcohol and drugs, trauma history, and respondents’ expectations for treatment 
and the actual results of treatment. The outpatient survey also included items 
about current residence; arrest history; provider coordination efforts; and 
provider assistance with housing, job search, and mental health crises. The 
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residential survey contained questions about services received and progress 
made while in residential treatment, and about respondents’ perception of their 
readiness for more independent living.   


Oregon’s 16 coordinated care organizations CCOs manage physical, behavioral, 
and dental health services for OHP members. Per Oregon’s Medicaid 
demonstration waiver, Oregon must conduct statewide standardized surveys of 
patients’ experience of care (satisfaction) and allow for plan-to-plan comparisons. 


The survey results provide OHA-HSD with data to assess enrollees’ perceptions 
of mental health services delivered in outpatient, residential, and adult foster 
care settings and the impact of those services on their lives. OHA-HSD will use 
the outpatient and residential survey findings to help guide its ongoing efforts to 
improve the quality of state-funded mental health services and supports for 
members. CCOs should use information from all satisfaction surveys (these 
surveys, as well as Consumer Assessment of Healthcare Providers and Systems 
[CAHPS], etc.) when assessing the quality and appropriateness of care provided, 
and incorporate this information into their ongoing care integration efforts.  
 
Survey Results  


HealthInsight Oregon mailed the surveys to 10,787 adults who had received 
mental health services during July–December 2015, including 9,280 adults 
receiving outpatient services and 1,507 adults in either residential or foster care. 


A total of 1,946 adults returned surveys for a response rate of 18%, which is 
lower than the 2015 response rate (19%). The response rate was highest for the 
foster care group (22%) and lowest for the residential group (17%). 


 
Highlights of Combined Survey Results 


• Percentages of respondent satisfaction in most domains were relatively 
consistent from 2012 to 2016. The percentage of respondents satisfied in 
the daily functioning domain has trended significantly upward from 2012 
to 2016.  


• Outpatient respondents were less satisfied in all domains compared to 
respondents in foster care, and less satisfied in most domains compared to 
respondents in psychiatric residential care. The differences were 
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statistically significant in treatment outcomes, daily functioning, and social 
connectedness. 


 
Outpatient Survey Results 


Response rates 


• A total of 1,649 enrollees returned their surveys for a response rate of 18%. 
This is a decrease from the 2015 rate of 19% and 23% in 2014.  


• Most respondents, 1,232 (74.71%), completed the survey by mail, while 417 
(25.29%) completed it online, which was notable increase from the 249 
(14.5%) in 2015.  


• Individuals age 65 and over had the highest response rate at 25%, 
compared with 19% for the 26–64 age group and 9% for the 18–25 group. 


 


Overall satisfaction  


• The percentage of outpatient respondents satisfied with their daily 
functioning has trended significantly upward from 2012 to 2016. 


 


Satisfaction by demographic groups 


• Age: Satisfaction among respondents age 65+ has trended significantly 
downward in treatment outcomes, daily functioning and participation 
over the last 5 years. For the 26–64 age group, satisfaction with daily 
functioning trended upward. Satisfaction with treatment outcomes 
trended downward for the 18–25 age group.  


• Gender: Over the last five years, satisfaction among male respondents has 
trended significantly downward in the general satisfaction, access, and 
quality/appropriateness domains, while satisfaction among female 
respondents has trended significantly upward in daily functioning.  


• Rural or urban residence: Satisfaction among both urban and rural 
residents trended significantly upward in the daily functioning domain 
over the last five years, while all other domains showed no significant 
upward or downward trend.  
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Coordination between mental health provider and other service providers 
• Satisfaction was lowest with collaboration between primary mental health 


providers and employment services (64%); the same category in which the 
most respondents (21%) said they needed but did not receive this service.  


• Over the last four years, the percentage of respondents who needed but 
did not receive services has shown a statistically significant downward 
trend in the following areas: 


o Corrections 
o Developmental disabilities 
o Drug and alcohol treatment provider 
o Employment services 
o Physical health provide 


 


Housing  


• In 2016, 38% of respondents wanted or needed housing or better housing; 
of those, 37% found housing or better housing.  


• The percentage of respondents who wanted or needed housing or better 
housing has trended significantly upward in the last five years. At the 
same time, the percentage of respondents who found housing or better 
housing has trended significantly downward.  


• Of respondents whose provider offered them housing choices, 53% found 
housing or better housing, compared to 19% whose provider did not offer 
them choices. 


 


Employment and income sources 


• Over the past 5 years, the percentage of respondents who wanted or 
needed a job or better job has trended significantly upward, from 29% to 
48% in 2016. There are corresponding statistically significant upward 
trends in the percentage of respondents whose service providers tried to 
help them find a job or a better job (from 26% to 40%), and in the 
percentage of respondents who found a job or a better job (from 22% to 
29%).  
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• The most common income sources, Supplemental Security Income (26% in 
2016) and Social Security Disability Income (21% in 2016), have trended 
significantly downward over the past five years, while earned 
employment has trended significantly upward (24% in 2016).  


 


Police encounters 


• Most respondents (87%) did not have an encounter with police since 
starting services. Of those who reported encounters, 55% said they had 
decreased since starting services. 


 


Alcohol and drug use 
• In 2016, 1 in 10 respondents reported that they had a problem with alcohol. 


o Of these, 84% had received the help they wanted or needed. 
o Of those who got help, 84% quit drinking after starting treatment, 


and 90% quit drinking for at least 3 months.  
• In 2016, 8% of respondents though they had a problem with drugs.  


o Of these, 78% got the help they wanted/needed. 
o Of those who received help, 88% quit using drugs after starting 


treatment, while 94% quit using for at least 3 months.  
These results are similar to 2014 and 2015 for both alcohol and drug use.  
 
Trauma-informed care 


• When asked if the mental health service provider had asked about any 
history of trauma when starting treatment, 68% of respondents said “yes,” 
a statistically significant upward trend in the last four years.  


• Of those who have experienced trauma, 52% reported that it was 
adequately addressed during treatment, also a statistically significant 
upward trend since 2013, when the question was first included in the 
survey.  


 
 
 


Section VIII Page456







2016 Adult Survey Report – Executive Summary 


 


6  HealthInsight Oregon 
 


Residence in the past 12 months 
• A majority (60%) of respondents owned or rented a home or apartment, 


while 27% lived in someone else’s home or apartment.  
• There was a statistically significant upward trend in the percentage of 


respondents who lived in someone else’s home or apartment over the last 
five years, while there was a statistically significant downward trend in the 
percentage of respondents who resided in a medical hospital, psychiatric 
hospital, or residential substance abuse treatment program.  


• The percentage of respondents who were homeless in the last year has 
remained stable at 5%.  


 


Residential and Foster Care Survey Results 


The adult residential and foster care survey maintains the basic MHSIP 
questions presented on the adult outpatient survey and includes additional 
questions related to both the services received in residential treatment and the 
individuals’ readiness to transition to more independent settings.  


 
Response rate 


• HealthInsight Oregon mailed 1,507 residential surveys to valid addresses 
and received 297 responses for an overall response rate of 20%. This is 
similar to the response rate of 19% in 2015, but lower than the response 
rate of 29% in 2014.  


 


Domain satisfaction since 2012 


• The percentage of respondents satisfied with the quality and 
appropriateness of their services has shown a statistically significant 
upward trend in the last five years, despite some variation between years.    


 
Care coordination  


• Respondents were most satisfied with coordination between their current 
mental health provider and other mental health providers (94%) and their 
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physical health provider (91%). Dissatisfaction was highest with 
employment services (15%) and hospitals (11%).  


• The survey asked respondents to identify health topics that their doctor or 
mental health care provider had talked to them about.  


o Sixty percent of respondents indicated their physical health provider 
had talked to them about losing weight, while only 22% said their 
mental health provider had discussed the same.  


o Sixty-three percent said their mental health provider had discussed 
benefits and side effects of psychiatric medications, while only 29% 
said their physical health provider had discussed the same.  


• An analysis of responses over the past four years (when these questions 
were added to the survey) found that: 


o The percentages of respondents whose physical health providers 
asked about or discussed the following has trended significantly 
upward: tobacco use, heart disease risk, gambling behavior, or 
alcohol or drug use.  


o The percentage of respondents whose mental health provider 
discussed weight loss has trended significantly downward. 


 


Arrest history 


• Ten percent of respondents reported an arrest in the 12 months prior to 
starting services, while 2% reported an arrest after starting services.  


 


Alcohol and drug use 


• Over the past three years, the percentage of respondents who have a 
problem with alcohol has remained around 8% or 9%, while the 
percentage of those reporting a problem with drugs has stayed at 10%.  


• In 2016, 88% received the help they wanted/needed for alcohol, 
compared to 92% in 2014 and 83% in 2015.  


• In 2016, 79% received the help they wanted/needed for drug use, 
compared to 63% in 2014 and 85% in 2015.  
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Areas of progress in residential treatment 


The survey asked respondents about progress made in their mental health as 
well as areas of daily living. 


• Among respondents who reported progress in their mental health, the 
most commonly cited services received in residential care included:  


o medication management (79%) 


o psychiatric visits (70%) 


o support with activities of daily living (65%) 


o social and recreational activities (63%) 


• Similarly, respondents who reported progress with their activities of 
daily living most often identified the same four service areas:   


o medication management (77%) 


o support with activities of daily living (71%) 


o psychiatric visits (71%) 


o social and recreational activities (65%) 


These four services were the most commonly cited services among 
respondents who reported progress in all areas identified in the survey.
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INTRODUCTION 
The outpatient survey has been administered annually since 2006, and the 
residential survey since 2012 to measure OHP members’ perception of services 
in seven domains.  


• General satisfaction 


• Access to services 


• Service quality 


• Daily functioning 


• Social connectedness 


• Treatment participation  


• Treatment outcomes 


The surveys are based on the national MHSIP survey instrument. While both 
surveys preserved basic MHSIP questions about enrollee satisfaction, HSD 
added questions to ascertain the living circumstances of each group. The 
surveys gather important information about consumer satisfaction and the 
provision of services, and compared those across different settings in the 
community. 


This year, as in previous years, the survey sample was determined by HSD, and 
included a representative sample by CCO and an oversample of racial 
minorities.  
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METHODOLOGY 
The surveys are designed to assess responses from individuals who received 
state-funded mental health services from July 1, 2015, through December 31, 
2015, as identified by claims and encounter data from OHA’s Medicaid 
Management Information System (MMIS) operated by HSD.  


The survey instruments present questions designed to measure respondent 
perception of the performance and services of mental health service providers in 
seven domains. Both the 2016 outpatient and residential surveys were fielded in 
English and Spanish, according to the individual’s primary language identified 
in Oregon’s MMIS.  
 
 
Survey Respondent Population 


HSD classified adults in the survey population according to the setting in which 
the respondent received mental health services.  


• The Outpatient Treatment group includes respondents who received 
mental health services only in an outpatient setting, including primary 
care settings. 


• The Residential Treatment group consisted of respondents who received 
at least one day of treatment services in a residential setting.  


• The Adult Foster Care Treatment group consisted of respondents who 
received at least one day of mental health services in an adult foster care 
facility, but who received no residential treatment services. This 
population received the same survey as the residential treatment group, 
purposes.  


HSD provided HealthInsight Oregon with a random sample of 10,787 adult 
Medicaid enrollees who had received mental health services during the July–
December 2015 time period and was combined with the residential treatment 
group for analysis. 


The outpatient group included a random sample of 9,280 enrollees receiving 
outpatient care, including care provided in a primary care setting, plus a 
supplemental group of enrollees whose race was indicated as non-white, and 
enrollees whose ethnicity was indicated as Hispanic. The residential survey 
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population included 1,507 FFS adults receiving services in foster care (n=708) or 
residential treatment facilities (n=799).  


HSD identified all enrollees in the survey population using claims and encounter 
data from MMIS. Enrollees who were 18 years of age or older when they 
received a mental health service were eligible for inclusion in the survey sample.     


Importantly, results presented here reflect the survey sample rather than the 
whole population. Changes or differences in survey scores can merely represent 
changes or differences in the sample, rather than in the population of interest. To 
detect changes in population results or differences in different populations’ 
results, HealthInsight Oregon performed statistical tests, usually chi-square tests 
of proportions. If significant results were found, they are noted in each table.  
 
 
Survey Mailings 


On May 16, 2016, HealthInsight Oregon mailed introductory letters to the 
potential participants in outpatient treatment, informing them of the upcoming 
survey. These letters also contained instructions for members to complete the 
survey online, including the web address and individual password. On April 26, 
2016, HealthInsight Oregon mailed similar introductory letters to the potential 
participants in residential treatment and foster care; subsequent letters also 
included instructions for completing the survey online.  


Each enrollee received a letter and the subsequent survey in English or Spanish, 
depending on the language preference identified in the Medicaid enrollment file. 
Some enrollees opted out of the survey or did not have identifiable addresses, 
and some opted to complete the survey online. HealthInsight Oregon removed 
enrollees from the subsequent mailing lists who opted out of the survey, had 
incorrect or outdated addresses, or completed the survey online. 


The first outpatient survey was mailed on June 27, 2016. After HealthInsight 
Oregon filtered out incorrect addresses and respondents who had returned the 
survey, a second mailing went out to non-respondents on August 12, 2016. The 
first residential survey was mailed on June 6, 2016; a second survey was sent to 
non-respondents on July 14, 2016. 


All survey responses are confidential. See Appendix A for a description of 
HealthInsight Oregon’s data security and quality assurance procedures. 
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Survey Questionnaire 


HealthInsight Oregon used the MHSIP Consumer Survey with supplemental 
questions added by the HSD for the outpatient and residential surveys.1 The 
National Association of State Mental Health Program Directors has endorsed 
Version 1.2 of the survey (the version HSD adapted). The survey presents 37 
questions with possible responses arrayed on a five-point Likert scale that ranges 
from “Strongly Agree” (5) to “Strongly Disagree” (1).  


This survey is one of the performance measurement tools comprising the MHSIP 
Quality Report, used to assess and report on the quality and efficiency of mental 
health services.2  The main purpose of the survey is to understand enrollees’ 
perception of their experiences with mental health services. The information is 
used to improve the quality of that care. HSD surveyed OHP enrollees on topics 
in seven performance domains. 


Each domain has corresponding survey items that collectively gauge 
respondents’ perceptions in that domain.  


HSD expanded both the outpatient and residential surveys by adding questions 
on:  


• treatment expectations and actual results 


• arrest histories before and after treatment 


• current employment status  


• current income source 


• whether the respondents had primary care providers 


• whether their doctors or mental health care providers discussed certain 
health topics with them, including weight loss and smoking 


• general health 


• alcohol and recreational drug use 


• trauma screening 


                                            
1 MHSIP is supported by the Center for Mental Health Services, an agency within the Substance Abuse 


and Mental Health Services Administration of the U.S. Department of Health and Human Services. 
2 Ganju V, Smith ME, Adams N, et al. The MHSIP Quality Report: The Next Generation of Mental Health 


Performance Measures. Rockville, MD: Center for Mental Health Services, Mental Health Statistics 
Improvement Program, 2005. 
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• service coordination (communication between different service providers 
who have a shared client) 


The outpatient survey was expanded with additional questions on: 


• treatment status 


• assistance by mental health providers with obtaining housing and 
employment 


• assistance by mental health providers during mental health crises 


• current and recent residence 


The residential survey was expanded with additional questions on: 


• reasons for living in a residential facility  


• types of services received 


• progress made while living there 


• readiness for more independent living 


Appendix B presents English and Spanish versions of the surveys. 
 


 
Domain Scoring Analysis 


Computation of domain scores followed a methodology established for the 
MHSIP Consumer Survey, with higher scores representing more positive 
perceptions (e.g., 4 = “Agree” and 5 = “Strongly Agree”). There were no reverse-
scored items in the survey.  


In this report, the term “domain score” is used in two different ways. First, the 
domain score represents the average score on a set of questions. Second, the 
domain score represents the percentage of respondents who reported an average 
positive value for that domain. 


A domain score greater than 3.5 indicated that the respondent positively 
perceived the services offered in that domain. For example, the General 
Satisfaction domain contains three items:  


• “I like the services that I received here.” 


• “If I had other choices, I would still get services from this agency.” 


• “I would recommend this agency to a friend or family member.” 


Section VIII Page464







2016 Adult Survey Report – Methodology 


 


14  HealthInsight Oregon 
 


A respondent’s score for this domain was calculated if the respondent reported a 
score for at least two of the three items in the domain. If a respondent answered 
all three and reported the scores 3, 4, and 5, respectively, the average of those 
scores would be (3+4+5)/3 = 4. Since 4 is greater than 3.5, this respondent would 
be considered satisfied within the participation domain.3 Throughout this 
report, we reference the percentage of respondents satisfied in various 
domains. This refers to the percentage of respondents whose domain score was 
>3.5.  


The domain score calculation sets a relatively high threshold for characterizing 
positivity of enrollee responses. A respondent scoring just one domain item with 
a “1” (Strongly Disagree”) or a “2” (“Disagree”) can reduce the domain score to 
3.5 or less. For example, in the Access domain, which contains two questions, a 
response of 4 (positive) to one question and of 2 (negative) to the other question 
results in a domain score of 6/2, or 3. A domain score of 3 is less than 3.5, so 
would be considered negatively perceiving the services in this domain.   
 


                                            
3 The number of responses reported in each data table may be lower than the total number of 


survey respondents, as some respondents may not have answered all items needed to calculate a 
particular domain score. 
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SURVEY RESPONSES 
HealthInsight Oregon mailed the surveys to a total of 10,787 adults who had 
received mental health services during July–December 2015, including 9,280 
adults receiving outpatient services and 1,507 adults in either residential or 
foster care. In all, 1,946 adults returned surveys, for a response rate of 18% 
which is lower than the 2015 response rate (19%). HealthInsight Oregon 
excluded data from surveys received after the deadline of September 15, 
2016, from the survey analysis. The denominator of 10,787 excludes bad 
addresses and opt-outs.  


Table 1 shows the response rates for the outpatient survey and for the 
residential survey, which included the adult foster care group. The response 
rate was highest for the foster care group (22%) and lowest for the 
residential group (17%).  
 
Table 1. Survey Response Rate by Treatment Setting. 
 


Setting Number of 
responses 


Number of surveys 
sent 


Response rate 
(%) 


Outpatient 1,649 9,280 18 


Residential Total 297 1,507 20 


Residential 139 799 17 


Adult Foster Care 158 708 22 


Total 1,946 10,787 18 


Note: Surveys sent exclude opt-outs and bad addresses. 
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OVERALL SURVEY RESULTS 
This section conveys the results of the 2016 outpatient and residential 
surveys combined. Detailed results for each survey follow in separate 
sections.   
 
Overall Domain Satisfaction  


The satisfaction according to domain represents the percentage of 
respondents who were satisfied in that domain (see Methodology, page 10, 
for further explanation).  


Figure 1 shows overall domain scores (combining outpatient and residential 
scores) in the adult survey over the past five years. Percentages of 
respondent satisfaction in most domains were relatively consistent from 
2012 to 2016. The percentage of respondents satisfied in the daily 
functioning domain has trended significantly upward from 2012 to 2016.  
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Figure 1. 2012–2016 Comparison of Domain Satisfaction. 


 
 


*Indicates statistically significant upward or downward trend (p<.05) over time for that domain. 
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Domain Satisfaction by Treatment Setting  


Figure 2 displays the 2016 domain scores according to the treatment setting in 
which the enrollee received services. Figure 2 also presents the 95% confidence 
interval (CI) for each score. The CI indicates the upper and lower limits within 
which the score would be expected to fall 95 times if HealthInsight Oregon 
conducted 100 identical surveys. The more the CI’s overlap, the more similar the 
results between groups are.  


Compared to respondents in residential and foster care settings, fewer 
respondents in outpatient settings reported satisfaction in all domains. 
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Figure 2. Domain Satisfaction by Treatment Setting, with 95% Confidence Intervals. 


 
 


*Indicates a statistically significant difference (p<.05) in scores for outpatient setting compared to other settings as a group.
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OUTPATIENT SURVEY RESULTS 
HealthInsight Oregon mailed 9,280 outpatient surveys to valid addresses 
(excluding bad addresses and opt-outs)—this is the denominator for the 
response rate calculation. A total of 1,649 enrollees returned their surveys by the 
deadline for an overall response rate of 18%, which is lower than the 2014 rate of 
23% and 2015 rate of 19%.  


A majority of respondents, 1,232 (74.71%), completed the survey by mail, while 
417 (25.29%) completed it online, which was notable increase from the 249 
(14.5%) in 2015.  


Table 2 shows response rates by demographic characteristics of those served in 
outpatient settings. The 65-and-over age group had the highest response rate 
(25%), compared with the other two age groups.  
 
Table 2. Outpatient Survey Response Rate by Gender, Age, Race, and Rural/Urban Residence. 
 


Categories Characteristics Number of 
responses 


Number of surveys 
sent 


Response rate 
(%) 


Gender Female 1,102 5,923 19 


Gender Male 547 3,357 16 


Age group 18-25 135 1,523 9 


Age group 26-64 1,410 7,348 19 


Age group 65+ 104 409 25 


Race Non-White 519 3,020 17 
Race White (Caucasian) 928 4,928 19 
Race Unknown 202 1,332 15 


Rural/Urban Rural 574 3,332 17 


Rural/Urban Urban 1,063 5,865 18 


Rural/Urban Unknown 12 83 14 


Language English 1,248 6,848 18 


Language Spanish 43 287 15 


Language Other 358 2,145 17 


Note: Surveys sent exclude opt-outs and bad addresses. 
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At the time of the survey, OHA contracted with 16 CCOs to manage OHP mental 
health services. Table 3 displays the survey responses from individuals who 
received services from each CCO and those who receive services fee-for-service 
(FFS). Response rates ranged from 10% to 26% by CCO. 


 
Table 3. Survey Response Rate by CCO (Outpatient Respondents). 
  


CCO Number of 
responses 


Number of 
surveys sent 


Response 
rate (%) 


AllCare Health Plan 61 326 19 


Cascade Health Alliance (CHA) 30 209 14 


Columbia Pacific CCO (CPCCO) 37 184 20 


Eastern Oregon CCO (EOCCO) 54 313 17 


FamilyCare Health 200 1,065 19 


Health Share of Oregon 445 2,477 18 


InterCommunity Health Network (IHN) 102 571 18 


Jackson Care Connect (JCC) 38 190 20 


PacificSource Community Solutions‒Central 
Oregon (PCS-CO) 43 430 10 


PacificSource Community Solutions‒Columbia 
Gorge (PCS-CG) 34 189 18 


Primary Health of Josephine County (PHJC) 34 180 19 


Trillium Community Health Plan (TCHP) 201 1,021 20 


Umpqua Health Alliance (UHA) 45 187 24 


Western Oregon Advanced Health (WOAH) 34 173 20 


Willamette Valley Community Health (WVCH) 163 831 20 


Yamhill Community Care Organization (YCCO) 27 202 13 


GOBHI MHO* 10 38 26 


Fee-for-service  91 694 13 
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CCO Number of 
responses 


Number of 
surveys sent 


Response 
rate (%) 


Total 1,649 9,280 18 


Note: Surveys sent exclude opt-outs and bad addresses. 


*GOBHI is not a CCO, but a Medicaid managed mental health care organization (MHO). GOBHI 
members were not explicitly sampled, and the number of responses (n=10) was too small to perform 
any MHO-specific analyses. 


 
 
Respondent Race and Ethnicity 
Neither race nor ethnicity are required fields in Medicaid enrollment forms, and 
as a result, this information is missing for many Medicaid enrollees in the state’s 
dataset. Obtaining accurate information about enrollee’s race and ethnicity is an 
important tool in addressing health equity. The survey asked respondents to self-
identify their race and ethnicity, enabling comparison between state data and 
self-report data. Figure 3 shows these results. 


Race categories on the Medicaid enrollment form do not match available race 
categories on the survey. To facilitate the best comparison, responses from the 
survey question allowing multiple race selections were used, and respondents 
who selected multiple races were rolled into a ‘multiracial’ category to align with 
the Medicaid enrollment forms. Race was consistent between state data and self-
report data for 61% of respondents, and did not match for 39%. The most 
common mismatches were respondents who self-reported one or more races 
other than white, but were identified only as white by the state. State race data 
may overestimate the number of white enrollees.   


Among outpatient survey respondents, ethnicity was consistent between state 
data and self-reported data for 68% of respondents. Ethnicity did not match for 
32% of respondents. The most common mismatches were respondents who self-
reported Hispanic or Unknown ethnicity, but were identified as non-Hispanic by 
the state. State ethnicity data may overestimate the number of non-Hispanic 
enrollees.  
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Figure 3. Comparison of State-Recorded and Self-Reported Race and Ethnicity Data, by 
Respondent. 
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Domain Satisfaction 


Figure 4 shows the overall response to questions in each domain by enrollees 
served in outpatient settings from 2012 to 2016. The percentage of respondents 
satisfied with their daily functioning has trended significantly upward from 2012 
to 2016.  


 


Figure 4. Outpatient Survey Domain Scores, 2012–2015. 


 
*Indicates statistically significant upward or downward trend (p<.05) over time for that domain. 
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Domain Satisfaction by Response Method 


There were no differences in domain satisfaction between respondents who 
returned a paper survey in the mail or those who completed the survey online.  
 
 
Domain Satisfaction by CCO 


Table 4 shows domain scores by CCO. Note that survey questions asked the 
respondent about their current or most recent mental health service provider, not 
the CCO. In each domain, the CCO’s domain score was compared to all other 
CCOs combined. Below are the highlights:  


• General satisfaction: significantly more PCS-CO and TCHP respondents 
were satisfied than respondents in all other CCOs combined. 


• Access: significantly more TCHP respondents were satisfied when 
compared to all other CCOs combined, while significantly fewer 
respondents from UHA and WVCH were satisfied with their access to 
services.  


• Quality/Appropriateness: significantly more respondents from PCS-CO 
and TCHP were satisfied, while significantly fewer respondents in IHN 
were satisfied.  


• Treatment outcomes: significantly more respondents at TCHP reported 
satisfaction, while significantly fewer EOCCO respondents were satisfied 
(note: GOBHI provides mental health services for EOCCO enrollees). 


• Daily functioning: significantly more TCHP respondents were satisfied. 


• Participation: significantly fewer IHN respondents were satisfied, while 
significantly more respondents from PCS-CO, TCHP, and WOAH reported 
satisfaction.  
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Table 4. Outpatient Domain Satisfaction by CCO, with 95% Confidence Intervals. 
 


*Indicates statistically significant difference (p<.05) between CCO and all other CCOs grouped together. 
Note: YCCO is not included in order to protect respondents’ privacy because their sample size was less than 30. Also, GOBHI is not included 
because GOBHI members were not explicitly sampled; therefore, the number of responses was too small to perform any MHO-specific 
analyses. 


CCO 
General 


satisfaction 
(CI) 


Access (CI) 
Quality/ 


Appropriateness 
(CI) 


Treatment 
outcomes (CI) 


Daily functioning 
(CI) 


Social 
connectedness 


(CI) 


Participation 
(CI) 


AllCare 86 (77-95) 81 (70-91) 81 (71-92) 43 (30-57) 46 (33-59) 53 (40-65) 58 (44-72) 


CHA 79 (65-94) 76 (60-91) 79 (65-94) 59 (41-77) 50 (32-68) 62 (44-80) 75 (59-91) 


CPCCO 74 (60-89) 57 (41-74) 68 (52-83) 45 (28-62) 61 (44-77) 47 (30-64) 61 (44-77) 


EOCCO 69 (56-81) 63 (50-76) 68 (55-80) 35 (22-48)* 44 (31-58) 50 (37-63) 58 (45-72) 


FamilyCare 76 (70-82) 68 (62-75) 79 (73-85) 49 (42-56) 52 (45-59) 56 (49-63) 67 (60-74) 


FFS 81 (72-89) 75 (66-84) 84 (76-92) 50 (40-60) 53 (43-64) 64 (54-74) 69 (59-79) 


HealthShare 79 (75-83) 70 (65-74) 77 (73-81) 47 (42-52) 49 (44-53) 57 (52-61) 62 (57-66) 


IHN 71 (62-80) 68 (59-77) 69 (60-79)* 48 (38-58) 43 (33-53) 56 (46-66) 55 (45-65)* 


JCC 84 (72-96) 72 (58-87) 86 (74-97) 47 (30-64) 54 (38-71) 53 (37-69) 68 (51-84) 


PCS-CO 93 (85-100)* 81 (69-93) 95 (88-100)* 63 (48-77) 60 (46-75) 60 (46-75) 85 (75-96)* 


PCS-CG 85 (73-97) 79 (65-93) 81 (67-95) 52 (34-69) 64 (47-80) 68 (52-83) 70 (54-86) 


PHJC 66 (49-82) 66 (49-82) 67 (50-84) 40 (22-58) 55 (37-72) 50 (33-67) 55 (37-73) 


TCHP 84 (79-89)* 84 (79-89)* 86 (81-91)* 56 (49-63)* 59 (52-66)* 62 (55-69) 73 (66-79)* 


UHA 71 (58-85) 56 (41-71)* 68 (54-83) 39 (24-54) 41 (26-57) 53 (39-68) 50 (34-66) 


WOAH 85 (73-97) 79 (66-93) 84 (72-97) 42 (25-59) 38 (21-54) 53 (36-70) 84 (71-97)* 


WVCH 77 (70-84) 62 (54-70)* 75 (68-82) 45 (37-53) 47 (39-55) 54 (46-62) 62 (54-70) 
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Demographic Comparisons 


Examining satisfaction according to client characteristics, such as age, gender, 
rural or urban location, and race can be useful to program managers and staff in 
determining strategies to improve client satisfaction. HealthInsight Oregon 
analysts used chi-square tests to identify where scores in each domain were 
significantly different, according to demographic characteristics.  
 
Domain scores by age group 


Respondents were split into three groups for analysis based on age at the time of 
the survey: 18–25 years (transition-age youth), 26–64 years, and 65 years or older.  


Satisfaction in the treatment outcomes domain among transition-age youth ages 
18–25 has trended significantly downward in the last 5 years: from 52% in 2012 
to 43% in 2016.  


Satisfaction in the daily functioning domain among adults ages 26 to 64 has 
trended significantly upward in the last 5 years: from 44% in 2012 to 50% in 2016.  


Satisfaction among respondents age 65+ has trended significantly downward in 
three domains over the last 5 years: treatment outcomes, daily functioning, and 
participation.  
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Domain satisfaction by gender 


Figures 5 and 6 show domain satisfaction by gender over the past five years.  


Satisfaction among male respondents has trended significantly downward over 
the last five years in three domains: general satisfaction, access, and 
quality/appropriateness.  


In contrast, satisfaction among female respondents has trended significantly 
upward over the last five years in the daily functioning domain.  
 


Figure 5. 2012–2016 Domain Satisfaction by Gender: Female. 


 
*Indicates a statistically significant upward or downward trend (p<.05) for that domain. 
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Figure 6. 2012–2016 Domain Satisfaction by Gender: Male. 


 
*Indicates a statistically significant upward or downward trend (p<.05) for that domain. 
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Domain satisfaction by rural/urban residence 


Adult respondents were classified as rural or urban based on the ZIP code of 
their current residence, even though they may have received mental health 
services in another ZIP code. Classifications came from the Oregon Office of 
Rural Health.  


Satisfaction among both urban and rural residents trended significantly upward 
in the daily functioning domain over the last five years, while all other domains 
showed no significant upward or downward trend. Slightly more urban 
respondents were satisfied in all domains except participation in 2016, where 
slightly more rural respondents reported satisfaction.  


Figures 7 and 8 display the 2012–2016 results of respondent satisfaction by place 
of residence.  


 
Figure 7. 2012–2016 Domain Satisfaction by Residence: Rural. 


 
*Indicates a statistically significant upward or downward trend (p<.05) for that domain. 
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Figure 8. 2012–2016 Domain Satisfaction by Residence: Urban. 


 


*Indicates a statistically significant upward or downward trend (p<.05) for that domain. 
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Domain satisfaction by race  
In previous years, race information was pulled from the state MMIS dataset. 
Beginning in 2015, race information was self-reported for this survey.  


The self-reported race question provided the option to select more than one race 
category, so respondents may be overcounted. Respondents with more than one 
race identity have the lived experience of each race and, therefore, are reflected 
in each category to give a more accurate depiction of differences in satisfaction 
according to race.  


Table 5 displays satisfaction by the respondent’s race (note: groups with fewer 
than 30 respondents are not included). Responses varied significantly among 
groups in the treatment outcomes domain. The white and multiracial groups had 
the greatest percentages (80%) of satisfied respondents in the general satisfaction 
domain. White respondents were more satisfied in the quality/appropriateness, 
daily functioning, and participation domains.  


Black or African American respondents had the least satisfaction in the 
quality/appropriateness domain. The American Indian or Alaskan Native 
respondents had the least satisfaction in the treatment outcomes and 
participation domains, while this group and those respondents who declined to 
answer had the lowest satisfaction in general satisfaction.  
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Table 5. Domain Satisfaction by Race, 2016. 
 


 Race General 
satisfaction Access Quality/ 


Appropriateness 
Treatment 
outcomes* 


Daily 
functioning 


Social 
connectedness Participation 


American Indian or 
Alaskan Native 75 65 76 36 47 56 55 


Asian 78 73 76 54 52 63 63 


Black of African 
American 77 73 71 40 45 51 58 


White 80 72 80 51 53 57 67 


Multiracial 80 69 77 44 49 52 65 


Other 76 73 77 45 48 66 61 


Declined to answer 75 63 76 39 45 48 60 


*Indicates a statistically significant difference between groups in that domain.  
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Domain satisfaction by ethnicity  


Even though ethnicity information was self-reported this year, the results 
presented below are based on the state’s MMIS data to allow comparison with 
the previous four years (self-reported race data were used for the first time in the 
2015 survey analysis).  


Figures 9–15 show the percentage of Hispanic and non-Hispanic respondents 
who were satisfied in each domain. Fewer than 30 respondents identified their 
ethnicity as “unknown” and, therefore, are excluded from these figures to protect 
their privacy.  


Slightly more Hispanic respondents were satisfied than non-Hispanic 
respondents in most domains, although there were not statistically significant 
upward or downward trends in any domain. Among Non-Hispanic respondents, 
the percentage satisfied in the daily functioning domain has trended significantly 
upward in the last five years.  


 
Figure 9. 2012–2016 Domain Satisfaction by Ethnicity: General Satisfaction. 
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Figure 10. 2012–2016 Domain Satisfaction by Ethnicity: Access. 


 
 
 
 
 


Figure 11. 2012–2016 Domain Satisfaction by Ethnicity: Quality/Appropriateness. 


 


 
 
 


69 69 66 63
Non-Hispanic, 71


71 73 70 71 Hispanic, 73


0


25


50


75


100


2012 2013 2014 2015 2016


Pe
rc


en
t p


os
it


iv
e


77
73


74


73
Non-Hispanic, 78


81
74


67


77 Hispanic, 78


0


25


50


75


100


2012 2013 2014 2015 2016


Pe
rc


en
t p


os
iti


ve


Section VIII Page486







2016 Adult Survey Report – Outpatient Survey Results 


 


36  HealthInsight Oregon 
 


Figure 12. 2012–2016 Domain Satisfaction by Ethnicity: Treatment Outcomes. 


 
 
 
 


Figure 13. 2012–2016 Domain Satisfaction by Ethnicity: Daily Functioning. 


 
*Indicates a statistically significant upward or downward trend (p<.05) for that group. 
 
 


48 45 45 45 Non-Hispanic, 48


51 50 49 49 Hispanic, 49


0


25


50


75


100


2012 2013 2014 2015 2016


Pe
rc


en
t p


os
it


iv
e


47 46 46 45
Non-Hispanic*, 51


48 52 49 49 Hispanic, 50


0


25


50


75


100


2012 2013 2014 2015 2016


Pe
rc


en
t p


os
it


iv
e


Section VIII Page487







Adult Survey Report – Outpatient Survey Results 2016 


 


HealthInsight Oregon 37 
 


Figure 14. 2012–2016 Domain Satisfaction by Ethnicity: Social Connectedness. 


 
 
 
 


Figure 15. 2012–2016 Domain Satisfaction by Ethnicity: Participation. 
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Domain satisfaction by language 


HealthInsight Oregon analyzed results by survey language. Table 6 presents 
results in 2016 between English, Spanish, and other language speakers. Spanish 
speakers had the greatest satisfaction in most domains, with significantly higher 
satisfaction in social connectedness.  


In 2016, there were 1,248 English speakers and 43 Spanish speakers. There were 
358 speakers of other languages, including Amharic, Arabic, Bosnian, Burmese, 
Chinese, Cambodian, Farsi, Hmong, Karen, Korean, Kurdish, Laotian, Nepali, 
Russian, Somali, Swahili, and Vietnamese. 


There have been no significant upward or downward trends in any domain 
among English speakers over the last five years. There were too few Spanish and 
Other language respondents (<30) in at least one of the last five years to test 
domain satisfaction trends in either of those groups.  
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Table 6. Domain Satisfaction by Survey Language, 2016. 
 


Language General 
satisfaction Access Quality/ 


Appropriateness 
Treatment 
outcomes 


Daily 
functioning 


Social 
connectedness* Participation 


English 79 70 78 47 49 56 65 


Spanish 83 80 85 55 56 78 61 


Other 78 72 80 51 56 54 64 


*Indicates a statistically significant upward or downward trend (p<.05) for that language group. 
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Analysis of State-Added Questions  


In addition to analyzing the data on MHSIP performance domains, HealthInsight 
Oregon analyzed responses to the survey questions related to the respondents’ 
treatment status, housing, employment, income source, assistance during mental 
health crisis, expectations for treatment outcomes vs. actual outcomes, current 
and recent living situation, arrest history, and recreational use of alcohol or 
drugs. The survey also asked about primary care providers and overall health, 
including whether providers had discussed specific issues (such as weight loss 
and smoking) with the member. These are self-reported data and the usual 
cautions and limitations apply. The following tables and charts summarize these 
results.  
 


Mental health treatment status 


One question asked whether respondents were still receiving mental health 
services. Of 1,562 respondents, 1,125 (72%) were still receiving services, an 
increase from 64% in 2015, and 371 (23.8%) were not, a decrease from 31% in 
2015. Sixty-six (4.2%) responded they did not know. 


Respondents who were no longer receiving services were asked to select one 
main reason why. “I no longer needed treatment because the problem that led to 
treatment was solved” was the most commonly selected reason (36% in 2016). 
Figure 16 shows the responses to this question for the past five years. 
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Figure 16. Mental Health Treatment Status. 


 
 


31


15


6 7 6


36


26


17


5
9


5


39


28


19


6
2


4


41


34


15


2 4 4


41
36


16


4 4
7


33


0


10


20


30


40


50


60


70


80


90


100


I no longer needed
treatment because the


problem that led to
treatment was solved.


Treatment was not
working as well as


expected, so I stopped
treatment with this


provider.


Treatment was no
longer possible due to


problems with
transportation.


Treatment was no
longer possible due to
problems paying for


treatment.


Treatment was no
longer possible due to
problems with finding


time for treatment.


Other reasons(s)


Pe
rc


en
t


2012 2013 2014 2015 2016


Section VIII Page492







2016 Adult Survey Report – Outpatient Survey Results 


 


42  HealthInsight Oregon 
 


Service coordination 
Another question asked respondents about their satisfaction with the willingness 
and ability of their current mental health provider to work together with other 
service providers.  


Figure 17 shows that satisfaction was highest with collaboration between 
primary mental health providers and physical health providers (85%), and other 
mental health providers (80%). These results are consistent with 2015 findings. 
Satisfaction was lowest with collaboration between primary mental health 
providers and employment services (64%); the same category in which the most 
respondents (21%) said they needed but did not receive this service. While 
coordination with employment services has been the area with the least 
satisfaction over the past five years, the percentages of those reporting 
dissatisfaction has decreased.  


The percentage of respondents who needed but did not receive services has 
shown a statistically significant downward trend over the last four years in the 
following areas: 


• Corrections 


• Developmental disabilities 


• Drug and alcohol treatment provider 


• Employment services 


• Physical health provider 
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Figure 17. Satisfaction with Service Coordination. 
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Service expectations and results 


The 2016 survey asked adults about the expectations and hopes they held when 
they began mental health treatment, and whether the treatment results met those 
expectations. As Figure 18 shows, the most frequent expectations were that the 
member would: 


• Become less anxious or fearful (78%) 


• Feel better about myself (74%) 


• Become happier (64%) 


Among respondents with each expectation, we tabulated how many got the 
result they were expecting. The most frequently met expectations were: 


• Stop or reduce use of alcohol or drugs (69%) 


• Get along better with family (68%) 


• Feel better about myself (67%) 


The largest discrepancies between expectations and results were:  


• Stop or reduce the use of drugs or alcohol (14% has this expectation, while 
69% had this result)  


• Stop hurting others (13% had this expectation, while 63% had the result) 
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Figure 18. Expectations for Mental Health Services: “What did you expect to happen as a result of receiving outpatient mental 
health services from your current (or most recent) mental health provider?” (N=1,649), and Results of Mental Health Services: 
“What has actually happened as a result of you receiving mental health services from this provider?” 
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Primary care and overall health 


Respondents were asked if they had a physical health care provider. Of the 1,540 
individuals who answered this question, 91% reported that they had a primary 
health care provider, consistent with 2015.  


Another question asked respondents if their doctor or mental health care 
provider had talked to them about any of the following: 


• losing weight 


• stopping or decreasing smoking 


• how to reduce heart disease risk 


• how to reduce risk for or manage diabetes 


• benefits and side effects of psychiatric medication 


• the possibility of reducing psychiatric medications 


• gambling behavior 


• use of alcohol or other drugs 


Figure 19 shows the 2016 responses to this question. Losing weight (48%) and 
use of alcohol and drugs (50%) were the most common items discussed by the 
physical health providers, while only 10% of respondents had been asked 
whether they gamble.   


Responses indicating the same of the mental health provider were lower for most 
categories except benefits/side effects of psychiatric medications (45% for mental 
health providers vs. 31% for physical health providers), reducing psychiatric 
medications (26% for mental health providers vs. 13% for physical health 
providers), and gambling (18% for mental health providers vs. 10% for physical 
health providers). 


For questions asked by physical health providers, most have decreased since 
2013, with some up and down variation between years, except for the question 
about alcohol and drug use, which reached its highest response (50%) in 2016.   


For questions asked by mental health providers, all decreased between 2013 and 
2015, but increased slightly in 2016. 
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Figure 19. “My physical health provider (checkups, routine medical care and advice) or mental health service provider has 
talked to me about...” (N=1,649). 
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Most respondents (91%) have a physical health care provider. 


Figure 20 shows that health status among those with and without a physical 
health care provider is similar, with the greatest percentages of respondents 
indicating they were in good or fair health.    
 


Figure 20. Health Status by Physical Health Care Provider.  
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Of those who answered “yes” to wanting or needing housing, 37% found 
housing or better housing. The percentage of respondents who found housing or 
better housing has trended significantly downward in the last five years.  
Only 33% respondents indicated they were offered choices of housing from 
service providers or a community mental health program (this question was 
added in 2014). Of respondents who wanted or needed housing or better housing 
and whose provider offered them choices in housing, 56% actually found 
housing or better housing, compared to 24% of respondents whose provider did 
not offer them choices. 
 


Figure 21. Provider Assistance with Housing.  


 
*Indicates a statistically significant upward or downward trend (p<.05) for that question. 
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Employment 


In 2016, of those who wanted/needed a job or a better job and received 
assistance, 39% found work. Among those who wanted/needed a job or a better 
job but did not receive assistance, 21% found work. 
Figure 22 shows a statistically significant upward trend in the percentage of 
respondents who wanted or needed a job or a better job in the last five years, 
from 29% to 48% in 2016. There are corresponding statistically significant 
upward trends in the percentage of people whose service provider tried to help 
them find a job or a better job (from 26% to 40%) and in the percentage of people 
who found a job or a better job (from 22% to 29%).  


 
Figure 22. Provider Assistance with Employment. 


 
*Indicates a statistically significant upward or downward trend (p<.05) for that question. 
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Current employment status and income source 


The 2016 survey contained three questions regarding employment and income. 
The first was “Are you currently employed?” Figure 23 shows that of 1,398 
respondents who replied to this question, 34% were not employed and not 
looking for work (the same as 2015), while 16% were not employed but were 
looking for work, a slight increase from 14% in 2015. The survey defined 
competitive employment as “a regular job in the community that is not reserved 
for people with disabilities and that pays at least minimum wage.” 


 
Figure 23. Respondents’ Employment Status (N=1,398). 
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• 11% were competitively employed, working between 17 and 34 hours per 
week 


• 9% were competitively employed, working more than 35 hours per week 


• 2% were doing volunteer work 


• 3% were self-employed 


The survey also asked about current source of income, giving respondents 
several options (they could select all that applied). As shown in Figure 24, the 
most commonly selected source was Supplemental Security Income (SSI) at 26%, 
and Social Security Disability Income (SSDI) at 21%, although both these income 
sources have statistically significant downward trends in the last five years. The 
percentage of respondents with income earned through employment has trended 
significantly upward in the last five years to 24% in 2016. And 17% of 
respondents had no income source.  


 


Figure 24. Current Source of Income (N=1,649). 


 
  


*Indicates a statistically significant upward or downward trend (p<.05) for that question. 
Respondents could select all answers that applied; therefore, all were included in the denominator. 
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Assistance with mental health crisis 


A provider’s response to a member’s mental health crisis is an integral part of 
care. State law dictates that service plans, required for each member, must 
include “proactive safety and crisis planning.”4 Figure 25 shows that 35% of 
respondents needed assistance as the result of a mental health crisis. If they 
needed assistance, a follow up question asked if their mental health care 
provider had assisted with the crisis in a satisfactory manner. Of the 535 who 
responded, 72% answered yes. Of those who needed assistance, 72% reported 
they were satisfied with the help they received. These results are similar to 2015. 


A new question asked whether respondents knew that their health benefit pays 
for mental health crisis services: 


• 56% responded “yes”  


• 24% responded “no” 


• 20% didn’t know or indicated that this question was not applicable  


                                            
4 OAR 309-022-0140(3)(e), Service Planning and Coordination. Available at: 


http://arcweb.sos.state.or.us/pages/rules/oars_300/oar_309/309_022.html.   
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Figure 25. Provider Assistance During Mental Health Crisis. 
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Police encounters 


Encounters with police, as defined for respondents in the survey, include “being 
arrested, hassled by police, or taken by the police to a shelter or crisis program.” 
Most respondents (87%) did not have an encounter with police before starting 
services. Of those who reported encounters, 55% said they had decreased since 
starting services (Figure 26).  


 
Figure 26. Encounters with Police (N=195). “Since you began receiving services from this 
provider, have your encounters with the police…” 
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Alcohol and drug use 


For some adults, mental illness and substance use disorder occur simultaneously. 
These co-morbidities can be complex to address, but must be addressed together 
to increase the odds of improvement. A series of questions addressed alcohol use 
(Figure 27). One in ten respondents thought that they had a problem with 
alcohol; of these, 84% had received the help they wanted or needed in 2016. Of 
those who got help, 84% quit drinking after starting treatment, and 90% quit 
drinking for at least 3 months. These results are similar to 2014 and 2015.  


 
Figure 27. Questions Related to Alcohol Use: 2014–2016 Comparison. 
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Figure 28. Questions Related to Drug Use: 2014–2016 Comparison. 
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Trauma 


For many people, a history of trauma is interwoven with their mental illness. As 
defined for respondents in the survey:   


“Individual trauma results from an event, series of events, or set of 
circumstances that is experienced by an individual as physically or 
emotionally harmful or life threatening and that has lasting adverse effects on 
the individual’s functioning and mental, physical, social, emotional, or 
spiritual well-being.” 


Providers must screen for trauma and include trauma-informed services in 
behavior support plans.5 
The survey asked if the mental health service provider had asked about any 
history of trauma when starting treatment. Sixty-eight percent of the 1,565 
respondents said “yes,” a statistically significant upward trend in the last four 
years (Figure 29). Of those who have experienced trauma, 52% reported that it 
was adequately addressed during treatment, also a statistically significant 
upward trend since 2013 when the question was first included in the survey.  


 


Figure 29. Trauma Screening, 2013–2016. 


 
*Indicates a statistically significant upward or downward trend (p<.05) for that question. 


                                            
5 OARs 309-022-0135 and 309-022-0165. Available at: 


http://arcweb.sos.state.or.us/pages/rules/oars_300/oar_309/309_022.html.   
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Residence 


Housing instability can cause stress and, therefore, an aggravation of mental 
health symptoms. Another question asked, “Where are you currently living?” 
The majority of respondents (64%) owned or rented a home or apartment, 
followed by 23% who resided in someone else’s home or apartment. Fewer than 
2% of respondents currently live in a substance abuse residential treatment 
facility, a skilled nursing facility, a crisis program, or a mental health residential 
treatment facility. These results are similar to last year.  


Figure 30 shows four most commonly selected categories of residence from 2012 
to 2016. The percentage of respondents living in their own home or apartment 
has not changed significantly over the past five years, while the percentage living 
in someone else’s home or apartment trended upward. The percentage selecting 
“Other” trended downward, as did the percentage of those living in a skilled 
nursing facility (not shown in the figure below).  


 
Figure 30. Respondent’s Current Residence (N=1,566), 2012–2016. 


 
*Indicates a statistically significant upward or downward trend (p<.05) for that category. 


 


64
61


64
62


Own or rent home or 
apartment, 64


21 22 20
23


Someone else’s home or 
apartment*, 23


2 2 1 2 Homeless or homeless shelter, 2


11 12 12 12
Other*, 9


0


10


20


30


40


50


60


70


80


90


100


2012 2013 2014 2015 2016


Pe
rc


en
t


Section VIII Page510







2016 Adult Survey Report – Outpatient Survey Results 


 


60  HealthInsight Oregon 
 


The survey also asked, “Have you lived in any of the following places in the last 
12 months?” and listed 11 options that respondents could select (check all that 
applied, including “other”). “Own or rent home or apartment” was the most 
commonly selected response (60%), followed by “someone else’s home or 
apartment” (27%). There was a statistically significant upward trend in the 
percentage of respondents who lived in someone else’s home or apartment over 
the last five years (Figure 31), while there was a statistically significant 
downward trend in the percent of respondents who resided in a medical 
hospital, psychiatric hospital, or residential substance abuse treatment program 
(not shown in figure). The percentage of respondents who were homeless in the 
last year has remained stable at 5%.  


 
Figure 31. Respondents’ Residences in the Last 12 Months (N=1,649), 2012–2016. 


 
  


*Indicates a statistically significant upward or downward trend (p<.05) for that category. 
Respondents could select all answers that applied; therefore, all were included in the denominator. 
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RESIDENTIAL SURVEY RESULTS 
HealthInsight Oregon mailed 1,507 residential surveys to valid addresses and 
received 297 responses for an overall response rate of 20%. This is similar to the 
response rate of 19% in 2015, but lower than the response rate of 29% in 2014. 
Most respondents, 264 (89%), completed the survey by mail, while 33 (11%) 
completed the survey online. This is an increase from the 7% online response rate 
in 2015 and the 8.3% rate in 2014. 


Table 7 shows response rates by demographic characteristics of respondents 
served in residential settings. Response rates were lower across all categories this 
year. 
 
Table 7. Residential Survey Response Rate by Gender, Age, Race, and Rural/Urban Residence. 
 


Categories Characteristics  Number of 
responses 


Number of 
surveys sent 


Response rate 
(%) 


Gender Female 116 593 20 
Gender Male 181 914 20 
Age group 18-25 8 73 11 
Age group 26-64 244 1,262 19 
Age group 65+ 45 172 26 
Race Non-White 25 147 17 
Race White (Caucasian) 259 1,284 20 
Race Unknown 13 76 17 
Rural/Urban Rural 101 492 21 
Rural/Urban Urban 188 992 19 
Rural/Urban Unknown 8 23 35 
Language English 296 1,473 20 
Language Spanish 0 2 0 
Language Other 1 32 3 
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Domain Satisfaction 


In 2016, the percentage of respondents satisfied ranged from 66% for 
participation to 81% for quality and appropriateness. Compared to outpatient 
survey respondents, satisfaction was higher in every domain except general 
satisfaction.  


Figure 32 shows the 2012‒2016 scores for each of the seven domains. The 
percentage of respondents satisfied with the quality and appropriateness of their 
services has shown a statistically significant upward trend in the last five years, 
despite some variation between years.    


 
Figure 32. Residential Domain Satisfaction, 2012–2016. 


 
*Indicates a statistically significant upward or downward trend (p<.05) for that domain. 
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Analysis of State-Added Questions 


HealthInsight Oregon analyzed responses to the survey questions related to 
treatment expectations and actual results, arrests, employment, income, primary 
care, general health, alcohol and drug use, trauma, service coordination, services 
received, and progress achieved in a residential setting. These are self-reported 
data and the usual cautions and limitations apply.   


Of 277 respondents, 270 (97.5%) were still receiving services, 5 (1.8%) were not, 
and two (0.7%) did not know.  
 
Service coordination 


Many adults receiving residential mental health services and supports also 
receives services and supports from other agencies, including other mental 
health providers, corrections, developmental disabilities, drug and alcohol 
treatment providers, aged & physically disabled services, employment services, 
physical health providers, and hospitals. Respondents were asked about their 
satisfaction with the willingness and ability of their current mental health 
provider to work together with other service providers.  


As Figure 33 shows, respondents were most satisfied with coordination between 
their current mental health provider and other mental health providers (94%) 
and their physical health provider (91%). Dissatisfaction was highest with 
employment services (15%) and hospitals (11%).  


Over the last three years, the percentage of respondents satisfied with their 
current mental health provider’s coordination with all other parties has remained 
stable.  
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Figure 33. Satisfaction with Service Coordination. 
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Treatment expectations and results 


The 2016 survey asked respondents about the expectations and hopes they held 
when they began mental health treatment, and whether the treatment results met 
those expectations. As Figure 34 shows, the most frequent expectations were that 
the respondent would: 


• Feel better about myself (69%) 


• Become less anxious or fearful (67%) 


• Become happier (64%) 


These findings are consistent with treatment expectations in previous years. 
Among respondents with each expectation, we tabulated how many got the 
result they were expecting. The most frequently met expectations were that they: 


• Stop hurting others (91%) 


• Stop or reduce the use of drugs or alcohol (87%) 


• Stop hurting myself (86%) 


Interestingly, these were also the three categories with the largest discrepancies 
between expectations and results. 


• Stop hurting others (19% vs. 91%) 


• Stop or reduce the use of drugs or alcohol (24% vs. 87%) 


• Stop hurting myself (26% vs. 86%) 
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Figure 34. Treatment Expectations and Results. 
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Primary care and overall health 


Of 284 respondents, 30.7% reported excellent or very good health, which is 
consistent with 2015 when 30.3% reported excellent or very good health.  


Figure 35 shows that the reported health status of respondents with and without 
a physical health care provider was similar.  


 
Figure 35. Health Status by Physical Health Care Provider. 
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The percentage of respondents whose physical health providers discussed 
stopping or decreasing tobacco use, reducing heart disease risk, asked about 
gambling behavior, or asked about alcohol or other drug use has shown a 
statistically significant upward trend in the last four years (when these questions 
were added to the survey). The percentage of respondents whose mental health 
provider discussed losing weight has trended significantly downward in the last 
four years. 
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Figure 36. “My doctor or mental health service provider has talked to me about…” (N=297) 


 


Respondents could select all answers that applied; therefore, all were included in the denominator. 
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Housing 


Figure 37 shows that 41% wanted or needed housing or better housing in 2016. 
Of those who answered “yes” to wanting or needing housing, 55% found 
housing or better housing. Seventy-three percent of respondents indicated they 
were offered choices of housing from service providers or a community mental 
health program (this question was added in 2014). Of respondents who wanted 
or needed housing or better housing and whose provider offered them choices in 
housing, 68% actually found housing or better housing, compared to 25% of 
respondents whose provider did not offer them choices. 
 


Figure 37. Provider Assistance with Housing, 2013–2016. 
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Employment  


Figure 38 shows that 32% wanted or needed a job or a better job in 2016. Of those 
who wanted/needed a job or a better job and received assistance, 43% found 
work. Among those who wanted/needed a job or a better job but did not receive 
assistance, 21% found work. 
 
Figure 38. Provider Assistance with Employment, 2013–2016. 
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Assistance with mental health crisis 


Figure 39 shows that 45% of respondents needed assistance as the result of a 
mental health crisis. If they needed assistance, a follow-up question asked if their 
mental health care provider had assisted with the crisis in a satisfactory manner. 
Of those who needed assistance, 87% reported they were satisfied with the help 
they received.  


 


Figure 39. Provider Assistance with Mental Health Crisis, 2013–2016. 


 
*Indicates a statistically significant upward or downward trend (p<.05) for that question. 
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of respondents reported they were not employed but were looking for work.  
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Figure 40. Employment Status (N=247). 
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The survey also asked about current source of income and gave several options 
for respondents to select. Supplemental Security Income and Social Security 
Disability Insurance were the most common sources of income at 53% and 51%, 
respectively, in 2016. These results are consistent with findings in previous years.  
 
 
Arrest history 


Two questions asked about arrests before and after initiation of mental health 
services. As shown in Figure 41, 10% reported an arrest in the 12 months before 
beginning services with their current residential mental health service provider, 
while 2% reported an arrest after starting service. This is similar to the 2015 
results. 


 
Figure 41. Arrest History.  


 


 


Another question asked about encounters with the police. Encounters include 
being arrested, hassled by police, or taken by the police to a shelter or crisis 
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with police had decreased (up from 16%); 3% said their encounters had increased 
(the same as in 2015); 6% said their encounters had stayed the same; and 74% 
said the question did not apply because they had no encounters with the police 
(down from 77% in 2015). 


 
Alcohol and drug use 
The results of questions about alcohol and drug use appear in Figures 42 and 43.  


Over the past three years, since this question was added to the survey, the 
number of respondents indicating they have a problem with alcohol has 
remained stable (8% or 9%). The number reporting they received help decreased 
in 2015, but increased to 88% in 2016.  


 
Figure 42. Alcohol Use: 2014–2016 Comparison. 


 
 


The number of respondents indicating they have a drug problem has remained 
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Figure 43. Drug Use 2014–2016 Comparison. 


 
 


 


Some respondents (n=16; 6%) indicated that they had a problem with both 
alcohol and drugs. Of these, 94% received help for their alcohol problem and 
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Trauma 


For many adults, a history of trauma is interwoven with their mental illness. The 
following definition of trauma was provided in the adult residential survey: 


“Individual trauma results from an event, series of events, or set of 
circumstances that is experienced by an individual as physically or 
emotionally harmful or life threatening and that has lasting adverse effects on 
the individual’s functioning and mental, physical, social, emotional, or 
spiritual well-being.” 


Providers must screen for trauma and include trauma-informed services in 
behavior support plans.6 As Figure 44 shows, 52% of respondents indicated that 
they were asked about a history of trauma when the first started to see their most 
recent mental health services provider, a gradual increase (though not 
statistically significant) over the last four years when this question was added to 
the survey. 
 
Figure 44. Trauma Screening, 2013–2016. 


 
 


Among respondents with a history of trauma, 46% indicated that the problems 
related to that trauma were adequately addressed during treatment, while 27% 
indicated their problems were not adequately addressed and 27% were not sure. 
                                            
6 OARs 309-022-0135 and 309-022-0165. Available at: 


http://arcweb.sos.state.or.us/pages/rules/oars_300/oar_309/309_022.html.   
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Residence 


While respondents received services in a residential treatment setting sometime 
between June and December 2016, they might have moved before receiving the 
survey. Therefore, respondents were asked where they were currently living:  


• 55% were living in a mental health residential treatment facility 


• 13% reported owning or renting a home or apartment 


• 7% were living in someone else’s home or apartment 


• 21% of respondents selected “other” 


A second question asked respondents where they had lived in the past 12 
months (respondents could select all options that applied). Fifty-six percent 
reported living in a residential treatment facility or home; 13% reported owning 
or renting a home or apartment; 8% were in a psychiatric hospital. Seventeen 
percent of respondents selected “other,” and 2% had been homeless (Table 8). 
There were no significant upward or downward trends in living situations over 
the last four years.  


 
Table 8. Respondents’ Residences in the Last 12 Months, 2013–2016: Percentage of 
Responses. 


Residence 2013 2014 2015 2016 
Residential treatment facility or home 50 50 50 56 


Other 18 22 21 17 


Owned or rented home or apartment 12 13 17 13 


Psychiatric hospital 7 9 9 8 


Someone else’s home or apartment 7 9 9 6 


Medical hospital 6 8 5 5 


Skilled nursing facility 5 4 3 3 


Crisis program 4 3 3 2 


Homeless or homeless shelter 3 3 2 2 


Jail or correctional facility 2 3 2 2 


Residential substance abuse treatment program 3 3 3 2 
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Living in residential care 


The survey asked why respondents were living in a residential facility and gave 
eight options; respondents could select all that applied. As in 2015, the most 
common reasons were to get help taking care of oneself, for mental health 
treatment to get better, and for housing (Table 9). 


 
Table 9. “Why are you living in a residential facility?” (N=297). 
 


 Responses Number of 
responses % of responses 


I need help taking care of myself 123 41 


I want mental health treatment so I can get better 117 39 


I need housing 114 38 


My guardian wants me to be here 58 20 


I am civilly committed and the county wants me to be here 40 13 


Other 38 13 


I am under the jurisdiction of the Psychiatric Security 
Review Board or I have other legal requirements 


35 12 


I want addictions treatment so I can get better 17 6 


 


Two follow-up questions asked “Since you’ve been here, do you feel like you’ve 
made progress in any of the following areas?” and “What types of services do 
you receive?” HealthInsight Oregon cross-tabulated responses to these two 
questions to determine whether a particular service array correlated with 
progress in Mental Health and Activities of Daily Living, the two domains that 
seemed to tie most closely to respondents’ reasons for living in a residential care 
facility (see Table 9 above).  


Among respondents who reported progress in their mental health, the most 
commonly cited services included: medication management (79%), psychiatric 
visits (70%), support with activities of daily living (65%), and social and 
recreational activities (63%). (See Figure 45.) 
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Similarly, among respondents who reported progress with their activities of 
daily living, the most commonly cited services included: medication 
management (77%), support with activities of daily living (71%), psychiatric 
visits (71%), and social and recreational activities (65%). (See Figure 46.) These 
four services were the most commonly cited services among respondents who 
reported progress in all areas identified in the survey.  


Among those who reported progress in: 


• job/school, 33% had received vocational/educational counseling 


• physical health, 48% had received physical health counseling 


• social/recreation, 42% had received social skills training 


• substance use/abuse, 49% had received peer counseling/mentorship, 44% 
had received formal mental health or chemical dependency assessments 
and 43% had received chemical dependency education and counseling 


• managing money, 37% had received skills training either in a group or 
individually 


 


Section VIII Page531







Adult Survey Report – Residential Survey Results 2016 


 


HealthInsight Oregon 81 
 


Figure 45. Services Received by Respondents who Have Made Progress in Mental Health. (N=202). 


 


Respondents could select all answers that applied; therefore, all were included in the denominator. 
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Figure 46. Services received by respondents who have made progress in Activities of Daily Living. (N=173). 


 


Respondents could select all answers that applied; therefore, all were included in the denominator. 
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Table 10 shows the types of services respondents received in residential care 
(they could select all services that applied) over the last five years. The 
percentage of respondents who received individual, family, or group 
psychotherapy has shown a statistically significant downward trend, while all 
other service types have remained stable.  
 
Table 10. Types of Services Received in Residential Care, 2012–2016: Percentage of Responses. 
 


Types of services 2012 2013 2014 2015 2016 
Community meetings 28 25 27 24 27 


Support with activities of daily living 60 54 44 55 55 


Peer counseling/mentorship 31 26 28 28 30 


Social skills training 35 33 33 35 35 


Medication management 70 66 57 67 68 


Individual, family, or group psychotherapy* 38 30 26 27 28 


Care coordination 37 33 30 33 40 


Transition/discharge planning 15 15 17 16 18 


Social/recreational activities 51 48 39 50 53 


Skills training either in a group or individually 37 31 31 34 32 


Physical health counseling 33 32 29 32 34 


Vocational/Educational counseling 13 9 16 12 10 


Psychiatric visits 66 57 50 57 62 
Chemical dependency education and 
counseling 17 14 12 12 15 


Formal mental health or chemical dependency 
assessments 27 24 21 23 26 


Other 13 7 8 13 11 


*Indicates a statistically significant difference between years.  
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Independent living 


The survey asked whether respondents felt ready for more independent living,  
and if not, why. Of 269 respondents, 48% said they did not feel ready for more 
independent living, the same as in 2015. Forty percent said they felt ready, and 
12% were not sure. 


Respondents selected several different reasons for not feeling ready for 
independent living (Table 11). As in previous years, the two most commonly 
selected reasons were “I like it here” (70%) and “I don’t have the skills to live on 
my own” (61%).  
 
Table 11. Reasons responders do not feel ready for independent living. (N=128). 
 


Reasons Number of 
responses % of responses 


I like it here 90 70 
I don’t have the skills to live on my own 78 61 
I am worried that if I leave I won’t get the help I need 57 45 
I have lived on my own before and it did not work 57 45 
My symptoms are too bad right now 52 41 


I don’t know where else I would go 50 39 
I am worried that I will get sick again 50 39 
My family does not want me to leave 38 30 
I don’t have a plan 29 23 
Other 13 10 
I don’t feel like I have support from staff 11 9 
I have legal issues that keep me here 8 6 


 


Respondents indicated that, if they were ready to move to more independent 
living, 38% (of 297) would have the option to live in their own apartment or 
home; 37% didn’t know where they would live; 14% would have the option to 
live with family or friends; and 12% selected “other.” Respondents could select 
as many answers as they wished.  
 


Section VIII Page535







Adult Survey Report – Discussion and Recommendations 2016 


 


HealthInsight Oregon 85 
 


DISCUSSION AND RECOMMENDATIONS 
Overall Survey Results  


As in previous years, outpatient respondents were significantly less satisfied 
than residential and foster care respondents in most domains, with significant 
differences in general satisfaction, access, treatment outcomes, daily functioning, 
and social connectedness. This disparity could be attributed to the reasons 
people are in residential care to begin with (for example, needing a place to live 
and assistance caring for oneself, in addition to mental health treatment). 
 
Survey Limitations  


While a client survey has many benefits (e.g., ease of administration, first-hand 
experience reports, and client involvement), there are limitations as well. As in 
any survey, perceptions of social desirability may bias some results. This is 
especially true of questions on sensitive topics such as alcohol and drug use.  


While the MHSIP domain portions of the survey have remained untouched, 
OHA has added or removed additional questions in the past. No substantive 
changes were made to the survey this year. Some of these added questions have 
not been validated, and it is unknown what effect, if any, they have on the 
validity of the preceding MHSIP items.  


The length of the survey may deter some potential respondents. With seven 
printed pages and over 60 questions, the surveys may take significant time to 
complete, especially for some respondents with mental or cognitive challenges.  


Mental or cognitive challenges may also have affected the respondents’ ability to 
understand and respond accurately to some questions. For instance, a question 
on the residential survey asked about what services the client was receiving. A 
client might not know the administrative terms (e.g., social skills training, formal 
mental health or chemical dependency assessments) for the services received, so 
services may be under- or over-reported in some instances.  


Other items on the surveys asked respondents to report events that occurred one 
year prior to the start of services. Any question that relies on memory must be 
interpreted with caution.  


Finally, survey results are a combination of surveys completed on paper and 
returned by mail, and surveys completed online. There are potential differences 
in the way respondents answer the same questions in the two modes. Differences 
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in age, disability, treatment setting, or living situation between online and paper 
respondents may affect the way they answered the questions. Web respondents 
may feel more anonymous and therefore may be likely to answer more honestly 
than paper survey respondents. These differences were not the focus of this 
survey or analysis, but may be interesting to study in the future.  
 
Recommendations 
Response rates 


A total of 1,946 enrollees returned their surveys by the deadline for an overall 
response rate of 18%, which is lower than the 2014 rate of 23% and the 2015 rate 
of 19%. 


The outpatient survey had a response rate of 18%, which is a decrease from 19% 
in 2015 and 23% in 2014.  


The residential survey had a response rate of 20%, which is higher than the 
response rate of 19% in 2015, but lower than the 29% in 2014.  


• OHA-HSD should continue efforts to increase awareness of the survey 
and work with CCOs and agency providers to maintain or improve this 
response rate.   


 


Outpatient Survey  
Race and ethnicity data 


Race and ethnicity data are missing for many Medicaid enrollees in the state’s 
dataset because neither of these fields are required in MMIS. The surveys asked 
respondents to self-identify their race and ethnicity, which enabled comparisons 
between the state dataset and the self-reported data. This analysis found that the 
state ethnicity data overestimates the number of non-Hispanic enrollees, as well 
as the number of white enrollees.   
Obtaining accurate race and ethnicity data is a key component of addressing 
health equity in Oregon, and the state should continue efforts to do so.  
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• HealthInsight Oregon encourages OHA-HSD to work with the CCOs to 
gather and update these data at points of contact to obtain the most 
accurate race and ethnicity data. OHA-HSD could provide policy 
direction and technical assistance to CCOs to follow best practices in 
gathering these data to improve quality of care and reduce disparities.  


 
Satisfaction by age 


Over the last 5 years, satisfaction with treatment outcomes has trended 
significantly downward in the 18–25 age group, from 52% in 2012 to 43% in 2016. 
Also, satisfaction among respondents ages 65+ has trended significantly 
downward over the last 5 years in treatment outcomes, daily functioning, and 
participation.  


• OHA-HSD should work with the CCOs to explore reasons for these 
decreases.  


 
Satisfaction with treatment outcomes by race 


The treatment outcomes domain had significant differences between racial 
groups in 2016, with the American Indian or Alaskan Native group and Black or 
African American group having the lowest satisfaction.  


• OHA-HSD should work with the CCOs to explore reasons for these 
differences, and provide culturally appropriate services.  


 
Satisfaction with service coordination  


Over the last four years, there was a statistically significant decrease in 
respondents who needed but did not receive services in the following:  


• Corrections 
• Developmental disabilities 
• Drug and alcohol treatment  
• Employment services 
• Physical health providers  
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• OHA-HSD should work with the CCOs and providers to ensure that 
individuals are informed about and encouraged to use these services.   


 
Discussion of health topics with providers 


The survey asked respondents if their physical or mental health care provider 
had talked to them about eight different issues.  
Physical health providers discussed losing weight (48%) and use of alcohol and 
drugs (50%) the most out of the eight issues. While mental health providers most 
commonly discussed use of alcohol and drugs (49%) and the benefits/side effects 
of psychiatric medications (45%).  
There were some discrepancies between mental and physical health providers in 
some areas, including reducing psychiatric medications (26% for mental health 
providers vs. 13% for physical health providers). 


• As CCOs strive to coordinate physical and mental health services, both 
physical and mental health care providers should discuss and 
communicate concerns/issues in providing services.  


 
Housing 


The percentage of respondents who wanted or needed housing or better housing 
has trended significantly upward in the last five years, from 28% in 2012 to 38% 
in 2016. At the same time, the percentage of respondents who found housing or 
better housing has trended significantly downward, from 43% in 2012 to 37% in 
2016.  


• OHA-HSD should work with CCOs and providers to ensure enrollees 
receive assistance with obtaining adequate housing.  


• OHA-HSD should work with CCOs to explore new flexible spending 
options to assist enrollees with obtaining adequate housing.  


 
Employment 


Over the past 5 years, the percentage of respondents who wanted or needed a job 
or better job has trended significantly upward, from 29% in 2012 to 48% in 2016. 
There are corresponding statistically significant upward trends in the percentage 
of people whose service providers tried to help them find a job or a better job 
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(from 26% to 40%), and in the percentage of people who found a job or a better 
job (from 22% to 29%).  


• OHA-HSD should work with the CCOs to ensure that enrollees receive 
supported employment and referrals to employment services. OHA-
HSD should work with CCOs to explore new flexible spending options 
to assist enrollees in finding employment.  


 
Mental health crisis services 


A new survey question asked whether respondents knew that their health 
benefit pays for mental health crisis services; 56% responded “yes,” 24% 
responded “no,” and 20% didn’t know or indicated that this question was not 
applicable.  


• Since this benefit is available for all individuals, OHA-HSD should 
work with CCOs to increase awareness of it among members.  


 
Trauma treatment 


In 2016, 68% of respondents indicated that their mental health provider had 
asked about a history of trauma when they started treatment. Positive responses 
to this question have trended upward, with statistical significance, over the last 
four years.  
Of those who have experienced trauma, 52% reported that it was adequately 
addressed during treatment; also a statistically significant upward trend.  


• OHA-HSD and CCOs should continue to encourage providers to 
implement trauma-informed care. 


 


Residential Survey  
Discussion of health topics with providers 


The survey asked respondents to identify health topics that their doctor or 
mental health care provider had discussed with them. There were discrepancies 
between topics discussed by physical and mental health providers. For example, 
60% of respondents said their physical health provider had talked to them about 
losing weight, while only 22% said their mental health provider had discussed 
the same. In contrast, 63% said their mental health provider had discussed 
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benefits and side effects of psychiatric medications, while only 29% said their 
physical health provider had discussed the same. 


• As CCOs strive to coordinate physical and mental health services, both 
physical and mental health care providers should discuss and 
communicate concerns/issues in providing services.  


 
Trauma treatment 


Fifty-two percent of respondents indicated that they were asked about a history 
of trauma when the first started to see their most recent mental health services 
provider, which marks a gradual increase (though not statistically significant) 
over the last four years when this question was added to the survey. 


Among respondents with a history of trauma, 46% indicated that the problems 
related to that trauma were adequately addressed during treatment, while 27% 
indicated their problems were not adequately addressed, and 27% were not sure. 


• OHA-HSD should continue efforts to focus on trauma-informed care 
across the state and across treatment settings. 


 
Services received in residential care 


Since 2012, the percentage of respondents receiving psychotherapy (individual, 
family, or group) in residential care has shown a statistically significant 
downward trend. Other services have not changed significantly.   


• OHA-HSD and CCOs should investigate why significantly fewer 
respondents have reported receiving psychotherapy in residential 
settings. 
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APPENDIX A  
Survey Data Security and Quality Assurance Procedures 
HealthInsight Oregon stored the electronic data for this survey in REDCap 
software on a secure server. Only essential team members had access to the raw 
data to perform data entry. Exported data files were also saved on the secure 
server, where access was limited. HealthInsight Oregon kept the original paper 
copies of the surveys in a secure location.  
Data entry staff members were trained on entering the survey data, and other 
authorized staff checked every tenth survey to ensure consistent and correct data 
entry. HealthInsight Oregon maintained data quality on two tiers. First, built-in 
data checks in the REDCap software ensured that only valid field values could 
be entered, and enforced the use of custom codes to note missing or out-of-range 
data. For example, the application checked to make sure that the field 
corresponding to Question 1 was coded with 1–5 (Strongly Disagree to Strongly 
Agree), or 9 for NA, or 0 for missing or invalid response on the paper copy.  
Second, SAS recheck programs written by the data analyst scanned each field of 
each survey response and checked for missing and out-of-range data or logic 
check problems. 
 
Data Analysis Decisions  
HealthInsight Oregon excluded from the analysis of a domain any survey 
responses lacking scores for more than one-third of the items for that domain. 
For example, a respondent would have to provide responses to at least two of the 
three items in the General Satisfaction domain to have his or her responses 
included in the data for that domain.7 HealthInsight Oregon’s analyst used 
univariate analyses to describe demographic variables and other frequencies; 
cross-tabulations to examine the relationship between different variables; trend 
tests to describe trends over time; and chi-square analyses to compute categorical 
statistical differences.8


                                            
7
 Because of the method used to calculate the domain score, comparing a domain score with the aggregate scores 
for individual items within a domain can be misleading. As noted above, the domain score calculation excludes 
individual items to which the responder did not respond. However, responses to individual items in each domain 
are counted in the aggregate score for the individual item (but not in the domain score).  


8 In each data table, the number of reported responses may be lower than the total number of respondents to the 
survey, because different respondents may or may not have answered all the questions needed to calculate a 
particular domain score. 
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APPENDIX B - MHSIP SURVEY FORMS 
 
 


Please contact HealthInsight Oregon for a copy of the survey forms.
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EXECUTIVE SUMMARY 
In 2016, the Oregon Health Authority (OHA) Health Services Division (HSD) 
surveyed family members/caregivers1 of children and youth enrolled in the 
Oregon Health Plan (OHP) about their perceptions of the mental health services 
delivered to their children and youth between May 1 and December 31, 2015. 
OHA HSD also surveyed young people ages 14 to 17 years about their 
perceptions of services they received during the same period. 


The Youth Services Survey for Families (YSS-F) instrument asked questions 
about caregivers’ perception of services delivered in seven performance 
domains: 


• Access to Services: service location, frequency and availability of 
appointments, and responsiveness of staff 


• Appropriateness of Services: general satisfaction, someone for child or 
young person to talk to, family had providers that stuck with them, 
received the right services, and received the right quantity of services  


• Cultural Sensitivity: staff respect of client, family, cultural/ethnic 
background, and religious/spiritual beliefs 


• Daily Functioning: ability to take care of needs, reduction in symptoms, 
and participation in meaningful activities 


• Family Participation in Treatment: family’s participation in determining 
treatment goals and comfort asking questions 


• Social Connectedness: friendships, belonging, and social supports 


• Treatment Outcomes: client’s ability to deal with problems and crisis, 
control life, relationships with family, functioning in social situations and 
school or work, housing, and reduction in symptoms 


The 2016 YSS-F replicated previous surveys by asking caregivers to report their 
perceptions of the coordination of services among different mental health care 
providers, between mental and physical health care providers, and between 


                                              
1 The survey was mailed to parents and guardians, as well as to residential treatment centers. This report 


refers to survey respondents as “family members” or “caregivers” throughout. 
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mental health care providers and state government agencies that provide other 
services for children and youth. These services include child welfare, the Oregon 
Youth Authority, local juvenile justice, education, developmental disabilities 
services, and substance abuse treatment providers. The survey also included 
questions about children’s school attendance, arrest history, alcohol and drug 
abuse, primary health care providers, psychotropic medications, and history of 
trauma.  


The Youth Services Survey (YSS), like the YSS-F, included a cluster of questions 
designed to assess young people’s perceptions of their experiences with mental 
health services, including access, appropriateness, cultural sensitivity, 
participation, and treatment outcomes. The YSS also asked young people about 
where they had lived in the past six months, school absences, utilization of health 
care services, medication for emotional/behavioral problems, and arrest history. 


Oregon’s 16 coordinated care organizations (CCOs) manage physical, behavioral, 
and dental health services for their assigned OHP enrollees. Per Oregon’s 
Medicaid demonstration waiver, Oregon must conduct statewide standardized 
surveys of consumers’ experience of care (satisfaction) and allow for plan-to-plan 
comparisons. 


OHA-HSD will use the survey findings to help guide its ongoing efforts to 
improve the quality of state-funded mental health services and supports for 
children and their families. CCOs should use information from all satisfaction 
surveys (YSS-F, YSS, CAHPS, etc.) when assessing the quality and 
appropriateness of care provided, and incorporate this information into their 
ongoing care integration efforts.  


 


Survey Results  


The YSS-F had 3,212 responses from caregivers of 13,794 children and youth for 
an overall response rate of 23%. This is an increase from the 2015 survey, but 
similar to other recent years. The YSS had 1,025 responses from 5,714 young 
people who received a survey for an overall response rate of 22%, also an 
increase from the 2015 survey and similar to other recent years.  


Survey respondents had the option of filling out a paper questionnaire or 
completing an online survey form. Incentives in the form of a $10 gift card were 
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offered for completing the survey online. Seventy-two percent of YSS-F 
respondents completed the survey online, an increase from 55% in 2015. Seventy- 
five percent (75%) of YSS respondents completed the survey online, an increase 
from 60% in from 2015.  
 


Highlights of Survey Results 
Youth Services Survey for Families (YSS-F) 


Overall domain satisfaction 


• Satisfaction in all domains increased slightly in 2016, while satisfaction in 
the cultural sensitivity, outcomes, and social connectedness domains have 
trended significantly upward since 2012. 


Satisfaction by treatment setting 


• Satisfaction with residential and day treatment access was significantly 
lower in 2016 than satisfaction with outpatient access, although satisfaction 
with treatment outcomes and daily functioning has trended significantly 
higher in the last five years.  


• Satisfaction with access and social connectedness has increased 
significantly among caregivers of children and youth in day treatment 
settings in the last five years.  


• Satisfaction with social connectedness has significantly increased among 
caregivers of children and youth in outpatient treatment in the last five 
years.  


Fee-for-service (FFS) 


• Significantly fewer FFS respondents were satisfied with access when 
compared to all other CCOs.  


Satisfaction by rural vs. urban residence 


• Satisfaction among rural respondents has not trended upward or 
downward in the last five years. Among caregivers in urban areas, 
however, satisfaction has increased in three domains.  
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Satisfaction by race and ethnicity 


• Satisfaction among American Indian or Alaskan Native respondents has 
decreased in two domains; satisfaction among White respondents has 
increased in four domains; and satisfaction among Black or African 
American respondents has increased in two domains.  


• Satisfaction among Hispanic respondents has decreased in four domains 
over the last five years, while satisfaction among non-Hispanic 
respondents has increased in six domains over the last five years.  


System of Care/Wraparound program 


• Participation in the wraparound program did not increase satisfaction 
with service coordination. Dissatisfied respondents often identified the 
mental health provider’s lack of communication or unwillingness to reach 
out to others as a key factor.  


Treatment expectations vs. results 


• Expectations and results of treatment are often similar (e.g., become 
happier), but sometimes there are discrepancies. The largest discrepancies 
between expectations and results were in  


o stopping or reducing the use of drugs or alcohol (7% had that 
expectation, while 48% reported that result) 


o starting or continuing a program of recovery (11% expectation; 50% 
result) 


o stopping hurting himself or herself (23% expectation; 54% result) 


o stopping hurting others (17% expectation; 36% result)  


Health status 


• Health status decreases among children and youth without a primary care 
health provider: 95% of children and youth with excellent or very good 
health status had a primary health care provider; this dropped to 92% of 
children and youth with good health; 86% of those with fair health status, 
and 81% of those with poor health status.  
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Medication 


• Psychotropic medication prescribing has trended significantly downward 
over the last five years from 38% in 2012 to 31% in 2016.  


School attendance 


• School attendance appeared to improve with mental health services:  


o 23.9% reported an increase in number of days in school 


o 40.0% of respondents indicated that the number of days their child 
had been in school was about the same 


o 6.6% reported a decrease in school attendance 


Mental health crisis 


• The percentage of youth experiencing a mental health crisis has shown a 
statistically significant downward trend from 26% to 25%, while the 
percentage of caregivers who were satisfied with the mental health 
provider’s response has also shown a significant downward trend from 
68% to 65%. 


Police encounters 


• Of respondents whose child had ever encountered the police, 65% 
reported a decrease in encounters, while 21% reported that encounters had 
stayed the same and 14% reported an increase in encounters. 


Alcohol and drug treatment 


• There is still a need for increased access to alcohol and drug treatment: 
23% of caregivers of youth ages 13–17 believed that their child either has 
used or now uses alcohol or drugs. Of these, fewer than half (44%) 
reported the youth had received treatment or other help, and of those who 
did receive help, 61% thought the treatment or other help provided what 
the youth needed.  


Trauma-informed care 


• Trauma-informed care is not provided consistently: 58% of respondents 
said their child was asked if they had a history of trauma. If the child or 
young person had experienced serious trauma, 53% of respondents felt the 
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problems related to this trauma were adequately addressed during 
treatment.  


 
Youth Services Survey (YSS) 


Overall domain satisfaction 


• Over the last five years, the percentage of respondents that were satisfied 
with their treatment outcomes has shown a significant downward trend. 


Satisfaction by language 


• Spanish-speaking respondents were significantly more satisfied than all 
other language speakers in three domains, while English-speaking 
respondents have shown a significant decreasing trend in satisfaction with 
treatment outcomes.  


Satisfaction by gender 


• Girls have shown a significant downward trend in satisfaction with 
treatment outcomes over time, and were less satisfied with treatment 
outcomes than boys in 2016 as in previous years.  


Satisfaction by rural vs. urban residence 


• Rural respondents have shown a significantly decreasing trend in 
satisfaction with treatment outcomes over time, while urban respondents’ 
satisfaction has remained consistent.  


Living situation  


• The percentage of respondents who lived with one or both parents or 
another family member has increased in the last five years, while the 
percentage who lived in a foster home decreased.  


Court appearances 


• Court appearances have trended significantly downward while the 
percentage of youth that were arrested by the police has remained stable.  


Primary care provider visits 


• Most (77%) respondents saw a doctor in the last year. These visits are a 
good opportunity to provide well-care services; however, CCO incentive 
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measure reporting showed that only 32% of Medicaid enrollees ages 12–21 
received a well-care visit.  


o Among the paired adolescent/caregiver respondents, the 
proportion of youth who only saw a provider in a hospital 
emergency room doubled from 5% to 10% between those with and 
without a primary care provider, and the proportion who saw a 
provider in a clinic or office dropped from 76% to 45% if they had 
a primary care provider.  


Medication 


• Psychotropic medication use has not changed in the last 5 years: 43% of 
respondents are currently taking medication for their emotional/behavioral 
problems, and 91% were told about possible side effects.  


o Among the paired adolescent/caregiver respondents, more 
adolescents reported taking a medication for their 
emotional/behavioral problems than their caregivers, suggesting 
that caregivers were not always aware of the medications their 
child was taking. More caregivers were told what side effects to 
watch out for than their adolescent children. 
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INTRODUCTION 
The Mental Health Statistics Improvement Program (MHSIP) designed and 
validated the YSS-F to measure caregivers’ perceptions of their child’s 
experiences with mental health services.2 The survey has been used annually 
since 2002 to measure caregivers’ satisfaction with their child’s experience with 
mental health services in seven domains:  


• Access to services 


• Appropriateness of services  


• Cultural sensitivity 


• Daily functioning 


• Family participation in treatment  


• Social connectedness  


• Treatment outcomes 


Over the years, the state has widened the scope of the YSS-F by 1) including in 
the survey population the families of children and youth who received services 
in psychiatric residential and psychiatric day treatment facilities, 2) adding 
questions about the coordination of services for children and youth, both within 
the mental health system and between mental health care providers and other 
state-funded agencies, and 3) adding questions about children’s and youth’s 
school attendance, arrest history, and use of alcohol or drugs.  


The YSS is a MHSIP tool designed for adolescents ages 14–17 who receive mental 
health services. Acumentra Health, now HealthInsight Oregon, has conducted 
the YSS since 2011. The state has not widened the scope of the YSS, and continues 
to use the original validated version published by the MHSIP. The YSS includes 
the same domains as the YSS-F, excluding the daily functioning and social 
connectedness domains. 


This year, as in previous years, the survey sample was determined by HSD, and 
included a representative sample by CCO and an oversample of racial minorities.  


                                              
2  The YSS-F is endorsed by the National Association of State Mental Health Program Directors.  
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METHODOLOGY 
The YSS-F is designed to assess responses from caregivers of children and youth 
who received state-funded mental health services from May 1, 2015, through 
December 31, 2015, as identified by claims and encounter data from OHA’s 
Medicaid Management Information System (MMIS) operated by HSD. The YSS is 
intended to collect responses directly from adolescent service recipients 
identified in the same manner.  


The YSS-F instrument presents questions designed to measure respondent 
perception of the performance and services of mental health service providers in 
the domains of access to services, family participation in treatment, cultural 
sensitivity, appropriateness of services, social connectedness, treatment 
outcomes, and daily functioning. The YSS presents similar questions in the above 
domains, excluding social connectedness and daily functioning. Both surveys use 
a 5-point Likert scale, with responses ranging from “Strongly Agree” (5) to 
“Strongly Disagree” (1). There are no reverse scored items.  


The 2016 YSS-F and YSS questionnaires were fielded in English and Spanish, 
according to the member’s primary language identified in Oregon’s MMIS.  


 


Survey Methods 


The 2016 survey population included a random sample of 16,200 children and 
youth ages 1–17 who received mental health services between May and 
December 2015. Within this sample, 5,714 young people ages 14‒17 who received 
services during that period were identified to receive the YSS. OHA pulled the 
sample, ensuring at least 244 survey recipients in each CCO and over-sampling 
minority race and ethnic populations. Greater Oregon Behavioral Health 
Incorporated (GOBHI), is the mental health organization for individuals whose 
mental health services are not covered under a CCO. GOBHI was not specifically 
sampled for this population.  


HSD classified the children and youth by the setting in which they received 
mental health services. If a child or young person received services at more than 
one level of care, they were identified in the highest level of care.  
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• The Psychiatric Residential Treatment group consisted of children and 
youth who received at least one day of psychiatric residential treatment 
services. This group comprised 2.1% of the surveys distributed.  


• The Psychiatric Day Treatment group consisted of children and youth 
who received at least one day of psychiatric day treatment services, but 
who did not receive psychiatric treatment in residential settings. This 
group comprised 2.8% of the surveys distributed. 


• The Outpatient Treatment group consisted of children and youth who 
received only outpatient mental health services. This group comprised 
95.1% of the surveys distributed. 


HealthInsight Oregon mailed letters to eligible caregivers and young people in 
May 2016 informing them about survey objectives. The letters instructed 
recipients how to access the online survey using a unique password, and 
informed recipients that if they did not complete the online survey within three 
weeks, they would receive a paper questionnaire by mail. Letters sent to 
caregivers and young people offered them a $10 gift card as an incentive for 
completing the online survey.  


The letters, like the surveys themselves, were available in both English and 
Spanish, depending on the family’s language preference identified in the state 
enrollment data.  


In June 2016, the first follow-up letter and survey was mailed to caregivers and 
young people. After filtering out incorrect addresses and respondents who had 
already returned the survey, HealthInsight Oregon mailed a second survey form 
to non-responding caregivers in July and to young people in August. Each time 
recipients were offered the incentive for completing the survey online. 


Please refer to Appendix A for survey data security and quality assurance 
procedures. 


  


Domain Scoring Analysis 


HealthInsight Oregon calculated scores of the respondents’ perception of the 
services provided for each performance domain, with higher Likert scores 
representing higher levels of positive perception (e.g., 4 = “Agree” and 5 = 
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“Strongly Agree”). Data from surveys lacking responses for more than one-third 
of the items for a domain were excluded from the analysis of that domain. 


Domain scores were calculated for a particular respondent by averaging the 
scores on all answered items for a domain (as long as at least two thirds of the 
items were answered). An average score greater than 3.5 represented positive 
perception of mental health services provided for the child in that domain. For 
example, the treatment participation domain contains three items:  


• “I helped to choose my child’s services.”  


• “I helped to choose my child’s treatment goals.”  


• “I participated in my child’s treatment.”  


A respondent’s score for this domain was calculated if the respondent reported a 
score for at least two of the three items in the domain. If a respondent answered 
all three and reported the scores 3, 4, and 5, respectively, the average of those 
scores would be (3+4+5)/3 = 4. Since 4 is greater than 3.5, this respondent would 
be considered satisfied within the participation domain.3 Throughout this 
report, we reference the percentage of respondents satisfied in various 
domains. This refers to the percentage of respondents whose domain score was 
>3.5.  


 


                                              
3 The number of responses reported in each data table may be lower than the total number of 
survey respondents, as some respondents may not have answered all items needed to calculate a 
particular domain score. 
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2016 YSS-F RESULTS 
This section presents results of the YSS-F, including responses about 
satisfaction with coordination of various services and about expectations for 
treatment and results of treatment. The Additional Analyses section, beginning 
on page 42, contains responses to questions about young people’s alcohol or 
drug use and treatment, as well as questions about young people’s school 
attendance and arrest history before and after receiving services. 


Details of the YSS results begin on page 62. 


 


Survey Response 


From the 13,794 YSS-F surveys mailed to valid addresses, 3,212 respondents 
returned a survey form or completed the survey online by the completion 
deadline for an overall response rate of 23%. Individuals who refused to 
complete the survey by calling or writing were excluded from the denominator 
for the response rate calculation. More respondents filled out the survey online 
than by mail this year.  


HealthInsight Oregon’s survey analysis excluded data from surveys received 
after the deadline of September 15, 2016.  


OHA contracted with 16 CCOs and one mental health organization (MHO) to 
manage OHP mental health services during the survey period. HealthInsight 
Oregon analyzed some of the results by CCO.  


Table 1 displays the YSS-F responses from caregivers whose children received 
outpatient, psychiatric residential, and psychiatric day treatment services from 
each CCO. Response rates varied according to CCO. The number of surveys 
sent excludes surveys that were sent to bad addresses and recipients who opted 
out of the survey.  
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Table 1. YSS-F Response Rate by CCO. 
  


CCO Number of 
responses 


Number of 
surveys sent 


Response rate 
(%) 


AllCare 120 510 24 
Cascade Health Alliance (CHA) 72 288 25 


Columbia Pacific CCO (CPCCO) 66 293 23 


Eastern Oregon CCO (EOCCO) 104 511 20 
FamilyCare Health 458 1,660 28 


Health Share of Oregon 687 3,113 22 
InterCommunity Health Network (IHN) 208 822 25 


Jackson Care Connect (JCC) 64 318 20 
PacificSource Community Solutions‒Central 
Oregon (PCS-CO) 137 640 21 


PacificSource Community Solutions‒Columbia 
Gorge (PCS-CG) 52 212 25 


Primary Health of Josephine County (PHJC) 38 211 18 
Trillium Community Health Plan (TCHP) 375 1,607 23 


Umpqua Health Alliance (UHA) 47 196 24 


Western Oregon Advanced Health (WOAH) 56 257 22 
Willamette Valley Community Health (WVCH) 377 1,679 22 


Yamhill Community Care Organization (YCCO) 76 350 22 
Greater Oregon Behavioral Health Inc. (GOBHI) 
MHO* 16 40 40 


Fee-for-service (FFS) 259 1,087 24 


Total 3,212 13,794 23 
*GOBHI is not a CCO, but a Medicaid managed mental health care organization. GOBHI members were 
not explicitly sampled, so the number of responses was too small to perform any MHO-specific 
analyses. 
Note: Surveys sent exclude opt-outs and bad addresses. 
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Table 2 presents the YSS-F survey response rate by the type of facility in which 
the respondent’s child or young person received treatment.  


 
Table 2. YSS-F Response Rate by Treatment Setting.  
  


Setting Number of 
responses Number surveys sent Response rate (%) 


Outpatient 3,081 13,113 23 


Psychiatric Day 70 291 24 


Psychiatric Residential 61 390 16 


Total 3,212 13,794 23 


Note: Surveys sent exclude opt-outs and bad addresses. All surveys were sent to the most current 
address on file for the child or youth, so the caregiver/respondent could have been the foster parent, 
residential facility administrator, caseworker, or other adults currently living with the child.  
 


Table 3 shows response rates by member demographics as they are noted in 
Medicaid enrollment data. Response rates were similar between the gender, 
age groups, and race categories (around 23% or 24%). Recipients of the English 
language survey had a higher response rate than recipients of the Spanish 
language survey (23% vs. 16%). Recipients of the English language survey 
whose primary language was not English returned a survey had the highest 
response rate at 25%.  


  
Table 3. YSS-F Response Rate by Demographic Characteristics. 
 


Categories   Characteristics Number of 
responses 


Number of 
surveys sent 


Response 
rate (%) 


Gender Female 1,573 6,544 24 


Gender Male 1,639 7,250 23 


Age group 0–5 322 1,302 25 


Age group 6–12 1,547 6,594 23 


Age group 13–17 1,343 5,898 23 
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Categories   Characteristics Number of 
responses 


Number of 
surveys sent 


Response 
rate (%) 


Race Non-white 508 2,114 24 


Race White (Caucasian) 2,096 8,715 24 


Race Race unknown 608 2,965 21 


Location of residence Rural 1,168 5,137 23 


Location of residence Urban 2,016 8,492 24 


Location of residence Unknown 28 165 17 


Language English 1,982 8,525 23 


Language Spanish 175 1,126 16 


Language Other 1,055 4,143 25 


Note: Surveys sent exclude opt-outs and bad addresses.  
All demographic information comes from state Medicaid enrollment data. 


 


Respondent Race and Ethnicity 


Neither race nor ethnicity are required fields in Medicaid enrollment forms, 
and as a result this information is missing for many Medicaid enrollees in the 
state’s dataset. Obtaining accurate information about enrollee’s race and 
ethnicity is an important tool in addressing health equity. The survey asked 
respondents to self-identify their race and ethnicity, enabling comparison 
between state data and self-reported data. Figure 1 shows these results.  


Among YSS-F respondents, ethnicity was consistent between state data and 
self-reported data for 75% of respondents (25% did not match). Overall, state 
ethnicity data overestimates the number of non-Hispanic enrollees.  


Race categories on the Medicaid enrollment form do not match race categories 
on the survey. To facilitate the best comparison, responses from the survey 
question allowing multiple race selections was used, and respondents who 
selected multiple races were rolled into a “multiracial” category. Race was 
consistent between state data and self-reported data for 57% of respondents, 
and did not match for 43%. Overall, state race data overestimates the number of 
white enrollees.  
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Figure 1. Comparison of State-Recorded and Self-Reported Race and Ethnicity Data, by 
Respondent. 
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Domain Satisfaction 


The satisfaction according to domain represents the percentage of respondents 
who were satisfied in that domain (see Methodology, page 9, for further 
explanation).  


Figure 2 shows that overall, the percentages of respondents satisfied in each 
domain have remained relatively stable over the past five years. Satisfaction in 
all domains increased slightly in 2016, while the percentages of respondents 
satisfied in the cultural sensitivity, social connectedness and treatment 
outcomes domains have trended significantly upwards since 2012.  
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Figure 2. 2012−2016 Comparison of YSS-F Domain Satisfaction. 


 
*Indicates statistically significant upward or downward trend (p<.05) over time for that domain. 
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Domain satisfaction according to treatment setting 


Figure 3 shows the 2016 satisfaction by domain, with 95% confidence intervals 
(CIs), by treatment setting. The CI indicates the upper and lower limits within 
which the score would be expected to fall 95 times if 100 identical surveys were 
conducted.  


The percentage of caregivers satisfied decreased as level of care increased in the 
appropriateness, treatment outcomes, and daily functioning domains, while a 
greater percentage of caregivers of children and youth in psychiatric day 
treatment reported satisfaction in the participation, cultural sensitivity, and 
social connectedness domains. To test for statistical significance, the psychiatric 
residential and psychiatric day treatment groups were combined and compared 
against the outpatient group. A significantly smaller percentage of caregivers of 
children and youth in psychiatric residential treatment were satisfied with 
access.  


The following notable trends were observed over the past five years: 


• Outpatient treatment settings: The percentage of caregivers that were 
satisfied in the social connectedness domain has significantly increased in 
the last five years. Satisfaction in all other domains has remained stable. 


• Psychiatric day treatment settings: The percentage of caregivers that were 
satisfied in the access and social connectedness domains has significantly 
increased in the last five years. Satisfaction in all other domains has varied 
over the years, without a significant upward or downward trend. 


• Psychiatric residential treatment settings: The percentage of caregivers 
that were satisfied in the treatment outcomes and daily functioning 
domains has significantly increased in the last five years. Satisfaction in all 
other domains has varied over the years without a significant upward or 
downward trend. 
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Figure 3. Domain Satisfaction by Treatment Setting with 95% Confidence Intervals. 


 
*Indicates a statistically significant difference (p<.05) between treatment settings. 
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Domain satisfaction according to CCO 


Table 4 shows the 2016 percentage of respondents satisfied in each domain, with 
the 95% confidence interval displayed, according to CCO. Note that the survey 
questions asked respondents to rate their satisfaction with services delivered by 
contracted service providers, not satisfaction with the CCO itself.  


Because GOBHI MHO was not sampled, not enough responses were received to 
present the mental health organization’s results (n=16).  


The percentage of satisfied respondents in each CCO was compared against all 
other CCOs combined. Some notable findings include: 


• CPCCO had significantly fewer satisfied respondents in the 
appropriateness, cultural sensitivity, and daily functioning domains than 
all other CCOs. 


• PHJC had significantly fewer satisfied respondents in the appropriateness 
domain than all other CCOs, although satisfaction was lower in CPCCO.  


• FamilyCare had significantly more satisfied respondents in the 
appropriateness and participation domains.  


• EOCCO had significantly fewer satisfied respondents in the participation 
domain than all other CCOs combined.  


• Significantly fewer FFS respondents were satisfied with access when 
compared to all other CCOs, while IHN had significantly more satisfied 
respondents in the access domain than all other CCOs combined.  


• CHA and UHA had significantly fewer satisfied respondents in the social 
connectedness domain. 
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Table 4. Domain Satisfaction by CCO, with 95% CI, 2016. 
 


CCO Appropriateness 
(CI) 


Treatment 
Outcomes 


(CI) 


Participation 
(CI) 


Cultural 
Sensitivity (CI) Access (CI) 


Social 
Connectedness 


(CI) 


Daily 
Functioning    


(CI) 


AllCare 76 (69-84) 65 (56-73) 86 (79-92) 87 (81-93) 81 (74-88) 88 (82-94) 65 (56-73) 


CHA 64 (53-76) 63 (52-75) 77 (67-87) 89 (81-96) 84 (75-93) 80 (71-90)* 61 (50-73) 


CPCCO 54 (42-66)* 52 (40-64) 68 (56-79)* 80 (70-90)* 74 (63-85) 83 (74-92) 49 (37-61)* 


EOCCO 70 (61-79) 60 (51-70) 75 (66-83)* 87 (81-94) 83 (75-90) 87 (80-93) 60 (51-70) 


FamilyCare 79 (75-82)* 67 (62-71) 88 (85-91)* 93 (90-95) 76 (72-80) 91 (88-94) 64 (60-69) 


Health Share 71 (68-75) 63 (59-66) 85 (82-87) 93 (91-95) 76 (72-79) 89 (86-91) 63 (59-66) 


IHN 78 (73-84)* 67 (60-73) 84 (79-89) 95 (92-98) 82 (76-87)* 91 (87-95) 65 (58-71) 


JCC 72 (61-83) 64 (52-76) 75 (64-86) 95 (90-100) 79 (69-89) 88 (79-96) 61 (49-73) 


PCS-CO 74 (66-81) 64 (56-72) 80 (73-87) 95 (91-99) 78 (71-85) 92 (87-96) 63 (55-71) 


PCS-CG 79 (68-90) 69 (57-82) 88 (79-97) 94 (88-100) 67 (55-80) 84 (74-94) 71 (59-83) 


PHJC 58 (42-74)* 59 (44-75) 74 (60-88) 95 (87-100) 81 (68-93) 87 (76-98) 59 (44-75) 


TCHP 71 (66-75) 66 (61-71) 82 (78-86) 89 (86-93) 72 (67-76) 90 (87-93) 66 (61-71) 


UHA 70 (57-83) 51 (37-65) 79 (67-90) 89 (81-98) 85 (75-95) 79 (67-90)* 49 (35-63) 


WOAH 75 (64-86) 59 (46-72) 79 (68-89) 87 (78-96) 73 (61-85) 94 (88-100) 63 (50-75) 


WVCH 74 (70-79) 65 (60-70) 84 (80-87) 90 (87-93) 72 (67-76) 88 (85-91) 62 (57-67) 


YCCO 64 (53-75) 59 (48-70) 84 (76-92) 87 (79-94) 76 (66-86) 85 (77-93) 59 (48-70) 


FFS 69 (63-75) 59 (53-65) 82 (77-86) 88 (84-92) 69 (63-74)* 89 (85-93) 59 (53-65) 
*Indicates statistically significant difference (p<.05) between CCO and other CCOs grouped together.
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Demographic Comparisons 
Domain satisfaction by child’s or young person’s age 


Caregivers’ satisfaction scores were clustered into groups based on the current 
age of the child or young person who had received services: 0–5, 6–12, and 13–17. 
Key findings are listed below: 


• Ages 0–5: Significant increase in the last five years in the percentage of 
respondents satisfied in the cultural sensitivity and participation domains. 
All other domains remained consistent. 


• Ages 6–12: Significant increase in the last five years in the percentage of 
respondents satisfied in the social connectedness domain. All other 
domains remained consistent.  


• Ages 13–17: Significant increase in the last five years in the percentage of 
respondents satisfied in the treatment outcomes domain. All other 
domains remained consistent.  


Consistent with previous years, caregivers of youth ages 13–17 were the least 
satisfied in all domains.  
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Domain satisfaction by child’s or young person’s gender 


Domain satisfaction according to gender was similar between boys and girls. 
Over the last five years, a significantly increasing percentage of caregivers of 
girls reported satisfaction in the treatment outcomes and access domains, while a 
significantly increasing percentage of caregivers of boys reported satisfaction in 
the social connectedness domain (see Figures 4 and 5).  


From 2012 to 2016, a significantly increasing percentage of caregivers of girls was 
satisfied with treatment outcomes and access. Other domains varied slightly year 
to year, with most increasing in 2016, though not significantly.  


 


Figure 4. 2012–2016 Domain Satisfaction by Child or Young Person’s Gender: Female. 


 


*Indicates a statistically significant upward or downward trend (p<.05) for that domain. 
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Figure 5. 2012–2016 Domain Satisfaction by Child’s or Young Person’s Gender: Male. 


 


*Indicates a statistically significant upward or downward trend (p<.05) for that domain. 
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Domain satisfaction by rural/urban residence 


Caregivers were classified as rural or urban based on the ZIP code of their 
current residence, even though their children may have received mental health 
services in another ZIP code. Classifications came from the Oregon Office of 
Rural Health.  


Figures 6 and 7 display the 2012–2016 results of respondent satisfaction by place 
of residence. As in previous years, more caregivers in urban areas were satisfied 
in every domain than caregivers in rural areas. There have not been any 
significant changes in satisfaction in the last five years among caregivers in rural 
areas. Among caregivers in urban areas, however, the percentage of satisfied 
respondents has significantly increased in the treatment outcomes, participation, 
and social connectedness domains.  
  


Figure 6. 2012–2016 Domain Satisfaction by Residence: Rural. 


 


There were no statistically significant trends. 
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Figure 7. 2012–2016 Domain Satisfaction by Residence: Urban. 


 


*Indicates a statistically significant upward or downward trend (p<.05) for that domain. 
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Domain satisfaction by child’s or young person’s race  
Even though race information was self-reported this year, the results presented 
below are based on the state’s MMIS data to allow comparison with the previous 
four years (self-reported race data were used for the first time in the 2015 survey 
analysis). Using race information provided on children’s and youth’s Medicaid 
enrollment form, we examined domain satisfaction according to identified race 
in 2016. There were no significant differences in the percentage of respondents 
indicating satisfaction between race groups on any domain.  


We also examined changes over the last five years in reported satisfaction by 
race. There were fewer than 30 respondents indicating Asian, Native Hawaiian 
or Other Pacific Islander, or Unknown race in at least one year; therefore, those 
groups have been excluded from the figures below (Figures 8–14).  


Key findings include: 


• American Indian or Alaskan Native: Significantly fewer respondents have 
been satisfied in the Treatment Outcomes and Daily Functioning domains 
over the last five years.  


• White: Significantly more respondents have reported satisfaction in the 
Treatment Outcomes, Participation, Social Connectedness, and Daily 
Functioning domains over the last five years.  


• Black or African American: Significantly more respondents have reported 
satisfaction in the Social Connectedness and Access domains over the last 
five years.  


In 2016, respondents were asked to identify their racial and ethnic identity in 
three separate questions: the first to identify ethnicity, the second to identify as 
many race categories as apply, and the third to identify a single race category. 
The second question, which provided the option to select more than one race 
category, is especially illuminating because respondents with more than one race 
identity have the lived experience of each race, and identifying respondents 
accurately is a critical component of improving the equity of services. As we 
gather additional years of survey data with self-reported race information we 
will use this self-report to examine results over time.  
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Figure 8. 2012–2016 Domain Satisfaction by Race: Appropriateness. 


 


 


 


Figure 9. 2012–2016 Domain Satisfaction by Race: Treatment Outcomes. 


 


*Indicates a statistically significant upward or downward trend (p<.05) for that race group.  
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Figure 10. 2012–2016 Domain Satisfaction by Race: Participation. 


 


*Indicates a statistically significant upward or downward trend (p<.05) for that race group. 
 


Figure 11. 2012–2016 Domain Satisfaction by Race: Cultural Sensitivity. 


 


There were no statistically significant trends. 
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Figure 12. 2012–2016 Domain Satisfaction by Race: Access. 


 
*Indicates a statistically significant upward or downward trend (p<.05) for that race group. 
 


Figure 13. 2012–2016 Domain Satisfaction by Race: Social Connectedness. 


 
  


*Indicates a statistically significant upward or downward trend (p<.05) for that race group. 
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Figure 14. 2012–2016 Domain Satisfaction by Race: Daily Functioning. 


 
  


*Indicates a statistically significant upward or downward trend (p<.05) for that race group.
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Domain satisfaction by ethnicity 


Even though ethnicity information was self-reported this year, the results 
presented below are based on the state’s MMIS data to allow comparison with 
the previous four years (self-reported race data were used for the first time in the 
2015 survey analysis). Figures 15–21 display the percentage caregivers of 
Hispanic children and youth and caregivers of non-Hispanic children and youth 
who were satisfied in that domain for 2012 to 2016. Also included are those who 
did not select ethnicity or indicated their ethnicity as unknown.  


Key findings include: 


• Caregivers of Hispanic or Latino(a) children and youth were slightly more 
satisfied in most domains in 2016. 


• Satisfaction among Hispanic respondents has decreased in several 
domains. Significantly fewer respondents with Hispanic or Latino(a) 
children and youth have been satisfied with appropriateness, treatment 
outcomes, access, and daily functioning over the last five years. 


• Satisfaction among non-Hispanic respondents has increased in many 
domains. Significantly more respondents with non-Hispanic children and 
youth have been satisfied with treatment outcomes, participation, cultural 
sensitivity, access, social connectedness, and daily functioning over the last 
five years.  
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*Indicates a statistically significant upward or downward trend (p<.05) for that ethnic group. 
 
 


Figure 16. 2012–2016 Domain Satisfaction by Ethnicity: Treatment Outcomes. 


  


*Indicates a statistically significant upward or downward trend (p<.05) for that ethnic group. 


Figure 15. 2012–2016 Domain Satisfaction by Ethnicity: Appropriateness. 
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Figure 17. 2012–2016 Domain Satisfaction by Ethnicity: Participation. 


 


*Indicates a statistically significant upward or downward trend (p<.05) for that ethnic group. 


 


Figure 18. 2012–2016 Domain Satisfaction by Ethnicity: Cultural Sensitivity. 


 


*Indicates a statistically significant upward or downward trend (p<.05) for that ethnic group. 
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Figure 19. 2012–2016 Domain Satisfaction by Ethnicity: Access. 


 
*Indicates a statistically significant upward or downward trend (p<.05) for that ethnic group. 


 
 
Figure 20. 2012–2016 Domain Satisfaction by Ethnicity: Social Connectedness. 


 


*Indicates a statistically significant upward or downward trend (p<.05) for that ethnic group. 
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Figure 21. 2012–2016 Domain Satisfaction by Ethnicity: Daily Functioning. 


 
*Indicates a statistically significant upward or downward trend (p<.05) for that ethnic group. 
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Domain satisfaction by survey language 


Spanish-speaking mental health recipients received a survey in Spanish. All 
others received a survey in English. (The English and Spanish versions of the 
survey are presented in Appendix B.) As shown in Figures 22–28, a larger 
percentage of Spanish-speaking respondents reported satisfaction in all domains 
except social connectedness in 2016, which is consistent with previous years.  


• Satisfaction among English-speaking respondents has increased 
significantly in the participation, access, and social connectedness domains 
over the last five years.  


• Satisfaction with cultural sensitivity increased significantly among 
Spanish-speaking respondents, and declined significantly in the daily 
functioning domain over the last five years.  


 


Figure 22. 2012–2016 Domain Satisfaction by Language: Appropriateness. 


 
There were no statistically significant trends.  
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Figure 23. 2012–2016 Domain Satisfaction by Language: Treatment Outcomes. 


 
There were no statistically significant trends. 


 
Figure 24. 2012–2016 Domain Satisfaction by Language: Participation. 


 


*Indicates a statistically significant upward or downward trend (p<.05) for that language group. 
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Figure 25. 2012–2016 Domain Satisfaction by Language: Cultural Sensitivity. 


 


*Indicates a statistically significant upward or downward trend (p<.05) for that language group. 


 
Figure 26. 2012–2016 Domain Satisfaction by Language: Access. 


 


*Indicates a statistically significant upward or downward trend (p<.05) for that language group. 
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Figure 27. 2012–2016 Domain Satisfaction by Language: Social Connectedness. 


 


*Indicates a statistically significant upward or downward trend (p<.05) for that language group. 


 
Figure 28. 2012–2016 Domain Satisfaction by Language: Daily Functioning. 


 


*Indicates a statistically significant upward or downward trend (p<.05) for that language group. 
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Analyses of State-Added Questions 
In addition to analyzing the data on YSS-F performance domains, HealthInsight 
Oregon analyzed responses to the survey questions related to service 
coordination, school attendance, arrest history, use of alcohol or drugs, service 
plans (treatment plans), primary health care providers and health status, 
psychotropic medication use, and history of trauma. The following tables and 
charts summarize these results. 
 
Receiving services 


At the time of survey completion, 1,857 (60%) of respondents indicated that their 
child was still receiving mental health services; 1,149 (37%) were not receiving 
mental health services; and 98 (3%) did not know.  


Respondents whose child was no longer receiving mental health services were 
asked to indicate why they were not receiving services. Figure 29 presents these 
results.  
 
Figure 29. Reasons Why Child or Young Person No Longer Receiving Services (n=1,149). 
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Respondents who selected “Other” were given open space to elaborate. A 
qualitative analysis indicated that access issues, having time to attend sessions 
and scheduling issues, and the child’s or young person’s refusal to attend were 
the most common reasons that service was discontinued. Payment issues, 
resolution of issues, summer break, insurance changes, and age were also cited 
as reasons for no longer receiving services.  


 
Coordination of services 


Many children and youth receiving mental health services and supports also 
receive services and supports from other agencies and providers including child 
welfare, the Oregon Youth Authority, juvenile justice, special education, services 
to persons with developmental disabilities, substance abuse treatment, and 
physical health care providers. In 2016, 1,816 (57%) respondents indicated that 
their child had received services and supports from other agencies. Of those, 881 
(49%) received services from one additional agency; 549 (30%) received services 
from two additional agencies; and 386 (21%) received services from three or 
more additional agencies.   


OHA’s System of Care Wraparound Initiative uses coordinated, community-
based services to provide individualized care for youth with complex behavioral 
health needs who are involved in multiple systems.4 Of 3,060 respondents, 356 
(12%) reported that their child was served under the system of care/wraparound 
process; 871 (29%) reported that their child was not served; and 1,833 (60%) did 
not know if their child was served. Figure 30 displays the percentages of 
caregivers who identified their children as receiving one or more of these 
services in 2016, according to whether that child or young person was served 
under the system of care/wraparound process. 


As expected, caregivers of children and youth who were served under the 
system of care/wraparound process reported more involvement with multiple 
state agencies than caregivers whose children were not served under the 
wraparound process. Notably, more children and youth served under the system 


                                              
4 Oregon Health Authority. System of Care Wraparound Initiative, Oregon Health Plan. February 2016. Available at: 
https://www.oregon.gov/oha/amh/ChildMHProviderSWCIDocs/SOCWI%20-%20Guidance%20Document.pdf. 
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of care/wraparound process saw more than one mental health provider (45% vs. 
15%), a child welfare worker (31% vs. 13%), a special education teacher (57% vs. 
26%), a developmental disabilities worker (24% vs. 8%), and a physical health 
provider (64% vs. 45%).  
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Figure 30. Percentage of Caregivers whose Children Received Services from Specific State-Funded, Non-Mental Health 
Agencies/Systems, According to whether that Child Was Served by Wraparound, 2016. 
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Relatively few respondents reported that the child or young person needed but 
did not receive services from specific service agencies, ranging from 0.41% (n=12) 
for a development disabilities worker to 1.61% (n=47) for juvenile justice.  


 
Satisfaction with coordination between systems 


The survey asked caregivers to indicate their satisfaction with the way their 
child’s most recent mental health provider and other providers worked together 
to help their child.  
Figure 31 shows the percentages of caregivers in 2016 who were either “strongly 
satisfied,” “satisfied,” or “somewhat satisfied” with the way their child’s mental 
health services provider and other providers worked together. Caregivers of 
children and youth served and not served by wraparound were similarly 
satisfied with coordination of services in most areas.  
 
Figure 31. Percent of Caregivers Satisfied with Coordination of Agency-Specific Services for 
Children and Youth, 2016.  
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A follow-up question asked dissatisfied respondents to elaborate on why they 
were dissatisfied with the willingness of the mental health provider and other 
providers to work together. A qualitative analysis indicated that lack of 
communication and unwillingness to reach out to others were common. In some 
cases, when the child or young person was receiving services from multiple 
providers, the caregiver was frustrated that the multiple providers didn’t talk or 
share chart notes, resulting in inconsistency. Other times the caregiver was 
frustrated that the mental health provider didn’t initiate contact with other 
service providers to help get the child or young person set up with services. 
Responses often tied in to dissatisfaction with the mental health provider.  


Table 5 presents the percentage of respondents who were satisfied with the way 
the child’s or young person’s mental health services provider and other 
providers worked together according to CCO in 2016. (Note: The number of 
respondents by CCO is the maximum that responded to any one question; the 
actual number of responses varies according to service type. The survey did not 
ask respondents about satisfaction with the CCO, only service providers.) 
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Table 5. Percent (n) of Responders Satisfied with Coordination of Agency-Specific Services by CCO, 2016. 
 


CCO** 
Another 


mental health 
provider* 


A child 
welfare 
worker* 


Oregon 
Youth 


Authority* 


Juvenile 
Justice* 


Special 
education 


teacher 


Development 
disabilities 


worker* 


Alcohol or 
drug 


treatment* 


Physical 
health 


provider 


AllCare (n=71) 92 84 81 79 86 90 71 92 


CHA (n=31) 79 78 73 75 93 86 79 90 


CPCCO (n=43) 84 77 65 76 83 68 70 91 


EOCCO (n=61) 85 67 69 69 74 65 68 84 


FamilyCare (n=254) 94 92 91 91 92 94 93 95 


Health Share (n=392) 88 83 82 81 89 85 78 91 


IHN (n=121) 96 86 87 89 85 89 91 97 


JCC (n=36) 67 77 76 75 73 60 76 84 


PCS-CO (n=65) 98 80 83 86 85 89 82 95 


PCS-CG (n=32) 97 100 89 89 93 88 100 100 


TCHP (n=196) 89 83 88 88 86 81 86 91 


WOAH (n=34) 94 92 91 90 93 86 89 94 


WVCH (n=198) 88 79 81 79 89 85 79 91 


YCCO (n=41) 84 71 80 75 81 78 76 93 


FFS (n=149) 90 78 74 74 84 80 72 89 
*Indicates statistically significant difference (p<.05) between CCOs. 
**PHJC and UHA are not included in order to protect respondents’ privacy because their sample size was less than 30.  
Also, GOBHI is not included because GOBHI members were not explicitly sampled; therefore, the number of responses was too small to perform 
any MHO-specific analyses. 
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Caregivers’ expectations about the results of children’s and youth’s mental health treatment 


The 2016 survey asked family members about the expectations and hopes they 
held when their children began mental health treatment, and whether the 
treatment results met those expectations. As Figure 32 shows, the most frequent 
expectations were that the child or young person would: 


• Feel better about himself/herself (74%) 


• Become happier (71%) 


• Become less anxious or fearful (70%) 


Among respondents with each expectation, we tabulated how many got the 
result they were expecting. The most frequently met expectations were that the 
child or young person: 


• Became less anxious or fearful (61%)  


• Became happier (61%) 


• Felt better about himself/herself (60%) 


The largest discrepancies between expectations and results were in the self-harm 
and substance use areas.  


• Stop or reduce use of drugs or alcohol (7% expectation, 48% result) 


• Start or continue a program of recovery (11% expectation, 50% result) 


• Stop hurting himself or herself (23% expectation, 54% result) 


• Stop hurting others (17% expectation, 36% result) 
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Figure 32. Expectations for the Child’s or Young Person’s Mental Health Treatment (N=3,212), and Results of Mental Health 
Services. “I expected my child would…” 
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Child’s or young person’s service plan 


Service plans are individualized treatment plans completed before services begin 
that include the level of care to be provided, projected treatment timelines, 
personnel involved and treatment objectives. Plans should be created with 
participation from youth and their families and include “services and supports 
that will be used to meet the treatment objectives.” (See Oregon Administrative 
Rule [OAR] 309-022-0140 for all required elements.)5  
The survey asked whether the child’s or young person’s service plan supported 
the child’s and caregiver’s culture and language. A majority that responded to 
the question agreed or strongly agreed that the plans did (Table 6). Results were 
consistent with 2015 findings.  
 
Table 6. Child's or Young Person’s Individual Services and Supports Plan Supports the 
Following: 


 


Strongly 
Agree/ 
Agree 


Strongly 
Agree/ 
Agree 


Undecided Undecided 
Strongly 


Disagree/ 
Disagree 


Strongly 
Disagree/ 
Disagree 


Options 2015 2016 2015 2016 2015 2016 


Considered and included 
my cultural values in my 
child's care  


77 82 20 16 3 2 


Communicated effectively 
in my primary language  93 95 5 4 2 2 


Communicated effectively 
in my child's primary 
language  


93 96 5 4 1 1 


Made me feel welcome 
and comfortable when I 
spoke to them  


89 91 7 6 4 3 


 


                                              
5 Oregon Administrative Rules: http://arcweb.sos.state.or.us/pages/rules/oars_300/oar_309/309_022.html. 
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Health status 


Health status in childhood and adolescence is a major determinant of adult 
health status. The state has incentivized CCOs to provide annual wellness visits 
for adolescents and ensure all children and youth are up to date on vaccinations, 
among other childhood health initiatives.  


Figure 33 shows that children and youth with excellent and very good health 
status are more likely to have a primary care health provider or other 
practitioner who provides check-ups, routine medical care and advice (PCP). 
Overall, 66% of caregivers reported that their child had excellent or very good 
health status; of these, 95% reported that their child had a primary health care 
provider. Among children and youth with good health status, 92% had a 
primary health care provider; as did 86% of those with fair health status, and 
81% of those with poor health status.  
 
Figure 33. Presence of a Primary Health Care Provider or Other Practitioner, According to 
Child’s or Young Person’s Health Status.   
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Psychotropic medications 


Oregon has taken a number of steps to address the use of psychotropic 
medications in children. For example, in 2012 OHA was awarded a technical 
assistance grant from the Center for Health Care Strategies which aimed to 
reduce the use of antipsychotic medications for unapproved indications and 
minimize polypharmacy use for children in foster care. Another initiative, the 
Oregon Psychiatric Access Line about Kids, provides free child psychiatric phone 
consultations to primary care providers in Oregon.6,7  
Caregivers were asked three questions about psychotropic medications that were 
prescribed for their children or youth while they were receiving treatment from 
their current (or most recent) mental health services provider. As Figure 34 
shows, the percentage of caregivers who reported that psychotropic medications 
were prescribed for the child or young person trended significantly downward 
over the last five years from 38% in 2012 to 31% in 2016. Of those whose child 
received psychotropic medications, the percentage who understood the benefits 
and side effects remained fairly consistent (94% to 95%), as has the percentage 
who thought the medications helped their child (77% to 73%).  
 


                                              
6 Presentation: Improving the Use of Psychotropic Medications in Children and Youth in Foster Care. December 
2015 Update. Available at: http://www.oregon.gov/oha/pharmacy/CCOPharmacyDirectors/Presentation%20-
Improving%20prescribing%20practices%20122015.pdf.   
7 OHSU School of Medicine, Department of Psychiatry. Oregon Psychiatric Access Line about Kids (OPAL-K). 
http://www.ohsu.edu/xd/education/schools/school-of-medicine/departments/clinical-
departments/psychiatry/divisions-and-clinics/child-and-adolescent-psychiatry/opal-k/index.cfm. 


Section VIII Page605







2016 Oregon YSS-F and YSS Report – YSS-F Results 


 


54  HealthInsight Oregon 


 


Figure 34. Psychotropic Medications Prescriptions, 2012–2016. 


 
*Indicates a statistically significant upward or downward trend (p<.05) for that question. 
 
 
School attendance 


A common goal of mental health treatment is to improve functioning of the child 
or young person in order to improve school attendance and thereby school 
success. The YSS-F survey asked caregivers several questions about school 
attendance, suspensions, and expulsions.  


There were 446 (15%) respondents who reported that their child did not attend a 
public or private school during the time they were served by their most recent 
mental health services provider and were excluded from these analyses. 


In the time since the child or young person started to receive mental health 
services, 40% of respondents indicated that the number of days their child had 
been in school was about the same; 24% reported an increase in school days; and 
7% reported a decrease in school days. The remaining 30% of respondents said 
the question did not apply for the following reasons: 


• Child had no problem with attendance before starting school (86%) 
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• Other (8%) 


• Child is too young to be in school (0.7%) 


• Child is home schooled (3%) 


• Child dropped out of school (2%) 


• Child was expelled from school (0.4%) 


As Figure 35 shows, the percentage of respondents who indicated that their child 
was suspended before or after receiving mental health services declined from 
14% to 11%. The percentage of respondents who indicated that the child or 
young person was expelled before or after receiving mental health services 
remained stable at 3%.  


 


Figure 35. School Suspensions or Expulsions Pre- and Post-Service Initiation. 
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Mental health crisis 


A mental health crisis is an unfortunate, but not uncommon experience of 
children and youth with a mental health diagnosis. State law dictates that service 
plans, required for each member, must include “proactive safety and crisis 
planning.”8  


Figure 36 shows that during the time the child or young person was seeing his or 
her most recent mental health services provider, 25% needed assistance as the 
result of a mental health crisis. Of these, 65% of caregivers were satisfied with the 
way the mental health provider assisted them. Over the last four years, the 
percent of caregivers reporting that their child had a mental health crisis has 
shown a significant downward trend from 26% to 25%, while the percent of 
caregivers who were satisfied with the mental health provider’s response has 
also shown a significant downward trend from 68% to 65%. 
 


                                              
8 OAR 309-022-0140(3)(e), Service Planning and Coordination. Available at: 
http://arcweb.sos.state.or.us/pages/rules/oars_300/oar_309/309_022.html.   
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Figure 36. Mental Health Crisis and Provider Assistance. 
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Youth’s arrest history 


Improved management of a young person’s behavioral health symptoms should 
lead to a reduction in arrests and other encounters with police.  


• 13% of respondents indicated that their child has ever had an encounter 
with the police, including being arrested, hassled by police, or taken by the 
police to a shelter or crisis program 


• 2% were uncertain 
• 85% reported that their child had never had an encounter with police 


Of respondents whose children or youth had ever encountered the police, 21% 
reported that encounters with the police had stayed the same after their child 
began receiving mental health services; 65% reported a decrease in encounters; 
and 14% reported an increase in encounters (Figure 37). 
Among respondents whose child had ever encountered the police, 27% reported 
that their child was arrested before starting treatment and 15% reported an arrest 
after starting treatment.  
 


Figure 37.  Youth's Encounters with Police since Receiving Mental Health Treatment, Ages 
14–18. "Since your child began to receive mental health services from this provider, have 
his or her encounters with the police…" 
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Alcohol and drug use 


For some youth, mental illness and substance use disorder occur simultaneously. 
These co-morbidities can be complex to address, but must be addressed together 
to increase the odds of improvement for the young person and their family.  


As shown in Figure 38 below, 23% of caregivers of youth ages 13–17 believed 
that their child either has used or now uses alcohol or drugs. While similar to 
2015, this is an increase from 19% in 2014 when this question was modified to its 
current form. Of these, fewer than half (44%) reported that their child had 
received treatment or other help, and of those who did receive help, 61% thought 
the treatment or other help provided what the young person needed. The survey 
did not allow respondents to elaborate on what other help youth may have 
received. 


 
Figure 38. Status Substance Abuse Treatment for Youth Ages 13–17. 
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History of trauma 


For many children and youth, a history of trauma is interwoven with their 
mental illness. The YSS-F survey defined trauma as: “Individual trauma results 
from an event, series of events, or set of circumstances that is experienced by an 
individual as physically or emotionally harmful or life threatening and that has 
lasting adverse effects on the individual’s functioning and mental, physical, 
social, emotional, or spiritual well-being.”  


Providers must screen for trauma and include trauma-informed services in 
behavior support plans.9 As Figure 39 shows, 58% of respondents said their child 
was asked if they had a history of trauma. If the child or young person had 
experienced serious trauma, 53% of respondents felt the problems related to this 
trauma were adequately addressed during treatment.  
 
Figure 39. Provider Asking About Trauma; Trauma Addressed in Treatment.  


 


                                              
9 OARs 309-022-0135 and 309-022-0165. Available at: 
http://arcweb.sos.state.or.us/pages/rules/oars_300/oar_309/309_022.html.   
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Housing stability 


Housing instability, especially for children and youth, can cause stress and, 
therefore, an aggravation of mental health symptoms. Caregivers were asked 
how many times in the last three years their child had changed residence (for 
example, moved from one house to another house, or moved from home to 
residential treatment). More than half (58.8%) reported at least one move in the 
last 3 years. The average number of moves was 2.3 (standard deviation 1.6), with 
a maximum of 16 moves. 
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2016 YOUTH SERVICES SURVEY RESULTS 
The YSS measures young people’s perceptions of the mental health services they 
receive in five performance domains: 


• Access to Services: service location, frequency and availability of 
appointments, and responsiveness of staff 


• Appropriateness of Services: general satisfaction, someone for child to 
talk to, had providers that stuck with them, received the right services, and 
received the right quantity of services  


• Cultural Sensitivity: staff respect of client, family, cultural/ethnic 
background, and religious/spiritual beliefs 


• Participation in Treatment: client’s participation in determining treatment 
goals and comfort asking questions 


• Treatment Outcomes: client’s ability to deal with problems and crisis, 
control life, relationships with family, functioning in social situations and 
school or work, housing, and reduction in symptoms 


Like the YSS-F, the YSS includes a cluster of questions designed to assess young 
people’s perceptions of different aspects of access, appropriateness, cultural 
sensitivity, participation, and outcomes. For example, responses to two 
statements measure the perception of access to services: 


• “The location of services was convenient.” 
• “Services were available at times that were convenient for me.” 


These questions are similar to those used in the YSS-F to evaluate access. 
Each question uses a 5-point Likert scale, with responses ranging from “Strongly 
Agree” (5) to “Strongly Disagree” (1). Domain scores are calculated with the 
same methodology as used for the YSS-F. The comparable approach of the two 
surveys makes it possible to compare the responses of young respondents with 
those of their caregivers, both for individual questions and for overall domain 
scores.  
In order to gain more insight into the population’s satisfaction with mental 
health services, HSD added survey items. The YSS includes additional questions 
about: 


• current and past living arrangements 
• utilization of physical health care services 
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• school absenteeism 
• what has been helpful about the services the young person responding has 


received and what would improve services 


As designed by the MHSIP, the YSS instrument contains 38 questions. Oregon’s 
HSD modified the YSS instrument slightly, removing questions about the 
respondent’s Medicaid status (not necessary because the survey was sent only to 
Medicaid enrollees) and adding a “Not applicable” option for the first 21 
questions.  


According to the MHSIP, the YSS is appropriate for young people ages 13 to 18. 
Using the sample provided for the YSS-F, HSD identified young people who 
were at least 14 years of age during the period they were in treatment, and 
assigned these respondents to the same categories (outpatient, psychiatric 
residential, and psychiatric day treatment) as used in the YSS-F. No sample size 
criteria were applied for the YSS; rather the YSS sample is pulled directly from 
the YSS-F sample. YSS results by CCO are not presented in this report because 
more than half of the CCOs had fewer than 30 respondents, the threshold below 
which results are suppressed to maintain the respondents’ confidentiality.  


The YSS questionnaire was fielded in English and Spanish, according to the 
young person’s primary language on file in MMIS. Both survey versions are 
presented in Appendix A. 


 
Survey Response 


HealthInsight Oregon mailed an introductory letter to 5,714 young people in 
May 2016. Three quarters (75%) of the YSS surveys were completed online in 
2016, an increase in online submissions over previous years. Respondents were 
incentivized with a $10 gift card for completing the survey online. As of 
September 15, the day when data entry ended, 1,025 surveys had been received 
from among 4,672 sent to valid addresses, for an overall response rate of 22%. 
Mental health recipients who refused or opted out of the survey were excluded 
from the denominator for response rate calculations.  


Table 7 shows the response rate by treatment setting. The outpatient group had 
the highest response rate at 23% while the psychiatric residential and psychiatric 
day groups were notably lower at 13%. Due to low population numbers in the 
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psychiatric day treatment and psychiatric residential groups, domain scores are 
not broken down by treatment setting except where noted.  


 
Table 7. YSS Response Rate by Treatment Setting. 
 


Setting Number of 
responses 


Number of 
surveys sent Response rate (%) 


Outpatient 980 4,317 23 


Psychiatric Day 8 61 13 


Psychiatric Residential 37 294 13 


Total 1,025 4,672 22 
Note: surveys sent exclude opt-outs and bad addresses. 


 
As shown in Table 8, response rates were notably higher for female than for male 
respondents and for white vs. non-white respondents.  


 
Table 8. YSS Response Rate by Demographic Characteristics. 
 


Categories  Characteristics Number of 
responses 


Number of surveys 
sent 


Response rate 
(%) 


Gender Female 661 2,712 24 


 
Male 364 1,960 19 


Age group 13–15 541 2,320 23 


 
16–18 484 2,352 21 


Race Non-white 151 731 21 


 
White (Caucasian) 654 2,914 22 


 Race unknown 220 1,027 21 


Location of 
residence Rural 380 1,756 22 


 
Urban 633 2,870 22 


 
Unknown 12 46 26 


Language English 579 2,791 21 
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Categories  Characteristics Number of 
responses 


Number of surveys 
sent 


Response rate 
(%) 


 
Spanish 68 384 18 


 
Other 378 1,497 25 


Note: surveys sent exclude opt-outs and bad addresses. All demographic information presented above 
comes from the state’s Medicaid enrollment data.   


 


Table 9 shows the response rate by the young person’s CCO. EOCCO had the 
highest response rate at 26%, followed by FamilyCare, JCC and PSCS-CO (25% 
each). Several other CCOs following closely with response rates of 20% to 23%.   
 
Table 9. YSS Response Rate by CCO. 
 


CCO Number of responses Number of surveys sent Response rate (%) 


AllCare  36 162 22 


CHA 16 89 18 


CPCCO 18 91 20 


EOCCO 42 161 26 


FamilyCare 131 522 25 


Health Share 222 1,090 20 


IHN 50 256 20 


JCC 28 110 25 


PSCS-CO 60 239 25 


PSCS-CG 9 70 13 


PHJC 13 71 18 


TCHP 120 507 24 


UHA 15 72 21 


WOAH 12 76 16 


WVCH 139 591 24 


YCCO 21 116 18 


GOBHI MHO* 2 9 22 


FFS 91 440 21 
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CCO Number of responses Number of surveys sent Response rate (%) 


Total 1,025 4,672 22 


*GOBHI was not sampled as a CCO. 
Surveys sent exclude opt-outs and bad addresses. 
 


Domain  Satisfaction 


Figure 40 shows the percentage of respondents that were satisfied in each 
domain. Over the last five years, the percentage of respondents who were 
satisfied with their treatment outcomes has trended significantly downward. 
While satisfaction in other domains has varied year to year, none showed a 
significant upward or downward trend.  


Domain satisfaction according to CCO assignment is not presented in this report 
due to the low number of respondents (< 30) in 9 of the CCOs. OHA is 
considering methods to increase the sample and response rate among youth.  


Figure 41 shows domain satisfaction by treatment setting. The outpatient group 
was more satisfied than the psychiatric residential group in all domains, and 
significantly more so in the access and appropriateness domains.
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Figure 40. 2012–2016 Comparison of YSS Domain Satisfaction. 


 


*Indicates statistically significant upward or downward trend (p<.05) over time for that domain. 
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Figure 41. Domain Satisfaction by Treatment Setting with 95% Confidence Intervals. 


 
*Indicates a statistically significant difference (p<.05) between the two groups. 
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Table 10 shows 2016 YSS domain scores by demographic characteristics. Spanish 
speakers were significantly more satisfied than all other language speakers in the 
appropriateness, treatment and access domains. Domain satisfaction was similar 
between all other demographic groups.  


Domain satisfaction according to the young person’s specific race is rolled up to 
non-white, white, and unknown due to the small number of respondents in all 
race groups except white and unknown.  


 
Table 10. YSS Domain Scores by Demographic Characteristics. 
 


Categories Characteristics Appropriateness Treatment 
outcomes Participation Cultural 


Sensitivity Access 


Gender Female 71 61 75 88 69 


Gender Male 72 66 75 83 68 


Age Group 13–15 71 63 74 85 66 


Age group 16–17 72 62 76 88 71 


Race Non-white 68 56 73 85 64 


Race White 
(Caucasian) 71 63 76 86 70 


Race Race unknown 73 66 75 87 68 


Location of 
Residence Rural 70 62 76 84 70 


Location of 
residence Urban 72 63 75 87 67 


Survey 
Language English 73* 61* 75 85 67* 


Survey 
Language Spanish 82* 82* 82 94 82* 


Survey 
Language Other 67* 62* 74 87 68* 


*Indicates a statistically significant difference (p<.05) between group domain scores. 
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Domain Satisfaction by Gender 


Figures 42 and 43 show satisfaction in each domain by gender for the past five 
years. Girls have shown a significant downward trend in satisfaction with 
treatment outcomes over time, and are generally less satisfied with treatment 
outcomes than boys.  
 


*Indicates a statistically significant upward or downward trend (p<.05) for that domain. 


Figure 42. 2012–2016 YSS Domain Satisfaction by Youth’s Gender: Female. 


 


72
68


70


68


Appropriateness, 71


66


63
61


56


Treatment outcomes*, 61


75
73


79


69


Participation, 75


86 86 87


83


Cultural sensitivity, 88


65
67


65


Access, 69


50


55


60


65


70


75


80


85


90


95


100


2012 2013 2014 2015 2016


Pe
rc


en
t p


os
it


iv
e


Section VIII Page622







Oregon YSS-F and YSS Report – YSS Results 2016 


 


HealthInsight Oregon 71 


 


Figure 43. 2012–2016 YSS Domain Satisfaction by Youth’s Gender: Male. 
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Domain Satisfaction by Residence 


Figure 44 and 45 shows rural and urban respondents’ satisfaction in each domain 
for the past five years. Rural respondents have shown a significantly decreasing 
trend in satisfaction with treatment outcomes over time, while urban 
respondents’ satisfaction has remained consistent or varied up and down 
without a notable trend.  


 
Figure 44. 2012–2016 YSS Domain Satisfaction by Residence: Rural. 


 


*Indicates statistically significant upward or downward trend over time for that domain.  
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Figure 45. 2012–2016 YSS Domain Satisfaction by Residence: Urban. 
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Domain Satisfaction by Ethnicity 


Figures 46–50 show satisfaction in each domain by ethnicity for the past five 
years. Hispanic or non-Hispanic identification comes from Medicaid enrollment 
data. Consistently, more Hispanic respondents reported satisfaction in all 
domains over time. Non-Hispanic respondents have shown a significant 
downward trend in satisfaction with treatment outcomes.  


A similar result appeared when comparing English and Spanish language 
speakers’ domain satisfaction over time. More Spanish-speaking youth were 
satisfied in all domains consistently over time. Satisfaction with treatment 
outcomes among English-speaking respondents has trended downward 
significantly.  
 


Figure 46. 2012–2016 Domain Satisfaction by Ethnicity: Appropriateness. 
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Figure 47. 2012–2016 Domain Satisfaction by Ethnicity: Treatment Outcomes. 


 


*Indicates a statistically significant upward or downward trend (p<.05) for that ethnic group. 


 


 


 


 


Figure 48. 2012–2016 Domain Satisfaction by Ethnicity: Participation. 
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Figure 49. 2012–2016 Domain Satisfaction by Ethnicity: Cultural Sensitivity 


 


 
 


Figure 50. 2012–2016 Domain Satisfaction by Ethnicity: Access. 
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Analyses of Additional Questions  
For youth receiving mental health services, many factors compound to influence 
satisfaction and improvement including living situation, school absences, 
utilization of health care services, medication for emotional/behavioral problems, 
and arrest history. The YSS survey asks about these areas.  
 
Open-ended questions 


Two open-ended questions asked youth to describe the most helpful thing about 
the services they received over the last six months, and what would improve 
services. Handling issues better, having someone to listen and share their 
feelings with, and feeling supported were most commonly cited as the most 
helpful things about services. Others mentioned getting help, being respected, 
and having a good therapist as the most helpful things. More services and better 
schedules or therapist availability were most commonly cited as things that 
would improve services. More caring or understanding therapists, more 
therapist variety, increased punctuality by therapists, and general comfort (e.g., 
comfortable chairs, having things to fidget with) were also mentioned as things 
that would improve services.  
 
Living situation during past six months 


Stable and safe housing is instrumental in helping youth address their mental 
health symptoms. Currently 82% of respondents lived with one or both parents.  
Another question asked about different places the young respondent might have 
lived in the previous six months (the respondent could choose more than one 
place). Table 11 shows that the percentage of respondents who lived with one or 
both parents or another family member has increased in the last 5 years, while 
the percentage who lived in a foster home decreased. The percentage of youth 
encountering all other living situations has remained relatively stable.  
OHA’s System of Care Wraparound Initiative emphasizes family involvement in 
youth mental health treatment decisions. Key outcome measures include 
reducing the number of youth in substitute care and increasing the percentage of 
youth served in their home community.10 


                                              
10 Oregon Health Authority. System of Care Wraparound Initiative, Oregon Health Plan. February 2016. Available at: 
https://www.oregon.gov/oha/amh/ChildMHProviderSWCIDocs/SOCWI%20-%20Guidance%20Document.pdf. 
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Table 11. Living Arrangements in the Previous Six Months, Five-Year Comparison. 
   


*Percentages may not add to 100 because respondents could choose more than one living arrangement. 
 
Utilization of physical health care services 


The American Academy of Pediatrics (AAP) recommends an annual well-visit 
for all children from birth through age 21.11 The AAP identifies the following 
priority topics for adolescent well care visits: 


• Physical growth and development 
• Social and academic competence 
• Emotional well-being 
• Risk reduction (tobacco, alcohol and other drugs, pregnancy, sexually 


transmitted infections) 
• Violence and injury prevention 


                                              
11 Bright Futures/American Academy of Pediatrics. Recommendations for Preventive Pediatric Health Care. January 
2016. Available at: https://www.aap.org/en-us/Documents/periodicity_schedule.pdf. 


Living situation 2012 2013 2014 2015 2016 


With one or both parents 70 74 74 80 81 


With another family member 13 20 17 17 17 


Foster home 13 12 11 7 7 


Therapeutic foster home 3 3 2 1 1 


Crisis shelter 1 1 1 <1 1 


Homeless shelter 1 1 1 1 2 


Group home 2 3 2 2 3 


Residential treatment center 5 7 5 4 5 


Hospital 2 3 3 2 3 


Local jail or detention facility 3 3 3 1 2 


State correctional facility <1 0 0 <1 1 


Runaway/homeless/on the streets 4 3 2 3 3 


Other 6 5 5 4 5 
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Scheduling these visits, especially for adolescents, can be challenging but is 
critical for their health and well-being. Some youth will visit a medical doctor for 
an illness or injury. Any encounter with a medical doctor, regardless of the 
reason for the visit, could be a good time to address the priority areas identified 
by the AAP.  


In 2014, data collected by the CCOs for incentive measure reporting 
requirements showed that 32% of Medicaid enrollees ages 12–21 received a well-
care visit.12 But as shown in Table 12, 78% of adolescent respondents—all of 
whom received this survey because they received mental health services paid for 
by Medicaid in Oregon—reported visiting a doctor for any reason in the last 
year. If both of these metrics are representative of the adolescent Medicaid 
population, there may be an opportunity for an additional 46% of adolescent 
Medicaid members to receive well-care services when they visit the doctor for an 
illness or injury.  
 
Table 12. Utilization of Physical Healthcare Services in the Past Year. “In the last year, did you 
see a medical doctor (or nurse) for a health checkup or because you were sick?” 
Responses 2015 2015   2016 2016 


Responses Number 
(n=796) 


% of 
respondents 


Number 
(n=1,012) 


% of 
respondents 


Yes, in a clinic or office 568 71 724 72 


Yes, but only in a hospital 
emergency room 47 6 57 6 


No 125 16 146 14 


Do not remember 56 7 85 8 


                                              
12 Oregon Health Authority. Adolescent Well Care Visits Guidance Document. November 2015. Available at: 
http://www.oregon.gov/oha/analytics/CCOData/Adolescent%20Well%20Care%20Visits%20Guidance%20Documen
t%20-%20Nov%202015.pdf. 
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Medication 


While medication for emotional and behavioral health issues can be very 
effective, it is not always the solution (see page 52). Figure 51 shows that 43% of 
respondents are current taking medication for their emotional/behavioral 
problems, and 91% were told about possible side effects. These percentages have 
not shown any significant upward or downward trends over the last five years.  


 
Figure 51. Current Use of Medications for Emotional/Behavioral Problems, 2012–2016 
Comparison. 


 
 
Arrest history 
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one mental health disorder.”13 The report recommends screening and diverting 
youth with mental health conditions into “more appropriate evidence based 
trauma interventions.” One initiative related to this recommendation, the 
Criminal Justice Feeder System Project, attempts to identify high risk youth and 
provide opportunities to intervene before they become involved in the criminal 
justice system.  


Figure 52 shows that in the last five years, a significantly decreasing percentage 
of youth respondents went to court for something they did while the percentage 
of youth that were arrested by the police has remained stable with a notable 
increase in 2014.  


 


Figure 52. Arrest History, 2012–2016 Comparison. 


 


*Indicates statistically significant upward or downward trend over time for that question.  


                                              
13 State of Oregon Judicial Department. Oregon State Court Juvenile Justice Mental Health Task Force, Report and 
Recommendations. January 2016. Available at: http://www.oregonyouthdevelopmentcouncil.org/wp-
content/uploads/2016/06/Oregon-Chief-Justice-Task-Force-on-Juvenile-Justice-and-Mental-Health-Report-
2016.pdf. 
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School absences 


School attendance is often negatively affected by a young person’s mental illness. 
The survey asked, “How often were you absent from school during the last 
month?” Respondents could select all answers that applied; therefore, all were 
included in the denominator. Fifty-eight percent of respondents said they were 
absent from school for two or more days, with 12.6% of respondents reporting 
more than 10 days of absences in the last month.  


This question does not control for summer break, and with survey 
administration occurring between April and September, it is likely that many of 
the respondents reporting a high number of absences were out of school for the 
summer.  
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COMPARISON OF YOUTH AND CAREGIVER RESPONSES 
Because the YSS sample is pulled directly from the YSS-F sample, both the 
caregiver and young person could respond to their respective surveys, providing 
two perspectives on the same episode of care. In 2016, there were 486 pairs of 
respondents who answered at least one question.  


Table 13 shows the result of this analysis. Significantly more caregivers were 
satisfied than their adolescent children on the following questions: 


• Services were available at the times that were convenient for me (81% vs. 
72%). 


• I helped to choose my services (77% vs. 65%). 


• Staff spoke with me in a way that I understood (92% vs. 86%). 


• I felt I had someone to talk to when I was troubled (83% vs. 76%). 


Significantly more adolescents were satisfied than their adult caregivers on the 
following question: 


• I helped to choose my treatment goals (79% vs. 70%). 


 
Table 13. Youth and Caregiver Perceptions of Treatment Services (Percent who Strongly 
Agree/Agree with each Statement), 2016 (n=486). 


Domain Question YSS YSS-F 


Access to services Question YSS YSS-F 
8 The location of the services was convenient. 76 80 


9 Services were available at times that were convenient for me.* 72 81 


Treatment Outcomes  Treatment Outcomes YSS YSS-F 


16 I am better at handling daily life. 74 70 


17 I get along better with family members. 67 67 


18 I get along better with friends and other people. 72 70 


19 I am doing better in school and/or work. 64 64 


20 I am better able to cope when things go wrong. 65 67 


21 I am satisfied with my family life right now. 65 69 


Section VIII Page635







2016 Oregon YSS-F and YSS Report – Comparison 


 


84  HealthInsight Oregon 


 


Domain Question YSS YSS-F 


Participation in treatment Question YSS YSS-F 


2 I helped to choose my services.* 65 77 


3 I helped to choose my treatment goals.* 79 70 


6 I participated in my own treatment. 85 83 


Cultural sensitivity Question YSS YSS-F 


12 Staff treated me with respect. 89 91 


13 Staff respected my family’s religious/spiritual beliefs. 87 87 


14 Staff spoke with me in a way that I understood.* 86 92 


15 Staff was sensitive to my cultural/ethnic background. 85 86 


Appropriateness of services Question YSS YSS-F 


1 I am satisfied with the services I received. 82 80 


4 The people helping me stuck with me no matter what. 78 78 


5 I felt I had someone to talk to when I was troubled.* 76 83 


7 I received services that were right for me. 74 76 


10 I got the help I wanted. 70 73 


11 I got as much help as I needed. 65 67 
*Indicates a statistically significant difference (p<.05) between YSS and YSS-F scores. 
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Youth and their caregivers also reported differences of opinion in domain scores. 
Table 14 shows that caregivers were significantly more satisfied than their 
adolescent children with access, participation and cultural sensitivity in 2016. 
Domain scores for youth and their caregivers increased in all domains between 
2015 and 2016.  
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Table 14. YSS-F and YSS Domain Scores, 2012–2016.  
 


Domain YSS-F  YSS-F  YSS-F YSS-F YSS-F YSS-F YSS YSS  YSS YSS YSS YSS 


Domain 2012 2013 2014 2015 2016 Change 2012 2013 2014 2015 2016 Change 


Access* 73 75 74 73 75 +2 68 66 67 65 69 +4 


Participation* 81 80 82 79 83 +4 75 73 77 68 75 +7 


Appropriateness 71 72 72 70 72 +2 72 69 70 69 71 +2 


Cultural sensitivity* 90 90 89 90 91 +1 87 86 85 84 86 +2 


Treatment 
outcomes 61 60 63 60 64 +4 65 65 60 58 63 +5 


*Indicates a statistically significant difference (p<.05) between YSS and YSS-F domain score in 2016. 
Note: The social connectedness and daily functioning domains are not included in this table since it only applies to the YSS-F survey. 
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Medication  


As shown in Figure 53, among the paired adolescent/caregiver respondents, 
more adolescents reported taking a medication for their emotional/behavioral 
problems than their caregivers, suggesting that caregivers were not always 
aware of the medications their child was taking.  


More caregivers were told what side effects to watch out for than their 
adolescent children. The questions in the two surveys were slightly different: 
“Were psychotropic medications prescribed for your child while receiving 
treatment from his or her recent mental health services provider?” (YSS-F) and, 
“Are you on medication for emotional/behavioral problems?” (YSS). The past-
tense inclusion in the YSS-F question with the present-tense in the YSS question 
may have the effect of under-estimating the difference between the two.   
 
Figure 53. Medication Use as Reported by Youth and Caregivers. 
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Among respondent pairs, if the caregiver indicated that the young person had a 
primary care provider (a question only asked of caregivers), the young person 
was more likely to have seen a provider in a clinic or office (a question only 
asked of adolescents) than youth whose caregivers indicated that they did not 
have a primary care provider (Figure 54). The proportion of youth who only saw 
a provider in a hospital emergency room was higher for those without a primary 
care provider (10%) than those with a primary care provider (5%).   
 
Figure 54. In the last year, did you see a medical doctor (or nurse) for a health check-up or 
because you were sick? (YSS-F and YSS respondent pairs): 2015 and 2016 comparison. 
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DISCUSSION AND RECOMMENDATIONS 
Overall Survey Results 


In 2016, 3,212 responses from caregivers of 13,794 children and youth for an 
overall response rate of 23%. For the first time this year, more respondents filled 
out the survey online than by mail.  


A total of 1,025 young people submitted surveys in 2016, for an overall response 
rate of 22%. Most of these surveys (75%) were completed online.  


In the YSS-F, satisfaction has remained relatively stable across domains for the 
past five years, with a slight increase in satisfaction in all domains in 2016. Over 
the past five years, satisfaction among YSS respondents has varied in domains 
year to year, with a significant downward trend in treatment outcomes.  


As in previous years, young people were less satisfied in all domains when 
compared to their caregivers, with significant differences in the access, 
participation, and cultural sensitivity domains.  


 


Survey Limitations  


While a client survey has many benefits (e.g., ease of administration, first-hand 
experience reports, and client involvement), there are limitations as well. As in 
any survey, social desirability may bias some results. This is especially true in 
questions on sensitive topics such as alcohol and drug use. These surveys also 
rely on a respondent’s memory of events that occurred sometime in the past 
year. 


While the MHSIP domain portions of the survey have remained untouched, 
additional questions are added and/or removed each year by HSD. Some of these 
questions have not been validated, and it is unknown what effect, if any, they 
have on the validity of the preceding MHSIP items.  


The length of the survey may deter some potential respondents. Totaling seven 
printed pages with 53 questions and many sub-questions, the YSS-F may take 
significant time to complete. Caregivers may have different perceptions of their 
child’s treatment than the child has for a number of reasons. If the caregiver has 
different treatment expectations, different opinions on presenting issues, or 
limited information (e.g., caregivers may not know about the young person’s 
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school attendance or alcohol or substance use), their report about the child’s or 
young person’s treatment may not reflect the episode of care the way the 
therapist or young person would report. The YSS is only three pages with 37 
questions, but could still be daunting. Mental or cognitive challenges may have 
impacted the respondents’ ability to understand and respond accurately to some 
questions. Youth may view services through a different lens than adults, but this 
is a benefit rather than a detriment to the survey. It is important to hear and 
consider the young person’s voice.  


Finally, the survey results combine data from surveys completed on paper and 
returned by mail, and surveys completed online. There are potential differences 
in the way respondents answer the same questions in the two modes. Also, there 
may be differences in age, disability, treatment setting, or living situation 
between online and paper respondents that would affect the way they answered 
the questions. Web respondents may feel more anonymous, and therefore likely 
to answer more honestly than paper survey respondents. These differences were 
not the focus of this survey or analysis, but may be interesting to study in the 
future.  


 


Highlights and Recommendations  
Responses by race and ethnicity 


Race and ethnicity data are missing for many Medicaid enrollees in the state’s 
dataset because neither of these fields are required in MMIS. The surveys asked 
respondents to self-identify their race and ethnicity, which enabled comparisons 
between the state dataset and the self-reported data. This analysis found that the 
state ethnicity data overestimates the number of non-Hispanic enrollees and the 
number of white enrollees.   


Obtaining accurate race and ethnicity data is a key component of addressing 
health equity in Oregon, and the state should continue efforts to do so.  


• HealthInsight Oregon encourages OHA-HSD to work with the CCOs to 
gather and update these data at points of contact to obtain the most 
accurate race and ethnicity data. OHA-HSD could provide policy 
direction and technical assistance to CCOs to follow best practices in 
gathering these data to improve quality of care and reduce disparities.  
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Urban vs. rural respondents 


As in previous years, more urban YSS-F respondents were satisfied than rural 
respondents in most domains. Over the past five years, the percentage of 
satisfied respondents in urban areas has significantly increased in treatment 
outcomes, participation, and social connectedness, while there has been no 
significant changes among rural respondents.  


Satisfaction with treatment outcomes among rural YSS respondents has trended 
significantly downward over the past five years. Satisfaction among urban YSS 
respondents in all domains has remained consistent over time or varied up and 
down without significant trends.  


• OHA-HSD, CCOs, and providers should continue to explore 
opportunities for the use of technology (e.g., telehealth) for screening, 
assessment, treatment, and care coordination in rural areas.  


 
Health status 


Children and youth with excellent and very good health were more likely to 
have a primary care provider or other practitioner who provides regular care 
(check-ups, routine medical care and advice).  


• OHA-HSD should work with CCOs to continue to focus on initiatives to 
ensure adolescents receive well visits.  


 


Substance abuse treatment (youth 13–18) 


Of caregivers who reported that their adolescent child had or currently uses 
alcohol or drugs, fewer than half reported the young person had received 
treatment or other help. Of those who did receive help, 61% thought the 
treatment or other help provided what the young person needed.  


• OHA-HSD should work with CCOs to increase treatment for alcohol 
and drug use. CCOs should ensure that appropriate referrals, care 
coordination and follow-up occur after substance abuse screening.   
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Trauma screening 


Only 58% of caregivers indicated that their child was asked if they had a history 
of trauma. Of caregivers with children or youth who had experienced serious 
trauma, 53% felt it had been adequately addressed during treatment.  


• OHA-HSD should work with CCOs and continue efforts to increase 
trauma screening and provision of trauma-informed care for Oregon’s 
youth. 


 


Mental health crisis 


While the percentage of youth experiencing mental health crisis has trended 
significantly downward over the past five years, so has the caregivers’ 
satisfaction with the mental health provider’s response.  


• OHA-HSD should work with CCOs on improving services provided to 
children and youth in mental health crises.  


 


Lower satisfaction with treatment outcomes in YSS 


Satisfaction with treatment outcomes has trended significantly downward over 
the past five years. This was especially true for female respondents compared to 
male respondents. 


• OHA-HSD should work with CCOs to further investigate adolescents’ 
lower satisfaction, particularly girls, and determine steps to increase 
satisfaction.  


 
Provider visits 


Most (77%) YSS respondents saw a doctor in the last year. These visits are a good 
opportunity to provide well-care services; however, CCO incentive measure 
reporting showed that only 32% of Medicaid enrollees ages 12–21 received a 
well-care visit. Having a primary care provider also appears to prevent 
emergency department visits, as the proportion of youth who only saw a 
provider in a hospital emergency room doubled from 5% to 10% between those 
with and without a primary care provider. 
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• OHA-HSD should continue working with the CCOs to increase regular 
adolescent wellness visits. 


 


Service convenience, choices, and communication 


Youth were not as satisfied as their caregivers regarding the convenience of 
services, being able to choose services, having someone to talk to, and being 
spoken to by staff in a way they understood.  


• OHA-HSD should encourage CCOs to ensure they have an adequate 
number of providers in their panels who have expertise in treating 
adolescents.  


 
Medication 


Over the past five years, the percentage of caregivers reporting that their child 
was prescribed psychotropic medications has trended significantly downward.  


Among the paired adolescent/caregiver respondents, more youth reported taking 
medication than their caregivers, suggesting that caregivers were not always 
aware of what medications their child was taking. (Note: the questions were 
worded differently between the surveys, which may have contributed to the 
differences.) 


Also, more caregivers reported being informed about medication side effects 
than the adolescents.  


• OHA-HSD should continue to work with CCOs in focusing on 
communicating with youth about medication side effects. 


• Providers should be sure that adolescents are informed about and 
understand the side effects of their medications because the caregivers 
may or may not be part of that conversation/oversight. 
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APPENDIX A: SURVEY DATA SECURITY AND QUALITY 
ASSURANCE PROCEDURES 
HealthInsight Oregon stored the electronic data for this survey in REDCap 
software on a secure server. Only essential team members had access to the raw 
data to perform data entry. Exported data files were also saved on the secure 
server, where access was limited. HealthInsight Oregon kept the original paper 
copies of the surveys in a secure location.  


Data entry staff members were trained on entering the survey data, and other 
authorized staff checked every tenth survey to ensure consistent and correct data 
entry. HealthInsight Oregon maintained data quality on two tiers. First, built-in 
data checks in the REDCap software ensured that only valid field values could 
be entered, and enforced the use of custom codes to note missing or out-of-range 
data. For example, the application checked to make sure that the field 
corresponding to Question 1 was coded with 1–5 (Strongly Disagree to Strongly 
Agree), or 9 for NA, or 0 for missing or invalid response on the paper copy.  


Second, SAS recheck programs written by the data analyst scanned each field of 
each survey response and checked for missing and out-of-range data or logic 
check problems. 


HealthInsight Oregon used tabulations and univariate analysis to examine 
demographic variables and other frequencies; cross-tabulations to examine the 
relationship between and among different categorical variables; chi-square 
analyses to identify statistically significant differences between groups; and 
Cochrane-Armitage tests of trend to identify changes over time. 
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APPENDIX B: SURVEY FORMS IN ENGLISH AND SPANISH 
 
 
Please contact HealthInsight Oregon for a copy of the survey forms. 
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Agenda
1. Introductions


2. Presentation of results


3. Small group discussion


4. Small group report out


5. Large group discussion


6. Wrap up
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Session Objectives


At the end of the session, participants will 
have a better understanding of:


1. the limitations and considerations when 
interpreting Statewide PIP results


2. the conclusions regarding the Statewide 
and CCO-level PIP baseline and current 
measurement results


3. next steps for this PIP
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Reducing Prescribing of High 
Morphine Equivalent Doses


• CCOs are working within their communities 
to address the opioid epidemic and 
decrease opioid-related harms


• Measures selected for performance 
monitoring: 


– Percentage of OHP enrollees aged 12 years and 
older with opioid prescriptions for ≥ 120 mg 
and for ≥ 90 mg Morphine Equivalent Dose 
(MED) per day
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Denominator Definition


• Denominator: Any OHP enrollee, age 12+ 
as of the last day of the measurement year, 
who meets continuous enrollment criteria, 
with at least one OHA-paid prescription for 
an opioid filled in the measurement year. 
Inclusive of dual eligible population. 
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Denominator Exclusions


• Neoplasm-related pain, end-of-life care, 
palliative care or hospice care in the 
measurement year or in the year prior to 
the measurement year


• Any opioid prescription not paid for by OHA 
(e.g., cough suppressant)
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Numerator Definition


• Numerator: Enrollees in the denominator 
with one or more days with an MED            
≥ 120 mg or ≥ 90 mg
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Supplemental Measures


• Enrollees in the denominator on ≥ 120 mg 
or ≥ 90 mg MED for 30 consecutive days or 
more
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Study Time Periods


• Baseline measurement: January 1, 2014 –
December 31, 2014


• First remeasurement: January 1, 2016 –
December 31, 2016


• Second remeasurement: January 1, 2017 –
December 31, 2017
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Limitations and Considerations


• Narrowly-focused metrics


• Many state and national interventions


• Some interventions preceded baseline


• OHA back pain guideline implemented 
during PIP (July 2016)
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Limitations and Considerations 
(continued)


• Non-contiguous measurement periods


• Cash payments not captured


• Statewide average does not reflect wide 
range among CCOs


• Members tapered off high doses still 
appear in measurement year period
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Statewide PIP Results
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Denominators


Age CY 2014 CY 2015 12/1/2015 –


11/30/2016


12-17 6,453 5,672 4,545


18 + 106,375 117,004 97,255


Total 112,768 122,676 101,800
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120 mg MED Numerator


ρ ≤ .001


Age CY 2014 CY 2015 12/1/2015 –


11/30/2016


12-17 142
(2.2%)


101 
(1.8%)


77
(1.7%)


18 + 11,803
(11.1%)


12,059
(10.3%)


9,441
(9.7%)


Total 11,945
(10.6%)


12,160
(9.9%)


9,518
(9.3%)
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Any day >=120 mg MED, Total
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Any day >=120 mg MED, ages 12-17
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Any day >= 120 mg MED, total


2014 state rate: 
10.6%


7.8%


6.4%


8.4%


9.6%


6.1%


5.9%


12.0%


12.9%


7.4%


14.6%


11.1%


6.9%


16.7%


15.0%


9.5%


10.0%


8.5%


6.8%


8.5%


8.9%


5.4%


5.0%
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13.1%
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14.4%
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7.1%
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Lower is better
17 Section VIII Page664







120 mg MED, consecutive 30+ days


Age CY 2014 CY 2015 12/1/2015 –


11/30/2016


12-17 1
(0.0%)


1
(0.0%)


0
(0.0%)


18 + 3,128
(2.9%)


2,761
(2.4%)


2,019
(2.1%)


Total 3,129
(2.8%)


2,762
(2.3%)


2,019
(2.0%)


ρ ≤ .001
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Consecutive 30 + days >= 120 mg MED, total


2014 state rate: 2.8%


1.0%
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Lower is better
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90 mg MED Numerator


ρ ≤ .001


Age CY 2014 CY 2015 12/1/2015 –


11/30/2016


12-17 354
(5.5%)


304
(5.4%)


220
(4.8%)


18 + 19,881
(18.7%)


21,093
(18.0%)


16,754
(17.2%)


Total 20,235
(17.9%)


21,397
(17.4%)


16,974
(16.7%)
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Any day >=90 mg MED, total
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Any day >=90 mg MED, ages 12-17
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Any day >= 90 mg MED, total


2014 state rate: 17.9%
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90 mg MED, consecutive 30+ days


Age CY 2014 CY 2015 12/1/2015 –


11/30/16


12-17 1
(0.0%)


1
(0.0%)


0
(0.0%)


18 + 4,447
(4.2%)


4,195
(3.6%)


3,239
(3.3%)


Total 4,448
(3.9%)


4,196
(3.4%)


3, 329
(3.2%)


ρ ≤ .001
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Consecutive 30 + days >= 90 mg MED, total


2014 state rate: 
3.9%


1.7%


5.9%


1.6%


2.2%


1.8%


4.0%


1.8%


0.7%


4.2%


5.1%


5.6%


4.2%


6.3%


3.4%


3.9%


9.2%


1.8%


5.8%


1.3%


1.9%


1.4%


3.6%


1.4%


0.1%


3.3%


4.2%


4.5%


3.1%


5.1%


2.0%


1.9%


7.1%


FamilyCare


EOCCO


UHA


PCS-CG


WOAH


HealthSh…


AllCare


CHA


PHJC


IHN


TCHP


PCS-CO


CPCCO


YCCO


WVCH


JCC


2014 state rate 2015 rate 2014 rate Current rate


Lower is better
25 Section VIII Page672







Summary
• Significant decrease in metrics from baseline 


(1.24% points on 120 mg MED; 1.27% points 
on 90 mg MED)


• Decrease in number of people with any 
prescription for opioids 


• Greater decrease in patients age 12-17 with a 
high dose than patients age 18+ 


• Wide variation among CCOs at baseline and in 
improvement
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Thank you.


Questions?


27 Section VIII Page674







Small Group Discussion


1. Conclusions about individual CCO results


2. Interpretation of decreased denominator


3. Additional opioid measures


4. Which interventions appear to be more 
effective?
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PURPOSE AND OVERVIEW  


Scope of Work  


The Oregon Health Authority (OHA) contracted with Acumentra Health to perform a statewide 


medical record review with the goal of collecting the data elements required to calculate three 


statewide clinical performance measures: 


1. Diabetes Control: Hemoglobin A1c Poor Control 


2. Controlling High Blood Pressure 


3. Depression Screening and Follow-Up 


While examining the medical records, OHA requested that reviewers also collect additional data 


elements, which included information on  


 LDL cholesterol 


 body mass index  


 nutrition counseling  


 Screening, Brief Intervention, and Referral to Treatment (SBIRT) 


 advance directives, living wills, and/or Physician Orders for Life-Sustaining Treatment 


(POLST) 


 chronic conditions and self-care management plans 


 active medications  


In total, 10 reviewers examined 1,385 medical records in 88 cities over 7 weeks.  


 


REVIEW COMPONENTS 


Methodology  


OHA created three sample lists of 600 patients each, one for each performance measure using 


data from the Medicaid Management Information System (MMIS). OHA pulled each sample 


applying the specific inclusion/exclusion criteria for the measure. For example, the diabetes 


control sample was intended to capture only individuals with a diagnosis of diabetes. These 


samples were then sent via secure file transfer to Acumentra Health, which used the samples to 


conduct the chart review activities. 


 


Review Sample  


To ensure that a sufficient number of charts were available for review, an over-sample was 


produced by OHA. While 411 records were required for each measure, 600 records were 


identified for each.  


OHA applied the inclusion and exclusion criteria for each measure to each sample, according to 


query allowances by MMIS. After the chart review, Acumentra Health ensured that inclusion 
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and exclusion criteria were met when calculating the measures. These criteria are presented in 


Table 1.  


Some patients identified in a given sample met inclusion criteria for more than one performance 


measure and, therefore, were included in the calculation of any performance measure for which 


they met inclusion criteria. For example, if a patient identified in the diabetes sample met the 


inclusion criteria for both the diabetes and hypertension performance measures, the patient was 


included in the calculation of each.
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Table 1. Inclusion and Exclusion Criteria. 


 Depression Screening and 
Follow-Up 


Diabetes Control Controlling High Blood Pressure 


Inclusion Criteria  Age 12 years and older by the 


end of 2013 


 Age 18 to 75 years of age by 


the end of 2013 


 At least one outpatient 


encounter 


 Diagnosis of diabetes (type 1 or 


type 2) during 2012 or 2013 


 Age 18 to 85 years of age by 


the end of 2013 


 At least one outpatient 


encounter  


 Diagnosis of hypertension 


during the first six months of 


2013 


Exclusion Criteria  Patient refuses to participate 


 Patient is in an urgent or 


emergent situation  


 Situations where the patient’s 


motivation to improve may 


impact the accuracy of results  


 Patient was referred with a 


diagnosis of depression 


 Patient has been participating in 


ongoing treatment with 


screening of clinical depression 


in a preceding reporting period 


 Severe mental and/or physical 


incapacity  


 Polycystic ovaries 


 Gestational or steroid-induced 


diabetes  


 End-stage renal disease 


(ESRD), dialysis, or renal 


transplant  


 Pregnancy  


 Admission to a non-acute 


inpatient setting  
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The intent of this review was to visit the primary care provider for each individual. OHA 


included a parameter in their data query to limit provider type, and all outpatient encounters for 


each individual were included in the data file sent to Acumentra Health. Acumentra Health 


analysts then identified the provider with the most encounters for each individual, excluding 


specialists. This was the provider identified for the chart review, although alternate providers 


were also available if the chart at the identified primary provider was unavailable or a different 


provider was determined to be the primary provider. 


Some of the sample 600 charts were not reviewed based on one of the following:  


 The chart review was halted when a sufficient sample size was achieved (n ≥ 411) for 


each of three samples (controlling blood pressure, diabetes control, and depression 


screening and follow-up). An over-sample was pulled in order to ensure a sufficient 


number of charts were available for review, but a sufficient sample size was achieved 


prior to reviewing all available charts. 


 Not all charts were available for review. For example, a clinic identified in the encounter 


data from OHA had no record of the patient.  


 Some clinics did not grant Acumentra Health reviewers access to medical records.  


 A small number of individuals in the sample had only emergency, urgent care, or 


specialty care services over the time period reviewed.  


 


Characteristics of the Review Population  


This data collection was a statewide sample only and was not intended to represent a particular 


CCO, region, or demographic group. Therefore, results of the performance measures and 


additional elements collected are not stratified by demographic characteristics. Demographic 


characteristics are presented here to demonstrate the distribution of the full sample pulled by 


OHA compared to the charts actually reviewed, but OHA did not intend this chart review to be 


representative of any demographic group. 


The distribution of charts by CCO is presented below (Table 2) to demonstrate the geographic 


distribution of the statewide sample. 
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Table 2. Distribution of Charts Sampled and Reviewed According to CCO.  


CCO Name 
Charts 


Reviewed 
Charts in 
Sample 


% of Charts 
Reviewed 


AllCare Health Plan, Inc.  63 71 89% 


Cascade Health Alliance  31 32 97% 


Columbia Pacific CCO, LLC  26 47 55% 


Eastern Oregon CCO, LLC  35 60 58% 


FamilyCare CCO  75 96 78% 


Health Share of Oregon  514 653 79% 


Intercommunity Health Network  108 131 82% 


Jackson Care Connect  65 71 92% 


PacificSource Community Solutions 
(Central Oregon) 


53 70 76% 


PacificSource Community Solutions 
(Columbia Gorge) 


15 15 100% 


PrimaryHealth Josephine County CCO  13 13 100% 


Trillium Community Health Plan  125 152 82% 


Umpqua Health Alliance, DCIPA  57 59 97% 


Western Oregon Advanced Health  42 44 95% 


Willamette Valley Community Health  134 191 70% 


Yamhill County Care Organization  29 38 76% 


Total 1385 1743 79% 


 
 


A patient’s diagnosis of diabetes or hypertension was a criterion for inclusion in these sample 


groups, but the diagnosis in the state data was not always found in the patient’s medical record 


(Table 3). 
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Table 3. Distribution of Charts Sampled and Reviewed According to Measure 
Sample. 


Sample Name 


Original Sample Charts Reviewed Charts with Specified Dx* 


N N % N % 


Hypertension 586 462 79% 413 89% 


Diabetes 579 460 79% 376 82% 


Depression 578 463 80% N/A 


*The number of charts with a specified diagnosis is not the number of charts included in the performance 
measure analysis. Individuals identified for a given sample often met inclusion criteria for more than one 
performance measure; for example, even though there were only 376 charts reviewed with a diabetes 
diagnosis in the original diabetes sample, the diabetes performance measure included 531 individuals. 
 


 


Table 4 presents the number of charts in the original sample according to demographic 


characteristics, along with the number of charts reviewed, and the percentage of charts in the 


original sample reviewed (e.g., the charts of 83% of clients age 18–24 in the original sample 


were reviewed). 
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Table 4. Demographic Distribution of Charts Sampled and Reviewed. 


Age 


Original Sample Charts Reviewed 


N N % 


18–24 189 156 83% 


19–24 60 48 80% 


25–34 155 127 82% 


35–44 234 182 78% 


45–54 328 257 78% 


55–64 426 334 78% 


65+ 351 281 80% 


Gender 


Female 1085 853 79% 


Male 658 532 81% 


Race 


Missing/Code Error 3 2 67% 


Asian 87 69 79% 


African-American 115 85 74% 


American Indian 26 16 62% 


Pacific Islander 10 10 100% 


Unknown 215 184 86% 


Caucasian 1287 1019 79% 


Ethnicity 


Not Hispanic 1561 1233 79% 


Hispanic 181 152 84% 


Unknown 1 0 0% 
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CLINICAL RECORD REVIEW 


Gold Standard Review  


The gold standard review was the process by which four reviewers audited sample records and 


came to a consensus on the correct answers for each question. Since the work of all reviewers 


would be combined for data analysis, and to ensure consistency in scoring, it was essential that 


all reviewers scored records in an identical manner when conducting chart reviews. At the same 


time, all review tools were tested and adjusted if needed. This provided standardization and the 


foundation for the chart reviews and for training all other chart reviewers. 


 


Review Manual  


Before the reviews began, each reviewer was given a review manual to aid in consistent 


reviewing and to provide a general overview of on-site review operations. The review manual 


included sections on equipment use, privacy and security measures, on-site scheduling process, 


on-site reviewing process, data back-up procedures, database use and data entry, inter-rater 


process and procedures, and general troubleshooting.  


The final addition to the review manual was the data dictionary (see Appendix A). The data 


dictionary included all data elements being reviewed, response options for each data element, 


and operational definitions for each data element/response option. 


 


Review Process  


To conduct these reviews, Acumentra Health contracted with eight medical professionals 


qualified and experienced in clinical chart review. They included five registered nurses, two 


licensed practical nurses, and one chiropractor. Two full-time review staff with Acumentra 


Health also conducted chart reviews. Contracted reviewers went through orientation which 


included security and HIPAA training. All reviewers were trained on gold standard review. 


Acumentra Health provided reviewers with encrypted laptop computers and mobile phones with 


hot spot capability for wireless Internet access. Two reviewers also received a portable scanner 


used to scan charts for inter-rater testing.  


Before Acumentra Health contacted providers to begin scheduling reviews, coordinated care 


organizations (CCOs) were given the option of coordinating the review process for their 


providers, initializing provider notification of the review, or leaving all aspects of review 


notification and coordination to Acumentra Health. Most CCOs chose to remain uninvolved in 


the process. Five CCOs chose to inform their providers about the review prior to notification 


from Acumentra Health. One CCO, Umpqua Health Alliance, chose to coordinate their 


provider’s reviews.  


OHA furnished Acumentra Health and the CCOs with a memorandum introducing the review 


process to providers. Acumentra Health first contacted providers by phone using the clinic phone 


number identified in the sample, and then a contact person for each clinic was established. The 


clinic contact was usually the general office manager or medical records manager. Acumentra 


Health provided the clinic contact with the OHA memorandum and a formal request for review, 


which included a list of individual charts to be reviewed. Clinic contacts confirmed whether or 


not charts were available, and an onsite chart review was scheduled.   
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For many of the clinics that are under larger umbrella agencies, charts were reviewed at a central 


location rather than at each individual clinic. Oregon Health & Science University, Providence 


Health Services, and Salem Clinic all provided remote access of their electronic health records 


(EHRs) to reviewers. These records were either reviewed in the reviewer’s home or in 


Acumentra Health’s office.  


Reviews at individual clinics were initially scheduled by each reviewer. During this time, the 


manager and coordinator worked with larger agencies to either apply for remote access to EHRs 


or to access the EHRs through a centralized location. Once the reviewers were conducting 


reviews, the manager and coordinator scheduled the reviews at the remaining clinics. 


Chart reviews began on March 17, 2014, and were completed by May 9, 2014. Reviewers 


primarily worked alone. Review teams of two were used at clinics with larger numbers of charts 


when more than one reviewer could be accommodated. Reviewers looked at the entire clinical 


chart for calendar year 2013 as well as diagnostic information from 2012.  


 


Inter-Rater Reliability  


Each week during the review period an assigned reviewer was asked to randomly select and scan 


three individual records from the agency at which they were reviewing. These scanned records 


were saved into a secure network folder, organized by week, where all reviewers were able to 


access them and review them each week. All inter-rater reviews were tracked to ensure timely 


completion, and any inconsistencies were identified and addressed by the team.  


Within the first week, minor discrepancies to a specific question on the inter-rater reviews 


prompted a further examination of that question, the chart involved, and directions provided in 


the data dictionary. Language in the data dictionary was honed and additional training was 


provided to reviewers to further mitigate potential misinterpretation or inconsistent scoring by 


reviewers.  


Each week, the kappa coefficient was calculated to determine agreement between reviewers on 


the three charts randomly selected for inter-rater review (Table 5). Two calculations were made: 


one kappa coefficient that only took into consideration the elements that were used to inform the 


three performance measures, and a second that included all review elements, including those 


unrelated to the performance measures but added by OHA. A kappa coefficient can range 


between 0.0 and 1.0, where a higher coefficient indicates better agreement between reviewers. 
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Table 5. Mean Kappa Coefficients According to Review Week. 


Week 
Performance Measure 


Elements Only All Review Elements 


Week 1 0.96 0.90 


Week 2 0.90 0.83 


Week 3 0.92 0.85 


Week 4 0.97 0.90 


Week 5 0.94 0.88 


Week 6 0.90 0.83 


Week 7 0.99 0.93 


Total Average 0.94 0.87 


 


Data Collection  


All data collected during this review was stored in a Microsoft Access database specifically 


designed for this review. The database included the following six tabs/forms for data entry:  


demographics, diabetes questions, hypertension questions, depression questions, general 


questions, and chronic conditions. All questions were programmed to include a pop-up dialogue 


box that contained the data point specifications/definitions predetermined by the team and laid 


out in the data dictionary (Appendix A). Any questions that required a value response were 


programmed to include a dialogue box with an expected range for the value. Any values that fell 


outside the expected range prompted a reminder for the reviewer to double check the value 


entered. These safeguards helped ensure minimal data entry errors and maintain the integrity of 


the data collected. 


At the end of each day, each reviewer was required to back up their data to Acumentra Health’s 


secure network and store all review-related equipment in a secure location.  
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2013 PERFORMANCE MEASURES INDICATORS 


The Metrics and Scoring Committee was established in 2012 by Senate Bill 1580 for the purpose 


of recommending outcomes and quality measures for the CCOs. Members are selected by the 


director of OHA. The Committee identified 17 incentive measures, most of which can be 


calculated using encounter data submitted to OHA, or survey data submitted by a vendor. For 


three of these measures, the numerator and denominator could only be determined by medical 


record review or data extraction from EHR systems. These three clinical measures were diabetes 


control, controlling high blood pressure, and depression screening and follow-up.  


In 2014, all CCOs submitted a technology plan, outlining how they intended to extract this 


information from their EHR(s). Once the technology plan was approved, the CCOs submitted 


proof of concept data, demonstrating on a small scale the data file that they were able to extract 


in preparation for larger and more comprehensive extracts in the future.  


In 2015, the CCOs will run a full extract of their EHRs and submit the data to OHA for 


calculation of these three clinical measures for the 2014 calendar year. However, in order to 


collect and report data for the 2013 calendar year, a medical chart review was required. The data 


collected from the 2013 calendar year will be used to present state-wide measure performance to 


the Centers for Medicare & Medicaid Services (CMS).  


Presented below are the results of the three performance measures, along with additional 


elements requested by OHA.  


 
Results: Performance Measures 


Diabetes Control: HbA1c Poor Control 


Measure Description: The percentage of members 18–75 years of age with diabetes (type 1 and 


type 2) whose most recent HbA1c level during the measurement year was greater than 9.0% 


(poor control) or was missing as a result, or if an HbA1c test was not done during the 


measurement year. This measure is based on National Quality Forum (NQF) measure 0059. 


Numerator: The number of individuals found in the denominator whose HbA1c test value was 


≥9.0 percent during the last encounter of the measurement year. 


Denominator: Members 18–75 years of age by the end of the measurement year who had a 


diagnosis of diabetes (type 1 or type 2) during the measurement year or the year prior to the 


measurement year.  


Exclusions: Exclude members with a diagnosis of polycystic ovaries who did not have a face-to 


face-encounter, in any setting, with a diagnosis of diabetes during the measurement year or the 


year prior to the measurement year. Exclude members with gestational or steroid-induced 


diabetes who did not have a face-to-face encounter, in any setting, with a diagnosis of diabetes 


during the measurement year or the year prior to the measurement year.  


Tables 6 and 7 show these results. The denominator total includes the total number of people 


who met all inclusion criteria and did not meet any exclusion criteria. The number of individuals 


outside of the inclusion age range is not displayed in the table, but is reflected in the 


denominators. The full review population includes all charts reviewed, regardless of the sample 


group from which the individual was identified. Many individuals met the denominator criteria 
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for the diabetes performance measure calculation even though they were not identified in the 


diabetes sample. The diabetes sample population includes only charts reviewed of individuals 


identified by OHA in the diabetes sample.  


 


Table 6. Prevalence of Diabetes – Denominator Inclusion/Exclusion Criteria. 


 Full Review Population Diabetes Sample Population 


Inclusion/Exclusion 
Criteria* 


Yes No Yes No 


N % N % N % N % 


At least one face-to-face 
outpatient visit in 2013 


1369 98.8% 14 1.0% 456 99.1% 4 0.9% 


Diagnosis of diabetes 
mellitus present in 2012 
or 2013 


601 43.4% 784 56.6% 376 81.7% 84 18.3% 


Gestational diabetes 4 0.3% 1381 99.7% 1 0.2% 459 99.8% 


Steroid-induced 
diabetes 


3 0.2% 1382 99.8% 2 0.4% 458 99.6% 


Polycystic ovaries 2 0.1% 1383 99.9% 1 0.2% 459 99.8% 


*Those excluded based on age criteria are not shown in the table, but are reflected in the denominators in 
the table below.  


 


Table 7. Diabetes – Poor Control. 


 
Full Review Population 


Diabetes Sample 
Population 


 
N % N % 


Hemoglobin A1c NOT 
documented 


65 12.2% 45 13.3% 


Hemoglobin A1c documented: 
Poor Control (≥9.0%) 


83 15.6% 51 15.0% 


Hemoglobin A1c documented: 
Not Poor Control (<9.0%) 


383 72.1% 243 71.7% 


Total 531 100.0% 339 100.0% 


 


Among individuals who met the inclusion criteria for the diabetes performance measure 


denominator (n=531) and had a documented Hemoglobin A1c value in 2013, the average value 


was 7.41 and the standard deviation was 1.77.  
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Among those who met the diabetes denominator inclusion criteria, 242 (45.6%) individuals had a 


documented foot exam within the measurement year.  


 


Controlling High Blood Pressure 


Measure Description: The percentage of patients 18 to 85 years of age who had a diagnosis of 


hypertension and whose blood pressure (BP) was adequately controlled (<140/90) during the 


measurement year. This measure is based on NQF measure 0018.  


Numerator: The number of patients in the denominator whose most recent BP is adequately 


controlled during the measurement year. For a patient’s BP  to be controlled, both the systolic 


and diastolic BP must be <140/90 (adequate control). To determine if a patient’s BP is 


adequately controlled, the representative BP must be identified. 


Denominator: Patients 18 to 85 years of age by the end of the measurement year who had at 


least one outpatient encounter with a diagnosis of hypertension during the first six months of the 


measurement year. 


Exclusions: Exclude all patients with evidence of ESRD on or prior to the end of the 


measurement year. Documentation in the medical record must include a related note indicating 


evidence of ESRD. Documentation of dialysis or renal transplant also meets the criteria for 


evidence of ESRD. Exclude all patients with a diagnosis of pregnancy during the measurement 


year. Exclude all patients who had an admission to a non-acute inpatient setting during the 


measurement year.          


Tables 8 and 9 show these results. The denominator total includes the total number of people 


who met all inclusion criteria and did not meet any exclusion criteria. The number of individuals 


outside of the inclusion age range is not displayed in the table, but is reflected in the 


denominators. The full review population includes all charts reviewed, regardless of the sample 


group from which the individual was identified. Many individuals met the denominator criteria 


for the hypertension performance measure calculation even though they were not identified in 


the hypertension sample. The hypertension sample population includes only charts reviewed of 


individuals identified by OHA in the hypertension sample. 
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Table 8. Prevalence of Hypertension Denominator Inclusion/Exclusion Criteria.  


 Full Review Population 
Hypertension Sample 


Population 


Inclusion/Exclusion 
Criteria* 


Yes No Yes No 


N % N % N % N % 


Diagnosis of 
hypertension in first 6 
months of 2013 


828 59.8% 557 40.2% 413 89.4% 49 10.6% 


Outpatient encounter in 
the first 6 months of 2013 


1218 88.1% 164 11.9% 434 94.1% 27 5.9% 


ESRD, dialysis, or renal 
transplant 


10 0.7% 1375 99.3% 0 0.0% 462 100.0% 


Pregnant 23 1.7% 1362 98.3% 0 0.0% 462 100.0% 


Admission to a non-acute 
inpatient setting 


20 1.4% 1365 98.6% 4 0.9% 458 99.1% 


*Those excluded based on age criteria are not shown in the table, but are reflected in the denominators in 
the table below.  


 


 


Table 9. Adequate Control of Blood Pressure among Patients with Hypertension. 


 
Full Review Population 


Hypertension Sample 
Population 


 
N % N % 


Adequate control of hypertension 
(<140/90) 


460 61.8% 
218 55.3% 


Inadequate control of 
hypertension (>140/90) 


278 37.4% 
173 43.9% 


No blood pressure values 
documented in 2013 


6 0.8% 
3 0.8% 


Total 744 100.0% 394 100.0% 


 


Among individuals meeting hypertension denominator inclusion criteria, the mean systolic value 


was 131 (standard deviation 19), and the mean diastolic value was 78 (standard deviation 12). 
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Depression Screening and Follow Up 


Measure Description: Percentage of patients age 12 years and older screened for clinical 


depression using a standardized tool and follow up plan documented. This measure is based on 


NQF measure 0418 and modified by OHA to include adolescents ages 12–18, rather than 


including only adults as the NQF measure is written. OHA maintains a list of approved 


standardized tools, each of which is designated as appropriate for youth and/or adults. 


Numerator: Patients screened for clinical depression with an OHA-approved, age appropriate, 


standardized depression screening tool, and if positive, have a follow-up plan documented on the 


same day as the positive screen. 


Denominator: Patients 12 years of age or older. 


Exclusions: A patient is not eligible if one or more of the following conditions exist: 


 Patient refuses to participate 


 Patient is in an urgent or emergent situation where time is of the essence and to delay 


treatment would jeopardize the patient’s health status 


 Situations where the patient’s motivation to improve may impact the accuracy of results 


of nationally recognized standardized depression assessment tools (for example: certain 


court-appointed cases) 


 Patient was referred with a diagnosis of depression 


 Patient has been participating in ongoing treatment with screening of clinical depression 


in a preceding reporting period 


 Severe mental and/or physical incapacity where the person is unable to express 


himself/herself in a manner understood by others. For example: cases such as delirium or 


severe cognitive impairment, where depression cannot be accurately assessed through use 


of nationally recognized standardized depression assessment tools.  


 


Tables 10–13 show these results.  
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Table 10. Prevalence of Depression Screening Denominator Inclusion/Exclusion 
Criteria in Full Sample. 


 


N % 


Depression screening was completed in 2013 283 20.4% 


Among those with a completed depression screening in 2013, 
exclusion criteria were NOT present (patient was screened 
appropriately)* 


166 58.7% 


Among those with a completed depression screening in 2013, 
exclusion criteria were present (patient was screened but should not 
have been) 


117 41.3% 


Depression screening was NOT completed in 2013 1102 79.6% 


Among those without a depression screening in 2013, exclusion 
criteria were present at every visit (patient was not screened, and 
should not have been) 


645 58.5% 


Among those without a depression screening in 2013, exclusion 
criteria were NOT present at every visit (patient was not screened, 
but should have been)* 


457 41.5% 


*The denominator (n=623) is made up of individuals with no exclusion criteria who may or may not have 
received a depression screening in 2013. 


 


Table 11. Evidence-Based and OHA-Approved Screening Tools Implemented in 
Full Sample.  


Screening Tool N % 


Annual SBIRT Questionnaire 2 0.7% 


Beck Depression Inventory (BDI or BDI-II) 2 0.7% 


Beck Youth Depression Inventory 1 0.4% 


Duke Anxiety-Depression Scale (DADS) 1 0.4% 


Geriatric Depression Scale (GDC) 1 0.4% 


Global Appraisal of Individual Needs - Short Screener (GAIN-SS) 4 1.4% 


Patient Health Questionnaire (PHQ9) 141 49.8% 


Prime MD-PHQ2 104 36.7% 


The Zung Self-Rating Depression Scale (SDS) 3 1.1% 


Other 24 8.5% 


None 1102 
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Table 12. Depression Screening Status, Among Individuals Included in the 
Denominator. 


Depression Screening (among denominator population, n=623) N % 


Depression screening was completed at eligible visit(s) 166 26.6% 


Depression screening was not completed at eligible visit(s) 457 73.4% 


Of those with a completed depression screening at eligible visit(s) (n=166)… 


the screening was age appropriate and standardized  69 41.6% 


the screening was completed with a non-standardized or 
unapproved tool 


93 56.0% 


the screening was completed with a standardized tool, but it was not 
age appropriate 


4 2.4% 


Of those with an age appropriate and standardized depression screening completed at eligible 
visit(s) (n=69)… 


the screening yielded a positive result 24 34.8% 


Of those with an age appropriate and standardized depression screening completed at eligible 
visit(s), with a positive result (n=24)… 


a follow up plan was completed on the same day 9 37.5% 


 


Table 13. Depression Screening Performance Measure, Among Individuals 
Included in the Denominator. 


 


N % 


Performance Measure Met: Age appropriate and standardized tool 
used, with positive result, and follow-up plan on the same day 


9 1.5% 


Performance Measure Not Met: Age appropriate and standardized tool 
used, with positive result, but no follow up plan 


15 2.4% 


Performance Measure Not Met: Age appropriate and/or standardized tool 
not used, or screening not completed at eligible visit(s) 


554 88.9% 


Not Eligible to Meet Performance Measure: Age appropriate and 
standardized tool used, but negative or unknown screening result (no 
follow up plan required) 


45 7.2% 


Total 632 100.0% 
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Results: Additional Review Elements  


LDL Cholesterol 


LDL cholesterol was documented in 2013 for 666 (48%) individuals whose chart was reviewed. 


Among these individuals, the mean LDL value was 100.9, with a standard deviation of 36.8.  


 


Nutrition Counseling 


Nutrition counseling was documented in the medical records of 498 (36%) individuals.  


 


BMI Calculation 


A body mass index (BMI) calculation was recorded in the medical records of 1,224 (88%) 


individuals whose chart was reviewed. Among these individuals, the mean BMI value was 32.2, 


and the standard deviation was 9.7.  


 


Advance Directive, Living Will, and/or POLST 


Medical records were reviewed to determine whether an advance directive, living will, and/or 


POLST were offered, refused, and/or present in the record. Table 14 shows these results.  


 


Table 14. Advance Directives, Living Wills, POLST. 


 


Yes No N/A* 


Advance directive, living will, and/or POLST offered 103 7.4% 1239 89.5% 42 


(if offered) advance directive, living will, and/or 
POLST refused 


10 0.7% 79 5.7% 14 


  
     


Advance directive present in medical record 53 3.8% 1331 96.1% 
 


Living will present in medical record 40 2.9% 1344 97.0% 
 


POLST present in medical record 52 3.8% 1332 96.2% 
 


*N/A means the advance directive, living will, and/or POLST was not offered.  


 


Screening, Brief Intervention, and Referral to Treatment (SBIRT)  


SBIRT is an evidence-based process to identify and address concerning alcohol and drug use. 


Medical records were reviewed to determine whether this tool was utilized. Table 15 shows these 


results.  
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Table 15. Screening, Brief Intervention, and Referral to Treatment (SBIRT). 


 


Yes No N/A* 


N % N % N % 


SBIRT short screening was conducted 904 65.3% 481 34.7% 
  


   (if yes) screening was positive 120 13.3% 755 83.5% 29 3.2% 


   (if short screen was conducted and was positive, n=120)  


Full screening was conducted 8 6.7% 107 89.2% 5 4.2% 


(if short screen was conducted, was positive, and full screening was conducted, n=8) 


Brief intervention was conducted 6 75.0% 2 25.0%   


(if short screen was conducted and was positive; full screening was conducted; and brief 
intervention was conducted, n=6) 


Referral to treatment was made 4 66.7 1 16.7 1 16.7 


*N/A means either the short screen was not conducted, or the short screen was conducted but was 
negative.  


 


Number of Active Medications 


The average number of active medications documented in a medical record was 9.0, with a 


standard deviation of 6.7. The 25
th


 percentile was 4 medications, the median was 8 medications, 


the 75
th


 percentile was 13 medications. Medication counts included all prescription and over-the-


counter medications, including vitamins and supplements. 


 


Chronic Conditions and Self-Care Management Plan 


Among the 1,385 charts reviewed, 1,281 (93%) had at least one chronic condition documented. 


While reviewers documented all chronic conditions, CMS has published a list of 15 categories of 


chronic conditions, which is presented as a summary below (Table 16). This is not an exhaustive 


list, nor does it capture all the chronic conditions documented by reviewers.  


  


Section VIII Page699







Oregon Adult Mental Health Performance Measure Calculation 2014 


 


Acumentra Health 20 


Table 16. Chronic Conditions. 


 


N %  


Chronic alcohol or drug dependence 38 2.7% 


Autoimmune disorders (limited) 17 1.2% 


Cardiovascular disorders (limited) 99 7.1% 


Chronic heart failure 67 4.8% 


Dementia 7 0.5% 


Diabetes 585 42.2% 


End stage liver disease 1 0.1% 


End stage renal disease requiring dialysis 0 0.0% 


Severe hematologic disorders 5 0.4% 


HIV/AIDS 5 0.4% 


Chronic lung disorders 326 23.5% 


Chronic and disabling mental health conditions 161 11.6% 


Neurologic disorders 50 3.6% 


Stroke related neurologic deficit 2 0.1% 


Osteoarthritis 0 0.0% 


Note: The percentages shown will not total 100.  


 


If at least one chronic condition was documented, reviewers examined the self-care management 


plan (if present). Among individuals with at least one chronic condition documented, a self-care 


management plan was present in 959 (75%) records as shown in Table 17.  


Reviewers assumed that if a patient did not understand the goal and plan, the provider would 


continue working with them to ensure they did understand. As such, “No” was not an answer 


option to this question; rather, the patient’s understanding was either documented (“yes”) or 


there was no documentation of understanding (“unknown”).  
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Table 17. Self-Care Management Plan.  


 


Yes No Unknown Partial 


N % N % N % N % 


Self-care management 
plan present 


959 75.0% 319 25.0% 
    


Mutually agreed upon 
goal present 


315 24.6% 344 26.9% 619 48.4% 
  


Goal is measurable 
and time sensitive 


186 14.6% 702 54.9% 
  


390 30.5% 


Patient understands 
goal and plan 


333 26.1% 
  


945 73.9% 
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Executive Summary 


As the External Quality Review Organization (EQRO) for the Office of Mental 
Health and Addiction Services (OMHAS), Acumentra Health (formerly known as 
OMPRO) evaluated OMHAS’s Medicaid Managed Mental Health Care Quality 
Assessment and Improvement Strategy, revised in August 2005. The Quality 
Strategy describes OMHAS’s plan for overseeing mental health organizations 
(MHOs) that serve Medicaid enrollees through the Oregon Health Plan (OHP). This 
report summarizes the first evaluation of the strategy under the external quality 
review (EQR) contract.  
Federal regulations specify the minimum contents of state quality strategies. 
Acumentra Health evaluated the OMHAS Quality Strategy for compliance with 
federal standards related to quality assessment and performance improvement 
(QA/PI), including state responsibilities, enrollee access, managed care structure 
and operation, measurement and improvement, and EQR. For each section of the 
regulations, Acumentra Health determined whether the strategy met, partially met, 
or did not meet the relevant standards. Acumentra Health then recommended 
improvements for OMHAS’s next revision of the strategy. 


Evaluation results 


The 12-page OMHAS Quality Strategy touches on many of the relevant federal 
standards. It successfully addresses some elements of the state’s duties in ensuring 
quality and appropriateness of mental health care, enrollee access, and services for 
enrollees with special healthcare needs.  
However, the Quality Strategy needs to provide more concrete details about what 
MHOs are expected to do and how OMHAS will oversee the MHOs to hold them 
accountable. A more detailed framework would make it easier for the MHOs (or 
other involved parties) to apply the Quality Strategy effectively to their business 
practices and to align them with OMHAS’s goals for the delivery of services to 
OHP enrollees.  
The Quality Strategy is vague in many areas. For example, some sections simply 
refer to OMHAS’s MHO contract without citing specific provisions that relate to 
the federal standards. As a result, the Quality Strategy does not address fully the 
majority of the Medicaid managed care regulations.  
State responsibilities: Partially met. OMHAS has complied with regulations 
related to its responsibilities in developing and reviewing the Quality Strategy. 
However, the strategy omits some required elements of state quality strategies and 
only partially addresses others. 
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Enrollee access: Not met. The strategy does not address most elements of these 
standards and only partially addresses others. In particular, it omits language about 
ensuring coordination and continuity of care for all enrollees and about ensuring 
coverage and authorization of services. 
Structure and operations: Not met. The strategy does not address most of these 
standards and only partially addresses others. It does not refer to federal 
requirements related to enrollee confidentiality, enrollment and disenrollment 
procedures, grievance systems, and subcontractual relationships and delegation. 
The 2005 EQR Annual Report, issued in December 2005, identified the latter area 
as a particular problem, as the majority of MHOs lacked policies for monitoring 
and managing the activities delegated to contractors and subcontractors. 
Measurement and improvement: Partially met. The strategy refers to QA/PI 
programs that form part of the MHOs’ quality improvement (QI) work plans. 
However, it does not address fully the requirement for MHOs to develop and use 
practice guidelines. References to performance measurement and to MHOs’ 
performance improvement projects (PIPs) do not identify these as key components 
of QA/PI programs. The strategy touches on basic elements of health information 
systems but does not address requirements for MHOs to collect encounter data 
from providers, verify the data, and report to OMHAS. 
External quality review: Substantially met. The strategy addresses requirements 
related to contracting with an independent EQRO and conducting the annual EQR, 
and it covers the mandatory and optional EQR activities. However, it omits 
mention of a provision that allows the EQRO to provide technical assistance to 
groups of MHOs in conducting EQR-related activities. 


Recommendations 


This report cites additions and refinements needed to address standards that were 
not incorporated into the Quality Strategy. Additional suggested improvements are 
intended to enhance the usefulness of the strategy in communicating OMHAS’s 
missions and goals and in identifying best practices. 
The summary at the end of the report offers recommendations for structural 
changes that would enable OMHAS to move beyond the compliance environment 
to a more proactive strategy. The recommendations include forming a quality 
improvement committee within OMHAS that would be responsible for overseeing 
MHOs’ responsibilities and defining their scope of work. 
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Background 


Under the Balanced Budget Act (BBA) of 1997, a state that contracts with 
managed care organizations (MCOs) to provide Medicaid services must have a 
written strategy for assessing and improving the quality of managed care services. 
The state must conduct periodic reviews of the strategy to evaluate its effectiveness 
and must update the strategy as needed. Also, the state must ensure that MCOs 
comply with QA/PI standards established by the state in accordance with federal 
regulations for managed care programs (42 CFR §438, Subpart D).  
BBA regulations specify that the state quality strategy must contain, at a minimum: 


• the MCO contract provisions that incorporate the standards specified in 
Subpart D; 


• procedures that 
o assess the quality and appropriateness of care and services furnished 


to Medicaid enrollees and to people with special healthcare needs 
o identify the race, ethnicity, and primary language spoken of each 


Medicaid enrollee 
o regularly monitor and evaluate MCO compliance with the standards 


• for MCOs, any national performance measures and levels that may be 
identified and developed by the Centers for Medicare & Medicaid Services 
(CMS) 


• arrangements for annual external reviews of the quality outcomes and the 
timeliness of and access to services covered under each MCO contract 


• appropriate use of intermediate sanctions to be imposed on MCOs that 
violate legal or contractual provisions 


• an information system that supports operation and review of the quality 
strategy 


• standards at least as stringent as the federal standards for access to care, 
MCO structure and operations, and quality measurement and improvement 


OMHAS’s Medicaid Managed Mental Health Care Quality Assessment and 
Improvement Strategy describes the agency’s plan for overseeing the MHOs that 
serve OHP enrollees. Adopted in August 2003, reviewed in August 2004, and 
revised in August 2005, the Quality Strategy incorporates elements of state and 
federal regulations and of the MHO contract. Data obtained from the oversight 
activities described in the strategy ultimately are analyzed and evaluated as part of 
the annual EQR technical report. 
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OMHAS’s Quality Strategy is organized under the following main headings:  


Introduction 
I. Process for quality strategy development, review, and revision 
II. Managed care program goals and objectives 
III. Medicaid contract provisions 
IV. Procedures for assessing quality and appropriateness of care 
V. Procedures for race, ethnicity, and primary language 
VI. State procedures for compliance monitoring and evaluation 
VII. National performance measures and levels 
VIII. External quality reviews ` 
IX. MCO use of intermediate sanctions 
X. Information system 
XI. State standards for access, structure and operation, and quality 


measurement and improvement 


Evaluation approach 


In evaluating the Quality Strategy, Acumentra Health reviewed the Medicaid 
managed care regulations, OMHAS’s current contract with MHOs, and the CMS 
Protocols for External Quality Review of Medicaid Managed Care Organizations.  
This evaluation is organized to address the standards in Subpart D, which are 
divided into three sections: Access; Structure and Operation; and Measurement and 
Improvement. For each section, Acumentra Health determined whether the Quality 
Strategy met, partially met, or did not meet the relevant standards. Appendix A 
(adapted from Attachment C of the CMS protocol for evaluating state quality 
strategies) presents detailed comments. 
The items cited as required improvements identify areas in which OMHAS did not 
incorporate the relevant standards into the Quality Strategy. In some cases where 
the strategy did address certain standards, Acumentra Health noted opportunities 
for further improvement. OMHAS may wish to consider these suggested 
improvements for developing a comprehensive strategy that clearly communicates 
its mission and goals. 
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Review Results 


State responsibilities 


The Quality Strategy addresses all elements of 42 CFR §438.202, listing state 
responsibilities related to developing the strategy and reviewing it internally. The 
strategy incorporates procedures to assess the quality and appropriateness of care 
and provides for an annual EQR. However, as shown in Table 1, the strategy does 
not incorporate contract provisions related to the managed care standards, and it 
addresses several other required elements of state quality strategies only partially. 
For additional details, refer to Appendix A.  


Table 1. State responsibilities standards partially met or not met. 


Standard 
Partially  


met 
Not  
met 


42 CFR §438.204(a). Elements of State quality 
strategies. Contract provisions that incorporate the 
managed care standards 


Strategy refers to the MHO contract but does not specify 
provisions that incorporate standards. 


 •  


§438.204(b)(2). Procedures that identify race, ethnicity, 
and primary language of each enrollee 


Strategy needs to specify that the state provides this 
information to the MHOs for each enrollee. 


•   


§438.204(c). National performance measures that CMS 
may develop 


Strategy does not specify whether or how performance 
measures were developed. 


•   


§438.204(e). Appropriate use of intermediate sanctions 


Strategy refers to the MHO contract but does not specify 
this provision. 


 •  


§438.204(f). Information system that supports operation 
and review 


Strategy refers to the information system, but not in the 
context of supporting operation and review. 


•   


Comments 


The introductory material is informative, succinct, and well organized. OMHAS 
deserves recognition for dedicating resources to the independent review of its 
Quality Strategy document. 
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Required improvements 


• Quote or cite all relevant provisions of the MHO contract in the text of the 
Quality Strategy or in an appendix. References to the contract in the current 
document are either too vague or, in one case, inaccurate. 


• Add language that addresses  
o the state’s obligation to provide information for MHOs on enrollees’ 


race, ethnicity, and primary language, §438.204(b)(2) 
o how the health information supports operation and review of the Quality 


Strategy, §438.204(f) 


Suggested improvements 


• Update the Introduction to reflect results of the 2005 EQR review. 
• Describe how OMHAS, the Office of Medical Assistance Programs, and 


other divisions of the Department of Human Services (DHS) will interact to 
carry out the strategy. 


• Describe the mechanisms by which OMHAS plans to evaluate the strategy’s 
overall effectiveness and determine the need for changes. Include language 
describing the EQRO’s role in evaluating the strategy. 


• Provide examples of how OMHAS incorporates its mission and goals into 
the Quality Strategy. Review the mission and goals to ensure that they are 
still appropriate in relation to overall DHS and MHO strategies.  


• Incorporate 2006 revisions of the EQR protocol into the Quality Strategy. 
• Describe how the Quality Strategy relates to the EQR process and ultimately 


to the annual EQR technical report. The technical report should serve as one 
of the catalysts for updating the Quality Strategy. 
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Enrollee access standards 


These standards cover availability of services for enrollees, assurance of adequate 
capacity and services, coordination and continuity of care, and coverage and 
authorization of services.  
The Quality Strategy lists specific methods that OMHAS uses to ensure that all 
services covered under the state plan are available and accessible to enrollees, 
meeting the basic rule under 42 CFR §438.206. The strategy also addresses other 
requirements of this section of the regulations by 


• stating that OMHAS will evaluate the MHOs’ provider networks to evaluate 
access to services and the capacity of MHO delivery systems 


• requiring MHOs to conduct credentialing reviews of their providers at least 
biannually 


• referring to the need for culturally and linguistically appropriate programs 
The strategy addresses basic elements of §438.207, Assurance of adequate capacity 
and services, and of §438.208, Coordination and continuity of care. It devotes 
particular attention to identifying and assessing enrollees with special healthcare 
needs (SHCN) and developing treatment plans for those enrollees.  
However, the strategy does not address other significant elements of enrollee 
access and only partially addresses others, as shown in Table 2. In particular, it 
omits language related to ensuring coordination and continuity of care for all 
enrollees (not only those with SHCN) and ensuring coverage and authorization of 
services. For additional details, refer to Appendix A. 
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Table 2. Enrollee access standards partially met or not met. 


Standard 
Partially 


met 


Not  


met 


42 CFR §438.206(b)(1)(i)–(ii). MHOs must consider anticipated Medicaid enrollment and 
expected utilization of services 


Strategy does not refer to “anticipated” enrollment, nor to “expected” utilization. 
•   


§438.206(b)(1)(iii). MHOs must consider numbers and types of providers required 


Strategy should refer more specifically to training, experience, and specialization. •   


§438.206(b)(1)(iv)–(v). MHOs must consider numbers of network providers not accepting new 
Medicaid patients and the geographic location of providers and enrollees 


No language found. 
 •  


§438.206(b)(3). MHOs must provide for second opinions from qualified professionals 


No language found.  •  


§438.206(b)(4). MHOs must cover necessary out-of-network services adequately and timely 


No language found.  •  


§438.206(b)(5). MHOs must require out-of-network providers to coordinate with the MHO with 
respect to payment 


No language found. 
 •  


§438.206(c)(1). MHOs must require providers to meet state standards for timely access 


Strategy addresses SHCN enrollees only. No language regarding urgency of need for services or 
required hours of operation. 


 •  


§438.207(d). State review and certification to CMS 


No language found.  •  


§438.207(e). CMS’s right to inspect documentation 


No language found.  •  


§438.208(b). MHOs must coordinate delivery of primary care and services for all enrollees 


No language found.  •  


§438.208(b)(1). MHOs must ensure appropriate source of primary care for each enrollee 


No language found.  •  
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Table 2. Enrollee access standards partially met or not met (cont.). 


Standard 
Partially 


met 


Not  


met 


§438.208(b)(2). Coordinate services the MHO furnishes with services the enrollee receives from 
any other MHO 


Strategy addresses care coordination only for SHCN enrollees. 
•   


§438.208(b)(3). Share results of identification and assessment of special health care needs 


No language found.  •  


§438.208(b)(4). In coordinating care, protect enrollee privacy per federal requirements 


No language found.  •  


§438.208(c)(3). Development of treatment plans for SHCN enrollees 


No language that addresses timeliness of primary care provider’s care plan for SHCN enrollees 
or adherence to utilization review standards. 


•   


§438.208(c)(4). Direct access to specialists for SHCN enrollees 


No language found.  •  


§438.210(a). MHOs must provide services sufficient in amount, duration, and scope to achieve 
the purpose for which services are furnished 


No language found. 
 •  


§438.210(b). MHOs must follow written policies and procedures for service authorization 


No language found.  •  


§438.210(c). MHOs must notify requesting providers and enrollees of any decision to deny a 
service authorization request 


No language found. 
 •  


§438.210(d). MHOs must meet standards for timely delivery of notices of action 


No language found.  •  


§438.210(e). Compensation for utilization management activities may not provide incentives to 
deny, limit, or discontinue necessary services 


No language found. 
 •  
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Comments 


Under BBA regulations, the state Medicaid agency has some latitude in overseeing 
compliance with the many standards for enrollee access. For both OMHAS and the 
MHOs, it would be constructive if OMHAS were to specify in the Quality Strategy 
the documentation required of the MHOs. 


Required improvements 


Availability of services 
• Add language about the requirements for MHOs to consider, in establishing 


their delivery networks: 
o the numbers of network providers who are not accepting new Medicaid 


enrollees, §438.206(b)(1)(iv) 
o geographic locations of network providers and enrollees, §438.206(b)(1)(v) 


• Add specific language regarding the requirements for MHOs to: 
o provide for second opinions, §438.206(b)(3) 
o cover out-of-network services adequately and timely if needed services 


are unavailable within the network, §438.206(b)(4) 
o coordinate with out-of-network providers with respect to payment and 


ensure that the cost to the enrollee is no greater than it would be if the 
services were furnished within the network, §438.206(b)(5) 


• Specify that MHOs must take corrective action if standards for timely access 
are not met. §438.206(c)(1)(vi) 


Assurance of adequate capacity and services 
• Add language about requirements related to state review and certification of 


MHOs’ compliance with these standards and to CMS’s right to inspect 
documentation. §438.207(d)–(e) 


Coordination and continuity of care 
• Add language regarding primary care and coordination of services for all 


MHO enrollees, not only those with SHCN. §438.208(b)(1) 
• Add language about requirements for sharing results of the identification and 


assessment of SHCN enrollees and for ensuring enrollees’ privacy during 
coordination of care. §438.208(b)(3)–(4) 


• Specify that OMHAS requires MHOs to approve treatment plans for SHCN 
enrollees in a “timely manner” that includes the enrollee’s input, and that 
these enrollees have direct access to specialists. §438.208(c)(4) 
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Coverage and authorization of services 
• State clearly that OMHAS requires the MHOs to 


o cover services to OHP enrollees according to contractual definitions and 
specifications of the amount, duration, and scope of each required 
service, §438.210(a) 


o have in place and follow policies and procedures to ensure consistent 
application of criteria for authorization decisions, including consultation 
with the requesting provider when appropriate, §438.210(b) 


• For notices of adverse action, specify that the MHO must notify the 
requesting provider and the enrollee. §438.210(c) 


• For prior authorization review, specify the time frames for standard and 
expedited decisions and for enrollee or provider requests for extension. 
§438.210(d) 


• Add language about compensation for utilization management activities. 
§438.210(e) 


Suggested improvements 


Availability of services 
• Consider incorporating more detailed guidelines for practices by which 


MHOs can meet federal requirements for ensuring availability of services. 
Examples of such practices could be obtained from MHO site reviews, 
information from MHO contractor or QI coordinator meetings, or a literature 
review.  


Coordination and continuity of care 
• Provide examples of how OMHAS and OMAP would coordinate services 


that enrollees receive from multiple MHOs and MCOs and would share 
assessment information with the MHOs. §438.208(b)(2)–(3) 
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Structure and operation standards 


These standards address provider selection, enrollee information, confidentiality, 
enrollment and disenrollment, grievance systems, and subcontractual relationships 
and delegation. As shown in Table 3, the Quality Strategy omits language on most 
of these standards and only partially addresses others. For additional details, see 
Appendix A. 


Table 3. Structure and operation standards partially met or not met. 


Standard 


Partially  


met 


Not  


met 


42 CFR §438.214(a). Provider selection. General rules 


Strategy needs to mention the requirement for MHOs to 
implement policies and procedures in this area. 


 •  


§438.214(b)(1). State must establish a uniform credentialing 
and recredentialing policy 


No language found. 
 •  


§438.214(b)(2). MHOs must follow documented process for 
credentialing and recredentialing 


Language does not address recredentialing. 
•   


§438.214(c). Nondiscrimination against certain providers 


No language found.  •  


§438.214(d). Excluded providers 


No language found.  •  


§438.214(e). Additional state requirements 


No language found.  •  


§438.218. Enrollee information 


Strategy addresses some but not all required elements. •   


§438.224. Confidentiality 


No language found.  •  


§438.226. Enrollment and disenrollment 


No language found.  •  


§438.228. Grievance systems 


No language found.  •  


§438.230. Subcontractual relationships and delegation 


No language found.  •  


Comments 


Structure and operation standards address important elements of enrollee rights and 
of the MHO’s day-to-day operations. These standards are comprehensive and 
require substantial oversight to ensure compliance.  
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Required improvements 


Provider selection 
• Specify that MHOs must have in place and follow written policies and 


procedures for credentialing and recredentialing. List all pertinent provisions 
in this section (e.g., nondiscrimination, excluded providers). §438.214 


Enrollee information 
• List the specific contract requirements regarding enrollee information (e.g., 


reading level for enrollee materials, alternative format and language 
requirements, enrollee handbook contents). Specify the procedures for 
monitoring MHOs’ compliance with these standards with reference to the 
current MHO agreement. The reference in the current version of the Quality 
Strategy is out of date. §438.218 


Confidentiality 
• Specify the requirements for MHOs to protect the confidentiality of enrollee 


information. §438.224 
Enrollment and disenrollment  


• Include the contractual provisions that define the decision making roles of 
the state and MHOs with regard to enrollment and disenrollment, including 
grievance processes. §438.226 


Grievance systems 


• Add specific language about the requirement for MHOs to have grievance 
systems and for the state to conduct random reviews to ensure that MHOs 
comply with notice-of-action requirements. §438.228 


Subcontractual relationships and delegation 
• Specify that the MHO oversees and is accountable for functions delegated to 


any subcontractor; that the MHO evaluates each prospective subcontractor’s 
ability to perform delegated activities; that the MHO has a specific written 
agreement addressing delegated activities and responsibilities; and that the 
MHO monitors the subcontractor’s performance and takes corrective action 
if necessary. §438.230 


• Describe OMHAS’s expectations of how an MHO will evaluate a 
prospective subcontractor’s ability to perform delegated activities. Consider 
recommending that MHOs apply the National Committee for Quality 
Assurance standards for pre-delegation evaluation of prospective 
subcontractors. §438.230(b)(3) 
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Measurement and improvement standards 


These standards address practice guidelines, QA/PI programs, and health 
information systems. Again, the Quality Strategy addresses most of these standards 
only partially or not at all, as shown in Table 4. For additional details, refer to 
Appendix A. 
Various sections of the Quality Strategy refer to QA/PI programs that MHOs must 
maintain. The strategy identifies the requirement for MHOs to have mechanisms 
for assessing care furnished to SHCN enrollees (§438.240(b)(4)). Also, it refers to 
reviewing MHOs’ QI work plans to evaluate the clarity of goals, objectives, and 
performance measures and to identify significant problem areas. 
The strategy refers to the adoption and application of practice guidelines only as a 
topic of discussion at Quality Improvement Committee meetings, not as a specific 
requirement of managed care regulations. It refers only vaguely to performance 
measurement and to MHOs’ PIPs, and it fails to identify these as key components 
of QA/PI programs. The text provides little detail on PIP requirements or on 
OMHAS’s role in overseeing these projects.  
The strategy touches on the basic elements of health information systems but does 
not address the required capabilities of an MHO’s system, nor the requirements for 
MHOs to collect encounter data from providers, verify the data’s accuracy and 
timeliness, and report to OMHAS. 
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Executive Summary 


The State of Washington Department of Social and Health Services, Medical Assistance 
Administration (MAA), selected OMPRO to conduct a validation of the MAA 2003 
Quality Strategy. OMPRO evaluated the Quality Strategy for compliance with federal 
standards for Medicaid managed care, examined its strengths and limitations, and 
recommended improvements for implementing the strategy.  
 
The evaluation addressed standards regarding enrollee access, managed care 
structure and operations, and measurement and improvement, as well as the 
Introduction of the Quality Strategy and the section on external quality review (EQR). 
For each section, OMPRO rated the standards as Met, Partially Met, or Not Met, as 
outlined below. 
 
Overall, the MAA Quality Strategy complied with the Medicaid rules and regulations. 
The recommended improvements address a small number of standards that were not 
incorporated into the 2003 Quality Strategy. In addition, OMPRO suggests other 
improvements to help MAA identify structural changes to move beyond compliance to a 
proactive quality strategy.  
 
Introduction of the Quality Strategy. The introduction and overview met federal 
requirements for the elements of state quality strategies. OMPRO suggests a number of 
improvements to the content. 
 
Access. These standards comprise more than 60 regulations, most of which MAA met. 
MAA failed to meet or only partially met certain standards regarding availability of 
services, assurance of adequate capacity and services, coordination and continuity of 
care, and coverage and authorization of services.  
 
Structure and operations. Of these 20 standards, MAA complied with all but one, 
regarding subcontractual relationships and delegation. OMPRO recommends adding 
language to the strategy addressing MAA’s expectations of how a Medicaid managed 
care organization will evaluate a prospective subcontractor’s ability to perform 
delegated duties. 
 
Measurement and improvement. MAA met these standards addressing practice 
guidelines, quality assurance and performance improvement programs, and health 
information systems. 
 
External quality review. MAA partially met the standards in this area. OMPRO 
recommends that MAA add a description of the required and optional EQR quality 
improvement activities that MAA is conducting and discuss the activities conducted by 
MAA and those that have been contracted out. 
 


Section VIII Page727







 


 
OMPRO 2003 Quality Strategy Compliance Review MAA 
  August 2005 2


Background 


MAA selected OMPRO, a nonprofit External Quality Review Organization (EQRO), to 
conduct a validation of the MAA 2003 Quality Strategy. OMPRO evaluated the Quality 
Strategy for compliance with federal standards, examined strengths and limitations, and 
recommended improvements for implementing the strategy. As part of the evaluation, 
OMPRO reviewed the federal Medicaid managed care rules and regulations (42 CFR 
§438), the 2003–2005 MAA Healthy Options/SCHIP contract, and the Centers for 
Medicare & Medicaid Services (CMS) Protocols for External Quality Review of Medicaid 
Managed Care Organizations. OMPRO also assessed other states’ quality strategies to 
determine best practice standards.  


The federal Balanced Budget Act (BBA) of 1997 requires each state Medicaid agency 
contracting with a managed care organization (MCO) to develop and implement a 
written strategy for assessing and improving the quality of managed care services (42 
CFR §438.202). The strategy must comply with provisions established by the U.S. 
Department of Health and Human Services (DHHS), issued in the June 2002 Federal 
Register. States must either adopt DHHS protocols for independent external review of 
MCO compliance with federal quality standards, released by DHHS in February 2003, 
or implement protocols consistent with those standards. 


The BBA regulations are intended to provide important beneficiary protections and 
result in improved patient care outcomes and satisfaction over the long term. The law 
significantly increased Medicaid regulatory requirements in comparison with those that 
existed before the BBA. State Medicaid agencies and healthcare organizations must 
dedicate significant time and resources to ensure compliance with the new federal 
standards. 


A written quality strategy provides an opportunity to inform MAA leadership and 
stakeholders of MAA’s plan for oversight of MCOs. MAA’s Quality Strategy incorporates 
elements of the MCO contract, state and federal regulations, and the CMS managed 
care protocols. Data obtained from the oversight activities described in MAA’s Quality 
Strategy ultimately will be submitted to OMPRO for analysis and evaluation as part of 
the EQR Technical Report. 


 


Evaluation of the MAA Quality Strategy 


This evaluation is organized to address the standards outlined in Subpart D of the BBA 
Medicaid managed care rules and regulations. Subpart D is divided into three sections: 
Access, Structure and Operations, and Measurement and Improvement standards. For 
each of these sections, OMPRO evaluated the MAA Quality Strategy’s compliance with 
the federal standards, rating the standards as Met, Partially Met, or Not Met. This 
evaluation expanded these categories to include the Introduction of the Quality Strategy 
and the section on External Quality Review.  
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This evaluation includes suggestions and recommendations for improvement. The 
required improvements address areas in which MAA did not comply with the federal 
standards. Even for standards where compliance was met, OMPRO noted opportunities 
for further improvement. The suggested improvements provide MAA with opportunities 
to move beyond compliance to a comprehensive strategy that would accurately reflect 
MAA’s mission and goals. 


Introduction of the MAA Quality Strategy 


The Quality Strategy begins with an Introduction, an Overview of the MAA (Mission and 
Goals and Managed Care Organizational Structure), and a section on the Quality 
Strategy Development and Review process. The evaluation rated these elements as 
complying with federal requirements for the elements of state quality strategies, as 
shown in Table 1.  
 
Table 1. Compliance with state responsibilities for quality strategies. 


Standard Met Partially Met Not Met 


42 CFR §438.202 State responsibilities. •   


42 CFR §438.204 Elements of state quality strategies. •   


 
Comments  


The information provided in the Introduction and Overview is informative, succinct, and 
organized in a manner that is easy to follow. A best practice review revealed that MAA 
is unique in dedicating resources to the independent review of its Quality Strategy 
document. 


Suggested improvements 


 Update the Overview section to reflect current budget and demographic 
information. 


 Add the Washington Medicaid Integration Partnership (WMIP) and the Medicare 
and Medicaid Integration Programs (MMIP) to the Overview section 


 Determine how the Primary Care Case Management (PCCM) program should be 
incorporated into the Quality Strategy. 


 Provide examples of how MAA incorporates its goals into the Quality Strategy. 
Review the MAA mission and goals to ensure that they are still appropriate in 
terms of how they relate to the overall DSHS and MAA strategies.  


 Expand the Managed Care Organizational Structure section to include a 
description of TEAMonitor. 


 Update the Quality Strategy to reflect the EQRO’s role in evaluating the strategy. 
Add a Quality Strategy Standards section listing the standards that MAA must 
incorporate into its strategy. Describe how the Quality Strategy relates to the 
EQR process and ultimately to the EQR Technical Report. The Technical Report 
should serve as a catalyst for updating the Quality Strategy. 


 Describe in the Managed Care Organizational Structure section how the five 
divisions of MAA interact to carry out the strategy.  
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Access standards 


These standards address availability of services for enrollees, assurance of adequate 
capacity and services, coordination and continuity of care, and coverage and 
authorization of services. The Access standards represent more than 60 regulations, 
and MAA met the majority of the standards. Table 2 displays only those standards that 
were partially met or not met. 
 
Table 2. Access standards partially met or not met. 


Standard Partially Met Not Met 


42 CFR §438.206(b)(5) Availability of services.  
No language found in strategy. 


 •  


42 CFR §438.206(c)(1)(vi) Availability of services.  
No language that denotes corrective action if there is a failure to comply. 


 •  


42 CFR §438.207(c)–(e) Assurance of adequate capacity and services.  
No language found. 


 •  


42 CFR §438.208(b)(3) Coordination and continuity of care.  
No language found. 


 •  


42 CFR §438.208(c)(2) Coordination and continuity of care.  
Includes language regarding the MCO’s responsibilities for special 
healthcare needs (SHCN) assessment and ongoing monitoring. 


•   


42 CFR §438.208(c)(3)(ii)–(iii) Coordination and continuity of care.  
No language found that addresses timeliness of primary care provider’s 
care plan for SHCN or utilization review standards. 


 •  


42 CFR §438.208(c)(4) Coordination and continuity of care.  
No language in strategy about SHCN enrollees’ direct access to 
specialists; however, this language is included in the MCO contract. 


 •  


42 CFR §438.210(b)(1)–(2); (d)–(e) Coverage and authorization of 
services.  
No language referring to the role of policy and procedures with 
subcontracts. 


 •  


42 CFR §438.210(b)(2)(i)–(ii) Coverage and authorization of services.  
Add language for “consistent application review.” 


•   


42 CFR §438.210(d)(1) Coverage and authorization of services.  
Language not found. 


 •  


 


Comments 


The BBA regulations allow state Medicaid agencies some flexibility with regard to 
oversight of several access standards. However, it would benefit both MAA and the 
MCOs if MAA determined and specified the detail and type of documentation to be 
submitted by the MCO. For example, certification of network adequacy is not new to 
MCOs; however, the process of implementing routine methods to monitor under- and 
overutilization to determine adequate capacity and services can be challenging. 
Network adequacy and capacity are dynamic, and the absence of a consistent 
monitoring process has direct impact on the enrollee. 
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Required improvements 


Availability of services 
 Add language and expectations to address requiring the MCO to coordinate with 


out-of-network providers with respect to payment and ensuring that cost to the 
enrollee is no greater than it would be if the services were furnished within the 
network. §438.206(b)(5) 


 Add language that requires MCOs to take corrective action if the standard for 
timely access is not met. §438.206(c)(1)(vi) 


Assurance of adequate capacity and services 
 Clarify expectations for timing of documentation for network adequacy. Consider 


aligning certification of network adequacy (GeoAccess Report) with the Office of 
the Insurance Commissioner’s 2005 annual report requirement to reduce burden 
of duplication for the MCOs. §438.207(c) 


 Add language stipulating that MAA is required to certify to CMS that all MCOs 
submit access documentation. §438.207(d)–(e) 


Coordination and continuity of care 
 Determine whether MAA needs to include the new dual eligible programs, WMIP 


and MMIP, into the strategy. §438.208(a)(3)(i)–(ii) 
 Add language that MAA requires MCOs to approve treatment plans for SHCN 


enrollees in a timely manner that includes input of the enrollee, and that SHCN 
enrollees must have direct access to specialists. This language appears in the 
2003–2005 Healthy Options contract. §438.208(c)(3)(ii)–(iii); (c)(4) 


Coverage and authorization of services 
 Appendix A does not state clearly that MCOs must have policies and procedures 


in place to ensure consistent application of review criteria for authorization 
decisions. The strategy also should state that the authorization process includes 
a consultation with the requesting provider when appropriate. §438.210(b)(1)–(2) 


 For prior authorization review, add language that clarifies the timeframe for 
decisions, enrollee or provider request for extension, and expedited decisions. 
§438.210(d) 


 Add language that addresses compensation for utilization management activities. 
§438.210(e) 


 
Suggested improvements 


Availability of services 
 Consider incorporating examples of MCO best practice standards into the Quality 


Strategy. Best practice examples can be obtained from TEAMonitor reviews or 
literature review.  


 Offer an example of supporting documentation that demonstrates the MCO’s 
capacity to serve the expected enrollment in its service area.   
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Coordination and continuity of care 
 Strengthen the language on implementing mechanisms to assess each enrollee. 


Address the fact that enrollees become SHCN enrollees after they are assigned 
to a plan. Will the MCO monitoring system screen for this? §438.208(c)(2) 


 Provide examples of how MAA will provide coordination of services that enrollees 
receive from multiple MCOs and how MAA will share assessment information 
with the MCOs. §438.208(b)(2)–(3) 


 
Structure and operations standards 


These standards address provider selection, enrollee information, confidentiality, 
enrollment and disenrollment, grievance systems, and subcontractual relationships and 
delegation.Table 3 shows the only standard out of 20 that did not meet compliance. 
 
Table 3. Structure and operations standards not met. 


Standard Met Partially Met Not Met 


42 CFR §438.230(a)–(b) Subcontractual 
relationships and delegation. 


  •  


 


Comments 


Structure and operations standards address enrollee information and grievance 
systems, among other elements. Both sets of standards are comprehensive and require 
substantial oversight to ensure compliance.  


Required improvements 


 Add language that addresses MAA’s expectations of how an MCO will evaluate a 
prospective subcontractor’s ability to perform the activities to be delegated. The 
National Committee for Quality Assurance (NCQA) standards provide a good 
example for pre-delegation evaluation of prospective subcontractors and can be 
applied to all potential delegated activities. Consider providing the NCQA pre-
delegation standard as MAA’s recommendation. §483.230(a)–(b) 


 


Measurement and improvement standards 


These standards address practice guidelines, quality assessment and performance 
improvement programs, and health information systems. 
 
Table 4. Compliance with measurement and improvement standards. 


Standard Met Partially Met Not Met 


42 CFR §438.236–438.242  •   


 
Comments 


These standards offer MAA a potential foundation on which to build an effective 
oversight program that would move MAA from minimum compliance to a progressive, 
proactive quality strategy. MAA has incorporated unique features into the managed care 
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program. Examples include MCO Quality Incentives, a joint TEAMonitor annual review 
team, and the incorporation of the NCQA quality improvement standards into the MCO 
contract. MAA’s Quality Incentives program has a downstream effect, as MCOs are now 
including quality incentives in their provider contracts. Implementing these distinctive 
programs demonstrates MAA’s desire to increase MCO satisfaction while improving 
access to quality health care for Medicaid enrollees.  
 
Suggested improvements 


 Describe the infrastructure MAA has developed to support the MCO oversight 
evaluation and activities. Consider adding a description of how MAA plans to 
evaluate the overall effectiveness of the Quality Strategy and the process for 
adopting and implementing new quality activities. 


 
External quality review (EQR) standards 


These standards address state responsibilities, EQR protocols, qualifications of 
EQROs, state contract options, activities related to EQR, nonduplication of mandatory 
activities, and EQR results.  
 
Table 5. EQR requirements partially met. 


Standard Met Partially Met Not Met 


42 CFR §438.358 Activities related to external quality review.  •   


 
Comments 


EQR standards and CMS protocols require that MAA conduct an annual review of the 
MCO performance improvement projects and a comprehensive review every three 
years. It is unclear how MAA plans to determine its level of MCO oversight in the 
alternate comprehensive review years.  
 
Required improvements 


 Add a description of the required and optional EQR quality improvement activities 
that MAA is conducting. Discuss activities conducted by MAA and those that 
have been contracted to the EQRO. §438.358 


 


Suggested improvements 


 Describe the decision process that MAA uses to prioritize oversight activities and 
the funding of optional activities or focused studies. 


 Create a quality improvement committee (QIC) responsible for overseeing the 
TEAMonitor audit activities. QIC members would approve the annual workplan 
and the scope of work for the contract year. Describe the MAA infrastructure that 
supports the oversight activities of the managed care contracts.  


 Consider including MCO partners in a steering committee to plan the scope of 
work and to help identify the potential impact on MAA and MCO resources. This 
committee could address conclusions and recommendations from the EQR 
Technical Report. 
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Summary and Recommendations 


 
Overall, the MAA Quality Strategy complies with the federal Medicaid rules and 
regulations. The required improvements address a small number of standards that were 
not incorporated into the 2003 Quality Strategy. The suggested improvements are 
offered to help MAA identify structural changes to move beyond compliance to a 
proactive quality strategy.  
 
Goals 


To begin this process, MAA may wish to evaluate its goals to determine whether they 
are relevant in the new BBA environment and whether they align with the overall 
strategic plan of DSHS. Optimally, MAA’s goals will be incorporated throughout the 
Quality Strategy and used to prioritize decisions that affect the oversight design of the 
managed care program.  
 
Structure of the Quality Strategy 


The written quality strategy should be structured in a manner that makes it easy to 
understand the specific roles of the MCO and MAA. Rather than simply stating that the 
federal standards are incorporated into the MCO contract, MAA should list the 
standards and then describe how MAA designed oversight for that standard by listing 
the separate duties of the MCO, MAA, and the EQRO. The Minnesota Quality Strategy1 
illustrates a best practice of this structured format, defining the duties, oversight, and 
report and evaluation of each standard. Structuring the document in this manner would 
set clear expectations for both MAA and the MCO and would help MAA identify 
elements of its infrastructure that need to be updated to support MCO oversight 
activities. 
 
Expectations for the MCO 


Although BBA language gives state Medicaid agencies flexibility in achieving some 
managed care standards, the state can make it easier for MCOs to comply with the 
standards by specifying clearly what is expected of MCOs in terms of documentation 
and other compliance activities. MAA should consider incorporating examples of best 
practice standards into the Quality Strategy. However, including this level of detail would 
require dedicated resources. 
 
Moving beyond compliance 


In the regulatory environment surrounding implementation of the BBA standards, states 
and MCOs may tend to focus solely on compliance, losing sight of what the standards 
are meant to achieve. MAA and the MCOs already have implemented many of the BBA 
provisions. As they work to improve access to quality health care for all Washington 
Medicaid managed care enrollees, MAA can advance this goal by acting more as a 
partner with the MCOs, rather than as a regulator or auditor. MAA has an opportunity to 


                                                 
1
 http://www.dhs.state.mn.us/main/groups/business_partners/documents/pub/dhs_id_009237.pdf 
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move toward a system in which MAA takes on the role of a trainer or mentor for the 
MCOs. This role of collaboration and partnership could have far-reaching benefits for 
the managed care system. Giving the MCOs a voice in shaping the managed care 
standards will help ensure a transparent, consistent system.  


MAA and the MCOs face the challenge of complying with complex requirements while 
serving the most complex and vulnerable of patient populations. To meet this challenge, 
the parties must move from a compliance-driven relationship toward a collaborative 
approach, enabling the state to comply with BBA regulations in a manner that provides 
the highest quality health care for managed care enrollees. 
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Timeliness of mental health care 


These observations and recommendations arose 
from the RSN site reviews during 2013. 


Strengths  


• All mental health assessments for children 
by CDRSN’s providers were completed or 
updated within the past year.  


• Several PIPs that addressed issues related 
to timeliness of care earned a rating of 
Fully Met. 


o NSMHA’s clinical PIP focused on 
timely access to medication evaluations 
through “planful discharge” in 
outpatient services. 


o SWBH’s nonclinical PIP (initiated by 
Clark County RSN in 2011) tested the 
use of collaborative discharge planning 
to improve the percentage of enrollees 
receiving non-crisis outpatient service 
within seven days after discharge from 
an inpatient psychiatric facility.  


Opportunities for improvement 


Nearly one-quarter of mental health assessments 
for children in the clinical record review were 
more than a year old, and in many cases, the 
assessments were three to five years old. In one 
case, there was no current assessment for a 
teenager; the only assessment in the record had 
been conducted when the child was less than 10 
years old. 


• DBHR needs to work with the RSNs to 
ensure that providers update enrollees’ 
assessments at least annually to 
document changes in the enrollee’s 
functioning and life circumstances. 


One PIP related to timeliness of care continued 
for more than three years without demonstrating 
statistically significant improvement in the study 
indicator. 


• RSNs need to develop PIPs with the 
intention of completing the project within 
two remeasurement periods. DBHR 
should review and approve any PIP 
extensions beyond the second 
remeasurement period. 
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Quality of mental health care 


These observations and recommendations arose 
from the RSN site reviews in 2013. 


Strengths 


• Acumentra Health’s clinical record review 
indicated that the RSNs did an excellent 
job of ensuring that mental health 
assessments for both adults and children 
documented medical necessity and 
justified the enrollee’s diagnosis. 


• On the whole, RSNs’ provider agencies did 
an excellent job of documenting in the 
assessments the child’s living environment, 
support systems, and involvement in 
activities outside of the home. 


• The majority of treatment plans reviewed 
were consistent with information in the 
assessments. Almost all treatment plans 
contained individualized treatment 
objectives and had interventions and goals 
that were consistent with the child’s 
assessment. More than three-quarters of 
treatment plans contained strength-based 
activities and documented family/guardian 
participation in developing the plans. 


• The majority of progress notes for children 
demonstrated the use of services based on 
the children’s strengths. 


• “Golden thread” elements were generally 
stronger in the children’s charts than in the 
adult charts. However, more adult records 
demonstrated continuity between the 
progress notes and treatment plan. 


• Six PIPs that focused on quality of care 
earned Fully Met ratings: 


 


o CDRSN (Permanent Options for 
Recovery Centered Housing program) 


o KCRSN (weight reduction in adults 
with severe mental illness) 


o OPRSN (consumer voice in treatment 
planning) 


o PRSN (weight monitoring) 
o TMRSN (wraparound services for 


high-risk youth) 
o TRSN (improving care coordination 


and improving treatment outcomes for 
adults with depression) 


Opportunities for improvement 


Although children’s treatment plans typically 
included interventions and goals identified in the 
assessment, documentation in the progress notes 
was inconsistent. Most progress notes did not 
document the child’s response to the interventions 
identified in the treatment plan or the child’s 
progress toward meeting the goals negotiated with 
the child or guardian. Many notes documented 
only that the child or guardian was present and 
that discussion centered around how well the child 
or guardian was doing.  


• DBHR needs to direct the RSNs to work 
with their providers to ensure that 
progress notes fully document children’s 
treatment, including the child’s response 
to clinical interventions and progress 
toward stated goals. 


Many of the PIPs related to quality of care 
focused on care coordination but did not provide 
evidence to support the validity of the selected 
study indicator. Several RSNs did not provide 
data to demonstrate the relevance of the study 
topic for the local Medicaid population. 


• DBHR should establish a process to 
approve each RSN’s PIP topics before 
the RSN begins implementation. 
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DBHR Quality Strategy review 


Acumentra Health is contracted to review 
DBHR’s Quality Strategy every three years. 
DBHR submitted its current Quality Strategy to 
CMS in 2007, and collaborated with HCA in 
drafting an updated joint Quality Strategy in 2012. 
At the time of this review, the agencies had not 
yet approved the joint strategy. 


Acumentra Health was directed to assess how 
effectively DBHR has implemented processes 
designed to achieve the expected outcomes stated 
in the 2012 Quality Strategy draft: 


• Ensure compliance with federal and state 
statutory and regulatory requirements for 
quality. 
 


• Assess and improve the quality of 
managed care services using performance 
measurement, quality initiatives, and 
strategic planning. 
 


• Further integrate behavioral and physical 
health care for the managed care delivery 
systems to achieve better outcomes for 
enrollees. 


Acumentra Health negotiated a review process 
with DBHR staff. During the 2013 site visits, 
Acumentra Health reviewers asked the following 
questions of staff from each RSN. 


1. How does DBHR support your efforts to 
deliver quality care to Medicaid enrollees 
(as defined in the Quality Strategy)? 
 


2. How does DBHR ensure compliance with 
federal and state statutory and regulatory 
requirements for quality, access, and 
timeliness? 


 


3. What processes are in place to assess and 
improve the quality of care using 
performance measurement, quality 
initiatives, and strategic planning 
(regional and statewide performance 
measures, redundancy of reviews, and 
disparities)? 


4. In your opinion, which efforts have been 
successful in improving quality over 
time? Which efforts could be improved?  
Do you have any suggestions to make 
DBHR’s efforts more effective? 
 


5. What is DBHR doing to integrate 
behavioral and physical health care to 
achieve better outcomes for enrollees? 
 


6. In your opinion, which efforts have been 
successful in integrating behavioral and 
physical health care? Which efforts could 
be improved? Do you have any suggestions 
to make DBHR’s efforts more effective? 


Summary of interviews with RSNs by 
outcome domain 


1. DBHR’s support of RSNs’ efforts to deliver 
quality care to Medicaid enrollees 


RSNs’ positive comments 


• RSNs participate in a state-sponsored 
performance measure workgroup. 
 


• DBHR has sponsored Peer Support 
training for RSNs and statewide meetings 
for child care coordinators. 
 


• DBHR has facilitated RSNs’ access to the 
Predictive Risk Intelligence System 
(PRISM) database, designed to identify 
high-risk Medicaid clients who would likely 
benefit from chronic care management. 
 


• DBHR gives RSNs access to System for 
Communicating Outcomes, Performance, & 
Evaluation (SCOPE-WA) reports through 
DSHS’s Mental Health Performance 
Indicator reporting system. SCOPE-WA is 
a web-based query and reporting service for 
mental health and substance abuse 
professionals across the state. 


RSNs’ concerns 


• RSN administrators expressed concerns 
about the lack of a current Quality 
Strategy. 
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Abbreviations and Acronyms Used in This Report 


APD Aging and People with Disabilities 


CAHPS® Consumer Assessment of Healthcare Providers and Systems 


CCO coordinated care organization 


CHW community health worker 


CMS Centers for Medicare & Medicaid Services 


DPN dental provider network 


ED emergency department 


EDIE Emergency Department Information Exchange 


EDV encounter data validation 


EHR  electronic health record 


ISCA Information Systems Capabilities Assessment 


MAT medication-assisted treatment 


MMIS Medicaid Management Information System 


NEMT non-emergent medical transportation 


OHA Oregon Health Authority 


OHP Oregon Health Plan 


PCP primary care provider 


PCPCH patient-centered primary care home 


PIP performance improvement project 


PMV performance measure validation 


QA/PI quality assessment and performance improvement 


QHOC Quality and Health Outcomes Committee 


QI quality improvement 


SBIRT Screening, Brief Intervention and Referral to Treatment 


SHCN special health care needs 


Acronyms for individual CCOs are listed on page 9. 
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EXECUTIVE SUMMARY 


Oregon implemented coordinated care organizations (CCOs) in 2012 to deliver 


managed care for Medicaid recipients, following approval of the state’s 1115 


Medicaid Demonstration waiver by the Centers for Medicare & Medicaid 


Services (CMS). The current 16 CCOs manage physical, behavioral and dental 


health services for Oregon Health Plan (OHP) members across the state.  


Federal law requires states to conduct an annual external quality review (EQR)  


of Medicaid services delivered through managed care. The Oregon Health 


Authority (OHA) contracts with HealthInsight Oregon to perform the annual 


EQR in Oregon. HealthInsight Oregon (formerly known as Acumentra Health) 


has conducted the EQR for Oregon since 2005. 


The major review areas for 2016 were:  


 Compliance with federal and state regulations and contract provisions 


governing managed care delivery 


 Validation of statewide performance measures, including a full Information 


Systems Capabilities Assessment (ISCA) of state and CCO information 


systems, data processing and reporting procedures 


 Validation of performance improvement projects (PIPs) that the CCOs 


conducted with the goal of improving care for OHP members, including a 


Statewide PIP 


HealthInsight Oregon reviewed the activities of all 16 CCOs and reported the 


results for each CCO, identifying specific strengths and areas for improvement. 


This annual report summarizes the CCO reviews, focusing on common strengths 


and improvement needs. Detailed profiles of the individual CCO reviews appear 


in Appendix A. 


HealthInsight Oregon also conducted a review of Greater Oregon Behavioral 


Health, Inc. (GOBHI), a managed mental health organization. Results of that 


review appear in a separate section of the report narrative.  


Compliance Follow-up Review  


In 2014, HealthInsight Oregon (then Acumentra Health) evaluated the CCOs’ 


compliance with regulations and contract provisions related to enrollee rights, 


grievance systems and program integrity. In 2015, the compliance review 


Section VIII Page749







2016 EQR Annual Report –Executive Summary 


 


2 HealthInsight Oregon 


 


addressed quality assessment and performance improvement (QA/PI) standards. 


In 2016, HealthInsight Oregon followed up with CCOs regarding steps they had 


taken to address deficiencies identified in 2014 and 2015. 


The CCOs have matured as organizations since their inception in 2012. Most 


have hired CCO-level administrative staff and brought functions in-house that 


were performed by delegates in previous years. Mental health services are now 


routinely integrated into the CCOs’ care management services. 


The CCOs have increased the number of patient-centered primary care homes 


(PCPCHs) and the number of enrollees served by them. According to OHA, all 


CCOs have met the challenge benchmark of at least 60% enrollment in PCPCHs.1 


In general, the large medical clinics have become PCPCHs. The CCOs have used 


transformation funds to initiate innovative projects to transform care. 


 


Overall strengths 


 All CCOs have been able to expand their delivery networks in response to 


Medicaid expansion by increasing practitioner caseloads and/or adding 


new clinics and providers.  


 The CCOs have established robust care management processes.  


 All CCOs have made progress in integrating physical and behavioral 


health care, particularly through co-location strategies. 


 Most CCOs working to increase coordination and integration of dental 


provider networks (DPNs) through workgroup meetings with the DPNs, 


other CCOs and OHA. 


 Most CCOs have begun monitoring their delegates for compliance with 


managed care requirements. A few have issued corrective action plans for 


noncompliance.  


 


Major areas for improvement and recommendations 


HealthInsight Oregon developed recommendations for the individual CCOs and 


for OHA to help the CCOs address their improvement needs. Some general 


recommendations appear below. 


                                           
1


 Oregon Health Authority. Oregon’s Health System Transformation: CCO Metrics 2015 Final Report. 


June 2016. Available online: 


https://www.oregon.gov/oha/Metrics/Documents/2015_performance_report.pdf.  
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Service integration. Overall, the CCOs have made progress in transitioning to 


fully integrated care delivery systems, having added dental care and non-


emergent medical transportation (NEMT) services to their benefit plans during 


2014‒2015. However, integration and standardization across physical, behavioral 


and dental health services remain incomplete. Lack of integrated data systems 


creates a barrier to care management, especially for enrollees with special health 


care needs (SHCN). 


To date, integration has occurred mainly at the practice level in the PCPCHs 


where behavioral health staff are embedded. CCOs continue to identify the need 


to improve communication between primary care and mental health. In many 


cases, dental care remains a separate service delivery system. 


For the majority of CCOs, member grievances indicate significant concerns 


related to access to NEMT services. Members have not made it to their 


appointments or have arrived late, creating barriers to receiving care. Some 


CCOs are addressing these concerns through technical assistance and corrective 


action plans.  


 OHA needs to continue to support the CCOs in developing integrated 


policies and procedures, data systems, network and capacity planning and 


care coordination for all required services.  


Oversight of delegated functions. Since the delegation readiness review in 2013, 


the CCOs have been clarifying the roles and responsibilities of their partners and 


delegates. Continuing work is needed to ensure that delegated functions are 


performed as required by the managed care contract. The CCOs need to revise 


their delegation agreements to clearly specify delegate performance expectations. 


CCOs also need to establish mechanisms to conduct oversight activities, and take 


action when delegates’ and partners’ performance is lacking. 


Certifications and program integrity. All CCOs are working toward effective 


compliance programs. Many CCOs monitor and audit internal and external risks. 


However, some CCOs incur significant risk by not screening key personnel 


monthly for exclusion from federal health care programs, not performing 


criminal background checks and not monitoring gifts, gratuities and vendor 


compensations and relationships.  
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 OHA needs to clarify its expectations for CCOs to screen key personnel for 


exclusion from federal health care programs, conduct criminal background 


checks and monitor for conflicts of interest to reduce CCOs’ overall risk.  


For more details, see the compliance review section beginning on page 22. 


 


Performance Measure Validation (PMV) 


Of the state’s 17 incentive performance measures for CCOs, 7 measures were 


calculated using only encounter data that OHA collects and maintains. Per 


OHA’s direction, HealthInsight Oregon validated those seven measures, seeking 


to determine whether the data used to calculate the measures were complete and 


accurate and whether the calculation adhered to CMS specifications.  


The associated ISCA activities examined state and CCO information systems and 


data processing and reporting procedures to determine the extent to which they 


supported the production of valid and reliable performance measures. 


 


PMV results 


HealthInsight Oregon assigned a “substantially met” score to all seven measures 


reviewed. In past years, performance measures have been scored as “partially 


met” because of concerns about data integrity and completeness and about a 


limited and undocumented validation process. The 2016 PMV found that OHA 


has made substantial improvements in both areas. The state’s code review and 


measure calculation process was adequate, but HealthInsight Oregon remains 


concerned about the validity of the data used to calculate the measures. 


Among other recommendations, HealthInsight Oregon recommends that OHA 


either conduct an encounter data validation (EDV) or require the CCOs or a third 


party to conduct an EDV, to ensure that complete and valid encounter data are 


submitted to OHA. 


For additional details, see pages 38‒42. 
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ISCA results 


HealthInsight Oregon conducted a full ISCA review of OHA’s data management 


and reporting systems and those of the individual CCOs.  


The state ISCA review found that OHA continues efforts to strengthen its 


infrastructure and IT processes and procedures by performing daily backups of 


Medicaid data and replicating the backups to an offsite location. OHA reported 


continuing efforts to expand server, database and storage capability to handle 


workload increases due to Medicaid expansion. CCOs reported that OHA 


continues to improve the integrity of member eligibility data sent to the CCOs. 


OHA continues working to address issues related to: 


 maintenance and ongoing support for Medicaid Management Information 


System hardware and software 


 expanding the teams responsible for processing, reviewing and auditing 


the CCOs’ claims and encounter data 


 inconsistencies in data submission by the CCOs 


 regular review and updating of policies, procedures and business 


continuity/disaster recovery plans 


Overall, the individual CCOs have made significant progress in integrating all 


required services and associated claims/encounter data into their IT systems. 


Most CCOs have successfully integrated mental health and dental data into their 


IT systems and reporting. Some CCOs have integrated data on NEMT services, 


while others are still working toward that goal. To perform appropriate 


monitoring and oversight of in-house and outsourced IT services, the CCOs need 


to improve their understanding of service authorization processes, eligibility 


data flow and data validation for all services. 


HealthInsight Oregon developed recommendations for OHA to work with the 


CCOs on specific issues related to IT systems integration, encounter data 


certification, delegated IT activities and responsibilities, disaster recovery plans, 


provider directories and zero- and low-dollar claims. See the ISCA section 


beginning on page 43.  


Appendix C presents detailed results of the state ISCA review. The CCO profiles 


in Appendix A summarize the results of each CCO’s ISCA review. 
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CCO Performance Improvement Projects (PIPs) 


The managed care contract requires the CCOs to conduct PIPs that are “designed 


to achieve, through ongoing measurements and intervention, significant 


improvement, sustained over time, in clinical and nonclinical areas that are 


expected to have favorable effect on health outcomes and OHP Member 


satisfaction.” The CCOs must conduct three PIPs and one focus study targeting 


improvements in care in designated quality improvement (QI) focus areas. One of 


the required PIPs is being conducted as a statewide collaborative and addresses 


the integration of primary care and behavioral health. 


 


Statewide PIP 


The first Statewide PIP (2013–2015) addressed monitoring for diabetes in people 


with schizophrenia or bipolar disorder. The second Statewide PIP focuses on 


improving the safety of prescription opioids, using a dosing threshold as the 


study indicator. The CCOs are measuring the percentage of their members age 12 


years and older with opioid prescriptions for ≥120 mg and for ≥90 mg morphine 


equivalent dosage per day. Individual CCOs have the option of measuring one 


or both of the dosage thresholds. 


HealthInsight Oregon is responsible for facilitating and documenting the overall 


PIP in accordance with CMS guidelines. CCOs are responsible for developing 


their own interventions and for documenting their progress in quarterly reports 


submitted to OHA. At the end of the first remeasurement period (January 1–


December 31, 2016), HealthInsight Oregon evaluated each CCO’s fulfillment of 


the criteria for PIP Standard 8 (Improvement Strategies). 


The CCO profiles in Appendix A report each CCO’s interventions, barriers and 


next steps for the Statewide PIP, as well as the topics of additional PIPs and focus 


projects the CCO conducted in 2016. Appendix B reports the interim results of 


the Statewide PIP. 
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INTRODUCTION 


The Balanced Budget Act of 1997 (BBA) requires an annual EQR in states that use 


a managed care approach to provide Medicaid services. OHA contracts with 16 


CCOs, and with GOBHI, to deliver services to OHP members through managed 


care. In turn, the CCOs contract with physical and mental health, addiction 


treatment and dental service providers, and with pharmacy management 


companies and hospitals, to deliver care. Each CCO is responsible for ensuring 


that services are delivered in a manner that complies with legal, contractual and 


regulatory obligations to provide effective care. 


 


Review Activities 


BBA regulations specify three mandatory activities that the EQR must cover in a 


manner consistent with protocols established by CMS: 


 a review every three years of health plan compliance with federal and state 


regulations and contract provisions regarding access to care, managed care 


structure and operation, quality measurement and improvement and 


program integrity 


 annual validation of PIPs, a required element of health plans’ QI programs 


 annual validation of performance measures reported by plans or 


calculated by the state, including an ISCA 


HealthInsight Oregon and the CCOs completed the first three-year cycle of EQR 


reviews in 2016. The reviews have covered each CCO’s compliance with 


standards for Enrollee Rights, Grievance Systems, Certifications and Program 


Integrity and QA/PI. HealthInsight Oregon has conducted two full ISCA reviews 


of OHA and CCO information systems, and has reviewed and scored the CCOs’ 


work on two Statewide PIPs.  


In 2016, HealthInsight Oregon followed up with CCOs on the results of the 2014 


and 2015 compliance reviews; conducted PMV-related activities, including full 


ISCA reviews; facilitated and documented the Statewide PIP, and began 


evaluating CCO-specific PIPs and providing feedback to OHA. These review 


activities addressed the following questions: 


1. Does the CCO meet CMS regulatory requirements? 


2. Does the CCO meet the requirements of its contract with OHA? 
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3. Does the CCO monitor and oversee contracted providers in their 


performance of any delegated activities to ensure regulatory and 


contractual compliance? 


4. Does the CCO conduct effective interventions for the Statewide PIP? 


5. Do the CCOs’ information systems and data processing and reporting 


procedures support the production of valid and reliable state performance 


measures and the capacity to manage the health care of enrollees?  


Each section of this report describes the procedures used to assess the CCO’s 


compliance with CMS standards related to the specific EQR activity. Procedures 


were adapted from the following CMS protocols and approved by OHA: 


 EQR Protocol 1: Assessment of Compliance with Managed Care Regulations, 


Version 2.0, September 2012 


 EQR Protocol 3: Validating Performance Improvement Projects (PIPs), Version 


2.0, September 2012 


 Appendix V: Information Systems Capabilities Assessment, September 2012 


General procedures, adapted from the CMS protocols, consisted of these steps: 


1. The CCO received a written copy of all interview questions and 


documentation requirements prior to onsite interviews. 


2. The CCO used a secure file transfer site to submit requested 


documentation to HealthInsight Oregon for review.  


3. HealthInsight Oregon staff visited the CCO to conduct onsite interviews 


and provided each CCO with an exit interview summarizing the results of 


the review, or conducted telephone interviews for follow-up reviews.  


4. HealthInsight Oregon weighted the oral and written responses to each 


question and compiled results.  


The scoring plan for each activity was adapted from CMS guidelines. Oral and 


written answers to the interview questions were scored by the degree to which 


they met regulatory- and contract-based criteria, and then weighted according to 


a system developed by HealthInsight Oregon and approved by OHA.  
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Oregon’s Coordinated Care Organizations 


Nearly 9 out of 10 OHP members receive managed care through a CCO. After 


extending Medicaid coverage to additional Oregonians as authorized by the 


federal Affordable Care Act, OHP now covers more adults (60%) than children 


(40%). Table 1 displays the current CCOs and their enrollment totals as of 


December 2016.  


 


Table 1. CCOs’ OHP Enrollment, December 2016. 


CCO Total Enrollees 


AllCare Health Plan 48,005 


Cascade Health Alliance (CHA) 16,787 


Columbia Pacific CCO (CPCCO) 24,605 


Eastern Oregon CCO (EOCCO) 45,097 


FamilyCare CCO 114,314 


Health Share of Oregon (HSO) 210,001 


Intercommunity Health Network (IHN) 52,862 


Jackson Care Connect (JCC) 28,970 


PacificSource Community Solutions–Central Oregon (PSCS-CO) 46,956 


PacificSource Community Solutions–Columbia Gorge (PSCS-CG) 11,899 


PrimaryHealth of Josephine County (PHJC) 10,383 


Trillium Community Health Plan (TCHP) 88,347 


Umpqua Health Alliance (UHA) 25,000 


Western Oregon Advanced Health (WOAH) 19,739 


Willamette Valley Community Health (WVCH) 94,915 


Yamhill Community Care Organization (YCCO) 24,160 


Total 862,040 


Source: Oregon Health Authority. Oregon Health Plan: Coordinated Care, Managed Care and Fee 
for Service Enrollment for December 15, 2016.  
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OHA’s Quality Improvement Activities 


OHA’s Quality and Health Outcomes Committee (QHOC) convenes monthly 


meetings of CCOs’ clinical leadership to coordinate QI efforts that support the 


implementation of innovative health care practices. Learning collaboratives for 


CCO leaders and community partners provide peer-to-peer learning experiences, 


education by subject matter experts and QI strategies. 


OHA’s Transformation Center is the innovation and QI hub for Oregon’s health 


system transformation efforts. The center offers Transformation Fund Grant 


Awards to CCOs to support innovations in health care delivery. All 16 CCOs 


have received such grants to support a wide range of projects, which are 


summarized on the OHA website.2  


The Transformation Center administers the Patient-Centered Primary Care 


Home program, which provides technical assistance to help primary care clinics 


transform to PCPCHs, and works with stakeholders across Oregon to support 


adoption of the PCPCH model. OHA requires the CCOs to include PCPCHs in 


their care delivery networks to the extent possible. 


The center issues semiannual reports on the CCOs’ performance on key quality 


and financial measures. The mid-2016 update reported ongoing improvements in 


areas such as developmental screening for young children, PCPCH enrollment 


and reduced hospital admissions for asthma and chronic obstructive pulmonary 


disease, while other measures show room for improvement.3 The center provides 


targeted technical assistance to CCOs on specific incentive measures. 


OHA reports to the legislature regularly on the progress of Oregon’s health care 


transformation. OHA’s quarterly legislative report presents data related to OHP 


demographics, CCO performance on quality metrics, member satisfaction, health 


disparities, finance, PCPCHs, eligibility and enrollment and other topics.4 


                                           
2


 See http://www.oregon.gov/oha/Transformation-Center/Documents/Transformation-Fund-Final-


Report.pdf. 


3
 Oregon Health Authority, Office of Health Analytics. Oregon’s Health System Transformation: CCO 


Metrics 2016 Mid-Year Report. Available online: 


http://www.oregon.gov/oha/Metrics/Documents/2016_Mid-Year_Report.pdf. 


4
 Oregon Health Authority. Oregon’s Health System Transformation Quarterly Legislative Report, Q2 


and Q3 2016. Available online: 


https://www.oregon.gov/oha/analytics/Documents/LegislativeReport_Q2-Q3_2016.pdf.  
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Managed care quality strategy 


42 CFR §438.202 requires each state Medicaid agency contracting with managed 


care organizations to develop and implement a written strategy for assessing and 


improving the quality of managed care services. The strategy must comply with 


requirements of the U.S. Department of Health and Human Services.  


CMS renewed Oregon’s 1115 Medicaid Demonstration waiver in January 2017. 


The state has committed to continuing and expanding all elements of the 2012 


waiver related to integration of behavioral, physical and oral health, with a new 


focus on social determinants of health, population health and quality of care.  


OHA’s Quality Strategy describes how CCOs will be held accountable for a 


model of care that relies on increased transparency, clear expectations and 


incentives for improvement. Key elements have included creation of the 


Transformation Center and Innovator Agents; learning collaboratives and 


technical assistance; health equity initiatives to reduce disparities; and use of 


PCPCHs, community advisory councils, community health workers (CHWs) and 


alternative payment models. 


 


Behavioral health initiatives 


OHA developed its 2015‒2018 Behavioral Health Strategic Plan with input from 


state mental health advisory committees and stakeholders across Oregon. The 


plan identifies six strategic initiatives aimed at building and expanding an 


integrated, coordinated and culturally competent behavioral health system. Key 


principles include health equity, access to care, behavioral health promotion and 


prevention, and supporting successful recovery in the community.5 


In late 2016, OHA received a two-year demonstration grant award to establish 


Certified Community Behavioral Health Clinics (CCBHCs), as part of an eight-


state demonstration program representing the single largest federal investment 


in community behavioral health in more than 50 years. The CCBCHs will serve 


adults with serious mental illness, children with serious emotional disturbance 


and those with long-term and serious substance use disorders, as well as others 


with mental illness and substance use disorders.  


                                           
5 Oregon Health Authority. 2015‒2018 Behavioral Health Strategic Plan. November 2014. Available 


online: http://www.oregon.gov/oha/amh/Pages/strategic.aspx. 
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OHA and its state agency partners have implemented the System of Care 


Wraparound Initiative in all regions of the state, providing services and supports 


for youth with complex behavioral health needs. Wraparound is an intensive 


care coordination process for young people involved in multiple child-serving 


systems, e.g., mental health, addictions, child welfare, developmental disabilities, 


juvenile justice and special education. The wraparound approach builds on each 


youth’s and family’s strengths and needs to develop an individualized plan for 


services and care coordination.  


According to OHA, the wraparound initiative has delivered better outcomes at 


lower cost by supporting the integration and reorganization of state-funded 


services. CCOs coordinate local activities and are reimbursed for wraparound 


services under capitation. 


 


Consumer surveys 


Consumer Assessment of Healthcare Providers and Systems (CAHPS) 


OHA uses CAHPS survey results to evaluate two CCO incentive measures—


access to care and satisfaction with care—as well as for statewide measures of 


tobacco use and member health status.  


Mental health services surveys  


On behalf of OHA, HealthInsight Oregon conducts the annual Mental Health 


Statistics Improvement Program (MHSIP) Consumer Survey for Adults, the 


Youth Services Survey for Families (YSS-F) and the Youth Services Survey (YSS).6 


OHA adds questions to each survey to collect additional data to help evaluate 


the progress of ongoing programs. Survey participants have the option to 


complete the survey online or on paper.  


Adult survey results. In 2016, Acumentra Health distributed a survey to adults 


who had received outpatient mental health services through OHP, and to adults 


in residential treatment programs or foster care, during July‒December 2015. The 


survey was mailed to 9,280 adults who had received outpatient services and 


                                           
6


 MHSIP is supported by the Substance Abuse & Mental Health Services Administration of the U.S. 


Department of Health and Human Services. The YSS-F is endorsed by the National Association of State 


Mental Health Program Directors. 
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1,507 adults in either residential or foster care. In all, 1,046 adults returned 


surveys, for a response rate of 18%, down from 19% the previous year.7  


The survey probed issues related to services in seven domains defined by 


MHSIP: general satisfaction, access to services, service quality, daily functioning, 


social connectedness, treatment participation and treatment outcomes.  


Percentages of respondent satisfaction in most domains have been relatively 


consistent since 2012, though the percentage of those satisfied in the daily 


functioning domain has trended significantly upward. In 2016 as in previous 


years, outpatient respondents were less satisfied in most domains than were 


respondents in foster care and residential care; the differences were significant in 


treatment outcomes, daily functioning and social connectedness. In certain 


domains, the survey also revealed significantly different long-term trends in 


satisfaction depending on respondents’ age and gender.  


Youth survey results. The YSS-F asked about caregivers’ perception of services 


delivered for their children during May‒December 2015 in seven domains: access 


to services, appropriateness of services, cultural sensitivity, daily functioning, 


family participation in treatment, social connectedness and treatment outcomes. 


The YSS-F had an overall response rate of 23%, higher than in 2015 but similar to 


previous years, with 3,212 responses from caregivers of 13,794 children.8 


The YSS asked young people age 14 to 18 years about their perceptions of 


services they received. The YSS, like the YSS-F, included a cluster of questions 


designed to assess the youths’ perceptions of various aspects of access, 


appropriateness, cultural sensitivity, participation and outcomes. The YSS also 


asked young people about where they had lived in the past six months, school 


absences, utilization of health care services, medication for emotional/behavioral 


problems and arrest history. The YSS received 1,025 responses from 5,714 


adolescents who received a survey, for an overall response rate of 22%, higher 


than the 2015 response but similar to other recent years. 


Reported satisfaction in all YSS-F domains increased slightly in 2016. Satisfaction 


in the cultural sensitivity, outcomes and social connectedness domains has 


                                           
7 HealthInsight Oregon. 2016 Oregon Mental Health Statistics Improvement Project Survey for Adults–


Outpatient and Residential. March 2017. 


8 HealthInsight Oregon. 2016 Oregon Youth Services Survey for Families and Youth Services Survey 


Report. January 2017. 
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trended significantly upward since 2012. Satisfaction with access to residential 


and day treatment services was significantly lower in 2016 than satisfaction with 


outpatient access, although satisfaction with treatment outcomes and daily 


functioning has trended significantly higher in the past five years.  


Looking at the YSS, the percentage of young respondents who were satisfied 


with their treatment outcomes has shown a significant downward trend over the 


past five years. While satisfaction in other domains has fluctuated from year to 


year, none has showed a significant upward or downward trend. 
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RESULTS 


Federal regulations identify access to care and the quality and timeliness of care as 


the cornerstones of EQR analysis (42 CFR §438.320). However, no standard 


definitions or measurement methods exist for access, timeliness and quality. 


HealthInsight Oregon used contract language, definitions of reliable and valid 


quality measures and research literature to guide the analytical approach. 


Access is the process of obtaining needed health care; thus, measures of access 


address the enrollee’s experience before care is delivered. Access depends on 


many factors, including availability of appointments, the enrollee’s ability to see 


a specialist, adequacy of the health care network and availability of translation 


and transportation services.  


Timeliness can affect service utilization, including both the appropriateness of 


care and over- or underutilization of services. Presumably, the earlier an enrollee 


sees a health care professional, the sooner he or she can receive needed services. 


Postponing needed care may result in increased hospitalization and utilization of 


crisis services.  


Quality encompasses access and timeliness as well as the process of care delivery 


(e.g., use of evidence-based practices) and the experience of receiving care. 


Although enrollee outcomes also can serve as an indicator of quality of care, 


outcomes depend on numerous variables that may fall outside the provider’s 


control, such as enrollees’ adherence to treatment.  


 


Access  


Strengths 


 All CCOs experienced large increases in enrollment in 2014 due to 


Medicaid expansion. The CCOs continue to make progress in expanding 


access to primary care, behavioral health care and dental care, and in 


providing specialists to meet members’ needs. Strategies for improving 


access include: 
 


o co-locating mental health and substance use disorder treatment 


practitioners in primary care clinics  


o co-locating physical health practitioners in mental health clinics 


(behavioral health home/CCBCH model) 
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o co-locating dental care at some clinics and school-based health centers 


o authorizing timely out-of-network services when needed 


o using geo-access software to identify participating and non-


participating providers in relation to members’ addresses 
 


 All CCOs have met the incentive measure for PCPCH enrollment. As of 


December 2016, there were more than 630 recognized PCPCHs in Oregon. 


In 2016, the program began transitioning from a three-tier to a five-tier 


designation to encourage clinics to continue to transform care. 


 


Areas for improvement 


 CCOs continue to struggle with integrating dental care into their delivery 


systems. Many CCOs and DPNs have taken formal steps to work together 


to integrate care and meet managed care requirements. 


 Member grievances have identified access issues related to NEMT 


services―providers not providing rides, late pickups leading to missed 


appointments, lack of communication―as a significant concern. Some 


CCOs have implemented training, technical support and corrective action 


plans to address these issues.  


 More work is needed to improve access to care in rural areas, and to 


improve processes for identifying and coordinating care for members with 


SHCN. Some CCOs have employed strategies such as increasing after-


hours availability, using mobile units to serve rural communities and 


recruiting and retaining additional providers. A few CCOs have enhanced 


their networks by contracting with nonparticipating providers willing to 


serve members with SHCN. 


CCOs need to continue to work toward ensuring access to services for all 


enrollees.  
 


 During 2016, most CCOs did not monitor contractual requirements for 


provider network access. Some CCOs lacked system-wide mechanisms to 


monitor network capacity to ensure access to all required services. 


CCOs need to monitor the capacity of their entire service delivery 


networks to ensure an appropriate distribution of services and to identify 


service gaps or disparities. 
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 Few CCOs’ policies and procedures for providing direct access to 


specialists address access to behavioral health and dental care specialists. 


The CCOs need to develop overarching policies regarding direct access to 


specialists in all service categories. 


 As of mid-2016, the majority of CCOs reported a decrease in childhood 


and adolescent access to primary care providers. No CCOs met the 


benchmark for this performance measure. 


 Although health assessments for children in DHS custody generally 


increased, no CCOs met the benchmark for this incentive measure. 


 


Timeliness 


Strengths 


 Most CCOs have reduced avoidable emergency department (ED) 


utilization. With OHA support, all CCOs are working to adopt the use of 


PreManage (real-time notifications to CCOs when their members have ED 


or inpatient hospital events) and the Emergency Department Information 


Exchange (EDIE). Alerting care coordinators/case managers to members’ 


hospital visits enables timely care coordination and discharge planning. 


 As of mid-2016, most CCOs exceeded the incentive measure benchmark 


for developmental screening in the first 36 months of life. 


 Most CCOs have developed policies and procedures addressing the 


required time frames for informing members of service authorization 


decisions, and have begun monitoring their delegates to ensure the 


timeliness of routine and expedited authorization decisions. 


 


Areas for improvement 


 Most CCOs do not closely monitor the timeliness of access to routine, 


urgent and emergent mental health services, substance use disorder 


treatment, dental care or NEMT services. 


 Although avoidable ED utilization has declined, most CCOs reported an 


increase in overall ED utilization from 2015 to mid-2016.  


CCOs need to monitor the timeliness of access to routine, urgent and 


emergent care across the entire service delivery network. 


 


Section VIII Page765







2016 EQR Annual Report – Results 


 


18 HealthInsight Oregon 


 


 Some CCOs still lack mechanisms to ensure that their delegates are 


screening practitioners on a monthly basis for exclusion from participation 


in federal health care programs.  


CCOs need to ensure that all partners, delegates and downstream entities 


perform monthly screening for exclusion from participation in federal 


health care programs. 


 


Quality 


Strengths 


 All CCOs made progress on integrating physical, behavioral and dental 


health care during 2016.  


o Some CCOs have hired behavioral health managers, dental managers 


and administrative staff to help facilitate service integration. Many 


CCOs are participating in workgroups with the DPNs to coordinate 


expectations, regulations and requirements. 


o Several CCOs meet monthly with mental health and substance use 


treatment providers and Aging and People with Disabilities (APD) 


staff. Some CCOs jointly develop care plans for enrollees engaged in 


care with multiple systems. All CCOs’ care management staff follow up 


on enrollee referrals to specialists. 


 All CCOs provide robust care management.  


o All CCOs use interdisciplinary teams to guide care coordination efforts. 


These teams represent primary care, mental health, dental care, law 


enforcement, APD, home health, substance use disorder treatment and 


enrollees and their family members. 


o CCO staff members regularly meet with community partners to better 


coordinate care for members with complex needs. 


 Many CCOs have invested in predictive modeling programs for 


population management. Some use this resource to guide care 


coordination and utilization management and to address the needs of 


high-cost/high-utilizing enrollees. A few CCOs have developed fully 


integrated data warehouses that encompass medical, mental health, 


substance use disorder, pharmacy and dental services.  
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 Many CCOs have made strides in the areas of health equity and cultural 


considerations. 


o Some CCOs have recruited culturally specific providers to fill identified 


gaps in their service array. 


o Many CCOs have recognized the importance of using qualified and 


certified health care interpreters. Training has been provided statewide. 


Many CCOs use CHWs as certified health care interpreters. 


o One CCO, in partnership with a local health care coalition, trains 


providers on health equity and diversity. This CCO has created a 


Health Equity and Inclusion action team to focus on related initiatives 


across the provider network. 


o One CCO meets monthly with mental health directors and the Alliance 


of Culturally Specific Behavioral Health Providers and Programs to 


promote routine communication of unmet needs, outreach and 


engagement strategies, emerging best practices and new program 


development for specific populations.  


 CCOs are employing CHWs as practice extenders. Some CCOs assign 


these workers to enrollees with high utilization to reduce inappropriate 


use of the emergency room.  


 All CCOs take part in the Statewide PIP to improve the safety of opioid 


management. This PIP has assisted the CCOs in implementing strategies 


to reduce inappropriate prescribing of opioids, developing practice 


guidelines related to opioid prescribing and collaborating within their 


communities to reduce inappropriate use of opioids and offer alternative 


treatment options for members with chronic pain.  


 


Areas for improvement 


 Care integration. The CCOs have made progress toward care integration, 


but more work is needed.  
 


o Policies/procedures and provider manuals. Most CCOs’ policies and 


manuals do not address integrated care. For example, policies and 


procedures need to address second opinions not only in primary care 


but in mental health, substance use disorder treatment and dental care. 


Many CCOs lack overarching policies covering all contractual and 
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regulatory requirements. Policies need to be approved by a CCO-level 


authority, and all providers need to be guided on how the CCO expects 


compliance issues to be handled. 
 


CCOs need to ensure that all partners and delegates are aware of the 


expectations for care integration, and that services delivered across the 


entire network are aligned with the CCOs’ policies and procedures. 
 


o Mental health and dental care. Policies and practices for integrating these 


services into the CCOs’ delivery networks have lagged. In many CCOs, 


mental health provider agencies amount to a separate specialty care 


delivery system. In some cases, the DPNs are fully autonomous with 


little CCO oversight.  


CCOs need to continue to work on integrating mental health and dental 


care at the administrative and service delivery levels, and on integrating 


these services into the CCOs’ electronic clinical data systems.  


o Practice guidelines. Most CCOs’ practice guidelines address only 


physical health. Practice guidelines for behavioral health or dental care 


are not integrated into the CCOs’ processes for development, review, 


approval and dissemination of guidelines. 


CCOs need to integrate mental health, substance use disorder treatment 


and dental health practice guidelines into their clinical infrastructure. 


 Delegation oversight: Many CCOs lack mechanisms to monitor certain 


functions that are delegated to partners and providers. The CCOs exercise 


limited oversight of functions delegated to the DPNs.  


o Utilization management. Most CCOs lack mechanisms to ensure that 


review criteria are applied consistently when authorization decisions 


are made by delegates. 


o Care coordination. Most CCOs do not oversee the delivery of mental 


health, substance use disorder treatment and dental care for members 


with SHCN.  


o Credentialing. The CCOs conduct little oversight of the credentialing 


activities delegated to mental health agencies or DPNs. Most CCOs rely 


on the state’s certification of licensed mental health practitioners to 


ensure that those providers are qualified to deliver care for CCO 
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enrollees. Most CCOs have delegated dental credentialing to the DPNs 


and have not developed mechanisms to monitor this function. 


CCOs need to work with their partners and delegates to clarify 


expectations and increase oversight of activities delegated to the partners 


and other entities. 


 Data integration. The CCOs have made progress in integrating data on 


physical, behavioral and dental health services. However, more work is 


needed to ensure that CCOs can use the data to manage the care delivered 


to enrollees, including those with SHCN. 


Each CCO needs to continue to work toward developing a single data 


repository to support integrated care across the delivery network. 
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COMPLIANCE FOLLOW-UP REVIEW  


In 2014, HealthInsight Oregon (then Acumentra Health) reviewed the CCOs’ 


compliance with federal and state regulations and contract provisions related to 


enrollee rights, grievance systems and program integrity. In 2015, the review 


covered compliance with QA/PI standards.  


In 2016, HealthInsight Oregon followed up with each CCO regarding steps it had 


taken to address its 2014 and 2015 compliance findings and recommendations. In 


the past, HealthInsight Oregon followed up only on findings, but this year 


followed up on recommendations and findings at OHA’s request. 


The following results reflect the status of CCOs’ compliance with specific 


standards as of 2016. 


 


Enrollee Rights  


This section of the compliance protocol assesses the degree to which the CCO has 


written policies in place on enrollee rights, communicates annually with 


enrollees about those rights and makes that information available in accessible 


formats and in language that enrollees can understand. 


Major strengths 


Member information. All CCOs had an integrated enrollee handbook. Many 


handbooks were well-designed and visually appealing. Most of the CCOs’ 


websites offered member handbooks in both English and Spanish. Some websites 


posted the CCO’s policies and procedures, grievance process and forms, 


provider manuals and educational materials. A few CCOs issued member 


newsletters with information about enrollee rights. 


The CCOs informed enrollees of their rights through “welcome” calls to new 


members and by employing health navigators to help members with complex 


needs obtain care. The CCOs provided member information in appropriate 


formats and languages to meet members’ needs.  


Provider communication. All CCOs worked with providers to ensure that they 


knew about and honored enrollee rights. Many CCOs held provider orientations 


and trainings related to enrollee rights. Some CCOs met often with providers, 


hospital discharge planners and provider office staff to review enrollee rights. 
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Some CCOs visited provider offices to assess access to appointments, access to 


medical records and privacy. One CCO distributed the results of member/patient 


satisfaction surveys to providers. 


Customer service. Many CCOs provided training for customer service and other 


staff on enrollee rights. Most CCOs monitored customer service calls to evaluate 


whether the calls were handled in an appropriate and timely manner. 


Member satisfaction. The CCOs used a variety of methods to gather input from 


members about their satisfaction with services and to identify service gaps. The 


CCOs closely monitored CAHPS survey scores on overall customer satisfaction 


with care quality and access. 


Cultural diversity and competency. Many CCOs had initiated cultural diversity 


and competency strategies. One CCO convened a workgroup to explore health 


equity. Other CCOs established diversity and equity committees and learning 


sessions for providers, or conducted annual diversity training.  


Seclusion and restraint. During credentialing and recredentialing, most CCOs 


asked to see providers’ policies on the use of seclusion and restraint. 


Major areas for improvement  


Monitoring of enrollee rights. In general, the CCOs lacked mechanisms to 


monitor enrollee rights across all service categories. More work is needed in the 


following areas. 


 Respect, dignity and privacy. Most CCOs lacked a process to monitor their 


delegates and providers to ensure that they are honoring members’ rights 


to be treated with respect and consideration for dignity and privacy. 


 Advance directives and mental health treatment declarations. Most CCOs lacked 


mechanisms to monitor for the presence of these directives for members 


and to ensure that providers knew about and observed these directives.  


 Seclusion and restraint. Most CCOs did not monitor providers’ and 


facilities’ use of seclusion and restraint to ensure that members were free 


from the use of these high-risk activities as a means of coercion, discipline, 


convenience or retaliation.  


Information about providers. Many CCOs’ provider directories lacked required 


information for all services, particularly mental health, such as individual 
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practitioners’ names, addresses, specialties, language capacities and whether 


practitioners were accepting new enrollees.  


Many CCOs had posted provider directories on their websites. However, when 


tested, many websites proved incomplete. This was particularly true for mental 


health and dental services. Most CCOs listed mental health agencies without a 


mechanism to provide the required information for an individual practitioner. 


Very few CCOs listed individual dentists; often the enrollee was directed to call 


the dental organization or was routed to the dental organization’s website. CCOs 


need to ensure that provider directories are available, easily searchable and 


contain the required elements. 


Lack of integrated policies and procedures. Integration of CCO policies and 


procedures across all service areas remains incomplete. Many of the CCOs’ 


physical health policies and processes addressed enrollee rights requirements, 


but those policies often did not refer to mental or dental health. 


 


Grievance Systems 


This review section evaluates the CCO’s policies and procedures regarding 


grievances and appeals, state fair hearings and the CCO’s process for monitoring 


adherence to mandated timelines.  


Major strengths 


Most CCOs had robust grievance systems for physical health. Systems were in 


place to elevate grievances to the highest clinical or administrative level within 


the organization as necessary. Most CCOs investigated grievances thoroughly 


and conducted thorough analyses. Grievance reports were routinely reviewed in 


QI committee meetings. When a trend was identified, the CCO might modify an 


internal process or coach a provider or the provider’s office staff. A few CCOs 


followed up with enrollees to ensure that they were satisfied with the handling 


of their grievances. 


Working with providers. Most CCOs used a sequential process to address 


quality-of-care grievances. This process might begin with coaching the provider 


and lead to corrective action for noncompliance. Most CCOs incorporated 


quality-of-care concerns into provider recredentialing reviews. The CCOs were 


working with DPNs and NEMT vendors to ensure that grievance processes were 


in place that met state requirements and CCO expectations. 
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Delegation and monitoring of grievances. Most CCOs had established systems 


to monitor and oversee their delegates’ grievance systems. A few CCOs handled 


all grievances rather than delegating grievances to mental health or dental care 


providers. Other CCOs met with delegates to review grievances and appeals.  


The CCOs have made progress with monitoring grievances in all service areas. 


Most CCOs have developed processes to monitor the resolution and disposition 


of grievances and appeals, and to monitor the timeliness of member notices that 


are delegated to providers. Most CCOs reviewed all or a sample of notice-of-


action (NOA) letters sent to members, and were working to ensure that NOA 


letters issued by delegates were written in easily understood language.  


Integrated policies and procedures. Most CCOs had developed policies defining 


the timing of notices for termination, suspension or reduction of previously 


authorized Medicaid-covered services, as well as the exceptions for providing 


notice to members. Most had policies and procedures on the time frames for 


authorization decisions and for expedited authorization decisions. 


Adjudication of final appeals. Most CCOs adjudicated final appeals as required 


by the OHA contract, though they often relied on their delegates’ expertise.  


 


Major areas for improvement  


Lack of updated, integrated policies and procedures. Although improvements 


have been made, in many instances the CCO’s physical health policies and 


procedures related to grievances had not been updated to incorporate mental 


health and dental services. 


Discrepancies in handling grievances for physical and mental health. Many 


CCOs did not demonstrate that their grievances were handled consistently 


across all service categories. In particular, very few mental health grievances 


were reported. More work is needed to bring the two systems into alignment 


regarding how members’ expressions of dissatisfaction are handled. 


In some instances, members did not receive a grievance resolution letter that 


detailed the concern and the CCO’s response. Several CCOs routinely extended 


the time frame for resolving grievances without notifying the member. More 


work is needed to ensure that enrollees are appropriately informed about how 


the CCO handles their quality-of-care concerns. 
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In most instances, mental health providers issued few NOA letters because the 


providers rarely denied services. The providers’ position is that if care is not 


denied in the amount, duration or scope requested, no NOA is required. More 


work is needed to determine whether this reflects differences between the two 


service sectors in terms of practice patterns, culture or the definitions of denial, 


termination, suspension or reduction in service.  


Language in NOA letters. Almost all CCOs continued to struggle with ensuring 


that NOA letters were written in easy-to-understand language. The NOA letters 


often contained medical jargon, abbreviations and/or vague denial reasons such 


as “not medically appropriate,” procedure “above the line” or “you are not likely 


to benefit from the procedure.” More work is needed to make sure that members 


understand why a certain procedure is denied. A few CCOs had enlisted their 


citizen advisory boards to help in this effort.  


Monitoring. Some CCOs performed no monitoring to ensure that their delegates 


acknowledged grievances in writing. Although great strides have been made, the 


CCOs need to continue to work with their partners and delegates to ensure that 


the grievance system is implemented consistently across all service types. 


 


Certifications and Program Integrity  


This section of the review protocol is designed to assess whether the CCO has 


systems in place to avoid conflicts of interest; mechanisms to verify that persons 


and entities are not excluded from participating in Medicaid programs; and 


administrative and management arrangements or procedures, including a 


compliance plan, designed to guard against fraud and abuse. 


Major strengths 


Most CCOs had developed compliance programs that addressed the required 


elements. Most CCOs conducted external audits, and a few conducted internal 


audits of all departments, enabling those CCOs to conduct an annual evaluation 


of the effectiveness of their programs. All CCOs had a compliance officer with 


direct access to the governing board. A few compliance officers were certified in 


health care compliance or held other compliance-related certifications. 


Compliance training. All CCOs conducted annual compliance training for 


employees. Many CCOs provided training for their boards of directors, and 


some also held training for providers. Many CCOs required board members to 
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complete conflict-of-interest attestations, and some extended that requirement to 


staff. A few CCOs included constraints against vendor gifts and gratuities in 


their codes of conduct. 


Screening for exclusion. Most CCOs’ credentialing and recredentialing of 


licensed providers included screening for exclusion from participation in federal 


health care programs. Most CCOs conducted screening monthly. A few screened 


non-contractor providers for exclusion before paying those providers’ claims.  


Major areas for improvement  


Conflict-of-interest disclosures. Although all CCOs had compliance policies and 


procedures, many policies omitted at least one required disclosure. Conflict-of-


interest disclosures often applied to governing board members but not to CCO 


staff or delegates. Many CCOs addressed vendor gifts and gratuities on some 


level, while others lacked guidelines for staff and governing board members. 


More work is needed to ensure that providers, subcontractors, staff and 


governing board members disclose conflicts of interest.  


Inadequate monitoring. Some CCOs did not monitor governing board members 


or non-licensed staff and providers for exclusion from participation in federal 


health care programs. Some CCOs screened for exclusion upon hire or at 


recredentialing, rather than monthly. More work is needed to ensure that no 


Medicaid funds are used to pay for services provided by individuals or facilities 


on the exclusion list.  


 


Delivery Network 


This section of the compliance protocol assesses the degree to which the CCO 


establishes, maintains and monitors a network of providers, ensures adequate 


and timely access to all services covered under contract and provides for second 


opinions. In network planning, CCOs need to consider and monitor:  


 anticipated enrollment of Medicaid and fully dual-eligible (Medicaid and 


Medicare) individuals 


 an appropriate range of preventive and specialty services for the 


population enrolled or expected to be enrolled 


 expected utilization of services based on the characteristics and health care 


needs of enrollees 
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 numbers and types (training, experience, specialization) of providers 


required to furnish the contracted Medicaid services 


 number of network providers who are accepting new Medicaid enrollees 


 geographic location of participating providers and enrollees, considering 


distance, travel time, transportation and physical access issues 


If adequate and timely services are not available within the network, the CCO 


must obtain medically necessary services outside the network. 


OHA requires each CCO to submit an annual Delivery System Network (DSN) 


report demonstrating the CCO’s capacity to serve the expected enrollment in its 


service area, in accordance with state standards for access to care. As a special 


EQR project in 2016, OHA asked HealthInsight Oregon to review the CCOs’ DSN 


reports and provide feedback and recommendations. Results of that review 


appear in a separate report submitted to OHA in February 2017. 


Major strengths 


All CCOs had expanded their network capacity to accommodate Medicaid 


expansion. Strategies included opening new clinics, extending providers’ office 


hours, forming mobile teams, contracting with additional dental and behavioral 


health providers and providing incentives for primary care providers (PCPs) to 


locate and stay in rural areas. Most CCOs had begun to incorporate access to 


behavioral health and dental care into their network planning to determine and 


maintain adequacy.  


Out-of-area care. Most CCOs assessed care patterns of providers in out-of-area 


locations. The CCOs’ care management teams knew which specialty services 


were not available within the network, and were experienced in arranging 


medically necessary care from out-of-network providers. Some CCOs had 


established long-term relationships with out-of-area specialists. 


Cultural competency. CCOs had implemented strategies to improve members’ 


access to culturally competent services. All CCOs had provided training for staff 


and providers to improve member interactions. CCOs had implemented several 


programs designed to increase enrollee engagement and activation.  


Major areas for improvement  


In general, the inadequate number of providers across the state creates ongoing 


access problems. Most CCOs struggled to provide timely access to services 
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covered under the contract (including access to specialists, dental care and out-


of-network services). Challenges included recruiting PCPs and specialists to 


rural areas, as well as monitoring capacity and access to ensure an appropriate 


distribution of services in metropolitan areas.  


Second opinions. Many CCOs lacked policies and procedures to ensure that 


members receiving mental health or dental care had access to second opinions. 


Many CCOs had not communicated clearly to staff, providers and enrollees how 


to facilitate access to second opinions for all services. CCOs often did not know 


how many in-network second opinions were requested or provided. 


Out-of-network services. A few CCOs lacked integrated policies on out-of-


network services. Some CCOs’ enrollee handbooks lacked information about 


how to obtain services outside the network. 


Some CCOs’ policies did not specify that out-of-network providers must 


coordinate with the CCO with respect to payment. CCOs generally did not 


monitor to ensure that the cost to the enrollee for out-of-network services was no 


greater than it would have been if services were furnished within the network. 


Many enrollee complaints and grievances have been related to billing, though 


such issues have decreased. It is unclear how many billing issues are connected 


with out-of-network providers’ billing practices.   


Timely access to all contracted services. Many CCOs had inadequate processes 


for ensuring timely access to routine, urgent and emergent services and access to 


specialists. Some CCOs lacked methods to ensure that members had timely 


access to mental health and dental care. 


 


Primary Care and Coordination of Services 


This review section evaluates the CCO’s policies and procedures regarding 


delivery of primary care and coordination of health care services for all enrollees, 


operationalizing the state’s definition of “special health care needs” and enabling 


direct access to specialists for those identified with such needs. 


Major strengths 


All CCOs achieved the benchmark of 60% of enrollees assigned to a PCPCH. 


Some CCOs had embedded PCPs in behavioral health clinics. Many CCOs had 


behavioral health providers within their PCPCHs. 
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Care management. Some CCOs had invested in population health management 


programs to identify enrollees with SHCN. CCOs’ care management staffs 


conducted outreach to the identified enrollees. All CCOs had expanded care 


management programs to include nurse case managers, behavioral health 


providers and CHWs. Many CCOs supported the use of traditional health 


workers and other non-billable providers to increase care coordination and to 


connect members to services.   


The CCOs had negotiated memoranda of understanding with APD and the Area 


Agencies on Aging to improve coordination of care for CCO members. All CCOs 


took part in multidisciplinary teams with APD, behavioral health providers and 


other agencies serving enrollees. Some CCOs brought substance use treatment 


providers into their care management meetings. In some cases, these teams had 


established unified care plans for enrollees with exceptional needs.  


Major areas for improvement  


Care coordination. Many CCOs lacked policies and procedures integrating 


dental, behavioral and physical health. A few CCOs demonstrated poor 


communication between providers of dental, behavioral and physical health 


services (including screening and referral for alcohol and substance misuse and 


mental health problems).  


Special health care needs. OHA has expanded its definition of enrollees with 


SHCN beyond the rate categories (aged/blind/disabled, children in foster care, 


dual-eligibles) for which the former fully capitated health plans received funds to 


provide case management. The definition now includes people with high health 


care needs, multiple chronic conditions, substance use disorder or mental illness 


who have functional disabilities or who live with a health or social condition that 


puts them at risk for developing functional disabilities. Some CCOs have not 


updated their policies and practices to address this broader population.  


Many CCOs lacked a process to periodically update needs assessments and to 


monitor treatment/care plans for enrollees with SHCN. Many CCOs lacked 


mechanisms to ensure that mental health and dental providers were complying 


with care standards. Many CCOs’ assessments and care plans for enrollees with 


SHCN did not address cultural or linguistic factors.  
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Coverage and Authorization of Services 


This section of the review protocol assesses whether the CCO has systems in 


place to ensure consistent application of review criteria for authorization 


decisions; ensure that denials or reductions of service requests are made by a 


health care professional with appropriate experience in treating the enrollee’s 


condition; send appropriate notice of adverse actions; comply with required time 


frames for standard and expedited decisions; ensure that no incentives are in 


place to deny, limit or discontinue medically necessary services; and ensure that 


the CCO covers and pays for emergency and post-stabilization services. 


Major strengths 


Many CCOs performed routine inter-rater reviews of internal authorization 


processes to ensure consistent application of review criteria. All physical health 


service denials were reviewed by medical staff. The CCOs had improved their 


processes to monitor the timeliness of routine and expedited authorization 


decisions. 


CCOs’ utilization management committees reviewed the use of emergency 


services in an effort to reduce avoidable ED utilization. Most CCOs had adopted 


incentive payments for physical health providers to reduce readmissions and 


avoidable ED utilization, and to increase outpatient utilization.  


Major areas for improvement  


Authorization processes. Some CCOs lacked a mechanism to ensure consistent 


application of review criteria when making authorization decisions and to ensure 


that providers were notified of adverse actions. Some CCOs lacked policies and 


procedures to address post-stabilization service requirements.   


Delegated authorizations. Many CCOs exhibited little oversight of delegates 


(particularly DPNs) with respect to service authorization. CCOs need to closely 


monitor the delegation of service authorization, including the NOA process, to 


ensure that delegates are comfortable with the complexities of performing those 


activities.  
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Provider Selection 


This section of the compliance protocol assesses the degree to which the CCO 


implements policies and procedures for selecting and retaining providers, and 


follows a documented process for credentialing and recredentialing of providers 


who have signed contracts or participation agreements with the CCO, including 


any delegated processes. Provider selection must not discriminate against 


practitioners who serve high-risk populations or who specialize in conditions 


that require costly treatment. CCOs must not employ or contract with providers 


excluded from participating in federal health care programs.  


Major strengths 


All CCOs had rigorous credentialing and recredentialing processes for physical 


health practitioners. Most CCOs assessed the quality, safety and accessibility of 


provider offices during initial credentialing through site visits. Most CCOs 


monitored member complaints and visited medical offices when a threshold of 


complaints had been received. A few CCOs performed credentialing and 


recredentialing of licensed mental health practitioners.  


Major areas for improvement  


Credentialing and recredentialing. Most CCOs lacked policies and procedures 


that adequately addressed the credentialing and recredentialing expectations of 


delegates, including monitoring mechanisms and credentialing requirements for 


mental health professionals, dental hygienists, peer support specialists, CHWs 


and NEMT providers. Issues ranged from needing to establish a credentialing 


committee to developing more comprehensive screening processes.  


Many CCOs addressed credentialing of licensed or certified professionals but did 


not address other types of employees and/or paraprofessionals.  


Monitoring for excluded providers. A few CCOs did not monitor their staff and 


governing boards for exclusion from participation in federal health care 


programs. Many CCOs lacked processes to monitor their delegates to ensure 


monthly screening of providers and downstream entities.  
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Subcontractual Relationships and Delegation 


This review section evaluates the CCO’s practices for monitoring the functions 


and responsibilities that it delegates to any subcontractor. The CCO must 


evaluate the prospective subcontractor’s ability to perform the activities to be 


delegated, and must have a written agreement that specifies the activities and 


reporting responsibilities and outlines revocation or sanctions if performance is 


inadequate. If a CCO identifies deficiencies or areas for improvement, the CCO 


must work with the subcontractor on a corrective action plan.  


Major strengths 


Most CCOs conducted pre-delegation assessments and provided technical 


assistance to ensure that providers could meet contractual requirements.  


Strategies for oversight of delegated functions and entities varied among CCOs. 


CCOs’ oversight committees or compliance departments were responsible for 


tracking delegates’ performance. A few CCOs conducted annual evaluations of 


delegates and required corrective action as needed. Many CCOs monitored their 


delegates to track progress on the work plans.  


Major areas for improvement  


Many CCOs had draft policies and procedures pertaining to monitoring and 


oversight of delegates. CCOs need to follow through with monitoring of their 


delegates to ensure that they meet CCO expectations. 


CCO delegates often subdelegated some or all of the delegated activities to other 


downstream entities. In some cases, contracts between the CCO and delegates 


failed to specify performance and reporting expectations, revocation or sanctions 


for inadequate performance, CCO monitoring of the delegate’s performance and 


action the CCO would take when deficiencies were identified. 


In a few instances, the CCO had required corrective action but had not followed 


up to ensure that the issue was addressed. Many CCOs had not performed 


annual evaluations of all delegates.  
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Practice Guidelines 


This section of the review protocol assesses whether the CCO adopts practice 


guidelines that are based on valid and reliable clinical evidence or a consensus of 


health care professionals; reflect the needs of CCO enrollees; are adopted in 


consultation with the contracting health care professionals; and are updated 


periodically, as appropriate. CCOs must disseminate practice guidelines to all 


affected providers and, upon request, to enrollees and potential enrollees. CCOs 


need to demonstrate that decisions for utilization management and coverage of 


services are consistent with the guidelines.  


Major strengths 


All CCOs based physical health utilization management decisions on practice 


guidelines such as those of the Health Evidence Review Commission, American 


Diabetes Association, American Academy of Pediatrics, National Heart, Lung 


and Blood Institute and Milliman Care Guidelines. Some CCOs had developed 


practice guidelines for prescribing opioids and hepatitis C drugs.  


CCOs’ Clinical Advisory Panels often participated in identifying and adopting 


practice guidelines.  


Major areas for improvement  


Some CCOs lacked documentation of how their delegates adopted practice 


guidelines. Some CCOs lacked a policy or consistent procedure for disseminating 


clinical guidelines for all practice areas. Websites might provide access to one or 


two medical or mental health guidelines, but not dental practice guidelines.  


A few CCOs lacked monitoring mechanisms to ensure that internal decisions on 


utilization management were consistent with CCO guidelines. Most CCOs 


lacked mechanisms to ensure consistency of delegates’ authorization decisions. 


 


Section 7: QA/PI General Rules and Basic Elements 


This section of the review protocol assesses whether the CCO has an ongoing 


QA/PI program that includes:  


 conducting PIPs on clinical and nonclinical topics to improve quality 


 reporting specified performance measures to the state  


 mechanisms to detect under- and overutilization of services 
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 mechanisms to assess the quality and appropriateness of care furnished to 


enrollees with SHCN  


 maintaining a health information system that can collect, analyze, integrate 


and report data  


Major strengths 


The CCOs generally had aligned their QA/PI programs with their transformation 


plans. The CCOs’ annual evaluations addressed grievances, performance on 


quality metrics and progress on PIPs and focus areas. A few CCOs’ quality work 


plans included objectives to reduce health care disparities. 


QI committees. In most cases, the CCOs had added behavioral health providers 


and specialists to their QI committees; a few committees included pharmacy and 


dental care representatives. Many CCOs’ QI committee processes included 


analysts who produced comprehensive management reports.   


Risk management. Most CCOs had invested in risk and population care 


management programs. The CCOs used predictive risk management software to 


produce probability ratings for individual enrollees related to inpatient 


admissions, ED visits and potential adverse incidents. In most cases, PCPs 


received this information about CCO members assigned to their practice. One 


CCO provided risk model performance reports to hospitals considered essential 


for the CCO’s ability to meet quality incentive goals. 


Major areas for improvement  


CCOs generally need to expand their QA/PI programs to apply to mental health 


and dental services as well as physical health. QA/PI programs need to define the 


scope of QI activities for all services; describe the results of CCO monitoring of 


utilization, care coordination/case management efforts and delegated activities; 


specify the CCO’s quality oversight body; and include guidance for downstream 


entities on the program’s mission, objectives and priorities.  


Enrollees with SHCN. In general, the CCOs lacked mechanisms to track the 


quality and appropriateness of programs to assess the needs of enrollees with 


SHCN. Little information was available on the volume of services delivered and 


the effectiveness of those programs.  
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Health information systems. Many CCOs need to work toward establishing a 


single, fully integrated source of data on physical and mental health, addictions, 


vision, pharmacy and dental services to enable aggregated reporting. CCOs and 


their delegates need to ensure that processes are in place to ensure accuracy and 


timeliness of encounter data, including encounter data validation. 


 


Recommendations for OHA 


Enrollee Rights 


 Continue to assist CCOs in ensuring that member materials and 


communications are available in easily understood language.  


 Continue to work with CCOs to ensure members’ free choice of providers, 


specifically mental health providers.  


 Continue to assist CCOs in coordinating and honoring advance directives 


and mental health treatment declarations for the benefit of members. 


 Clarify expectations with respect to monitoring providers and facilities for 


the use of high-risk activities of seclusion and restraint. 


Grievance Systems 


 Continue to work with the CCOs to ensure that grievances are gathered 


and reported consistently as expected. OHA may need to define what 


constitutes a grievance, which grievances need to be reported, etc. 


Certifications and Program Integrity 


 Clarify the CCOs’ obligation to search the Office of Inspector General’s 


exclusion database monthly for all employees, providers, provider entities, 


contractors and individuals with ownership or control interests.  


 Clarify OHA’s expectation of who should undergo criminal background 


checks upon hire or credentialing. 


 Clarify expectations for disclosure of information related to vendor 


relations, gifts, gratuities and other compensations. 


 


Quality Assessment and Performance Improvement 


 Continue to work with CCOs to address how they maintain and monitor a 


DSN of appropriate providers (including specific subcontracted activities) 


to provide adequate access to all covered services, including for enrollees 


with SHCN. 
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 Direct the CCOs to use proactive means to monitor providers’ compliance 


with standards of timely access to care and services, such as through 


regular reporting, access surveys, etc. 


 Assist the CCOs in exploring additional means beyond review of 


grievances to monitor availability of services. 


 Direct the CCOs to report how they monitor specific subcontracted 


activities related to ensuring provider capacity. OHA may need to clarify 


the intent of this requirement. Many CCOs reported what they were doing 


to monitor the delegates’ provider capacity. The delegates also need to be 


monitored on their oversight of downstream providers. 
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PERFORMANCE MEASURE VALIDATION 


The purpose of performance measure validation (PMV) is to determine whether 


the data used to calculate each performance measure are complete and accurate 


and whether the calculation adheres to CMS specifications.  


OHA’s Metrics and Scoring Committee uses 17 CCO Incentive Measures to 


evaluate Oregon’s performance on health care quality and access, and to hold 


CCOs accountable for improved outcomes. In the 2015 performance measure 


calculation period, OHA added two measures and dropped two measures. 


Additional changes were made in 2016 and planned for 2017, but this review 


covers the 2015 calculation period only.  


The 17 incentive measures used in 2015 are listed below. CCOs receive funds 


from a quality pool based on their performance on these measures and whether 


the CCOs meet state benchmarks or demonstrate improvement from their own 


baselines.  


 Adolescent well-care visits  


 Alcohol or other substance misuse (SBIRT)9 


 Ambulatory care: outpatient and emergency department utilization 


 CAHPS composite: access to care 


 CAHPS composite: satisfaction with care 


 Colorectal cancer screening  


 Controlling high blood pressure  


 Dental sealants  (added in 2015) 


 Depression screening and follow up plan  


 Developmental screening in the first 36 months of life  


 Diabetes: HbA1c poor control  


 Effective contraceptive use (added in 2015) 


 Electronic health record (EHR) adoption 


 Follow-up after hospitalization for mental illness10 


 Health assessments within 60 days for children in DHS custody 


 PCPCH enrollment 


 Timeliness of prenatal care  


                                           
9


 Modified in 2015: age reduced from 18 to 12. 


10
 Modified in 2015: same-day follow-up services added to the numerator. 
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Scope of the Review 


Seven of the 17 measures were calculated using only encounter data that OHA 


collects and maintains. Per OHA’s instruction, HealthInsight validated only 


those seven measures. The remaining 10 measures are calculated with clinical 


data collected by record review or EHR extraction, with non-encounter data from 


other systems or with data from the CAHPS survey, administered by a 


contractor. Some measures combined encounter data with one or more of these 


alternate data sources. 


 


Validation Results 


Dental sealants and effective contraceptive use were new measures in 2015, and 


as such, they received full validation by OHA. All other existing measures 


received a full validation in 2014 and varying degrees of validation in 2015, 


depending on the scope of measure specification changes from previous years.  


The full validation process is quite comprehensive. First OHA sends complete 


encounter data files to the Providence Center for Outcomes Research and 


Education (CORE). Refresh data are sent monthly. CORE writes its own metric 


code, calculates the metrics using the data from OHA and sends the results back 


to OHA. OHA then validates the results by calculating the metrics using its own 


code and sends the same data to CORE. CORE and OHA use frequent email 


communication and weekly meetings to discuss agreement and discrepancies 


between results, and to troubleshoot any variation. This process continues until 


OHA’s results are within 3% of CORE’s results, at which point OHA approves 


the CORE code.  


Once approved, CORE publishes CCO-specific results to a CCO-specific 


dashboard housed in an online data repository called Business Objects. The 


CCOs are invited to validate their results by downloading member-level data 


from the dashboard, which includes flags for members in the numerator and 


denominator of each measure. Many CCOs ran their own measure code in-house 


and compared results, identifying discrepancies and working with OHA to 


resolve them. While CCO validation is not required until the calendar year-end 


report, OHA encourages CCOs to perform interim data quality checks.  


Simultaneously, the Oregon Health Care Quality Corp. (Q Corp), through its 


contractor Milliman, validated the metric code and results as well. Milliman 
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validated the measures using data sent by OHA, writing its own code in 


collaboration with Q Corp. This additional validation was performed only for the 


new incentive measures in the 2015 calculation period. 


In October 2015, CMS issued the International Classification of Diseases, 10th 


Revision (ICD-10) for medical coding and reporting, replacing the ICD-9. This 


change affected the codes used to identify patients in the numerator and 


denominator of many measures. OHA created crosswalks to validate the new 


code sets used to identify patients in the numerator and denominator.  


In past years, performance measures have been scored “partially met” because of 


concerns about data integrity and completeness and concerns about a limited 


and undocumented validation process. As OHA has made substantial 


improvements in both areas, all seven performance measures are scored as 


“substantially met” this year (see Table 2). The code review and measure 


calculation process for these measures was adequate, but the measures are not 


scored as “fully met” because HealthInsight Oregon still has concerns about the 


validity of the data used to calculate the measures.  


Incentive measures are now reported according to member race and ethnicity as 


identified on the Medicaid enrollment forms. This is a positive step forward in 


addressing health equity. However, member race and ethnicity are not required 


fields on the enrollment forms, so information is missing for a large proportion of 


Medicaid enrollees, rendering these stratified results unreliable.   


OHA has no system in place to determine the volume of encounter data that is 


not submitted or that is submitted but rejected by the EDI Translator. In addition, 


the CCOs’ data submission processes vary widely. While some CCOs review 


their encounter data before submitting the data to the state, other CCOs and their 


partner organizations transmit the data directly to the state without review. This 


is important because performance measure calculations based on incomplete or 


inaccurate data will not yield valid results. OHA recognizes these deficiencies 


and has plans to address them at the state level, as follows.  


First, encounter data staff in the Service Data Reporting Unit of OHA’s Health 


Systems Division will be reorganized into entry-level and senior-level positions, 


performing data mining and providing better monitoring of incoming encounter 


data. This is commendable, but the CCOs are also responsible and should be 


held accountable. Conducting an encounter data validation (EDV) would enable 


CCOs to identify and correct any anomalies before sending data to the state, and 
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to identify encounters that were rejected. OHA does not currently require CCOs 


to conduct EDV.   


Second, OHA plans to rework the 1% withhold rule. Currently, CCOs are subject 


to financial withholds for late encounter submissions, and thus appear to be 


incentivized not to submit encounters if they are late. This creates a risk of 


calculating performance measures on the basis of incomplete data (in addition to 


lower capitation payments to the CCO). The planned rule revision would make 


adjudication part of the withholding rule. This change is intended to reduce the 


number of pended encounters, improving the completeness of OHA’s encounter 


data.    


The CCO validation process is laudable and appears effective in increasing the 


validity of the metrics as new members are discovered to enter the numerator 


and denominator. However, the QI processes implemented to find these 


members should encompass the entire system, ensuring that all data are 


complete and valid, not only those data that inform the incentive measures. An 


all-encompassing QI initiative would also reduce the burden on CCOs to validate 


member-level data for each performance measure.  


Table 2 shows the validation ratings for each of the seven performance measures 


reviewed from the 2015 measurement year. 


 


Table 2. Performance Measure Validation Ratings, 2016.  


Measure Status  Compliance Rating 
Adolescent well-care visits  Complete validation by OHA Substantially met 


Alcohol or other substance misuse 


(SBIRT)
11


 
Complete validation by OHA Substantially met 


Ambulatory care: emergency 
department utilization 


Complete validation by OHA  Substantially met 


Dental sealants Complete validation by OHA Substantially met 


Developmental screening in the 
first 36 months of life  


Complete validation by OHA Substantially met 


Effective contraceptive use Complete validation by OHA Substantially met 


Follow-up after hospitalization for 
mental illness  


Complete validation by OHA Substantially met 


                                           
11


 In advance of the 2017 incentive measure calculation year, the Metrics and Scoring Committee voted to 


remove the SBIRT measure due to data completeness shortcomings identified through OHA’s validation 


process.  
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Recommendations 


 OHA should document processes, policies and procedures specific to each 


performance measure, specifying steps to ensure that: 
 


o OHA receives complete encounter data from all CCOs in a timely 


manner 


o the data flow between and within OHA systems, and the data flow 


with external partners, is documented and understood 


o OHA communication with CCOs is documented and consistent 


o current relationships with external partners are documented, as are any 


future changes in associations, roles or responsibilities 
 


 OHA should either conduct an EDV or require the CCOs or a third party 


to conduct an EDV, to ensure submission of complete and valid encounter 


data to OHA 


 OHA should follow through with its plans to reorganize staff in the 


Service Data Reporting Unit and to rework the withholding rule.  


 OHA should require race and ethnicity fields to be completed on Medicaid 


enrollment forms. 
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Information Systems Capabilities Assessment 


The ISCA examines an organization’s information systems and data processing 


and reporting procedures to determine the extent to which they support the 


production of valid and reliable state performance measures and the capacity to 


manage health care for the organization’s enrollees.  


42 CFR §438.242 requires states to ensure that each managed care organization 


“maintains a health information system that collects, analyzes, integrates, and 


reports data” to meet objectives related to quality assessment and performance 


improvement:  


“The State must require, at a minimum, that each MCO and PIHP comply 


with the following: 


(1) Collect data on enrollee and provider characteristics as specified by the 


State, and on services furnished to enrollees through an encounter data 


system or other methods as may be specified by the State. 


(2) Ensure that data received from providers is accurate and complete by— 


(i) Verifying the accuracy and timeliness of reported data; 


(ii) Screening the data for completeness, logic, and consistency; and 


(iii) Collecting service information in standardized formats to the extent 


feasible and appropriate. 


(3) Make all collected data available to the State and upon request to CMS, 


as required in this subpart.” 


Although CCOs may subcontract certain activities to outside entities, the CCO is 


responsible for all duties and responsibilities included in its contract with OHA, 


and must monitor contractors’ and subcontractors’ performance. CCOs may not 


delegate certification of claims and encounter data (see Exhibit B–Part 4, 11.d, 


and Exhibit B–Part 8, 7.c‒d). 


In 2016, HealthInsight Oregon conducted a full ISCA review of both OHA’s data 


management and reporting systems and those of the individual CCOs. Results of 


those reviews are summarized below. 
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Review procedures 


HealthInsight Oregon organized the ISCA in 10 sections, each of which contains 


review elements corresponding to relevant federal standards.  


 Information Systems 


 Staffing 


 Configuration Management (hardware systems) 


 Security 


 Administrative Data (claims and encounter data) 


 Enrollment Systems (Medicaid eligibility downloads) 


 Vendor Data Integration and Ancillary Systems 


 Report Production and Integration and Control of Data for Performance 


Measure Reporting 


 Provider Data 


 Meaningful Use of Electronic Health Records  


HealthInsight Oregon’s review drew on information that OHA or the CCO 


provided in the ISCA questionnaire; interviews with the organization’s staff, 


partners and providers; and the results of a security walkthrough of data center 


facilities operated by the CCO. Within each review section, HealthInsight Oregon 


scored each element on a scale from 1 to 3 (see Table 3).  


 


Table 3. Scoring Scheme for ISCA Elements. 


Score Rating Definition 


2.6–3.0 Fully met (pass) Met or exceeded the element requirements 


2.0–2.5 Partially met (pass) 
Met essential requirements of the element, but is deficient in 
some areas 


< 2.0 Not met (fail) Did not met essential requirements of the element 


– N/A Not applicable 


 


State-level ISCA review results 


Figure 1 below shows OHA’s scores from the 2016 ISCA review, compared with 


scores from the 2014 review. As shown, the scores have improved in all review 


sections except Administrative Data, with all sections now rated either fully or 


partially met. 
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OHA’s data systems exhibit several high-level strengths. OHA updates its data 


warehouse weekly, performs daily backups of Medicaid data and replicates the 


backups to an offsite location. CCOs reported that the accuracy of member 


eligibility files received from the state has improved significantly. 


Moving forward, OHA needs to address deficiencies related to:  


 lack of a state-level business continuity/disaster recovery (BC/DR) plan to 


ensure the preservation of data in Medicaid information systems 


 lack of a requirement for individual CCOs to maintain working BC/DR 


plans and to test the plans regularly 


 non-performance of encounter data validation (EDV) to ensure accuracy 


and completeness of encounter data submitted by CCOs to OHA 


 uncertainty as to whether CCOs are receiving notification of receipt of 


their data files and the transaction status of claims/encounters in the files 


See Appendix C for additional details. 


 


Figure 1. State-Level ISCA Scores, 2014 and 2016. 
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CCO-level ISCA review results 


The CCO profiles in Appendix A summarize each CCO’s ISCA results. High-


level results are summarized below.  


IT systems integration. Overall, the CCOs have made significant progress in 


integrating all required services and associated claims/encounter data into their 


IT systems. Most CCOs have successfully integrated mental health and dental 


data into their IT systems and reporting. Some CCOs have integrated NEMT 


data, while others continue to work toward that goal. 


Less than complete integration of all services into the CCOs’ IT systems has 


impeded the efficiency of CCO reporting as workloads have continued to 


expand. Many CCOs have collaborative relationships with multiple partner 


organizations, adding complexity to this task. The CCOs need to improve their 


understanding of service authorization processes, eligibility data flow and data 


validation for all services in order to perform appropriate monitoring and 


oversight of in-house and outsourced services. 


OHA needs to: 


 work with CCOs to expedite the integration of IT activities, 


communication, policies and procedures across all CCO services 


 encourage CCOs to continue integrating all service data into a single data 


repository for each CCO, to enable better reporting on integrated care 


 encourage CCOs to develop internal reporting capabilities so that the 


CCOs rely less on state data for quality assessment and performance 


improvement 


 encourage CCOs to continue to reduce the number of paper claims 


received 


Encounter data certification. The OHA contract prohibits CCOs from delegating 


the certification of claims and encounter data (see Exhibit B, Part 4, 11.d; Exhibit 


B, Part 8, 7.c (1)(2); and Exhibit B, Part 8, 7.e). 


Many CCOs are combining encounter/claims data from multiple sources without 


a process to validate the completeness and accuracy of data. Many CCOs lack 


adequate understanding or documentation of the different sources and flow of 


encounter data. Some CCOs continue to work on enhancing their documentation 


and processes for certifying encounter data. 
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OHA needs to:  


 clarify its expectation of requirements for certifying encounter data 


completeness, accuracy and truthfulness 


 ensure that CCOs have appropriate documentation (such as a data flow 


diagram) to establish the sources of all types of encounter data 


EDV. OHA does not require CCOs to validate their encounter data against 


clinical records, nor does OHA validate the submitted data. OHA should 


determine where in the claims life cycle this validation should occur and who 


should perform this activity.  


OHA needs to: 


 either conduct EDV or require the CCOs or a third party to conduct EDV, 


to ensure submission of complete and valid encounter data to OHA 


 communicate its expectations of EDV performance to the CCOs 


Delegated activities and responsibilities. Although CCOs may subcontract 


numerous activities to outside entities, the CCO is responsible for all duties and 


responsibilities included in its contract with OHA, and must monitor contractors’ 


and subcontractors’ performance.  


OHA needs to:  


 continue to work with the CCOs to ensure that they define the roles and 


responsibilities of the CCO in monitoring the completeness and accuracy 


of encounter data 


 encourage the CCOs to develop processes for monitoring their providers 


to enforce contractual requirements for timely data submission, IT security 


and business continuity planning 


Security policies/procedures and disaster recovery plans. OHA reported that it 


does not have a contractual requirement for the CCOs to maintain BC/DR plans. 


OHA needs to:  


 ensure that the CCOs review and update their data security policies and 


procedures, and those of their delegates, at least every two years 


 ensure that the CCOs have BC/DR plans that address all CCO activities 


and that the plans are tested annually or whenever a plan is updated 


 ensure that all CCOs have encryption policies that apply to transportation 


and storage of all protected health information 
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 work with the CCOs to implement appropriate strategies for upgrading 


and replacing critical hardware, and for enforcing similar practices on the 


part of their partner organizations 


Provider directories. The CCOs continue to work to develop integrated and 


accessible directories with practitioner-level details for all CCO services. Some 


CCOs need to make it easier for members to search for providers. Directories are 


required to include certain information for all types of providers (physical health, 


behavioral health and dental), including specialty, languages spoken and 


provider type. In addition, including the practitioner’s gender in directories 


would enable members to make more informed choices. 


OHA should add language to the CCO contract to require provider directories to 


include each practitioner’s gender. OHA also should work with CCOs to: 


 make it easier for members to search for all type of providers (physical 


health, behavioral health, and dental) 


 ensure that provider directories present information on practitioners’ 


specialties, languages spoken, provider type and gender 


 develop and implement formal processes for updating provider directories 


Zero- and low-dollar claims. OHA reported that the CCOs are required to 


ensure that providers submit zero-dollar claims. The CCOs and OHA were not 


able to confirm that all providers were submitting all such claims. OHA should 


evaluate adding language to the CCO contract requiring CCOs to monitor 


providers for submission of zero-dollar claims.  


OHA needs to work with CCOs to: 


 ensure that all partner organizations understand that zero- and low-dollar 


claims must be submitted to OHA 


 develop standards and policies for providers related to zero- and low-


dollar claims 


 continue to monitor for and resolve issues related to failure to submit zero-


dollar claims  


 


Table 4 lists major areas for improvement noted in the CCO ISCA reviews, with 


associated reecommendations. 
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Table 4. CCO-Level ISCA: Major Areas for Improvement and Recommendations. 


Improvement Area Recommendations 


CCO monitoring of delegates’ IT activities 


OHP 410-141-0180(1) 


Most CCOs did not provide evidence of 
monitoring and oversight of their contracted or 
partner organizations’ security practices. This 
should include monitoring for TPAs, delegates, 
partners, and provider organizations.  


 CCOs should maintain written policies and 
procedures describing how they maintain the 
security of records as required by HIPAA and 
other federal regulations. 


 CCOs should communicate these policies and 
procedures to their delegates, partners, 
providers and third-party administrators. 


 CCOs should regularly monitor compliance with 
these policies and procedures and take 
corrective action where necessary. 


Encounter data validation (EDV) 


Almost all CCOs do not conduct EDV to verify 
the accuracy and completeness of encounter 
data against clinical records. EDV processes can 
uncover services that should have been 
encountered and were not reported, or can 
provide additional information on how 
encounters are captured and reported.  


 CCOs should work with their providers to ensure 
that all data submitted to OHA are accurately 
processed and included in the state data set. 


 CCOs should develop and implement processes 
to regularly validate a sample of the state’s 
encounter data against clinical records for all 
service types (e.g., dental) in order to assess the 
completeness and accuracy of encounter data. 


Monitoring of zero-dollar claims 


Most CCOs did not provide evidence of 
monitoring and oversight of partners’ and 
providers’ practices regarding submission of 
zero-dollar claims. Multiple provider and 
partner organizations reported that they did 
not report zero-dollar claims.  


 CCOs should work with partner and provider 
organizations to ensure that all Medicaid 
encounters are submitted to OHA, regardless of 
the dollar amount associated with the claim. 


 CCOs should develop monitoring processes to 
ensure that zero-dollar claims are appropriately 
received and submitted to OHA. 


Provider policies 


OAR 943-120-0170(2) 


Most CCOs need to address security issues 
related to maintaining policies and procedures 
and monitoring the IT practices of provider and 
partner organizations. 


 CCOs should implement formal processes to 
regularly review and update their IT policies and 
procedures. 


 CCOs should monitor provider and partner 
organizations’ performance with regard to: 
o verifying eligibility at the time of service 
o data breach reporting strategies  
o updating and regularly testing BC/DR plans 
o password complexity standards, forced-


change practices and multi-factor 
authentication processes in alignment with 
business standards 


o encrypting protected health information 
and/or portable media 


o hardware destruction and disposal  
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PERFORMANCE IMPROVEMENT PROJECTS 


The purpose of PIPs is to assess areas of need and develop interventions 


intended to improve health outcomes. OHA’s contract requires CCOs to conduct 


PIPs that are “designed to achieve, through ongoing measurements and 


intervention, significant improvement, sustained over time, in clinical and non-


clinical areas that are expected to have favorable effect on health outcomes and 


OHP Member satisfaction.”  


CCOs are required to conduct three PIPs and one focus study designed to 


improve care in at least four of the seven QI focus areas:  


1. Reducing preventable rehospitalizations 


2. Addressing population health issues (such as diabetes, hypertension, and 


asthma) within a specific geographic area by harnessing and coordinating 


a broad set of resources, including community workers, public health 


services, and aligned federal and state programs 


3. Deploying care teams to improve care and reduce preventable or 


unnecessarily costly utilization by “super-users” 


4. Integrating primary care and behavioral health 


5. Ensuring that appropriate care is delivered in appropriate settings 


6. Improving perinatal and maternity care 


7. Improving primary care for all populations through increased adoption of 


the PCPCH model of care throughout the CCO network 


One of the required PIPs is conducted as a statewide collaborative project 


addressing the integration of primary care and behavioral health. The Statewide 


PIP is conducted in accordance with the 2012 CMS protocol. HealthInsight 


Oregon is responsible for facilitating and documenting the PIP. The CCOs are 


responsible for developing interventions that meet local community needs 


(Standard 8 of the PIP protocol) and for documenting the development and 


implementation of their interventions in quarterly reports to OHA.  


In addition to the Statewide PIP, CCOs are required to conduct two PIPs and one 


focus project of their choice on topics from the list of seven QI focus areas. In 


2016, HealthInsight Oregon began evaluating these CCO-specific projects and 


providing OHA with recommendations for follow-up.  
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Statewide PIP: Improving the Safety of Opioid Management 


Discussions about topic selection for the second Statewide PIP were held at 


QHOC meetings in spring 2015. After reviewing CCOs’ feedback about possible 


metrics and dosage thresholds, as well as data provided by the Office of Health 


Analytics, CCO QI directors selected the following PIP study metrics: 


Percentage of Medicaid enrollees who filled prescriptions totaling ≥120 mg 


morphine equivalent dose (MED) on at least one day within the measurement year 


Percentage of Medicaid enrollees who filled prescriptions totaling ≥90 mg MED 


on at least one day within the measurement year 


In addition to the study metric data, OHA collected and reported data on two 


supplemental metrics (percentage of Medicaid enrollees on dosages of ≥120 mg 


and on ≥90 mg MED for 30 or more consecutive days) to track progress on 


addressing this subpopulation at the state and CCO levels. 


 


Technical assistance 


HealthInsight Oregon continues to provide support and technical assistance to 


the CCOs in presentations at monthly QHOC meetings and in technical 


assistance meetings and calls with individual CCOs.  


QHOC meeting topics have included development and implementation of non-


opioid therapies, overview of medication-assisted treatment (MAT), elements of 


a successful MAT program, updates from Oregon researchers on opioid 


prescribing, general themes from CCO progress reports and revisions of the PIP 


quarterly report template. 


From the inception of the Statewide PIP, HealthInsight Oregon has offered CCOs 


individualized technical assistance meetings quarterly or upon request. In 2016, 


HealthInsight Oregon met with representatives from all CCOs at least once, and 


most CCOs took part in several technical assistance meetings.  


 


Standard 8 validation and scoring  


Following the first remeasurement period (January 1‒December 31, 2016), 


HealthInsight Oregon evaluated each CCO’s Standard 8 Part 1 and January 2017 


quarterly report submissions for the degree of completeness of each of the 


Standard 8 criteria (see Appendix B, Attachment G). Each CCO received a rating 
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of met, partially met or not met for each of the Standard 8 criteria and a summary 


of strengths and opportunities for improvement. All CCOs had the option of 


either accepting their initial evaluation or resubmitting their Standard 8 


documentation for re-evaluation. Five of the 16 CCOs asked to be re-evaluated 


on their January 2017 quarterly reports.  


Overall, CCOs did a good job of conducting data and barrier analyses linking 


their analyses to expected improvement in the study indicator, developing 


interventions to address aspects of the opioid problem and describing any 


barriers encountered in implementing those interventions. The areas of cultural 


and linguistic appropriateness and tracking and monitoring criteria were the 


most challenging for CCOs. 


Following is a brief review of high-level themes drawn from the CCO quarterly 


reports. An extensive discussion of CCO interventions, barriers and next steps 


can be found in the Statewide PIP report, Appendix B. 


Interventions. The CCOs developed interventions to address barriers and 


contributing factors identified from root cause and barrier analyses. All CCOs 


implemented prior-authorization processes and quantity limits as a first step in 


improving opioid safety, with many having done so before the start of this PIP. 


Other common interventions included: 


 sending letters to providers and members about changes to opioid 


policies, community resources and alternative treatment options 


 requiring taper plans for members with high opioid use 


 conducting or sponsoring Pain/Opioid Summits and provider training 


 identifying high opioid prescribers and providing education and 


problem-solving 


 disseminating materials in different formats to the community about the 


risks of prescription opioids  


 collaborating with other CCOs, local health departments and community-


based organizations to coordinate efforts and prevent duplication 


Almost all CCOs solicited the participation of substance use disorder 


organizations and staff in discussing strategies to increase access to MAT. 


Behavioral health staff were involved in training providers about substance use 


and how to have difficult conversations with members. A few CCOs conducted 


trainings for dental providers and included dental providers in the distribution 


of opioid use dashboards. 
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The most common barrier encountered in implementing the interventions was 


staff turnover. Other barriers included competing priorities, scheduling conflicts, 


difficulty coordinating with different departments, difficulty in developing 


accurate data reports, high costs of materials and inclement weather. Few CCOs 


reported having encountered provider resistance or noncompliance. In their 


progress reports, most CCOs described how they anticipated provider concerns 


and mitigated risks by implementing provider training and education. 


 


Statewide PIP results 


Study time periods. 


 Baseline measurement: January 1–December 31, 2014 


 First remeasurement: January 1–December 31, 2016 


 Second remeasurement: January 1–December 31, 2017 


CCOs, OHA and HealthInsight Oregon agreed on the date range for the first 


remeasurement period based on the expected date for many of the CCOs to 


begin implementing their interventions. A non-consecutive baseline 


measurement period was selected because a longer period of time would allow 


CCOs that had already worked on the study topic for several years more 


opportunity to demonstrate improvement in the study indicator.  


At the time of this report, complete first remeasurement (calendar year 2016) 


results were not available due to lag in receipt of claims data.  


Interpretation of results. The remeasurement period analyzed for the PIP report 


(December 1, 2015–November 30, 2016) is not strictly comparable to the baseline 


measurement period as it is not the 2016 calendar year. However, tentative 


conclusions can still be drawn about the data, as CCOs had not reported 


significant changes in interventions or barriers as of December 2016. 


Data analyses showed that the percentage of enrollees aged 12 and older who 


filled opioid prescriptions for both ≥120 mg and ≥90 mg MED fell significantly 


(p<.001) between baseline and current remeasurement.  


As shown in Figures 2 and 3, the study denominators for both metrics increased 


from December 2014 to March 2016 and then decreased steadily month-to-


month through November 2016.  
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Figure 2. Aggregated Statewide Results for >120 mg MED Metric from Baseline to 
Remeasurement Period. 


 


 


Figure 3. Aggregated Statewide Results for >90 mg MED Metric from Baseline to 
Remeasurement Period. 
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The increase in the aggregated study denominator from 2014 to 2015 can be 


accounted for by the increase in CCO enrollment and by the year-long (2015) 


incorporation of dental claims into CCO claims. It is not clear why the study 


denominator continued to increase until March 2016.   


There was a notable decrease in the number of enrollees in the ≥120 mg MED 


and ≥90 mg MED aggregated study numerators from 2014 to 2015, followed by a 


very small monthly decrease through November 2016. 


Data analyses of the two supplemental measures showed that the percentage of 


enrollees age 12 and older who filled opioid prescriptions for both ≥120 mg and 


≥90 mg MED for consecutive 30 days or more fell significantly (p<.001) between 


baseline and current remeasurement. The supplemental measures displayed a 


trend similar to the study metrics, i.e., significant decrease in study denominator, 


slight decrease in the study numerators.  


Because of the disproportionate decreases in the study denominator versus the 


numerators, it is important to examine both the counts as well as the rates when 


interpreting results, especially in the case of CCO-level data. For example, 


several CCOs saw a very small increase in both study metric rates from baseline 


to current measurement, yet data analyses showed a decrease in both the 


number of enrollees in their denominators and ≥120 mg MED and ≥90 mg MED 


numerators. The amount of opioids in circulation would be expected to decrease 


more quickly than the number of members being tapered off chronic doses of 


high opioids. A number of CCOs implemented taper plans of several months’ 


duration that did not begin until late 2016, and the effect of those interventions 


might not be reflected in their rates until the second remeasurement year.  


Additional analyses of the aggregated and CCO-level study data appear in the 


Statewide PIP report, Appendix B. 


According to their January 2017 progress reports, most CCOs have succeeded in 


implementing interventions that address different aspects of the opioid problem 


in their communities. While it is reasonable to attribute improvement in the 


study indicators to CCO interventions, the degree to which CCO interventions 


are responsible for the change is not clear. Local, state and federal organizations 


have also implemented interventions as part of their own strategies to address 


opioid misuse and abuse, independent of the CCO-initiated interventions. 
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In addition to the effect of non-CCO interventions on study results, other 


limitations need to be considered. Medicaid claims do not capture cash 


payments by members for prescription opioids, and no readily available data 


exist for this subpopulation. Members might be included in the numerator 


because they appropriately received high doses of opioids for pain due to an 


active malignancy, but had not yet received exclusion diagnoses (e.g., palliative 


care). The study metrics address only a narrow aspect of the opioid problem 


(dosage thresholds and chronic high use) and do not reflect CCO progress on 


other and equally important opioid safety issues, such as co-prescribing with a 


benzodiazepine and the transition from naïve to chronic use.  


Even taking the above limitations into account, the statistical tests, trends over 


time and individual CCO progress reports demonstrate improvement in the 


safety of opioid management at the state and CCO level. If CCOs continue to 


develop and implement intervention strategies as planned, improvement in 


both study indicators can be expected.  


 


Future steps 


1. HealthInsight Oregon will continue to offer technical assistance meetings 


to the CCOs on a quarterly basis or upon request. 


2. HealthInsight Oregon will present Statewide PIP study results and 


facilitate a discussion of next steps at an upcoming QHOC meeting. 


3. CCOs will continue to develop and modify interventions and to document 


progress in quarterly reports to OHA.  


4. OHA will continue to provide each CCO with rolling monthly reports on 


both study indicators and the supplemental consecutive 30 days or more 


measures. 


 


Recommendation 


Based on the quarterly reports submitted by CCOs and the technical assistance 


meetings to date, HealthInsight Oregon recommends that OHA encourage CCOs 


to participate in technical assistance meetings with HealthInsight Oregon so that 


documentation issues, study modifications and/or problems with data can be 


addressed in a timely manner. 
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CCO-Specific PIPs and Focus Projects 


Each CCO is required to provide quarterly reports on two additional PIPs and 


one focus project. In August 2016, HealthInsight began evaluating all CCO-


specific PIPs and focus projects and providing assessments to OHA. OHA is 


responsible for providing direct technical assistance to CCOs.  


Table 5 lists the topics of CCO-specific PIPs conducted in 2016, which sought to 


address various issues of health care access, timeliness and quality. The topics of 


these PIPs and of CCO focus projects are also shown in the individual CCO 


profiles in Appendix A.  
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Table 5. CCO-Specific PIP Topics and Objectives. 


PIP Topic (CCO) Objective 


Addicted Newborns (UHA) 
Increase the number of women receiving first trimester prenatal 
visits and drug screenings, and reduce the number of newborns 
born with substance issues. 


Adolescent Well Care (PSCS-CG, 
PSCS-CO, YCCO, AllCare, JCC, EOCCO) 


Increase the number of adolescents having an adolescent well-
care visit during the measurement year. JCC is also measuring 
the number of adolescents receiving the alcohol and drug 
screening questionnaire.  


Benzodiazepine and Opioid  
Co-Prescribing (WOAH) 


Reduce the number of members receiving both opioid and 
benzodiazepine prescriptions. 


COPD/Pulmonary Function Testing  
(CHA) 


Increase the number of members with chronic obstructive 
pulmonary disease (COPD) who have had a pulmonary function 
test, a guideline requirement for this population. 


Colorectal Cancer Screening (AllCare, 
PHJC) 


Increase the number of members with a colorectal cancer 
screening test within the clinically recommended age group.  


Dental Visit During Pregnancy (IHN, 
PSCS-CO , PSCS-CG) 


Increase the percentage of pregnant members who have a 
dental visit. 


Depression Screening (TCHP) 
Increase identification and treatment of depression screening 
for adults in primary care by administering the PHQ-9 screening 
tool and tracking members with clinical-level results. 


ED Utilization (UHA, WVCH, YCCO, 
IHN, JCC) 


Reduce member use of the ED by increasing access to and use 
of primary care. YCCO is still at the stage of exploring reasons 
for high ED usage. 


Effective Contraceptive Use (PSCS-
CO, PSCS-CG, HSO, AllCare, WOAH) 


Reduce unintended pregnancy in women of child-bearing age by 
increasing effective contraceptive use. 


Foster Care/APC Collaborative 
(Health Share) 


Design effective models of care for children in foster care so as 
to improve quality and utilization measures for these children. 


Maternal and Perinatal Health (PHJC, 
EOCCO, JCC, FamilyCare, CHA) 


Improve maternal and perinatal outcomes through case 
management, health education and outreach/incentives. 


Mental Health 0–6 (EOCCO) 
Increase the number of children age 0–6 who receive needed 
mental health services. 


Patient-Centered Primary Care 
Home (WVCH, UHA, YCCO) 


Increase the number of providers certified as PCPCHs and 
increase the percentage of enrollees affiliated with a PCPCH. 


Reducing Hospital Readmissions 
(TCHP, WOAH, IHN) 


Prevent inpatient readmission through improved discharge and 
transition planning and closer communication with primary 
care. 


SBIRT (Adult)/CRAFFT (Adolescent) 
Substance Use Disorder Screening 
(CPCCO) 


Increase the number of members age 12 years or older who are 
screened for substance abuse and the number of those 
identified and referred to substance use treatment. 
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PIP Topic (CCO) Objective 


Serious and Persistent Mental 
Illness/Metabolic Screening 
(FamilyCare) 


Continues topic of the first Statewide PIP to increase screening 
rates for hyperlipidemia and diabetes among members with 
serious and persistent mental illness who are prescribed two 
indicator mental illness medications. 


Substance Use During Pregnancy 
(Health Share) 


Improve outcomes for pregnant, substance-using women and 
their babies. 


Tobacco Use/Cessation (TCHP, 
FamilyCare, CPCCO, WVCH) 


Reduce tobacco use prevalence among CCO members by 
increasing the use of tobacco cessation programs.  


Trauma-Informed Care (CPCCO) 
Conduct provider training to increase the number of providers 
who practice trauma-informed care. 
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GOBHI REVIEW RESULTS 


GOBHI, a managed mental health organization (MHO), provides services 


through local community mental health programs (CMHPs) in Baker, Clatsop, 


Columbia, Douglas, Gilliam, Grant, Harney, Lake, Malheur, Morrow, Sherman, 


Tillamook, Umatilla, Union, Wallowa and Wheeler counties.  


GOBHI’s governing board includes commissioners from Columbia, Umatilla and 


Union counties, plus provider and consumer representatives. Most MHO 


activities are delegated to the county mental health authorities, which receive a 


capitation payment to deliver services for enrollees.  


Compliance follow-up review summary 


In 2016, HealthInsight Oregon followed up on findings and recommendations of 


the 2014 and 2015 compliance reviews. The follow-up review found that GOBHI 


had made progress in addressing many findings that were carried over from 


2012. Several findings from 2012 remained unresolved or only partially resolved. 


More work is needed to bring GOBHI into full compliance with its MHO 


contract and federal Medicaid regulations.  


Delivery network 


GOBHI lacks access to management reports to assess MHO enrollees’ needs and 


expected service utilization. GOBHI submitted no documentation to demonstrate 


that it conducted assessments of network adequacy. 


Policies and procedures 


At the time of the 2015 review, many of GOBHI’s policies and procedures were 


still in draft form. In 2016, GOBHI submitted many policies that were approved 


shortly before the follow-up review and had not yet been implemented. Only one 


of the policies submitted directly addressed MHO enrollees.  


GOBHI reported that it had empowered its Quality Improvement Committee 


(QIC), rather than the MHO board of directors, to approve policies. The QIC’s 


charter does not list approving policies and procedures among its duties. QIC 


minutes revealed that some policies discussed were actually EOCCO or CPCCO 


policies. The minutes documented that GOBHI staff had informed QIC members 


that GOBHI as an MHO is “held to the same standards.”  
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 GOBHI needs to review all policies to determine whether they apply to 


MHO enrollees. 


 
Tracking of second opinions, seclusion and restraint and access to interpretation and 
materials in alternative formats and languages 


OHA requires managed care plans to track this information and use it to inform 


assessments of network adequacy. GOBHI submitted an Excel spreadsheet as 


documentation of its tracking of these items, but the spreadsheet contained no 


data on seclusion and restraint use, second assessment denials, member 


grievances or requests for information in alternative formats during 2014‒2015. 


GOBHI appeared to be tracking grievance codes for some items for which there 


are no grievance codes.    


 GOBHI needs to develop effective mechanisms to track the required items 


for MHO enrollees.  


 
Oversight of delegated activities 


GOBHI has created a delegation agreement for its providers to sign. This 


agreement refers to GOBHI’s MHO contract, but the Statement of Work refers 


exclusively to CCO-related requirements. The document does not specify the 


activities GOBHI has delegated to the CMHPs for MHO enrollees. 


 GOBHI needs to ensure that the CMHPs know what services are 


delegated, how GOBHI will track the CMHPs’ performance of those 


activities and the steps GOBHI will take if the CMHPs do meet the 


performance expectations in the agreement. 


GOBHI plans to de-delegate certain functions. However, at the time of the 


follow-up review, only a few functions had been centralized. The MHO has 


made little progress in the oversight of delegated activities.  


 GOBHI needs to conduct an annual evaluation of all delegated functions. 


 
Practice guidelines 


GOBHI submitted a list of clinical practice guidelines that contained hyperlinks 


to websites. HealthInsight Oregon tested the links and found that many were 


broken or connected to a bookstore where one could buy the guideline. The title 


page for the recently adopted guideline for suicidality said the guideline “is 


more than 5 years old and has not yet been updated to ensure that it reflects 
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current knowledge and practice.” In accordance with national standards, this 


guideline can no longer be assumed to be current. 


 GOBHI is encouraged to review its practice guidelines to ensure that they 


are current, and implement a dissemination method. 


 
Oversight of quality management program 


GOBHI’s QIC includes a representative of the board of directors. According to 


the QIC minutes submitted, this representative reported board activities to the 


QIC. However, no documentation was submitted to demonstrate that this 


representative reported QIC activities to the board. 


Board minutes documented oversight of GOBHI’s CCO relationships, but not of 


the MHO contract or GOBHI’s MHO quality management program. 


 GOBHI needs to develop mechanisms that demonstrate oversight of the 


quality management activities of GOBHI as an MHO. 


 
Management data specific to MHO enrollees 


GOBHI staff reported development of an information system that will produce 


performance reports. GOBHI lacks the ability to stratify its data to report on 


MHO enrollees. No data specific to MHO enrollees were submitted during the 


2014 or 2015 reviews. GOBHI submitted one aggregate report of MHO 


grievances for the 2016 follow-up review.  


At the time of review, GOBHI lacked data on access, utilization and quality of 


care delivered to MHO enrollees with SHCN.  


 GOBHI needs to ensure the quality and appropriateness of services 


delivered to MHO enrollees.  


 


PIP validation summary 


OHA requires GOBHI to conduct two PIPs of its choosing each year, one clinical 


and one nonclinical.  


Following the 2015 review, HealthInsight Oregon (then Acumentra Health) 


recommended that GOBHI select two new PIP topics for 2016 that would target a 


significant number of MHO enrollees and could significantly affect enrollee 
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health, functional status or satisfaction. In response, GOBHI analyzed its MHO-


only member population and identified the new topics listed below.  


As of the 2016 review, GOBHI had not developed either PIP beyond identifying 


and justifying the study topic (Standard 1 of the review protocol). By the time of 


the 2017 review, GOBHI is expected to have completed Standards 2–5 (study 


design) and 8 (improvement strategies) and to have supplied partial information 


for Standards 6 (study results) and 7 (interpretation of results). 


1. Older Adult PIP 


GOBHI’s data review indicated underutilization of mental health services 


by adults over age 60. The MHO decided to focus this PIP on improving 


the service penetration rate for this population. GOBHI stated that its first 


step would be to identify the causes of low referrals and utilization. This 


topic clearly relates to quality of care for MHO enrollees since the target 


population does not appear to be receiving needed services. HealthInsight 


Oregon reviewed GOBHI’s documentation and assigned a score of 85 


(Substantially met) for Standard 1.  


2. Children 0‒6 Years Old Primary Care PIP 


GOBHI’s data review indicated underutilization of services by young 


Hispanic children (0–6 years of age). This PIP will focus on improving the 


service penetration rate for young Hispanic children in Umatilla and 


Malheur counties, the counties with the highest percentage of GOBHI’s 


target population. GOBHI documented the importance of the topic, its 


relevance to the local MHO population and the topic prioritization 


process. The MHO identified a possible root cause for lower access by this 


population and briefly described its selected intervention. HealthInsight 


Oregon assigned a score of 100 (Fully met) for Standard 1. 


 


ISCA summary 


The ISCA review focused on processes related to GOBHI’s MHO population. 


GOBHI uses similar IT practices for some CCO activities, which are covered in 


the individual CCO reviews.  


GOBHI is working toward NCQA certification with a target review date of 


summer 2017. At the time of the ISCA review, GOBHI was formalizing and 


aligning its policies and procedures to NCQA standards. 
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GOBHI has struggled to remediate issues identified in the ISCA reviews from 


year to year. The MHO has taken steps to address some issues, but many have 


remained unresolved for several years.  


GOBHI has increased its staffing in the past two years, adding a new IT director 


and several additional IT staff members who have responsibilities not only for 


the MHO, but for other GOBHI lines of business. 


Summary of data systems  


GOBHI outsources claims processing, encounter verification and data 


submission, enrollment verification and fee-for-service payments to PH Tech, a 


third-party administrator. The ISCA review reflected GOBHI’s internal 


reporting, PH Tech’s data processing and reporting procedures and GOBHI’s 


oversight and monitoring of PH Tech-contracted services.  


GOBHI’s staff has begun making authorization decisions in PH Tech’s 


Community Integration Manager. Previously, GOBHI’s CMHPs performed 


service authorizations.  


GOBHI provides and hosts email services for its provider network. Provider 


agencies can choose to have a GOBHI email address or to have their domain 


hosted by GOBHI. 


Data certification and submission 


GOBHI’s encounter data liaison signs the certification of claims and encounter 


data. PH Tech submits mental health and addiction data to OHA, and GOBHI 


receives a copy of the submitted data. 


Reporting data 


GOBHI staff maintains an internal data warehouse for reporting data, loading 


the reporting data from PH Tech. GOBHI receives enrollment updates daily. 


Claims and encounter data are loaded when received, often weekly or more 


frequently. GOBHI staff maintains and write reports from this database. GOBHI 


has hired a new person to develop the reporting capabilities.  


GOBHI is working with Arcadia Solutions to implement a new data warehouse. 


GOBHI intends to supplement in-house reporting capabilities with Arcadia; this 


solution is not meant to replace the internal reporting capabilities. This hosted 


solution will receive data from GOBHI, PH Tech and GOBHI provider agencies. 
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GOBHI intends for this data warehouse to include not only claims and encounter 


data, but clinical data stored in the providers’ EHR systems. GOBHI hopes this 


data warehouse will enhance capabilities to verify completeness of encounters 


and perform more timely clinical interventions or record reviews. 


GOBHI’s profile in Appendix A presents the MHO’s scores on each section of the 


ISCA review protocol. 
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DISCUSSION AND OVERALL RECOMMENDATIONS  


HealthInsight Oregon and the CCOs have completed the first three-year cycle of 


EQR reviews since the CCOs were formed. In total, the reviews have covered the 


CCOs’ compliance with state and federal standards for Enrollee Rights, 


Grievance Systems, Certifications and Program Integrity and QA/PI; validation 


of CCO performance measures adopted by the state, including two full ISCA 


reviews of OHA and CCO information systems; and work the CCOs have 


performed as part of two Statewide PIPs.  


These reviews have revealed many successes and challenges as the CCOs strive 


to transform the delivery of health care for a greatly expanded population of 


Medicaid recipients. Following the 2016 review, HealthInsight Oregon offers the 


following recommendations for OHA to help the CCOs address the program 


areas in greatest need of improvement. 


 


Ongoing Service Integration 


The overarching need for ongoing improvement is to finish integrating the 


required services into the CCO benefit package and delivery systems. CCOs have 


made substantial progress with mental health service integration and need to 


continue those efforts. Integration of substance abuse disorder treatment, dental 


and NEMT services is less complete.  


The CCOs have made progress in integrating data on physical, behavioral and 


dental health services. However, more work is needed to ensure that CCOs can 


use the data to manage care for enrollees, including those with SHCN.  


Moving forward, the CCOs need to continue to work on integrating all required 


services at the administrative and service delivery levels, and on integrating 


these services into the CCOs’ electronic clinical data systems. CCOs should 


ensure that all providers and delegates are aware of the expectations for care 


integration, and that services delivered across the entire network are aligned 


with the CCOs’ policies and procedures. 
 


 OHA needs to continue to support the CCOs in developing integrated 


policies and procedures, data systems, network and capacity planning and 


care coordination for all required services.  
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 OHA should encourage the CCOs to continue their efforts to integrate all 


service data into a single data repository for each CCO to enable better 


reporting on integrated care. 


Access to Care 


During 2016, most CCOs did not monitor contractual requirements for provider 


network access. Some CCOs lacked system-wide mechanisms to monitor 


network capacity in order to identify service gaps or disparities. Few CCOs’ 


policies and procedures for providing direct access to specialists addressed 


access to behavioral health and dental care specialists. 


Most CCOs do not closely monitor the timeliness of access to routine, urgent and 


emergent mental health services, substance use disorder treatment, dental care or 


NEMT services. Although avoidable ED utilization has declined, most CCOs 


reported an increase in overall ED utilization from 2015 to mid-2016.  


More work is needed to improve access to care in rural areas, and to improve 


processes for identifying and coordinating care for members with SHCN. 


 OHA needs to provide the CCOs with clear direction on monitoring their 


provider network capacity to ensure timely access to required services for 


all members.  


Oversight of Delegated Functions 


Though CCOs may subcontract many activities to outside entities, the CCO is 


responsible for all duties and responsibilities included in the managed care 


contract, and must monitor subcontractors’ performance. Many CCOs lack 


mechanisms to monitor certain activities that are delegated to partners and 


providers. Continuing work is needed to ensure that delegated functions such as 


utilization management, care coordination and provider credentialing are 


performed as required by contract. 


HealthInsight Oregon observed that the CCOs and their delegates handle and 


monitor physical health and mental health grievances inconsistently. In many 


instances the CCO’s grievance policies and procedures had not been updated to 


apply to mental health and dental services. CCOs need to continue to work with 


their partners and delegates to ensure that the grievance system is implemented 


consistently across all service types. 
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 OHA needs to provide guidance to the CCOs on handling and monitoring 


of member grievances to ensure that grievances are gathered and reported 


consistently as expected.  


Most CCOs did not provide evidence of monitoring and overseeing their 


contracted or partner organizations’ practices for encounter data submission and 


IT security.  


 OHA needs to encourage the CCOs to develop processes for monitoring 


their providers to enforce contractual requirements for timely data 


submission, IT security and business continuity planning. 


Program Integrity 


Many CCOs have effective compliance programs in place for monitoring internal 


and external risks. However, some CCOs incur significant risk by not screening 


key personnel monthly for exclusion from federal health care programs, not 


performing criminal background checks and not monitoring gifts, gratuities and 


vendor compensations and relationships.  


 OHA needs to clarify its expectations for CCOs to screen key personnel for 


exclusion from federal health care programs, conduct criminal background 


checks and monitor for conflicts of interest to reduce CCOs’ overall risk.  


Performance Measures 


OHA has made substantial improvements in resolving concerns about the 


integrity and completeness of encounter data. However, HealthInsight Oregon 


remains concerned about the validity of the data OHA uses to calculate the CCO 


performance measures. 


 OHA needs to clearly document the performance measure calculation 


process, including steps to ensure a complete data set, data flow among 


separate systems and the roles and responsibilities of external partners. 


 OHA should either conduct an EDV or require the CCOs or a third party 


to conduct an EDV, to ensure submission of complete and valid encounter 


data to OHA. 
 


Incentive measures are now reported according to member race and ethnicity as 


identified on the Medicaid enrollment forms. This is a positive step forward in 


addressing health equity. However, member race and ethnicity are not required 
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fields on the enrollment forms, so information is missing for a large proportion of 


Medicaid enrollees, rendering the stratified results unreliable. 
 


 OHA should require race and ethnicity fields to be completed on Medicaid 


enrollment forms, and should require the CCOs to determine and report 


members’ racial/ethnicity data as part of encounter data. 


Many CCOs lack adequate understanding of documentation of the different 


sources and flow of encounter data. Some CCOs continue to work on enhancing 


their documentation and processes for certifying encounter data. 


 OHA needs to ensure that the CCOs implement a certification process to 


ensure the completeness, accuracy and truthfulness of all encounter data 


submitted by providers. 


Information System Security 


OHA continues to expand and enhance its business continuity/disaster recovery 


(BC/DR) plan for the Medicaid Management Information System, which was still 


in draft form at the time of the ISCA review. 


 OHA needs to implement its strategy to recover data in the event of a 


disaster. OHA should monitor and verify that the plan is tested at least 


every other year, reviewed at least every two years and updated when 


significant changes occur. 


OHA does not require the CCOs by contract to maintain BC/DR plans, without 


which the CCOs risk being unable to fulfill their contractual obligations. OHA 


noted that CMS has made a rule change requiring Medicare/Medicaid cost 


centers to conduct more effective BC/DR planning. 


 OHA needs to ensure that:  


o CCOs and their delegates have BC/DR plans in place that address all 


CCO activities and that the plans are tested annually or whenever a 


plan is updated 


o the CCOs review and update their data security policies and 


procedures, and those of their delegates, at least every two years 


  


Section VIII Page817







2016 EQR Annual Report –Discussion and Overall Recommendations 


 


70 HealthInsight Oregon 


 


Provider Directories 


CCOs continue working to develop integrated and accessible directories with 


practitioner-level details for all services. Many CCOs have posted directories on 


their websites, but the online directories often are incomplete, particularly for 


mental health and dental services. OHA requires directories to include certain 


information for all types of providers, including specialty, languages spoken and 


provider type. In addition, including the practitioner’s gender in directories 


would improve members’ ability to make informed choices. 


 OHA needs to provide direction to the CCOs on ensuring that their 


provider directories are easily searchable and contain the required 


practitioner-level details. 


 OHA should modify the managed care contract to require CCO provider 


directories to include each practitioner’s gender.  
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APPENDIX A. CCO PROFILES 


These profiles briefly describe each CCO’s organizational structure and summarize the 
CCO’s performance in the review areas covered by the 2016 EQR: 


• Follow-up review of compliance with regulatory and contractual standards 
 


• Statewide and CCO-specific performance improvement projects (PIPs) 
 


• Information Systems Capabilities Assessment (ISCA) 


High-level results are extracted from the reports of individual health plan reviews that 
HealthInsight Oregon delivered to OHA throughout 2016. HealthInsight Oregon 
calculated the scores for these activities using methodology based on the Centers for 
Medicare & Medicaid Services review protocols and approved by OHA.  


Profiles are presented for the 16 CCOs and one managed mental health organization 
(GOBHI) that served Oregon Health Plan enrollees during 2016. 
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AllCare Health Plan 
Mid Rogue Independent Physician Association, doing business as AllCare Health Plan, contracts with OHA to 
provide physical, dental and behavioral health services for OHP members in Jackson, Josephine, Curry and Douglas 
counties. AllCare delegates mental health service delivery to Jackson County Mental Health, Curry Community 
Health and Options for Southern Oregon. The CCO delegates alcohol and drug treatment service delivery to 
OnTrack and Addictions Recovery Center; dental service delivery to Advantage Dental, Capitol Dental Care, 
Willamette Dental Group, Moda Health and La Clinica; non-emergent medical transportation (NEMT) to Ready 
Ride; provider credentialing to PrimeCare and NW Rehab Alliance; and encounter data processing to PH Tech. 


Compliance with Regulatory and Contractual Standards 


During 2016, HealthInsight Oregon followed up with AllCare regarding steps it had taken to address findings and 
recommendations of the 2014 and 2015 compliance reviews. 
• The CCO resolved 2 and partially resolved 2 of the 4 findings from 2014.  
• Of 20 recommendations in 2014, 6 were resolved, 10 were partially resolved and 4 were not resolved. 
• The CCO resolved both of the 2 findings from 2015.  
• Of 20 recommendations in 2015, 3 were resolved, 15 were partially resolved and 2 were not resolved. 


Performance Improvement Projects (PIPs) 


Statewide PIP on Opioid Safety 
Interventions: 
• Mailed co-branded letters (with logos of all CCOs 


in the letterhead) to all providers about the 
opioid policy guidelines 


• Mailed co-branded letters and taper forms to 
providers with patients on high opioid doses 
about the need to develop taper plans 


• Developing co-branded educational materials, 
including a video for staff education and a 
provider toolkit 


• Developing co-branded letters and other 
materials to mail to members 


Barriers:  
• There was uncertainty as to who would own the 


rights to the co-branded video. It was decided that 
the Oregon Pain Guidance group would take 
ownership. 


• Differences about how the toolkit would be 
distributed delayed implementation. 


Next steps:  
• Continue member education. 
• Complete the staff educational video and begin dissemination. 
• Continue to send taper agreement letters and track the number of plans received. 


CCO-Specific Project Topics 
CCO-Specific PIPs: 


• Increasing the percentage of referrals of pregnant 
women to community substance abuse programs 


• Increasing the percentage of member advance 
directives or Physician Orders for Life-Sustaining 
Treatment (POLST) 


CCO Focus Area:  
• Increasing PCPCH enrollment 
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Information Systems Capabilities Assessment (ISCA)  


Section Score (out of 3.0) Section Score (out of 3.0) 


Information Systems Fully met (2.9) Enrollment Systems Fully met (3.0) 


Staffing Fully met (3.0) Vendor Data Integration Fully met (2.8) 


Hardware Systems Fully met (3.0) Report Production/PM Reports Fully met (2.7) 


Security Partially met (2.1) Provider Data Not met (1.8) 


Administrative Data  Partially met (2.3) Meaningful Use of EHRs Fully met (3.0) 


Key Findings and Areas for Improvement 
Finding #1: CCO monitoring of delegated IT activities 


AllCare has developed a new delegation oversight and audit process to monitor IT security practices, policies and 
procedures of its delegates and partners. The process does not clearly define relationships between the IT and 
business sides of AllCare, nor the roles and responsibilities for different monitoring activities. AllCare expected the 
monitoring of delegates’ and partners’ IT security practices, policies and procedures to be in regular production 
rotation by late 2016. Through the delegation oversight and audit process, AllCare identified a business partner 
that lacked formal IT policies, procedures and processes. The business partner reported working to develop and 
formalize its IT policies, procedures and processes.   


Finding #2: Business continuity/disaster recovery (BC/DR) plans and testing plans 


AllCare reported that it was developing a CCO-level BC/DR plan and planned to create a testing strategy. The CCO 
has identified an alternate recovery site and is working to document this as part of its project to construct a new 
office building. Curry Community Health reported that it is working with a contractor to develop and implement a 
BC/DR plan and a testing plan. Development of this plan was expected to be completed in early 2017. 


AllCare’s provider agencies reported varied stages of BC/DR planning. One agency reported having an informal 
BC/DR plan but had not developed a testing plan or identified a recovery site. Another provider agency reported 
having a BC/DR plan but had not developed a testing plan.   


Finding #3: Zero- and low-dollar claims expectations and monitoring process 


AllCare reported that it does not monitor to ensure that all Medicaid claims are submitted to OHA. The CCO has 
begun educating providers on its expectations regarding zero- and low-dollar claims. PH Tech worked to clarify 
requirements to match the state expectations. At least one provider agency reported that it does not submit 
these type of claims or encounters. Curry Community Health reported that it monitors for zero-dollar claims but 
does not submit such claims. 
Finding #4: Unclear if AllCare is notified when provider leaves Curry Community Health 


Curry Community Health reported that it does not notify AllCare when a provider leaves the agency. AllCare has 
an informal process of reviewing the credentials of all providers listed in the CCO’s provider directory, but the 
credential review would not ensure the accuracy of the provider directory. 
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Cascade Health Alliance (CHA) 
CHA, a wholly owned subsidiary of Cascade Comprehensive Care, LLC (CCC), contracts with OHA to provide 
physical, behavioral and dental health services for OHP members in Klamath County. CCC, a local physician-
owned organization, performs all administrative functions for the CCO. Dental care delivery for enrollees is 
delegated to Advantage Dental and Capitol Dental Care. CHA contracts with Klamath Basin Behavioral Health, 
Lutheran Community Services, Transformation Wellness Center and individual mental health practitioners to 
provide mental health and substance use disorder treatment. NEMT service management is delegated to 
TransLink. 


Compliance with Regulatory and Contractual Standards 


During 2016, HealthInsight Oregon followed up with CHA regarding steps it had taken to address findings and 
recommendations of the 2014 and 2015 compliance reviews. 
• CHA resolved 1 of the 6 findings from 2014 and partially resolved the other 5. 
• The CCO resolved 7, partially resolved 8 and did not resolve 10 of the 25 recommendations from 2014. 
• CHA resolved 2, partially resolved 1 and did not resolve 5 of the 8 findings from 2015. 
• The CCO resolved 6, partially resolved 11 and did not resolve 23 of the 40 recommendations from 2015. 


Performance Improvement Projects (PIPs) 


Statewide PIP on Opioid Safety 
Interventions: 
• Integrate CHA’s Pain Committee with Sky Lakes 


Medical Center to improve efficiency and reduce 
duplication 


• Develop point-of-sale prior authorization 
guidelines for opioid prescriptions ≥ 90 mg MED  


• Add non-opioid treatment options to formulary  
• Add alternative treatment providers to network 


Barriers:  
• Lack of a full-time pharmacist has delayed 


integration efforts 
• Difficulty finding alternative treatment 


providers to sign long-term contracts 


Next steps:  
• Once pain committees have been integrated, begin tracking pain contracts and tapering plans for 


members on ≥ 90 mg MED. 
• Begin implementing point-of-sale prior authorization guidelines at Klamath Basin pharmacies. 
• Negotiate short-term contracts with alternative service providers. 


CCO-Specific Project Topics 
CCO-Specific PIPs: 
• Improve timeliness of prenatal care 
• Increase percentage of members with chronic 


obstructive pulmonary disease who receive a 
pulmonary function test 


CCO Focus Area:  
• Improve patient access at the clinic level by 


reducing no-show appointments  
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Information Systems Capabilities Assessment (ISCA)  


Section Score (out of 3.0) Section Score (out of 3.0) 


Information Systems Partially met with 
a finding (2.7) Enrollment Systems Fully met (2.8) 


Staffing Fully met (3.0) Vendor Data Integration Partially met (2.4) 


Hardware Systems Fully met (2.6) Report Production/PM Reports Fully met (2.9) 


Security Not met (1.7) Provider Data Fully met (2.8) 


Administrative Data  Partially met (2.5) Meaningful Use of EHRs Fully met (2.8) 


Key Findings and Areas for Improvement 
Finding #1: Data-flow diagrams and documentation 


CHA uses multiple data repositories to house claims and encounter data received from multiple partners. CHA 
sends eligibility data to Advantage Dental and Capitol Dental Care. The CCO uses multiple software packages in 
processing, authorizing, reporting and submitting claims/encounters to OHA. In the ISCA interview, CHA described 
sending all claims and encounter data to OHA, but the data-flow diagram CHA submitted did not confirm that 
process.  


Finding #2: Monitoring 


CHA lacked a formal process to monitor IT activities of its delegates or partners. Relationships between the IT and 
business sides of CHA were unclear; roles and responsibilities were not clearly defined for different monitoring 
activities. CHA has begun to determine how to monitor the security policies and practices of partners and 
delegates, and is evaluating how to conduct a review of a partner/delegate’s IT security policies and practices 
before contracting with the partner/delegate. CHA is exploring how to expand its Admin Audit Tool and Dental 
Compliance and Delegated Activity Review documents and processes to monitor the IT security policies and 
practices of partners and delegates. 


Finding #3: Business continuity/disaster recovery (BC/DR) plan 


CHA has developed a BC/DR plan and continues to refine it. It was unclear whether this plan covers all CCO 
functions and services. CHA reported that it has not yet developed a testing plan. 
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Columbia Pacific CCO (CPCCO) 
CPCCO, a wholly owned subsidiary of CareOregon, provides physical, behavioral and dental health services for 
OHP members in Columbia, Clatsop and Tillamook counties. The CCO has a management agreement with 
CareOregon to provide administrative and risk-associated services. CPCCO delegates behavioral health service 
delivery to GOBHI, which subcontracts with Tillamook Family Counseling Center, Clatsop Behavioral Healthcare 
and Columbia Community Mental Health Services. CPCCO contracts for dental services with Moda Health, Capitol 
Dental Care, Advantage Dental and Willamette Dental Group. CPCCO’s utilization management functions are 
shared among CareOregon, GOBHI and the four dental organizations. 


Compliance with Regulatory and Contractual Standards 


During 2016, HealthInsight Oregon followed up with CPCCO regarding steps it had taken to address findings and 
recommendations of the 2014 and 2015 compliance reviews. 
• The CCO resolved 8 and partially resolved 5 of the 13 findings from 2014.  
• Of 44 recommendations in 2014, 12 were resolved, 27 were partially resolved and 5 were not resolved. 
• The CCO resolved 1 and did not resolve 2 of the 3 findings from 2015.  
• Of 29 recommendations in 2015, 8 were resolved, 20 were partially resolved and 1 was not resolved. 


Performance Improvement Projects (PIPs) 


Statewide PIP on Opioid Safety 
Interventions: 


• Intervention #1: Expanded the CCO’s pain 
clinic model into each county served (total of 
119 graduates) 


• Intervention #2: Changing the prescribing 
patterns of local providers through clinician 
education and cultivation of a shared vision 


• Intervention #3: Conducted North Coast 
Opioid Summit in April 2016. Participants 
represented regional clinics, local hospitals, 
drug courts, police departments, school staff 
and the community.  


Barriers:  
• Difficulty filling available pain clinic openings; 


CPCCO is working with private insurers to cover 
pain clinic services for all members. 


Next steps:  
• Continue with the pain clinic model, but work on raising community awareness about the service and 


identifying barriers to member participation. 
• Continue developing or implementing the different strategies listed under Intervention #2. 
• Evaluate the recent Opioid Summit and make decisions about next steps. 


CCO-Specific Project Topics 
CCO-Specific PIPs: 
• Tobacco cessation 
• Timeliness of prenatal care 


CCO Focus Area:  
• Adverse childhood experiences/trauma informed 


care 
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Information Systems Capabilities Assessment (ISCA)  


Section Score (out of 3.0) Section Score (out of 3.0) 


Information Systems Partially met (2.0) Enrollment Systems Fully met (2.6) 


Staffing Fully met (2.8) Vendor Data Integration Fully met (3.0) 


Hardware Systems Fully met (2.6) Report Production/PM Reports Partially met (2.3) 


Security Not met (1.5) Provider Data Partially met (2.4) 


Administrative Data  Not met (1.9) Meaningful Use of EHRs Partially met (2.4) 


Key Findings and Areas for Improvement 
Finding #1: Encounter data certification 


CareOregon handles data submission for CPCCO. It was unclear how the data received from partner organizations 
would be monitored to ensure completeness and accuracy. CareOregon has some processes to check for 
expected/estimated volume and trends. It was unclear if those processes are used in the certification process. 
Currently, CareOregon staff sign the certification for the CCO.  


Finding #2: CCO monitoring of delegated IT activities 


CPCCO did not provide evidence of monitoring and oversight of contracted or partner organizations’ IT systems, 
policies and procedures. During the interview, it was unclear who held the contracts and how many contracts 
were in place. The CCO provided no evidence of a process to monitor provider agencies’ activities related to 
information systems. It was unclear how this function would be split between CCO staff and the CareOregon 
delegation team.  


CareOregon’s delegation team has conducted monitoring of some delegates’ IT activities, but did not have a 
process for monitoring provider agencies. CareOregon reported that it is defining IT monitoring activities.  


Finding #3: Lack of business continuity/disaster recovery (BC/DR) plan 


CareOregon hired a disaster recovery expert to work on its disaster recovery plan, and had an early draft of the 
plan. CareOregon planned to continue working on this plan and develop a testing strategy during 2016. 


Neither CPCCO nor CareOregon maintained a CCO-level BC/DR plan.  


Finding #4: Provider directory 


CPCCO has updated its provider directory since the previous review. However, the directory lists only facility-level 
information for mental health providers and does not provide practitioner details. It is unclear how a member 
would request non-emergent medical transportation services by using the CCO website. 


CPCCO’s website includes links to dental partners’ websites. It appeared that most sites had practitioner-level 
details, but not all websites listed genders and languages spoken. Some websites may have had additional details, 
but links to individual practitioner information may have been broken. This process may be difficult for members 
to navigate.  
 
  


Section VIII Page826







EQR Annual Report–Appendix A 2016 


 


HealthInsight Oregon A-9 
 


Eastern Oregon CCO (EOCCO) 
EOCCO provides physical, behavioral and dental health services to OHP members in Baker, Gilliam, Grant, Harney, 
Lake, Malheur, Morrow, Sherman, Umatilla, Union, Wallowa and Wheeler counties. The CCO’s daily operations 
are administered by GOBHI and Moda Health. GOBHI provides mental health services through contracts with 
providers, most of which are community mental health programs in its service area. Moda Health provides 
physical health, chemical dependency and vision services. EOCCO provides dental services through contracts with 
Advantage Dental, ODS Community Health and Capitol Dental Care. GOBHI administers the contract with Mid-
Columbia Council of Governments for NEMT services. 


Compliance with Regulatory and Contractual Standards 


During 2016, HealthInsight Oregon followed up with EOCCO regarding steps it had taken to address findings and 
recommendations of the 2014 and 2015 compliance reviews. 
• The CCO resolved 3 and partially resolved 4 of the 7 findings from 2014.  
• Of 27 recommendations in 2014, 15 were resolved, 8 were partially resolved and 4 were not resolved. 
• The CCO resolved all 3 findings from 2015.  
• Of 16 recommendations in 2015, 4 were resolved, 11 were partially resolved and 1 was not resolved. 


Performance Improvement Projects (PIPs) 


Statewide PIP on Opioid Safety 
Interventions: 


• Community education: The Regional Opioid 
Prescribing Group (ROPG) will conduct forums 
in Hermiston, Pendleton, Ontario and John Day, 
and plans to develop a patient resource library.  


• Community health worker (CHW) activities: 
ROPG is developing ways to integrate opioid 
management into CHW training. 


• Provider education: Deliver best-practice 
information and referral resources to help 
providers intervene with members on high 
opioid doses. Track buprenorphine rates to 
demonstrate changing prescribing practices and 
effectiveness of provider education. 


Barriers:  
• Changes in data analytics staffing; EOCCO is 


working with pharmacy to resolve the gap. 
• Providers lack information and resources 


needed to manage chronic opioid users. EOCCO, 
through the ROPG, is developing interventions 
to address this barrier. 


Next steps:  
• Promote May 2016 pain management conference in Medford to the provider network. 
• Distribute materials developed by Grande Ronde Regional and Baker City Saint Alphonsus clinics. 
• Develop a list of regional pain schools and non-pharmacologic resource materials for providers. 
• Recruit a non-physician behaviorist and a physical therapist representative to the ROPG. 
• Provide education about buprenorphine to providers. 


CCO-Specific Project Topics 
CCO-Specific PIPs: 


• Increase adolescent well visits 
• Improve maternity and child health outcomes 


CCO Focus Area:  
• Increase rates of development screening for 


children 0‒6 years old  
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Information Systems Capabilities Assessment (ISCA)  


Section Score (out of 3.0) Section Score (out of 3.0) 


Information Systems Partially met (2.5) Enrollment Systems Fully met (2.7) 


Staffing Fully met (3.0) Vendor Data Integration Fully met (3.0) 


Hardware Systems Fully met (2.6) Report Production/PM Reports Fully met (2.9) 


Security Partially met (2.1) Provider Data Partially met (2.5) 


Administrative Data  Partially met (2.0) Meaningful Use of EHRs Partially met (2.4) 


Key Findings and Areas for Improvement 
Finding #1: Business continuity/disaster recovery (BC/DR) plan 


Moda Health has done some BC/DR planning but is reworking its activities. Testing was planned for summer 2016. 
There appears to be limited planning for loss of the key data center, but there are offsite data replicas. It was 
unclear if any BC/DR planning has occurred that includes the CCO partners or all CCO services.  


GOBHI has a contingency policy in place, but it is high-level and focused on IT. GOBHI staff who assisted in testing 
this policy have a lot of historical knowledge, but the policy lacks sufficient information to enable other personnel 
without that knowledge to perform recovery tasks. GOBHI conducted a test scenario in August 2015; the plan was 
not updated after that test. 


It was unclear how data flows through GOBHI’s information systems and in what order information systems need 
to be restored in the event of a disaster to facilitate recovery of business operations. 


GOBHI has many outsourced or cloud-based solutions. GOBHI’s recovery strategy may need to document contact 
information and items needed to use those services. 


Finding #2: Monitoring 


GOBHI and Moda Health are developing a process for monitoring contracted and partner organizations’ policies, 
procedures and practices related to information systems. GOBHI expected to implement monitoring by summer 
2016. At the time of the review, GOBHI was hiring a person to work with contracted or partner organizations on 
compliance with contract requirements and security best practices.  


Finding #3: Provider payment and updates process 


GOBHI staff perform credentialing decisions for new provider contracts, and inform PH Tech of necessary updates 
and contracting rates. GOBHI has instructed PH Tech to track payment based on the facility’s contracted rates. It 
was unclear if PH Tech could pay for an encounter conducted by a practitioner who has not completed GOBHI’s 
credentialing process.  
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FamilyCare CCO  
FamilyCare, Inc., a 501(c)(4) public benefit corporation, contracts with OHA to provide physical, behavioral and 
dental health services to OHP members in Multnomah, Clackamas, Washington and Marion counties. FamilyCare 
contracts with eight dental plans. FamilyCare contracts with CVS Caremark as its pharmacy benefit manager and 
with Access2Care for NEMT. 


Compliance with Regulatory and Contractual Standards 


During 2016, HealthInsight Oregon followed up with FamilyCare regarding steps it had taken to address findings 
and recommendations of the 2014 and 2015 compliance reviews. 
• The CCO resolved 7 and partially resolved 5 of the 12 findings from 2014.  
• Of 11 recommendations in 2014, 5 were resolved, 5 were partially resolved and 1 was not resolved. 
• The CCO resolved all 3 findings from 2015.  
• Of 11 recommendations in 2015, 1 was resolved and 10 were partially resolved. 


Performance Improvement Projects (PIPs) 


Statewide PIP on Opioid Safety 
Interventions: 


• Provider outreach: Initiated educational 
program with dental prescribers. 


• Comprehensive/alternative pain services 
• Provider education  
• Conducted on-site visits to top prescribing 


clinics by medical directors 
• Existing interventions: Continued to 


implement prior authorization and quantity 
limits policies and procedures 


• Internal data development 
 


Barriers:  
• Mailing had been planned to begin earlier but 


was delayed by timing of internal staff 
education. Training has now been completed. 


• Data needed to facilitate pilot programs were 
incomplete. FamilyCare is building dashboards 
to support data requests. 


• On-site visits are time-consuming to plan, 
implement and follow up. 


• Staffing changes in provider services create a 
barrier to on-site visits. 


• Difficult to achieve clinic-oriented outreach 
when many providers are non-contracted and 
there is no clinic affiliation information.  


Next steps:  
• Begin mailing notifications to top prescribers. Continue providing reports to clinics, adapting elements of 


the reports to meet individual clinic needs. Increase the number of clinics to receive reports. 
• Try to recruit a community provider to participate in a Project ECHO-like program. 
• Analyze acute prescribing of high-dose opioids, focusing on urgent care, emergency department and post-


surgical prescribing. Initial data suggest that acute prescribing might be more problematic for the CCO. 
• Opioid workgroup will develop a program for alternative treatments for chronic pain management. 
• Conduct data analyses of metric and interventions to determine effectiveness. 
• Implement MED-based coding by 4th quarter 2016. 


CCO-Specific Project Topics 
CCO-Specific PIPs: 


• Increasing colorectal cancer screening 
• Increasing adolescent well-child visits 


CCO Focus Area:  
• Improving chronic conditions in the serious and 


persistent mentally ill population 
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Information Systems Capabilities Assessment (ISCA)  


Section Score (out of 3.0) Section Score (out of 3.0) 


Information Systems Fully met (2.8) Enrollment Systems Fully met (2.6) 


Staffing Fully met (3.0) Vendor Data Integration Fully met (3.0) 


Hardware Systems Fully met (3.0) Report Production/PM Reports Fully met (2.8) 


Security Partially met (2.3) Provider Data Fully met (2.7) 


Administrative Data  Partially met (2.4) Meaningful Use of EHRs Fully met (3.0) 


Key Findings and Areas for Improvement 
Finding #1: CCO monitoring of delegated IT activities 


FamilyCare reported that it does not conduct monitoring and oversight of contracted or partner organizations’ IT 
systems, policies and procedures. FamilyCare has developed a Provider Office Site Review Checklist that includes 
reviewing the IT systems and policies and procedures used by a provider or other type of partner organization. 
The CCO submitted the new checklist for review after the ISCA interview.  


FamilyCare plans to phase the new checklist into operations during regularly scheduled site visits to provider 
offices in late 2016 and 2017. 


Finding #2 : Encounter data certification 


PH Tech handles data submission for FamilyCare. PH Tech submits a copy of the CIM database, provider master 
database and various tables once a month. It was unclear if FamilyCare receives copies of the 837 files that  
PH Tech submits to OHA. FamilyCare is developing additional reports and processes to augment the current 
certification process used by the Claims Department assistant manager to sign the encounter data certification for 
the CCO. 
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Greater Oregon Behavioral Health, Inc. (GOBHI)  
GOBHI, a managed mental health organization (MHO), manages the OHP mental health benefit in 22 rural Oregon 
counties and provides services through local community mental health programs. GOBHI’s governing board 
includes county commissioners of Columbia, Umatilla and Union counties, provider network representatives and 
consumers. Most MHO activities are delegated to the county mental health authorities, which receive a capitation 
payment to deliver services for enrollees. 
Compliance with Regulatory and Contractual Standards 


During 2016, HealthInsight Oregon followed up with GOBHI regarding steps it had taken to address findings and 
recommendations of the 2014 and 2015 compliance reviews. GOBHI had made progress in addressing many 
findings that were carried over from 2012, though several findings remained unresolved or only partially resolved. 
More work is needed to bring GOBHI into full compliance with its MHO contract and federal Medicaid regulations 
in the following areas: 
• Delivery network 
• Policies and procedures 
• Tracking of second opinions, seclusion and restraint and access to interpretation and materials in alternative 


formats and languages  
• Oversight of delegated activities  
• Oversight of quality management program 
• Practice guidelines 
• Management data specific to MHO enrollees 


Performance Improvement Projects (PIPs)  


As of the 2016 review, GOBHI had not developed either PIP beyond identifying and justifying the study topic 
(Standard 1 of the review protocol). By the time of the 2017 review, GOBHI is expected to have completed 
Standards 2–5 (study design) and 8 (improvement strategies) and to have supplied partial information for 
Standards 6 (study results) and 7 (interpretation of results). 
Older Adult PIP (score = 14 out of 85, Not met) 
GOBHI’s data review indicated underutilization of mental health services by adults over age 60. The MHO decided 
to focus this PIP on improving the service penetration rate for older adults. GOBHI stated that its first step would 
be to identify the causes of low referrals and utilization. This topic clearly relates to quality of care for MHO 
enrollees since the target population does not appear to be receiving needed services. HealthInsight Oregon 
reviewed GOBHI’s documentation and assigned a score of 85 (Substantially met) for Standard 1. 


Children 0‒6 Years Old Primary Care PIP (score = 17 out of 85, Not met) 
GOBHI’s data review indicated underutilization of services by young Hispanic children (0–6 years of age). This PIP 
will focus on improving the service penetration rate for young Hispanic children in Umatilla and Malheur counties, 
the counties with the highest percentage of GOBHI’s target population. GOBHI documented the importance of the 
topic, its relevance to the local population and the topic prioritization process. The MHO identified a possible root 
cause for lower access by this population and briefly described its selected intervention. HealthInsight Oregon 
assigned a score of 100 (Fully met) for Standard 1. 
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Information Systems Capabilities Assessment (ISCA)  


Section Score (out of 3.0) Section Score (out of 3.0) 


Information Systems Partially met (2.2) Enrollment Systems Fully met (2.8) 


Staffing Fully met (2.8) Vendor Data Integration Fully met (2.6) 


Hardware Systems Fully met (2.6) Report Production/PM Reports Fully met (2.7) 


Security Not met (1.9) Provider Data Partially met (2.5) 


Administrative Data  Partially met (2.1) Meaningful Use of EHRs Partially met (2.4) 


Key Findings and Areas for Improvement 
Finding #1: Encounter data certification 


PH Tech handles data submission for GOBHI, sending reports to GOBHI of what the providers submit. GOBHI is 
using these reports in a specialized cleanup process and is trying to determine how to use these data and reports 
on an ongoing basis. GOBHI is working to evolve its processes to ensure data completeness and accuracy.  


GOBHI signs the attestation that data are accurate based on PH Tech’s data submission to OHA. GOBHI is working 
with PH Tech and providers on processes to ensure the completeness and timeliness of the data. 


Finding #2: Monitoring 


GOBHI is developing a process for monitoring contracted and partner organizations’ policies, procedures and 
practices related to information systems. GOBHI expected to implement monitoring by summer 2016. At the time 
of the review, GOBHI was hiring a person to work with contracted or partner organizations on compliance with 
contract requirements and security best practices. 


Finding #3: Provider payment and updates process 


GOBHI staff perform credentialing decisions for new provider contracts that are added. Staff members inform  
PH Tech of necessary updates and contracting rates. GOBHI has instructed PH Tech to track payment based on the 
facility’s contracted rates.  


It was unclear if PH Tech could pay for an encounter with a practitioner who has not completed the GOBHI 
credentialing process. It was unclear if this process would need to change in March 2016 when NPI numbers for 
the rendering practitioner must be used. It was unclear how additional practitioners would be added to the 
provider directory. 
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Health Share of Oregon  
Health Share contracts with OHA to provide physical, behavioral and dental health services to OHP members in 
Multnomah, Washington and Clackamas counties. The CCO contracts with 16 risk-accepting entities (RAEs). 
Activities delegated to RAEs include network planning, monitoring and maintaining access, credentialing, care 
coordination/case management, pharmacy benefit management, claims payment, customer service and 
utilization management. The CCO has workgroups and committees charged with fully integrating behavioral and 
physical health and dental services. The CCO retains adjudication of final appeals and oversight of QI activities. 


Compliance with Regulatory and Contractual Standards 


During 2016, HealthInsight Oregon followed up with Health Share regarding steps it had taken to address findings 
and recommendations of the 2014 and 2015 compliance reviews. 
• The CCO resolved all 4 findings from 2014.  
• The CCO resolved all 20 recommendations from 2014. 
• No findings arose from Health Share’s 2015 compliance review.  
• Of 12 recommendations in 2015, 10 were resolved and 2 were partially resolved. 


Performance Improvement Projects (PIPs) 


Statewide PIP on Opioid Safety 
Interventions: 


• Patient education and engagement―distribute 
materials to members about the new opioid 
prescribing policy and need for tapering plans 


• Provider education and engagement (e.g., 
learning collaborative, pain conference, 
continuing medical education) 


• Expand access to effective alternatives (e.g., 
acupuncture, physical therapy, aqua therapy) 


• Implement new opioid prescribing limits 
• Increase actionable data 
• Increase leadership priority and buy-in  


Barriers:  
• Kaiser Permanente (KP) nurses lacked tools or 


knowledge to hold difficult conversations with 
members. The nurses are receiving appropriate 
training. 


• KP members have filed complaints about 
changes to the opioid prescribing guidelines. 


• Challenging to develop a process of working 
with high opioid-prescribing providers and 
clinics that is sustainable and not punitive. 


• Tuality Health Alliance (THA) is not receiving 
accurate pharmacy data. 


Next steps:  
• Health plan partners will continue existing interventions. 
• One of Kaiser’s clinics will test a review board model for new opioid starts. 
• Providence Health Plan will reevaluate its Pathways to Treat provider tool, develop a regional case review 


process and reschedule the pain symposium. 
• THA will meet face to face with providers about back pain coverage and opioid prescribing practices. 
• Health Share will develop a dashboard to provide to each of its RAEs on a monthly basis. 


CCO-Specific Project Topics 
CCO-Specific PIPs: 


• Improving maternal and infant outcomes using 
a new model of care (Project Nurture) 


• Designing and implementing foster care 
medical home models of care  


CCO Focus Area:  
• Improving rate of effective contraception use  
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Information Systems Capabilities Assessment (ISCA)  


Section Score (out of 3.0) Section Score (out of 3.0) 


Information Systems Fully met (3.0) Enrollment Systems Fully met (2.8) 


Staffing Fully met (2.8) Vendor Data Integration Partially met with 
a finding (2.6) 


Hardware Systems Fully met (3.0) Report Production/PM Reports Fully met (3.0) 


Security Not met (1.8) Provider Data Partially met with 
a finding (2.8) 


Administrative Data  Partially met (2.5) Meaningful Use of EHRs Partially met (2.4) 


Key Findings and Areas for Improvement 
Finding #1: Business continuity/disaster recovery (BC/DR) plan 


Health Share is developing a CCO-level BC/DR plan; CCO management was reviewing a draft plan at the time of 
the ISCA interview. CCO management expects to continue to define critical functions, systems and resources that 
need to be maintained in the event of a disaster.  


Health Share reported that it has developed a plan for supporting the phone systems and network infrastructure 
during a disaster. The CCO is evaluating how the use of virtual workstations could facilitate disaster recovery and 
business continuity plans. 


Finding #2: Monitoring of business partners and PH Tech 


Health Share did not provide evidence of monitoring and oversight of PH Tech for processing of claims and 
encounter data. 


Several of Health Share’s business partners contract with PH Tech to process claims and encounter data. PH Tech 
submits claims and encounter data to Health Share on behalf of those business partners. It was unclear if Health 
Share would be able to ensure the completeness and accuracy of business partners’ data submitted to the CCO by 
PH Tech based on the current level of monitoring. 
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InterCommunity Health Network (IHN)  
IHN, a wholly owned subsidiary of Samaritan Health Services, contracts with OHA to provide physical, behavioral 
and dental health services for OHP members in Benton, Lincoln and Linn counties. IHN is managed by Samaritan 
Health Plan Operations (SHPO), and all CCO staff members are SHPO employees. IHN contracts with the three 
counties for behavioral health services, and with Advantage Dental, Capitol Dental Care, ODS Community Health 
and Willamette Dental Group to provide dental care for members. 


Compliance with Regulatory and Contractual Standards 


During 2016, HealthInsight Oregon followed up with IHN regarding steps it had taken to address findings and 
recommendations of the 2014 and 2015 compliance reviews. 
• The CCO resolved 3 and partially resolved 4 of the 7 findings from 2014.  
• Of 29 recommendations in 2014, 11 were resolved, 10 were partially resolved and 8 were not resolved. 
• The CCO resolved 2 and partially resolved 2 of the 4 findings from 2015.  
• Of 29 recommendations in 2015, 13 were resolved, 15 were partially resolved and 1 was not resolved. 


Performance Improvement Projects (PIPs) 


Statewide PIP on Opioid Safety 
Interventions: 


• Conduct general public and provider education 
o 16 urgent care providers received education 


from IHN’s chief medical officer (CMO) 
o 57 providers were educated through the 


regional task force 
o 8 providers on Pharmacy and Therapeutics 


Committee received education 
o 151 providers attended the continuing 


medical education offering 
o 20 leaders attended training in managing 


chronic conditions 
o 70 members received direct education 


through a class led by the CMO 
• Implement prescription opioid limits 


o 87 providers and 964 members were sent 
letters about the new policy  


Barriers:  
• None 


Next steps:  
• Continue current interventions. 


CCO-Specific Project Topics 
CCO-Specific PIPs: 


• Reducing preventable hospitalizations 
• Deploying care teams to reduce emergency 


department utilization 


CCO Focus Area:  
• Improving the oral health of pregnant women 
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Information Systems Capabilities Assessment (ISCA)  


Section Score (out of 3.0) Section Score (out of 3.0) 


Information Systems Fully met (2.8) Enrollment Systems Partially met (2.5) 


Staffing Fully met (3.0) Vendor Data Integration Partially met (2.4) 


Hardware Systems Fully met (3.0) Report Production/PM Reports Partially met (2.0) 


Security Not met (1.8) Provider Data Partially met (2.4) 


Administrative Data  Partially met (2.0) Meaningful Use of EHRs Fully met (3.0) 


Key Findings and Areas for Improvement 
Finding #1: Lack of business continuity/disaster recovery (BC/DR) plan 


IHN did not maintain a CCO-level BC/DR plan, though IHN’s parent organization has a draft plan. IHN has a pilot 
project underway to develop a CCO-level plan based on the parent organization’s plan. IHN planned to continue 
working on this plan and developing a testing strategy during 2016. 


Finding #2: Historical gaps in mental health data 


In September 2013, IHN began receiving mental health encounters directly from providers and county mental 
health facilities. The CCO no longer contracts with PH Tech to administer mental health data. Mental health claims 
and encounters from the first three to four months of CCO operations were not migrated into IHN’s Facets system 
due to data integrity issues. At the time of the ISCA review, these data were not in a database and not available 
for reporting.  
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Jackson Care Connect (JCC)  
JCC, a wholly owned subsidiary of CareOregon, contracts with OHA to provide physical, behavioral and dental 
health services for OHP members in Jackson County. JCC has an agreement with Jackson County Health and 
Human Services (JCHHS) to provide mental health services, and CareOregon provides physical health services. 
CareOregon performs many administrative and operational activities on the CCO’s behalf. JCC delegates dental 
service delivery to Willamette Dental Group, Capitol Dental Care, Moda Health and Advantage Dental; and NEMT 
services to TransLink.  


Compliance with Regulatory and Contractual Standards 


During 2016, HealthInsight Oregon followed up with JCC regarding steps it had taken to address findings and 
recommendations of the 2014 and 2015 compliance reviews. 
• The CCO resolved 5, partially resolved 5 and did not resolve 5 of the 15 findings from 2014.  
• Of 45 recommendations in 2014, 12 were resolved, 16 were partially resolved and 17 were not resolved. 
• The CCO resolved 1, partially resolved 2 and did not resolve 1 of the 4 findings from 2015.  
• Of 25 recommendations in 2015, 11 were resolved, 12 were partially resolved and 2 were not resolved. 


Performance Improvement Projects (PIPs) 


Statewide PIP on Opioid Safety 
Interventions: 
• JCC-specific interventions 


o Use claims data to identify subgroups of 
opiate users and refine outreach to providers 
based on users’ primary characteristics 


o Communicate to providers about lowering the 
medication limit; offer technical assistance by 
behavioral health and CCO medical director 


• Joint interventions with regional collaborative: 
With other southern Oregon CCOs, develop joint 
strategies around community education, provider 
education, pain management modalities and 
medication-assisted treatment 


Barriers:  
• Inconsistencies between internal and OHA 


study metric data make it difficult to identify 
and understand the study population. 


• Large number of pain specialists in the area is a 
disincentive for primary care providers to 
manage their own patients. Treatment of 
chronic pain by a specialist increases the 
fragmentation of patient care. 


• Collaboration among CCOs has been difficult 
due to lack of time, physical distance between 
organizations, different operating structures.  


Next steps:  
• Continue to distribute quarterly reports on high opioid users to providers. 
• JCC’s behavioral health team, pharmacist and medical director will continue to reach out to providers and 


clinics with the most patients on a quarterly basis. 
• JCC’s pharmacist will begin to incorporate additional actionable data (patient lists) as they are received. 


Pharmacist will begin retrospective review of members previously identified as achieving MED goal, and 
will begin to provide tapering technical assistance to providers.  


CCO-Specific Project Topics 
CCO-Specific PIPs: 


• Improving prenatal and perinatal care 
• Adolescent well care and behavioral health 


integration 


CCO Focus Area:  
• Focus on high utilizers 
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Information Systems Capabilities Assessment (ISCA)  


Section Score (out of 3.0) Section Score (out of 3.0) 


Information Systems Partially met (2.1) Enrollment Systems Partially met (2.4) 


Staffing Fully met (2.8) Vendor Data Integration Fully met (3.0) 


Hardware Systems Fully met (2.6) Report Production/PM Reports Partially met (2.4) 


Security Not met (1.6) Provider Data Partially met (2.4) 


Administrative Data  Not met (1.9) Meaningful Use of EHRs Partially met (2.4) 


Key Findings and Areas for Improvement 
Finding #1: Encounter data certification 


CareOregon handles data submission for JCC. It was unclear how JCC would monitor data received from partner 
organizations to ensure completeness and accuracy. CareOregon has some processes to check for expected/ 
estimated volume and trends, but it was unclear if those processes are used in certification. Currently, 
CareOregon staff sign the certification for the CCO. The CCO is transitioning this function to CCO staff. 


Finding #2: Monitoring 


JCC did not provide evidence of monitoring and oversight of contracted or partner organizations’ IT systems, 
policies and procedures. The 2015 Jackson County Utilization Management Team (JC-UMT) delegation oversight 
review included a health information system corrective action plan that has been completed. During the ISCA 
interview, it was unclear who held the contracts and how many contracts were in place. It was unclear how 
monitoring would be divided between CCO staff and the CareOregon team. CareOregon’s delegation oversight 
unit conducted a review of JC-UMT but was in the process of adding organizations and IT monitoring. 


Finding #3: Lack of business continuity/disaster recovery (BC/DR) plan 


JCC did not maintain a CCO-level BC/DR plan. CareOregon hired a disaster recovery expert to work on its disaster 
recovery plan. CareOregon planned to continue working on this plan and developing a testing strategy in 2016. 


Finding #4: JC-UMT enrollment checks 


JC-UMT relies on providers to check eligibility before delivering services. JC-UMT checks eligibility at the time of 
authorization but not at the time of the claims payment. The JC-UMT profiler system does not have access to 834 
enrollment data. There may be post-payment mechanisms that could reconcile some of these payments. 


Finding #5: Provider directory 


JCC has updated its provider directory since the previous review. JCC has a directory of physical health providers, 
but not of mental health or dental practitioners in Jackson County. It was unclear how a member might find 
mental health provider-level detail. Also, some views of the physical provider directory do not display gender or 
specialty, but those items are searchable.  


JCC’s provider directory shows dental agencies without practitioner-level information or DCO assignment 
information. The portal may confuse members because they can obtain practitioner-level information from the 
website, but then they must follow a link located in a separate area of the website for each contracted DCO. 
  


Section VIII Page838







EQR Annual Report–Appendix A 2016 


 


HealthInsight Oregon A-21 
 


PacificSource Central Oregon (PSCS-CO)  
PacificSource Community Solutions, based in Bend, is the Medicaid line of business for PacificSource Health Plans, 
serving CCO members through PSCS-CO and PSCS-Columbia Gorge. PSCS-CO serves OHP members in Deschutes, 
Jefferson and Crook counties. Each CCO has its own governing council with oversight from a subsidiary board of 
directors. PacificSource contracts with Deschutes County Health Services for mental health services and substance 
use disorders; with Caremark for pharmacy benefit management; and with Advantage Dental, Capitol Dental Care, 
Willamette Dental Group and Moda Health for dental services. 


Compliance with Regulatory and Contractual Standards 


During 2016, HealthInsight Oregon followed up with PSCS-CO regarding steps it had taken to address findings and 
recommendations of the 2014 and 2015 compliance reviews. 
• The CCO partially resolved both of the 2 findings from 2014.  
• Of 20 recommendations in 2014, 14 were resolved, 5 were partially resolved and 1 was not resolved. 
• The CCO partially resolved all 4 findings from 2015.  
• Of 22 recommendations in 2015, 9 were resolved, 11 were partially resolved and 2 were not resolved. 


Performance Improvement Projects (PIPs) 


Statewide PIP on Opioid Safety 
Interventions: 


• Promote safer prescribing practices 
o Limit opioid dosing threshold to <120 mg 


MED 
o Reduce co-prescribing of opioids and 


benzodiazepines 
• Increase prescription drug monitoring program 


(PDMP) enrollment and usage 
o Continue to implement pharmacy prior 


authorization process that requires 
attestation of PDMP enrollment 


Barriers:  
• Definition of target population is delayed as the 


issue of whether or not to include members on 
buprenorphine has not been decided. 


• Creation of mailing processes has taken longer 
than expected due to multiple pre-approval 
processes and the need to create processes to 
accommodate new technology. 


• Need to coordinate efforts of multiple entities 
around the PDMP to avoid burdening providers 
with multiple requests for their time. 


Next steps:  
• Finalize data analysis process and begin distributing accurate lists of members on ≥120 mg MED, 


regenerating old reports if revisions are necessary. 
• Develop process to identify members who are co-prescribed opiates and benzodiazepines; provide lists of 


these members to providers on a monthly basis.  
• Conduct PDMP training in May 2016. 
• If Deschutes County receives grant to improve PDMP usage, work collaboratively with grant project staff. 


CCO-Specific Project Topics 
CCO-Specific PIPs: 


• Improving post-partum care 
• Integrating chronic pain management into 


primary care 


CCO Focus Area:  
• Increasing preventive care to members with 


serious and persistent mental illness 
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Information Systems Capabilities Assessment (ISCA)  


Section Score (out of 3.0) Section Score (out of 3.0) 


Information Systems Partially met (2.4) Enrollment Systems Partially met (2.5) 


Staffing Fully met (2.8) Vendor Data Integration Fully met (3.0) 


Hardware Systems Fully met (3.0) Report Production/PM Reports Partially met (2.4) 


Security Partially met (2.0) Provider Data Partially met (2.5) 


Administrative Data  Partially met (2.0) Meaningful Use of EHRs Partially met (2.4) 


Key Findings and Areas for Improvement 
Finding #1: Encounter data certification 


PH Tech is submitting final data directly to OHA, and PSCS-CO is not receiving a copy of the submitted data. The 
CCO stated it continues to monitor trends related to the encounter and claims data and is developing additional 
reports to more completely reflect all CCO services. After the PH Tech transition, PSCS-CO worked to determine 
what additional reports were needed to monitor the data submission process. These new and existing reports are 
being used to support the CCO’s attestation process. 
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PacificSource Columbia Gorge (PSCS-CG)  
PacificSource Community Solutions, based in Bend, is the Medicaid line of business for PacificSource Health Plans, 
serving CCO members through PSCS-CG and PSCS-Central Oregon. PSCS-CG serves OHP members in Hood River 
and Wasco counties. Each CCO has its own governing council with oversight from a subsidiary board of directors. 
PacificSource contracts with contracts with Mid-Columbia Center for Living for mental health services and 
substance use disorders; with Caremark for pharmacy benefit management; and with Advantage Dental, Capitol 
Dental Care, and Moda Health for dental services. 


Compliance with Regulatory and Contractual Standards 


During 2016, HealthInsight Oregon followed up with PSCS-CG regarding steps it had taken to address findings and 
recommendations of the 2014 and 2015 compliance reviews. 
• The CCO partially resolved both of the 2 findings from 2014.  
• Of 21 recommendations in 2014, 14 were resolved, 6 were partially resolved and 1 was not resolved. 
• The CCO resolved all 4 findings from 2015.  
• Of 18 recommendations in 2015, 8 were resolved, 9 were partially resolved and 1 was not resolved. 


Performance Improvement Projects (PIPs) 


Statewide PIP on Opioid Safety 
Interventions: 


• Charter a Pain and Opioid Treatment Work 
Group to advise the CCO’s Clinical Advisory 
Panel and disseminate recommendations to 
providers and members 


• Promote safer prescribing practices  
o Adherence to a ≥ 120mg MED opiate limit 
o Avoidance of polypharmacy 


• Increase prescription drug monitoring program 
(PDMP) enrollment and usage 
o CCO is developing a PDMP training 


Barriers:  
• Barriers to a successful community strategy: 


o Limited access to Suboxone prescribers 
o Limited treatment options for chronic pain 


members with “below the line” diagnoses 
o Competing demands and priorities for PCPs 


affects participation in workgroup 
o Strong member resistance to decreasing 


opioid limits 
o Providers lack experience with difficult 


patient conversations 


Next steps:  
• Pain and Opioid Treatment Work Group will meet monthly and develop interventions in accordance with 


their charter, including PDMP education and assistance to providers. 
• Develop process to identify members who are co-prescribed opiates and benzodiazepines; provide lists of 


these members to providers on a monthly basis.  
• Conduct PDMP training in May 2016. 
• Continue to refine data analysis process. 


CCO-Specific Project Topics 
CCO-Specific PIPs: 


• Improving postpartum care 
• Integrating chronic pain management into 


primary care 


CCO Focus Area:  
• Increasing preventive care to members with 


serious and persistent mental illness  
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Information Systems Capabilities Assessment (ISCA)  


Section Score (out of 3.0) Section Score (out of 3.0) 


Information Systems Partially Met (2.4) Enrollment Systems Partially met (2.5) 


Staffing Fully met (3.0) Vendor Data Integration Fully met (3.0) 


Hardware Systems Fully met (3.0) Report Production/PM Reports Partially met (2.4) 


Security Partially met (2.0) Provider Data Partially met (2.5) 


Administrative Data  Partially met (2.0) Meaningful Use of EHRs Partially met (2.4) 


Key Findings and Areas for Improvement 
Finding #1: Encounter data certification 


PH Tech is submitting final data directly to OHA, and PSCS-CG is not receiving a copy of the data. The CCO stated 
that it continues to monitor trends related to encounter and claims data and is developing additional reports to 
more completely reflect all CCO services. After the PH Tech transition, PSCS-CG worked to determine which 
additional reports were needed to monitor the data submission process. These new and existing reports are being 
used to support the CCO’s attestation process. 
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PrimaryHealth of Josephine County (PHJC)  
PHJC, owned by Oregon Health Management Services (OHMS), provides physical, behavioral and dental health 
services for OHP members in Josephine County. OHMS sub-delegates mental health service delivery to Options for 
Southern Oregon; dental services to Capitol Dental Care, Advantage Dental, Willamette Dental Group, and Moda 
Health; and NEMT to TransLink.  


Compliance with Regulatory and Contractual Standards 


During 2016, HealthInsight Oregon followed up with PHJC regarding steps it had taken to address findings and 
recommendations of the 2014 and 2015 compliance reviews. 
• The CCO resolved 5, partially resolved 4 and did not resolve 1 of the 10 findings from 2014.  
• Of 18 recommendations in 2014, 7 were resolved, 10 were partially resolved and 1 was not resolved. 
• The CCO resolved 5 and partially resolved 2 of the 7 findings from 2015.  
• Of 22 recommendations in 2015, 18 were resolved, 4 were partially resolved. 


Performance Improvement Projects (PIPs) 


Statewide PIP on Opioid Safety 
Interventions: 


• Community education  
• Support and assist providers in reducing 


prescription opioids 
• Pain management modalities 


o CCO helped sponsor chronic pain group 
classes in Josephine County. 


• Medication-Assisted Treatment (MAT) 
o CCO is working with Choices Counseling 


Center to open a MAT clinic. 


Barriers:  
• New limits might be a challenge and burden to 


PCPs that serve chronic pain patients 
• Lack of alignment among CCOs regarding 


chronic pain management 
• Previous pain resiliency pilot program lost 


funding due to low patient participation, low 
provider engagement and poor coordination 
with other resources 


• Very few providers of buprenorphine in 
Josephine County 


Next steps:  
• Develop an educational video, culturally and linguistically appropriate member education materials and 


other messaging (social media, public service announcements, etc.). 
• Develop small toolkit (including tapering agreement, schedule, letters and materials) primarily focused on 


benefit changes. Collaborate with drug detail representative to spread the policy message. 
• Develop community-based meetings to discuss benefit changes and distribute toolkits. 
• After review and analyses, recommend a model of care to inform Center of Excellence development. 
• Collect data and information on the Josephine County pain classes and share with the larger group. 
• Open MAT clinic in Grants Pass.  


CCO-Specific Project Topics 
CCO-Specific PIPs: 


• Design and implement a local medical maternal 
health home 


• Reduce emergency department utilization by 
moderate utilizers  


CCO Focus Area:  
• Implement Mental Health First Aid in the 


community 
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Information Systems Capabilities Assessment (ISCA)  


Section Score (out of 3.0) Section Score (out of 3.0) 


Information Systems Fully met (2.9) Enrollment Systems Fully met (3.0) 


Staffing Fully met (3.0) Vendor Data Integration Partially met with 
a finding (2.6) 


Hardware Systems Fully met (2.6) Report Production/PM Reports Fully met (2.7) 


Security Partially met with 
a finding (2.6) 


Provider Data Fully met (2.9) 


Administrative Data  Partially met (2.4) Meaningful Use of EHRs Fully met (3.0) 


Key Findings and Areas for Improvement 
Finding #1: Lack of integrated business continuity/disaster recovery (BC/DR) plan 


PHJC developed a draft BC/DR plan and continues to refine it. PHJC is updating the plan to support virtualization 
of production servers. It was unclear whether this plan covers all CCO functions and services. PHJC has scheduled 
plan testing for 2017. 


Finding #2: Informal process for monitoring data flow to ensure submission of all data 


PHJC uses an informal process to monitor encounter trends for CCO services. The CCO should devote attention to 
capitated services due to the lack of incentive for an agency or partner organization to supply encounter data for 
these services. Monitoring for over- or underutilization of anticipated services will allow the CCO to address any 
issues early and minimize potential negative impacts on actuarial rates and performance measure calculations. 


Finding #3: Monitoring IT policies and procedures of providers and other partner organizations 


Intelligenz, on behalf of PHJC, has contracted with Amazon Web Services and PeHS for key production IT services 
and functions. Intelligenz submitted some IT policies and procedures, but it was unclear whether Intelligenz has 
developed or expanded its current policies, procedures and practices sufficiently to cover these new IT services 
and functions.  
PHJC has developed a process for monitoring contracted and partner organizations’ policies and procedures 
related to information systems. The CCO expected this monitoring process to be in full use sometime in 2017. 


Finding #4: NEMT data not being submitted to OHA 


As of the interview date, PHJC had not successfully submitted NEMT claims and encounter data to the state. PHJC 
is working with TransLink, its NEMT service provider, to resolve issues with submission of the 837 data. 
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Trillium Community Health Plan (TCHP)  
TCHP, a wholly owned subsidiary of Centene Corp., contracts with OHA to provide physical, behavioral and dental 
health services for OHP members in Lane County and portions of other counties. Trillium Behavioral Health (TBH) 
provides behavioral health services for TCHP members. TCHP delegates to TBH the responsibility to establish and 
maintain the provider network needed to support behavioral services, utilization management, credentialing for 
behavioral health services and care coordination. TCHP provides dental services through contracts with 
Willamette Dental Group, Advantage Dental, Capitol Dental Care and Moda Health. NEMT services are delegated 
to RideSource. 


Compliance with Regulatory and Contractual Standards 


During 2016, HealthInsight Oregon followed up with TCHP regarding steps it had taken to address findings and 
recommendations of the 2014 and 2015 compliance reviews. 
• The CCO resolved 3, partially resolved 1 and did not resolve 1 of the 5 findings from 2014.  
• Of 25 recommendations in 2014, 10 were resolved, 10 were partially resolved and 5 were not resolved. 
• The CCO partially resolved 1 and did not resolve 2 of the 3 findings from 2015.  
• Of 18 recommendations in 2015, 5 were resolved, 7 were partially resolved and 6 were not resolved. 


Performance Improvement Projects (PIPs) 


Statewide PIP on Opioid Safety 
Interventions: 


• Clinical Advisory Panel adopted the Centers for 
Disease Control and Prevention (CDC) 
guidelines on opioid prescribing. 


• Disseminate CDC guidelines to providers on 
laminated reference sheets. 


• Conduct Living Well with Chronic Pain classes. 


Barriers:  
• Lack of staff delayed implementation of 


interventions. 


Next steps:  
• Once staff is hired and trained, implement interventions to offer and increase access to physical therapy 


or acupuncture and to behavioral health for managing chronic pain. 


CCO-Specific Project Topics 
CCO-Specific PIPs: 


• Reducing preventable hospital readmissions 
• Improving depression screening 


CCO Focus Area:  
• Decreasing tobacco use during pregnancy 
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Information Systems Capabilities Assessment (ISCA)  


Section Score (out of 3.0) Section Score (out of 3.0) 


Information Systems Fully met (3.0) Enrollment Systems Fully met (3.0) 


Staffing Fully met (2.8) Vendor Data Integration Fully met (3.0) 


Hardware Systems Fully met (2.8) Report Production/PM Reports Fully met (2.9) 


Security Not met (1.9) Provider Data Fully met (2.8) 


Administrative Data  Not met (1.6) Meaningful Use of EHRs Fully met (3.0) 


Key Findings and Areas for Improvement 
Finding #1: Business continuity/disaster recovery (BC/DR) plan 


TCHP’s BC/DR plan was being updated at the time of the ISCA review. Centene, the parent organization, has a 
BC/DR plan for its enterprise data center. TCHP plans to continue working on this plan and developing a testing 
strategy during 2016. TCHP submitted additional documentation detailing plans for updating the BC/DR plan and 
the expectation of testing the updated plan in the second quarter of 2017. 


Finding #2: Monitoring 


Centene is developing a new vendor oversight program that TCHP expects to use for monitoring and oversight of 
contracted and partner organizations’ IT and security practices, procedures and policies. Centene is evaluating 
who will be the business owner for this process. It was unclear how TCHP will implement this program and 
communicate it to providers and other partner organizations. 


Finding #3: Attestation process 


It was unclear how TCHP monitors the submission of claims and encounter data by provider agencies. TCHP was 
not sure how the CCO and/or Centene would know if the volume of claims being submitted by providers was 
within expected norms. The onsite interview revealed that the TCHP staff member tasked with monitoring of data 
submission trends was unaware that NEMT claims and encounters had not been successfully submitted to OHA in 
several months. 


Finding #4: NEMT data not monitored or submitted to OHA 


TCHP contracts with RideSource (Lane Transit District) to provide NEMT services. TCHP reported that as of mid-
September 2016, NEMT claims and encounter data had not been successfully submitted to OHA since the CCO’s IT 
operations were migrated to Centene’s corporate data center in June. Centene and TCHP were attempting to 
resolve these issues, resume regular submission of NEMT claims and encounter data to OHA and ensure that the 
backlogged claims are processed and submitted. 


TCHP has not yet determined a strategy to monitor NEMT data for completeness. The ride vendor is responsible 
for ensuring that the transportation request has an associated appointment. The CCO needs to determine 
appropriate monitoring activities to ensure that transportation services have a corresponding encounter (e.g., a 
physician office visit). 
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Umpqua Health Alliance (UHA)  
Douglas County Independent Practice Association dba UHA is the CCO for Douglas County. UHA contracts with 
Community Health Alliance (CHA) to provide mental health outpatient services; with ADAPT to provide substance 
use disorder treatment; with GOBHI to manage access to inpatient psychiatric services; with MedInsight for 
pharmacy benefits management; and with Advantage Dental and Willamette Dental Group for dental services. 


Compliance with Regulatory and Contractual Standards 


During 2016, HealthInsight Oregon followed up with UHA regarding steps it had taken to address findings and 
recommendations of the 2014 and 2015 compliance reviews. 
• The CCO resolved 5, partially resolved 5 and did not resolve 3 of the 13 findings from 2014.  
• Of 35 recommendations in 2014, 9 were resolved, 6 were partially resolved and 20 were not resolved. 
• The CCO partially resolved 3 and did not resolve 2 of the 5 findings from 2015.  
• Of 26 recommendations in 2015, 2 were resolved, 11 were partially resolved and 13 were not resolved. 


Performance Improvement Projects (PIPs) 


Statewide PIP on Opioid Safety 
Interventions: 


• Monitoring of opioid policy, guidelines and 
adherence by CCO’s Pain Committee  


• Ongoing implementation of the prior 
authorization process 


• Ongoing implementation of new opioid 
medication guidelines 


• Ongoing provision of education and CME 
• Ongoing case reviews conducted as needed 
• Ongoing support for providers and clinics that 


have large drug-seeking patient populations 


Barriers:  
• Provider compliance with opioid policy 


guidelines: The Pain Committee chair and CCO 
pharmacist meet with individual providers who 
are “reticent to change.” 


Next steps:  
• Continue existing interventions 


CCO-Specific Project Topics 
CCO-Specific PIPs: 


• Identification of addiction issues in pregnancy 
• Decreasing utilization of the emergency 


department 


CCO Focus Area:  
• Increasing PCPCH enrollment 
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Information Systems Capabilities Assessment (ISCA)  


Section Score (out of 3.0) Section Score (out of 3.0) 


Information Systems Partially met with 
a finding (2.7) 


Enrollment Systems Partially met (2.4) 


Staffing Fully met (3.0) Vendor Data Integration Fully met (3.0) 


Hardware Systems Fully met (3.0) Report Production/PM Reports Partially met with 
a finding (2.6) 


Security Partially met (2.1) Provider Data Fully met (2.9) 


Administrative Data  Partially met (2.5) Meaningful Use of EHRs Fully met (3.0) 


Key Findings and Areas for Improvement 
Finding #1: Attestation sign-off 


UHA receives reports of the claims and encounter data that ABCT submits to OHA. UHA performs attestation 
based on those reports. It was unclear who would monitor data received from partner organizations to ensure 
data completeness and accuracy. 


Finding #2: Disaster recovery planning 


UHA has developed a business continuity/disaster recovery plan and continues to refine it. It was unclear whether 
this plan covers all CCO functions and services. UHA reported that it had not yet developed a testing plan. 


Finding #3: Provider monitoring 


No documentation was submitted showing that the delegate was monitoring providers. The CCO performs only 
limited monitoring of GOBHI’s IT functions. The CCO lacked a formal process to monitor IT activities of its 
delegates or partners. Relationships between the IT and business sides of the CCO were unclear; roles and 
responsibilities were not clearly defined for different monitoring activities. 


Finding #4: Provider is not verifying enrollment at time of service 


One provider agency stated that it checks eligibility only when billing for the claim/encounter. 


Finding #5: Enrollment data components received from OHA “unloadable” in Plexis CM 


The daily 834 file received from OHA contained components that were unloadable into the Plexis CM system. It 
was unclear what UHA and ABCT were doing to resolve this situation. 


Finding #6: Reconciliation issues due to full capitation payment not being received by CHA 


CHA reported problems reconciling capitation payment for UHA members assigned to CHA. CHA reported that it 
receives a capitation payment without information on which member services the payment covers. UHA reduces 
CHA’s capitation payment when a CHA-assigned member receives care from a non-CHA provider. 
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Western Oregon Advanced Health (WOAH) 
Based in Coos Bay, WOAH provides physical, behavioral and dental health services to OHP members in Coos and 
Curry counties. Behavioral health services are delegated to Coos Health and Wellness, Curry Community Health 
and ADAPT. Advantage Dental is delegated to provide dental services, manage the dental network, conduct 
utilization review and provide training, credentialing and oversight of dental care providers. WOAH contracts with 
TransLink to provide NEMT services. 


Compliance with Regulatory and Contractual Standards 


During 2016, HealthInsight Oregon followed up with WOAH regarding steps it had taken to address findings and 
recommendations of the 2014 and 2015 compliance reviews. 
• The CCO resolved 7 and partially resolved 2 of the 9 findings from 2014.  
• Of 34 recommendations in 2014, 26 were resolved, 5 were partially resolved and 3 were not resolved. 
• The CCO resolved 3 and partially resolved 1 of the 4 findings from 2015.  
• Of 18 recommendations in 2015, 9 were resolved and 9 were partially resolved. 


Performance Improvement Projects (PIPs) 


Statewide PIP on Opioid Safety 
Interventions: 


• Participated in a Heroin Town Hall organized by 
law enforcement in May 2016.  


• Supporting the opening of an Opioid Treatment 
Program (OTP) in 2017; supporting the local 
Federally Qualified Health Center in developing 
its own office-based OTP. 


• Working with Lines for Life to present an Opioid 
Summit in fall 2016. 


• Facilitated regular meetings of a Community 
Opioid Guidance Group to promote 
communication and coordination among 
community partners and providers. 


• Supported North Bend Medical Center (NBMC) 
to conduct quarterly education programs for 
providers in Coos and Curry counties.  


Barriers:  
• Provider resistance: Some providers feel the 


CDC opioid guidelines are not appropriate; 
others do not want to change treatment that 
appears to be “working” for their patients. 


• Lack of prescribing providers: Patients report 
difficulty in finding providers willing to treat 
people on chronic opioids.  


• Delay in receiving member-specific data has 
delayed member and provider outreach. 


• Medication-Assisted Treatment access: The 
OTP will not be functional until early 2017.  


Next steps:  
• Continue to support NBMC quarterly education events. 
• Begin planned regional collaborative interventions in October 2016. 
• Conduct an Opioid Summit in fall 2016. 
• Conduct a care manager conference to train care managers in motivational interviewing techniques and 


difficult conversation skills. 


CCO-Specific Project Topics 
CCO-Specific PIPs: 


• Reducing preventable hospital readmissions 
• Reducing co-prescribing of benzodiazepines 


and opioids 


CCO Focus Area:  
• One Key Question implementation 
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Information Systems Capabilities Assessment (ISCA)  


Section Score (out of 3.0) Section Score (out of 3.0) 


Information Systems Fully met (2.7) Enrollment Systems Fully met (2.8) 


Staffing Fully met (3.0) Vendor Data Integration Fully met (3.0) 


Hardware Systems Partially met (2.4) Report Production/PM Reports Fully met (2.7) 


Security Partially met (2.1) Provider Data Partially met with 
a finding (2.8) 


Administrative Data  Not met (1.9) Meaningful Use of EHRs Fully met (3.0) 


Key Findings and Areas for Improvement 
Finding #1: Remote access 


DOCS employees have remote user access when sharing hardware, saving data to local storage devices and 
remote printing. WOAH employees do not often handle protected health information (PHI) and other confidential 
data while working. Remote access that allows local printing and/or saving data to local storage increases the 
potential and associated risk of a breach of either PHI or confidential company data by allowing these data to be 
printed on devices that are not properly secured. 
Finding #2: Lack of current policies and procedures 


WOAH is developing a strategy to work with delegates and partners to create, maintain and update policies. The 
CCO will determine if some policies can be CCO-level and may not need to be duplicated by partners. WOAH has 
some policies in draft format, and delegates have some draft policies and policies in need of updates. WOAH plans 
to purchase, install and implement policy tracking software to better enable the CCO to maintain policies. 


Finding #3: CCO monitoring of delegated IT activities 


WOAH did not provide evidence of monitoring and oversight of contracted or partner organizations’ IT systems, 
policies and procedures. Also, WOAH provided no evidence of processes to monitor provider agencies’ activities 
related to information systems. 


Finding #4: NEMT monitoring and data submission to OHA 


As of the ISCA interview, NEMT encounter data had not yet been submitted to state. WOAH later reported that all 
backlogged NEMT encounter data were submitted to the state as required. 


WOAH has not yet determined policies and procedures for monitoring NEMT data. The ride vendor is responsible 
for monitoring that the transportation request has an associated appointment. The CCO needs to determine 
monitoring practices and/or reports to ensure that transportation services have a corresponding service that has 
been delivered (e.g., a physician office visit). 


Finding #5: Provider directory 


WOAH has contracted with a new vendor to redesign and support its website. Members can now search on 
multiple provider attributes, but cannot search for specific types of behavioral health providers. Members are 
redirected to the dental provider network (DPN) websites for dental provider information, but members cannot 
search for specific types of dental health providers on the DPN websites. WOAH uses informal processes for 
adding providers to or removing providers from the provider directory. 
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Willamette Valley Community Health (WVCH) 
WVCH contracts with OHA to provide physical, behavioral and dental health services for OHP members in Marion 
and Polk counties. WVCH delegates many day-to-day operational activities to Willamette Valley Provider Health 
Authority, such as utilization and medical management, care management, disease management and 
credentialing. WVCH delegates behavioral health service delivery to Mid-Valley Behavioral Care Network; 
customer service, claims processing and information systems to PH Tech; dental services to Moda Health, Capitol 
Dental Care, Advantage Dental and Willamette Dental Group; pharmacy services to MedImpact; and NEMT 
services to the Salem-Keizer Transit District. 


Compliance with Regulatory and Contractual Standards 


During 2016, HealthInsight Oregon followed up with WVCH regarding steps it had taken to address findings and 
recommendations of the 2014 and 2015 compliance reviews. 
• The CCO resolved 7 and partially resolved 2 of the 9 findings from 2014.  
• Of 32 recommendations in 2014, 19 were resolved, 11 were partially resolved and 2 were not resolved. 
• The CCO resolved 2, partially resolved 2 and did not resolve 1 of the 5 findings from 2015.  
• Of 27 recommendations in 2015, 15 were resolved, 10 were partially resolved and 2 were not resolved. 


Performance Improvement Projects (PIPs) 


Statewide PIP on Opioid Safety 
Interventions: 


• Revise the CCO’s preauthorization process with 
new criteria for prescribing opioids at >120 mg 
MED/day for new non-cancer pain 


• Quantity and duration limits/tapering program: 
members on >120 mg; six-month taper for 
long-acting opioids, two-month taper for short-
acting opioids 


• Remove preauthorization criteria for physical 
and occupational therapy for members 
tapering off opioids and receiving an evaluation 
from pain management specialists 


Barriers:  
• Resistance by some physicians to using a pain 


contract. WVCH’s Pharmacy and Therapeutics 
Committee will develop strategies to address 
this barrier. 


 


Next steps:  
• Continue the current interventions without changes. 


CCO-Specific Project Topics 
CCO-Specific PIPs: 


• Tobacco cessation and prevention 
• Deploying care teams to improve care and 


reduce preventable or unnecessary utilization 
by “super users” 


CCO Focus Area:  
• Increasing the percentage of members assigned 


to a PCPCH 
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Information Systems Capabilities Assessment (ISCA)  


Section Score (out of 3.0) Section Score (out of 3.0) 


Information Systems Partially met (2.1) Enrollment Systems Fully met (2.6) 


Staffing Fully met (3.0) Vendor Data Integration Fully met (3.0) 


Hardware Systems Fully met (3.0) Report Production/PM Reports Partially met (2.2) 


Security Not met (1.4) Provider Data Partially met (2.5) 


Administrative Data  Partially met (2.2) Meaningful Use of EHRs Fully met (3.0) 


Key Findings and Areas for Improvement 
Finding #1: Encounter data certification 


PH Tech is contracted to submit encounter data on behalf of WVCH. WVCH has increased the contractual 
expectations of PH Tech’s role in this process. WVCH does not appear to be receiving copies of the 837 data 
submitted on its behalf. It was unclear how WVCH would monitor data received from partner organizations to 
ensure completeness and accuracy of the data. PH Tech has some processes to check for expected/estimated 
volume and trends. WVCH staff sign the certification documentation. 


Finding #2: Business continuity/disaster recovery plan 


WVCH has added to PH Tech’s contract that it will participate in a recovery exercise later in 2016 to train all 
delegates regarding CIM and what to do if CIM is unavailable.  


Many of the delegates have plans in draft form. WVCH is working to develop a strategy for the different plans and 
how they would interact or work together. 


Finding #3: CCO monitoring of delegated IT activities 


WVCH has begun the delegate monitoring process by understanding and augmenting contracted relationships. As 
part of this process, WVCH has started holding additional meetings to help communicate issues and work through 
roles and responsibilities. WVCH is planning to conduct additional oversight and monitoring in the future. WVCH 
has hired additional staff and is determining strategy and processes. 


Finding #4: Provider directory 


WVCH has updated its provider directory since the previous review. The CCO’s website contains agency-level 
information for many types of services such as dental or mental health. WVCH has included updated information 
on how to access transportation services. 
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Yamhill Community Care Organization (YCCO) 
YCCO, located in McMinnville, is a private not-for-profit organization, formerly a subsidiary of CareOregon. The 
CCO provides physical, dental and behavioral health services for OHP members in Yamhill County and parts of 
Polk, Marion and Washington counties. YCCO subcontracts with Yamhill County Health and Human Services to 
manage behavioral health services; with CareOregon to administer physical health services and provide 
administrative and management support; with Advantage Dental, Capitol Dental Care, and ODS Community 
Health for dental services; and with First Transit for NEMT services. 


Compliance with Regulatory and Contractual Standards 


During 2016, HealthInsight Oregon followed up with YCCO regarding steps it had taken to address findings and 
recommendations of the 2014 and 2015 compliance reviews. 
• The CCO resolved 6, partially resolved 4 and did not resolve 2 of the 12 findings from 2014.  
• Of 45 recommendations in 2014, 31 were resolved, 9 were partially resolved and 5 were not resolved. 
• The CCO resolved 4, partially resolved 5 and did not resolve 2 of the 11 findings from 2015.  
• Of 38 recommendations in 2015, 14 were resolved, 14 were partially resolved and 10 were not resolved. 


Performance Improvement Projects (PIPs) 


Statewide PIP on Opioid Safety 
Interventions: 


• Share CCO and provider-level trending data on 
opioid prescribing and ED utilization 


• Implement community prescribing guidelines/ 
provider education on system resources, 
including prescription drug monitoring program 
(PDMP) registration, work flow, etc. 


• Implement alternative payment model (APM), 
with add-on payments for practices with no 
members on >120 mg MED 


• Community coordination/education 
o Created a Controlled Substance Quality 


Oversight Committee to assist providers 
o Community health workers conduct Living 


Well with Chronic Disease classes 


Barriers:  
• Little ability to access the PDMP program data. 


The CCO reached out to providers and asked 
them to report on their enrollment and use in 
day-to-day practice.  


Next steps:  
• Continue site visits and sharing data on chronic users and breakdown of various MED levels. 
• Disseminate updated guidelines to providers; analyze data on the adoption of the guidelines. 
• Explore how to promote the PDMP among providers not using the tool.  
• Continue to evaluate APM strategies on a quarterly basis. 


CCO-Specific Project Topics 
CCO-Specific PIPs: 


• Increase PCPCH enrollment 
• Increase/improve adolescent well-care visits 


CCO Focus Area:  
• Reduce emergency department utilization 
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Information Systems Capabilities Assessment (ISCA)  


Section Score (out of 3.0) Section Score (out of 3.0) 


Information Systems Fully met (2.8) Enrollment Systems Fully met (2.9) 


Staffing Partially met (2.4) Vendor Data Integration Fully met (3.0) 


Hardware Systems Fully met (3.0) Report Production/PM Reports Partially met (2.5) 


Security Not met (1.7) Provider Data Fully met (2.8) 


Administrative Data  Partially met (2.0) Meaningful Use of EHRs Fully met (3.0) 


Key Findings and Areas for Improvement 
Finding #1: Backup media improperly handled 


YCCO is not encrypting backup media. The backup media are connected to a server in a small closet during the 
week. YCCO uses two USB external drives as backup media. Each Friday, a staff member brings the USB external 
drive back into YCCO’s office and exchanges it with the external drive currently connected to the server. This staff 
member then takes the USB external drive removed from the server to staff member’s personal residence. 


Finding #2: Monitoring 


YCCO did not provide evidence of monitoring and oversight of contracted or partner organizations’ IT systems, 
policies and procedures. YCCO provided no evidence of a process to monitor provider agencies’ activities related 
to information systems. It was unclear how this function would be split between CCO staff and the CareOregon 
delegation team.  
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Appendix B: Oregon Statewide Performance Improvement 
Project (PIP) on Opioid Safety: Reducing Prescribing of High 
Morphine Equivalent Doses 


Prepared by HealthInsight Oregon 


 


Standard 1: Study Topic 


Standard 1 establishes the importance of the study topic in general; presents local data to 


demonstrate that the topic applies to a large or high-risk portion of the Medicaid population and 


will have a significant impact on enrollee health, functional status, or satisfaction; and 


demonstrates that a systematic selection and prioritization process, that includes opportunities 


for input by enrollees and providers, was used in choosing the topic. 


Status of PIPs in Oregon 


OHA’s contract with coordinated care organizations (CCOs), as negotiated with the 


Centers for Medicare & Medicaid Services, requires CCOs to conduct three PIPs and 


one focus study that target improving care in at least four of seven quality improvement 


(QI) areas. OHA determined that one of the PIPs would be conducted as a statewide 


collaborative on the integration of physical health and behavioral health, and in 


accordance with the 2012 CMS PIP protocol. The first Statewide PIP (2013–2015) 


addressed monitoring for diabetes in people with schizophrenia or bipolar disorder. 


The second Statewide PIP focuses on improving the safety of prescription opioid 


management.  


HealthInsight Oregon, the state’s external quality review organization, is responsible 


for facilitating and documenting the 10 PIP validation standards adapted from federal 


guidelines. The CCOs are responsible for developing interventions that meet the needs 


of their local communities and documenting their efforts in quarterly reports to OHA.  


Topic Overview 


Opioid abuse and misuse is a major public health problem in the United States. Federal 


and state health agencies, medical provider organizations, health care researchers and 


the Veterans Administration have been galvanized to address the opioid epidemic in 


response to public testimonies, provider concerns and alarming national statistics. The 


United States accounts for only 4.6% of the world’s population, yet the country uses 


99% of the world’s supply of hydrocodone and 83% of the world’s oxycodone.1  


                                                 
1 Report of the International Narcotics Control Board for 2007. 


https://www.incb.org/documents/Publications/AnnualReports/AR2007/AR_07_English.pdf. Accessed 


January 12, 2016. 
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Data collected at a national level reveal that from 1999 through 2006, opioid-analgesic 


deaths increased about 18% on average. The rate stabilized from 2006 to 2011, then 


began to decline in 2012.2  A recent report by the Centers for Disease Control and 


Prevention (CDC) indicates that the decline has not been sustained. Data show that 


although overdose deaths due to natural and semisynthetic opioids (which include 


most of the prescribed opioid pain relievers) remained similar from 2012 to 2013, there 


was a 9% increase from 2013 to 2014.3 


Overdose and death are not the only adverse effects of the abuse and misuse of 


prescription opioids. CDC estimated that prescription opioid abuse costs (e.g., lost 


workplace productivity, medical treatment and criminal justice costs), totaled about 


$55.7 billion in 2007.4 


Studies by Washington State and New York State demonstrated that the Medicaid 


population is disproportionately affected by the opioid epidemic. In Washington, a 


Medicaid enrollee was 5.7 times more likely to die due to prescription opioid overdose 


than a person not enrolled in Medicaid.5 A similar increased death rate among Medicaid 


enrollees was observed in New York from 2003 to 2012.6 In response to the particular 


vulnerability of the Medicaid population, CMS issued a bulletin describing Medicaid 


pharmacy benefit management and naloxone provision strategies states could employ 


to reduce opioid-related overdose deaths.7 


As part of a national initiative to address the opioid problem, CDC awarded 16 states 


(including Oregon) grants to assist those states in their efforts to prevent opioid misuse 


and overdose. In addition, CDC issued opioid prescribing guidelines for primary care 


providers in early 2016. Although state, regional and professional guidelines and 


resource guides have been published, the CDC guidelines are the first set of standards 


                                                 
2 Chen LH, Hedegaard H, Warner M. Drug-poisoning Deaths Involving Opioid Analgesics: United States, 


1999–2011. NCHS Data Brief No. 166, September 2014. 


http://www.cdc.gov/nchs/data/databriefs/db166.pdf. 
3 Centers for Disease Control and Prevention. Increases in Drug and Opioid Overdose Deaths – United 


States, 2000-2014. MMWR, December 18, 2015. 


http://www.cdc.gov/mmwr/preview/mmwrhtml/mm64e1218a1.htm?s_cid=mm64e1218a1_e. Accessed 


January 12, 2016. 
4 Centers for Disease Control and Prevention. Injury Prevention & Control: Prescription Drug Overdose.  


http://www.cdc.gov/drugoverdose/data/overdose.html. Accessed February 17, 2016. 


 
5 Coolen P, Lima A, Savel J, et al. Overdose deaths involving prescription opioids among Medicaid 


enrollees—Washington, 2004-2007. MMWR. 2009; 58:1171-1175.   
6 Sharp MJ, Melnik TA. Poisoning deaths involving opioid analgesics-New York State, 2003–2012. 


MMWR. 2015; 64:377–380.   
7 Centers for Medicare & Medicaid Services. CMS Informational Bulletin: Best Practices for Addressing 


Prescription Opioid Overdoses, Misuse and Addiction. https://www.medicaid.gov/federal-policy-


guidance/downloads/CIB-02-02-16.pdf. Accessed February 17, 2016. 
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on prescription opioids from a federal agency. Among other recommendations, CDC 


proposed that providers should avoid increasing opioid dosages to ≥90 mg/day 


morphine milligram equivalent (MME)/day and “carefully reassess benefits and risks” 


when increasing opioid dosages to ≥50 MME8 . Other guidelines (Washington State, 


Medicare) have established a target of <120 mg/day MED. 


In March 2016, President Obama addressed the National Prescription Drug Abuse and 


Heroin Summit in Atlanta and announced a series of public and private sector 


initiatives aimed at stemming prescription opioid abuse and the heroin epidemic. 


Among other actions, the federal government will increase the number of patients for 


whom a provider can prescribe buprenorphine from 100 to 200; award funding to 271 


community health centers and 11 states to expand access to medication-assisted 


treatment (MAT); provide funding for states to buy and distribute naloxone, a drug 


used to reverse opioid overdose, and to train first-responders in its use; and create a 


federal interagency task force on mental health and substance use disorder parity.9 


Oregon 


Statewide, Oregon had the highest rate of nonmedical use of prescription opioids for 


people age 18 years and older in 2011–2012, according to the National Survey on Drug 


Use Health. Oregon tied for second place in 2012–2013.10   


Data collected by state and federal agencies reveal the extent of the opioid epidemic in 


Oregon: 


 In 2013, the number of deaths due to drug overdose exceeded that of motor 


vehicles among people 25 to 64 years of age. Half of the drug overdose deaths 


were related to prescription drugs, and more than 70% of the prescription drug 


overdoses involved opioids.11 


 The rate of opioid hospitalizations in Oregon increased from 2.6 per 100,000 in 


2000 to 10.0 per 100,000 in 2013, according to the Oregon Public Health Division 


(PHD).12  


                                                 
8 Centers for Disease Control and Prevention. CDC Guideline for Prescribing Opioids for Chronic Pain – 


United States, 2016. MMWR, March 18, 2016. Accessed at: 


http://www.cdc.gov/mmwr/volumes/65/rr/rr6501e1.htm. 
9 White House press release: Fact Sheet: Obama Administration Announces Additional Actions to 


Address the Prescription Opioid Abuse and Heroin Epidemic. March 29, 2016. Accessed at: 


https://www.whitehouse.gov/the-press-office/2016/03/29/fact-sheet-obama-administration-announces-


additional-actions-address. 
10 National Survey on Drug Use Health. Available at www.icpsr.umich.edu/icpsrweb/ICPSR/series/64.  
11 Oregon Health Authority, Public Health Division. Injury and Violence Prevention Program. 


Prescription Drug Poisoning/Overdose in Oregon. http://www.orpdmp.com/PDO_2015v04242015.pdf. 


Accessed February 17, 2016. 
12 See note 9 above. 
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 Unintentional and undetermined prescription opioid poisoning death rates 


followed a similar trend, increasing from 1.4 per 100,000 in 2000 to 6.5 per 


100,000 in 2006. In 2012, the rate was 4.2 per 100,000.13  


 The PHD reported that while the prescription drug poisoning/overdose death 


rates in 2013 and 2014 had declined to about 4.0 per 100,000, the 2013 rate was 


still 2.8 times higher than in 2000.14  


 Recent CDC data showed an increase in all drug overdose deaths in Oregon: 


from 11.3 deaths per 100,000 persons in 2013 to 12.8 deaths per 100,000 persons in 


2014. Since the CDC data do not distinguish between deaths due to heroin and 


those due to natural and semisynthetic opioids (associated with the more 


commonly prescribed opioid pain relievers), further analyses are needed to 


determine if there is consistency between the national and state data. 


In terms of the Medicaid population, an exploratory data analysis for this PIP by OHA’s 


Office of Health Analytics demonstrated that of 170,000 adults age 18 years or older on 


Medicaid, 35,749 (21% of the total population) received six or more prescriptions for 


opioid pain relievers in calendar year 2014. The percentage of the CCO adult population 


receiving six or more prescriptions ranged from 8.0% to 31.1% per CCO. 


Recognizing the alarming trend in prescription opioid misuse and abuse, the State of 


Oregon and health professionals and organizations have taken steps to address the 


problem, including but not limited to the following initiatives. 


 The Oregon Legislature established a Prescription Drug Monitoring Program 


(PDMP) in 2009. The PDMP, which became operational in 2011, is intended to 


assist health care providers in providing better patient care by helping providers 


identify risks associated with controlled drug dispensing and use. 


 In 2011, a managed care organization, Doctors of the Oregon Coast South 


(DOCS), selected the topic of opioid prescribing for a PIP after reviewing 


alarming pharmacy data. Opioid prescribing continued to be a focus for 


improvement even after DOCS merged with other partners to create the Western 


Oregon Advanced Health CCO. 


 In 2011, Dr. Jim Shames, medical director of Jackson County Health and Human 


Services, along with several CCOs (AllCare, Jackson Care Connect) and 


                                                 
13 Oregon Health Authority, Center for Prevention & Health Prevention. Injury & Violence Prevention 


section. Drug Overdose Deaths, Hospitalizations, Abuse & Dependency among Oregonians.  


http://public.health.oregon.gov/DiseasesConditions/InjuryFatalityData/Documents/oregon-drug-


overdose-report.pdf. Accessed February 17, 2016. 
14 Oregon Health Authority, Public Health Division. Injury and Violence Prevention Program. 


Prescription Drug Poisoning/Overdose in Oregon. http://www.orpdmp.com/PDO_2015v04242015.pdf. 


Accessed February 17, 2016. 
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interested health care professionals, formed the Oregon Pain Group (OPG) to 


address the growing negative impact of prescription opioids in southern Oregon. 


OPG has identified and developed patient and provider materials and guides 


(including an Opioid Prescribers Guideline), hosts annual pain conferences and 


maintains a website for health care professionals and patients 


(http://www.oregonpainguidance.com/). 


 In 2012 and 2013, the Prescription Drug Task Force, appointed by Governor John 


Kitzhaber, hosted meetings for stakeholders interested in developing and 


implementing a prescription drug strategy. Interested stakeholders formed the 


Oregon Coalition for Responsible Use of Meds, whose mission is to “prevent 


overdose, misuse and abuse of amphetamines and opioids, both prescription and 


illicit.”15  


 In 2014, the Healthy Columbia Willamette Collaborative convened a workgroup 


to develop opioid prescribing standards. The workgroup represented four 


Portland area public health departments (Clackamas, Multnomah and 


Washington counties, OR, and Clark County, WA), safety net clinics, two CCOs 


(FamilyCare and Health Share of Oregon), local hospitals and professional 


organizations. After nearly a year’s work, the workgroup released the Portland 


Metro Regional Safe Opioid Prescribing Standards in December 2015. 


 After reviewing the existing research on back pain treatments, including surgery 


and opioids, OHA’s Health Evidence Research Commission presented a revised 


back pain guideline to the Quality and Health Outcomes Committee (QHOC) 


meeting in February 2015. Key changes in the treatment of back pain included 


limiting coverage on the prescription of opioids and adding coverage for non-


opioid therapies such as physical therapy, chiropractic, acupuncture and 


massage. The new guidelines were scheduled for implementation on January 1, 


2016, but implementation was delayed until July 2016. 


 In 2015, the PHD received a Prescription Drug Overdose Prevention for States 


grant from CDC. The purpose of the grant was to help states enhance their 


PDMPs and work with communities, health systems and providers to develop 


and implement interventions to prevent prescription drug overdose. As part of 


this effort, the PHD developed a toolkit to help CCOs develop a more 


comprehensive approach to reducing opioid overdose and misuse 


(https://public.health.oregon.gov/PreventionWellness/SubstanceUse/Opioids/Do


cuments/reducing-opioid-overdose-cco-guide.pdf). 


                                                 
15 Oregon Coalition for Responsible Use of Meds. http://orcrm.org. Accessed January 12, 2016.   
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 In November 2016, the Oregon Opioid Prescribing Guidelines Task Force, 


representing the PHD, CCOs, physical health, mental health, oral health and 


addiction medicine professional organizations, pharmacists, federally qualified 


health centers and other opioid task forces, adopted the 2016 CDC Guideline for 


Prescribing Opioids for Chronic Pain as “the foundation for opioid prescribing 


for Oregon” and provided additional recommendations to address Oregon-


specific issues.16 


Topic Selection and Prioritization 


At the April 2015 QHOC meeting, QI directors and managers divided into small groups 


to begin preliminary discussions about topics for the second Statewide PIP (start date 


July 1, 2015). The following topics garnered the most support: opioid management, 


maternal medical home, tobacco prevalence and cessation, effective contraceptive care 


and assessments for children in DHS custody. Following the discussion, Lisa Bui, 


OHA’s QI director, sent an online survey to all CCOs asking them to rank the above list 


according to their top three preferences.  


HealthInsight Oregon encouraged, but did not require, CCOs to solicit stakeholder 


input. It is not clear what, if any, influence enrollees had in prioritizing the topic. The 


overwhelming majority of CCOs selected the topic of opioid management as their first 


preference. The selection of opioid management as a topic for the second Statewide PIP 


received final approval by the OHA Quality Council in June 2015.  


 


Standard 2: Study Question  


Standard 2 presents a study question that provides a clear framework for data collection, 


analysis, and interpretation. The study question should refer to the proposed intervention, a 


study population (denominator), what is being measured (a numerator), a metric (e.g., average, 


percentage), and a direction of desired change. 


All participating CCOs conduct the PIP with the same topic, indicators and objectives, 


but may have different interventions. Consequently, the interventions are not defined in 


the study questions. 


Two study questions were developed after finalization of the study metric:  


Study question #1: Will local interventions by CCOs decrease the percentage of Medicaid 


enrollees who filled prescriptions totaling ≥120 mg MED on at least one day within the 


measurement year? 


                                                 
16 Oregon Opioid Prescribing Guidelines: Recommendations for the Safe Use of Opioid Medications. 


https://public.health.oregon.gov/PreventionWellness/SubstanceUse/Opioids/Documents/taskforce/oregon


-opioid-prescribing-guidelines.pdf. Accessed on January 30, 2017. 
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Study question #2: Will local interventions by CCOs decrease the percentage of Medicaid 


enrollees who filled prescriptions totaling ≥90 mg MED on at least one day within the 


measurement year? 


 


Standard 3: Study Population 


Standard 3 provides a brief description of the study population; lists all inclusion and exclusion 


criteria for the study population, including enrollment criteria; and provides definitions and data 


sources, including codes and calculations. If a sample is selected, the sampling methods will be 


described. 


This PIP targets adult and adolescent OHP members who have at least one prescription 


for an opioid pain reliever filled within the measurement year. The study includes all 


qualified members and does not require sampling.  


Study Population (Denominator) Inclusion Criteria and Definitions 


 OHP enrollment (Medicaid/CHIP-enrolled): Enrolled in Medicaid or CHIP at the 


time of service. The study population includes enrollees with dual eligibility in 


Medicaid and Medicare and enrollees in CHIP who meet the rest of the study 


criteria.  


 Continuous enrollment: The 2015 HEDIS specifications define enrollment as 


continuous enrollment with only one enrollment gap allowed of no more than 45 


days during the measurement year.  


 Adults and adolescents: Medicaid enrollees ≥12 years of age on the final day of the 


measurement year. Data will be analyzed and reported according to the 


following stratifications: 12–17, 18+ and total.  


 Opioid pain reliever: All medications covered under the OHA therapeutic class 40: 


narcotic analgesics. Using the therapeutic class to define opioids allows for year-


to-year variation as NDC codes and medication formulations change. Cough and 


cold medications are “under the line” (i.e., not covered by OHA) and are not 


included in the definition. A table of the individual codes for drugs in this class is 


available as a separate document from HealthInsight Oregon or tOHA’s Office of 


Health Analytics. 


Denominator Exclusion Criteria 


 Neoplasm-related pain/end of life care/palliative care/hospice: The use of high doses of 


opioids under these circumstances is appropriate, and members who are 


identified as meeting this criterion according to relevant medical claim codes will 


be excluded from the study denominator.  
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According to the Washington State Agency Medical Directors’ Group, “In the 


absence of ‘red flags’ for malignancy, simple exacerbations of chronic pain in the 


[cancer] survivor may be treated in a manner similar to chronic non-cancer 


pain.”17 A cancer diagnosis is not considered to be an exclusion criterion. As “red 


flags” cannot be identified through claims data, it is likely there will be a small 


number of members with active malignancy who have a cancer diagnosis but 


have not yet received an end of life/palliative care/hospice diagnosis. 


See Attachment A for a list of the relevant denominator exclusion codes. 


 Buprenorphine: Buprenorphine, alone or in combination with naloxone, is a semi-


synthetic partial opioid agonist. The U.S. Food and Drug Administration has 


approved transmucosal, film and sublingual buprenorphine products for the 


treatment of opioid use disorder (MAT). MAT drugs are excluded from the 


therapeutic class 40 narcotic analgesic drug list, so members on these 


medications ONLY are excluded from the denominator as they do not need to be 


targeted for MME reduction interventions.  


Buprenorphine transdermal patches and injections are not approved for use in 


MAT, and are included in the therapeutic class 40 narcotic analgesic drug list. 


OHA data analysis from July 2016 revealed that 0.04% of opioid medication 


claims for the study population were for buprenorphine, and those claims were 


for transdermal buprenorphine patches (Butrans®).  


Standard 4: Study Indicator 


Standard 4 provides a definition of the numerator (what is being measured) and the 


denominator; defines key terms; describes the target goal; discusses the basis for adopting the 


indicator as a valid proxy for enrollee outcomes, satisfaction, or quality of care; lists all inclusion 


and exclusion criteria for the numerator (what is being measured), including enrollment criteria; 


and provides definitions and data sources, including codes and calculations. 


Statewide PIP metric: Percentage of OHP enrollees age 12 years and older who filled 


prescriptions for opioid pain relievers of ≥120 mg MED on at least one day, and the 


percentage of enrollees with ≥90 mg MED on at least one day during the measurement 


year. 


  


                                                 
17 Washington State Agency Medical Directors’ Group. Interagency Guideline on Prescribing Opioids for 


Pain. 3rd Edition, June 2015. 


http://www.agencymeddirectors.wa.gov/Files/2015AMDGOpioidGuideline.pdf. 
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Metric Selection 


Following the topic confirmation, HealthInsight Oregon conducted a literature review 


and identified a list of potential metrics for a Statewide PIP on the management of 


opioid prescription drugs. The list was reviewed by the Office of Health Analytics, 


several members of the HealthInsight Oregon PDMP research team and the Healthy 


Columbia Willamette Collaborative opioid monitoring workgroup. The documents 


were discussed by the medical directors at the July 2015 QHOC meeting, and were 


evaluated in more depth by the Quality and Performance Improvement (QPI) 


workgroup in the afternoon QHOC session. The QPI workgroup selected the following 


three metrics for further consideration: 


1. Percentage of individuals on opioid doses ≥120 mg MED per day 


2. Proportion of individuals with overlapping prescriptions for opioids and 


benzodiazepines 


3. Percentage of adolescents and adults, previously naïve to opioid pain reliever 


utilization, who became chronic users of opioid pain relievers (this metric is used 


by the Minnesota Department of Human Services and is referenced in this report 


as “the Minnesota metric”)18  


Following the QPI workgroup, HealthInsight Oregon, OHA and the Office of Health 


Analytics met to discuss the metric specifications for each of the three metrics, and 


developed a list of clarifications that needed to be presented to the larger group for final 


decisions. A handout of issues needing clarification, along with a table of individuals 


with opioid prescriptions for calendar year 2014 (analyzed according to CCO, age and 


6+ prescriptions), was distributed at the September 2015 QHOC meeting. Discussions at 


the medical director or QPI sessions produced no consensus on metric selection. Copies 


of the three metric technical specifications, along with a list of pros/cons gathered from 


past discussions, were emailed to CCO medical directors and QI managers, along with 


a survey asking each of the 16 CCOs to submit a single vote for one of the three metrics. 


These are the survey results: 


 Metric #1 – 9 votes 


 Metric #2 – 2 votes 


 Metric #3 – 5 votes 


This information, along with feedback from the PHD and the CCO Pharmacy Directors 


workgroup, was presented to OHA leadership. At OHA’s request, the Office of Health 


Analytics conducted data analyses of each CCO’s Medicaid populations using the 


                                                 
18 Schiff, J. Analysis of Opioid Utilization CYs 2011–2014. Minnesota Department of Human Services, 


Office of the Medical Director. August 20, 2015. 
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Minnesota metric eligibility criteria to determine the metric’s feasibility. The analyses 


demonstrated that four CCOs had numerators of less than 40, and another two CCOs 


had numerators less than 50. Although OHA leadership was interested in the 


Minnesota metric, the small study populations presented a barrier to implementation, 


as was demonstrated in the first Statewide PIP on diabetes monitoring in the SPMI 


population. Instead, OHA leadership selected the ≥120 mg MED metric as the Statewide 


PIP metric and decided to investigate other avenues for a metric focused on naïve to 


chronic users, such as review by the OHA Scoring and Metrics Committee.  


Once a decision was made to monitor the management of opioid pain relievers by 


measuring a dosing threshold, concerns were raised about the dosing threshold level 


itself. While experts agree that there is a dose-related risk for overdose and adverse 


effects,19 at the time the PIP metric definitions were discussed at QHOC, they had not 


achieved consensus on a dosage limit performance measure. During that time, CDC had 


invited subject matter experts and the public to review and comment on a draft 


Guideline for Prescribing Opioids for Chronic Pain. The draft CDC guidelines 


recommended a dosing threshold of ≤90 mg MED per day.20 The 2015 edition of the 


Washington State Interagency Guideline on Prescribing Opioids for Pain included a 


recommendation from the 2010 edition that prescribers avoid prescribing opioids >120 


mg/day MED without first consulting with a trained pain specialist. Citing studies from 


the literature,21,22 the Washington guideline emphasized that “there is no completely safe 


opioid dose.”23  


Data provided by the Office of Health Analytics revealed that CCOs that had worked 


on opioid prescribing issues for several years had significantly lower percentages of 


members on ≥120 mg MED per day than did organizations just beginning work in this 


area. Experienced CCOs expressed concern that given the lower percentages, it would 


be difficult to demonstrate improvement over a short period of time. After discussion of 


additional pros and cons of different dosage levels at the November QHOC meeting, 


HealthInsight Oregon surveyed CCOs as to their study metric dosage threshold 


preference. Each of the 16 CCOs was asked to select only one option. The results of the 


                                                 
19 Washington State Agency Medical Directors’ Group. Interagency Guideline on Prescribing Opioids for 


Pain. 3rd Edition, June 2015. 


http://www.agencymeddirectors.wa.gov/Files/2015AMDGOpioidGuideline.pdf. 
20 Centers for Disease Control and Prevention. Draft CDC Guideline for Prescribing Opioids for Chronic 


Pain – United States, 2016. http://www.regulations.gov/#!documentDetail;D=CDC-2015-0112-0002. 


Accessed January 12, 2016. 
21 Dunn KM, Saunders KW, Rutter CM, et al. Opioid prescriptions for chronic pain and overdose: a cohort 


study. Ann Intern Med. 2010.  
22 Fulton-Kehoe D, Garg RK, Turner JA, et al. Opioid poisonings and opioid adverse effects in workers in 


Washington State. Am J Ind Med. 2013. 
23 See note 15. 


Section VIII Page864



http://www.regulations.gov/#!documentDetail;D=CDC-2015-0112-0002





EQR Annual Report – Appendix B 2016 


 


HealthInsight Oregon B-11 


 


survey are as follows (PacificSource–Central Oregon and PacificSource–Columbia 


Gorge voted as a single CCO): 


 ≥ 90 mg MED – 7 


 ≥100 mg MED – 1  


 ≥120 mg MED – 7  


Several CCOs that supported the ≥120 mg MED threshold noted that they had already 


begun educating providers and implementing interventions based on that threshold 


assumption. The survey results, along with CCO comments, were presented to a OHA 


Quality Directors Committee meeting. The committee decided that this PIP should 


measure both the 90 mg and the 120 mg thresholds.  


While data will be collected on both numerators (≥120 mg and ≥90 mg MED/day) at the 


statewide level, CCOs have the option of collecting data internally on either or both of 


the metrics. Because CCOs differ significantly in terms of study baseline rates 


(percentage of members with opioid doses ≥120 mg MED/day or ≥90 mg MED/day) and 


existing implementation strategies, target goals will be established at the CCO level.  


Study Numerators 


Numerator inclusion criteria and definitions: 


 Study eligible (meet the denominator definitions) 


 90 mg and 120 mg MED per day: Daily MED is calculated as drug strength 


multiplied by quantity divided by days’ supply, multiplied by the conversion 


factor identified by CDC (the table of morphine equivalent conversion factors is 


available as a separate document from the Office of Health Analytics). MED will 


be calculated per filled prescription, applied to the date range according to the 


fill date and days’ supply and then summed for patient total. Any overlapping 


prescriptions should be summed on each day of overlap. 
 


Any enrollee in the denominator who filled prescriptions for opioid pain relievers of 


≥120 mg MED or ≥90 mg MED for one day during the measurement year will be 


included in the numerators. 
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Standard 5: Data Collection and Data Analysis Plan  


Standard 5 describes data collection and data validation procedures, including a plan for 


addressing errors and missing data, and presents a clear data analysis plan, including time 


frames for the measurement and intervention periods and an appropriate statistical test to 


measure differences between the baseline and remeasurement periods. 


Data Collection  


OHA uses an encrypted system of web-based electronic mailboxes to receive Medicaid 


claims and encounter data from CCOs. This system ensures that data transfers are 


consistent with HIPAA confidentiality provisions. The state then uses the Medicaid 


Management Information System (MMIS) claims adjudication engine to process the 


CCO encounter data. 


From MMIS, data are transferred to the Decision Support Surveillance and Utilization 


Review System (DSSURS), where it is organized to facilitate reporting and other data 


extraction. The Office of Health Analytics pulls data from DSSURS, applies the 


continuous enrollment and exclusion criteria and then calculates the study indicators 


for the measurement periods and for monthly reports to each CCO. Data are reported to 


the CCOs in a rolling 12-month format and according to age group (12–17, 18+ and both 


age groups).  


In addition to study indicator data, OHA analyzes and reports the number and 


percentage of the members in the study denominator who have opioid prescriptions of 


90 mg MED and 120 mg MED for at least 30 consecutive days. A report on consecutive 


30-day opioid use at 90 mg MED and 120 mg MED was generated at the beginning of 


this PIP to alleviate CCO concerns that the study numerator results were artificially 


inflated due to technicalities, such as overlapping prescriptions.  


CCOs are expected to track the study indicators internally. OHA has offered all CCOs 


technical assistance for collecting data and applying the technical metric specifications. 


Data Verification and Validation 


At the end of the remeasurement period, OHA allows for a 90-day period to receive all 


CCO claims (a 90-day period to collect and process claims is routine practice). OHA 


then calculates the study data and posts member-level data on each CCO’s secure FTP 


site. CCOs are asked to review the information and send any revisions/questions to the 


designated OHA contact, who works with the Office of Health Analytics to evaluate the 


CCO queries.  


Quality management personnel at each CCO are responsible for reviewing and 


comparing OHA monthly reports against their own data reports to reconcile any 


discrepancies. Before submitting data to the state, CCOs perform automated edits and 
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validation checks to ensure completeness and correctness of submitted claims. 


Currently, there is no contractual requirement for the CCOs to perform encounter data 


validation in accordance with the CMS standards for that activity.  


Study Time Periods 


 Baseline measurement: January 1–December 31, 2014 


 First remeasurement: January 1–December 31, 2016 


 Second remeasurement: January 1–December 31, 2017 


CCOs, OHA and HealthInsight Oregon agreed on the date range for the first 


remeasurement period based on the expected date for many of the CCOs to begin 


implementing their interventions. A non-consecutive baseline measurement period was 


selected because a longer period of time would allow those CCOs that had worked on 


the study topic for several years more opportunity to demonstrate improvement in the 


study indicator.  


The study results for each study indicator at the statewide level will be tested for a 


statistically significant difference between baseline and remeasurement periods using a 


one-tailed chi-square test (appropriate for categorical data with a directional 


hypothesis) with a probability level of p≤.05.  


Standard 6: Study Results 


Standard 6 presents results according to the data analysis plan, including the study indicator, 


the original data used to compute the indicator, and a statistical test to measure differences 


between the baseline and remeasurement periods; and discusses any other data analyses for 


factors that may affect the study results. 


Study results are reported according to study metric threshold and in the following 


order. 


 Aggregated statewide numerator, denominator and calculated indicator for 


baseline and current measurement 


 Results of statistical tests 


 Table of aggregated statewide numerator by age 


 Graph of the aggregated statewide numerators, denominators and rates from 


2014 (baseline) to the current measurement period 


 Graph of the individual CCO rates from 2014 to the current measurement period 


 


  


Section VIII Page867







2016 EQR Annual Report – Appendix B 


 


B-14 HealthInsight Oregon 


 


≥120 mg MED Metric Results 


Table 1 shows the baseline and last remeasurement period results for the ≥120 mg MED 


metric. 


 


Table 1. Aggregated statewide results: Percentage of OHP enrollees age 12 years and older 
who filled opioid prescriptions for ≥120 mg MED on at least one day during the measurement 
year. 


Study indicator 


Baseline 


January 1–December 31, 2014 


Current 


December 1, 2015– 
November 30, 2016 


Numerator 11,945 9518 


Denominator 112,768 101,800 


Calculated indicator 10.6% 9.3% 


The chi-square test yielded a result of 91.8 with 1 degree of freedom, with a one-tailed  


p value of <0.001, indicating a statistically significant difference between the percentage 


of enrollees age 12 years and older who filled opioid prescriptions for at least ≥120mg 


MED at baseline and current remeasurement. 


Table 1a shows the 120 mg study metric data according to age group 


 


Table 1a. Aggregated statewide results: Number of OHP enrollees age 12 years and older who 
filled opioid prescriptions for ≥120 mg MED on at least one day during the measurement year 
according to age group 


Age group 


Baseline 


January 1–December 31, 2014 


Current 


December 1, 2015– 
November 30, 2016 


12–17 years     142    77 


18+ years 11803 9441 


Total 11945 9518 


The number of enrollees age 12–17 who filled an opioid prescription ≥120mg MED on at 


least one day during the measurement period decreased by approximately 50% from 


baseline to current remeasurement, compared to the 18+ age group, which decreased by 


20% in the same period. 


The graphs of the statewide and CCO study results include calendar year 2015, even 


though that year is not included as a measurement period in the data analysis plan. 


Study indicator data from January 1 to December 31, 2015, are presented in order to 
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better analyze trends and understand the relationship between CCO interventions and 


the study results.  


Figure 1 shows the aggregated statewide results for the 120mg MED metric over time. 


 


Figure 1. Aggregated statewide results: Number and percentage of OHP enrollees age 12 
years and older who filled opioid prescriptions for ≥120 mg MED on at least one day during 
the measurement year over time. 


 


 


The study denominator increased over time until March 2016, when it dropped steadily 


until the current measurement. Although difficult to discern because of the scale of the 


graph, the study numerator also increased from 2014 to 2015, then decreased slightly 


and steadily over time. The statewide rate showed an initial decrease from 2014 (10.6%) 


to 2015 (9.9%) and then continued to decrease slightly over 2016. 


The above tables and graphs provide information on the aggregated study results. It is 


important to examine CCO-level as well as statewide results to get a more accurate 


understanding of the prescription opioid problem in Oregon.  


Figure 2 shows CCO progress on the 120 mg MED metric over time. CCOs are ordered 


from top to bottom according to the amount of progress from baseline to current 


measurement. Note: the figure does not display 2015 rate data labels. 
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Figure 2. CCO progress on ≥120 mg MED study metric from baseline to current remeasurement. 
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≥90 mg MED Metric Results 


Table 2 shows the baseline and last remeasurement results for the ≥90 mg MED metric. 


 


Table 2. Aggregated statewide results: Percentage of OHP enrollees age 12 years and older 
who filled opioid prescriptions for ≥90 mg MED on at least one day during the measurement 
year. 


Study indicator 


Baseline 


January 1–December 31, 2014 


Current 


December 1, 2015– 
November 30, 2016 


Numerator   20,235   16,974 


Denominator 112,768 101,800 


Calculated indicator 17.9% 16.7% 


 


The chi-square test yielded a result of 78.4 with 1 degree of freedom, with a one-tailed  


p value of <0.001, indicating a statistically significant difference between the percentage 


of enrollees age 12 years and older who filled opioid prescriptions for at least ≥90 mg 


MED at baseline and current remeasurement 


Table 2a shows the 90 mg study metric data according to age group 


 


Table 2a. Aggregated statewide results: Number of OHP enrollees age 12 years and older who 
filled opioid prescriptions for ≥90 mg MED on at least one day during the measurement year 
according to age group. 


Age group 


Baseline 


January 1–December 31, 2014 


Current 


December 1, 2015– 
November 30, 2016 


12–17 years      354      220 


18+ years 19,881 16,754 


Total 20,235 16,794 


 


As with the 120mg metric, the 12–17 year old group showed more improvement over 


time than the older group in reducing the numbers of enrollees with opioid 


prescriptions of ≥90 mg MED for any day in the measurement period. Compared to the 


120 mg metric results, the decreases were not as large (approximately 40% for the 12–17 


year old group; approximately 15% for the 18+ year old group). 
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Figure 3 shows the aggregated statewide results for the 90 mg MED metric over time. 


 
Figure 3. Aggregated statewide results: Number and percentage of OHP enrollees age 12 
years and older who filled opioid prescriptions for ≥90 mg MED on at least one day during the 
measurement year. 


 


 


As with the 120 mg MED metric results, the study numerator and rate decreased 


slightly from baseline to current measurement. 


Figure 4 shows CCO progress on the 90 mg MED metric over time. CCOs are ordered 


from top to bottom according to the amount of progress from baseline to current 


measurement. Note: the figure does not display 2015 rate data labels. 
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Figure 4. CCO progress on ≥90 mg MED study metric from baseline to current remeasurement. 
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Additional Analyses 


Demographic analyses of the statewide study baseline denominator and chronic high 


user numerator populations indicate that Latino/Hispanic, Asian and Race/ethnicity 


unknown enrollees are underrepresented in the numerator, while Caucasian/white 


enrollees are overrepresented. The complete analysis appears in Attachment E. 


OHA provided CCOs with data on the percentage of OHP members on ≥120 mg and 


≥90 mg for 30 or more consecutive days. The additional analyses were provided to help 


CCOs identify their chronic user populations. 


Tables 3 and 4 compare baseline and remeasurement results for high chronic users. 


Table 3. Aggregated statewide results: Percentage of OHP enrollees age 12 years and older 
who filled opioid prescriptions for ≥120 mg MED for consecutive 30 days or more within 
the measurement year. 


Study indicator 


Baseline 


January 1–December 31, 2014 


Current remeasurement 


December 1, 2015– 
November 30, 2016 


Numerator    3,129    2.019 


Denominator 112,768 101,800 


Calculated indicator 2.8% 2.0% 


 


Table 4 Aggregated statewide results: Percentage of OHP enrollees age 12 years and older 
who filled opioid prescriptions for ≥90 mg MED for consecutive 30 days or more within the 
measurement year. 


Study indicator 


Baseline 


January 1–December 31, 2014 


Current remeasurement 


December 1, 2015– 
November 30, 2016 


Numerator     4,448     3,239 


Denominator 112,768 101,800 


Calculated indicator 3.9% 3.2% 


 


Statistical tests indicate a statistically significant difference between the percentage of 


OHP enrollees age 12 years and older who filled opioid prescriptions for at least 120 mg 


and 90 mg MED for 30 consecutive days or more at baseline and at current 


remeasurement.  


Figures 5 and 6 show CCO progress over time on the supplemental measures. Note: the 


figures do not display 2015 rate data labels. 
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Figure 5. ≥120 mg MED for consecutive 30 days metric by CCO over time. 
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Figure 6. ≥90 mg MED for consecutive 30 days metric by CCO over time. 
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Standard 7: Interpretation of Results 


Standard 7 lists any changes to the study design and discusses the effect of those changes on the 


comparability of data and interpretation of results; describes any factors that threaten the 


internal or external validity of the study; discusses whether the intervention was implemented as 


planned; describes any improvement in enrollee health, functional status, or satisfaction and 


accomplishment of target goals; discusses how the intervention influenced the results; discusses 


lessons learned during the PIP process; draws a conclusion about the study results based on the 


above factors; and describes next steps for the study. 


No changes have been made to the study design at the time of this report. 


The following factors need to be considered when interpreting the study results. 


Data validity and limitations: 


 At the time of this report, OHA was only able to provide study data through 


November 30, 2016, due to a 90-day claims lag. The current measurement period 


(December 1, 2015–November 30, 2016) overlaps the previous measurement 


period (calendar year 2015) by one month and omits data from the month of 


December 2016. Discussions with CCOs revealed no major events in December 


2016 that would significantly reverse the trends of the previous 11 months. While 


the current measurement is not strictly comparable to the baseline measurement 


period (calendar year 2014), tentative conclusions can be drawn.   


 The baseline (calendar year 2014) and first remeasurement period (calendar year 


2016) are not contiguous, leaving calendar year 2015 unaccounted for. However, 


this project is not a strictly before-after comparison, as at least four CCOs had 


implemented prior authorization and quantity limits for opioids and provider 


education for several years prior to the study baseline. Collection and analyses of 


an additional data point (calendar year 2015) will better demonstrate any trends 


and help rule out statistical regression as a threat to validity.  


 The study data are aggregated across 16 CCOs, but as noted above, a number of 


CCOs had implemented interventions aimed at improving the opioid problem in 


their communities, resulting in significantly lower than average study metrics at 


baseline. To gain a better understanding of the actual progress on this measure, it 


will be necessary to analyze the individual CCO study results alongside the 


aggregated study indicators. 


 Although patients with a diagnosis for palliative care, hospice or end-of-life care 


are excluded from the denominator, patients with a diagnosis of cancer are not. 


It is likely that a small number of members with active malignancy who had not 


yet received an exclusion diagnosis will be included in the numerator.  
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 The single end-of-measurement period data do not reflect ongoing improvement 


efforts. Members who were tapered off of high-dose opioids during the 


measurement year still appear in the numerator, and the intervention success 


will not be evident until the following measurement year data collection. 


However, OHA is analyzing and reporting study indicator data on a rolling  


12-month basis, and displaying the data in time-series graphs more accurately 


reflects the effect of intervention strategies.   


 Members might be included in the numerator for administrative reasons (one-


day overlap in prescriptions) that do not reflect the member’s ongoing opioid 


use. However, this PIP is focused on opioid safety, and even one day at 120 mg 


MED or 90 mg MED puts members at risk. Their inclusion in the numerator, 


therefore, is appropriate.  


 CCO Medicaid claims do not capture cash payments by members for 


prescription opioids. It is not clear to what extent the exclusion of cash purchases 


of opioids affect the study numerators and denominator. At least one CCO 


(Cascade Health Alliance) has identified the cash purchase of opioids as a 


significant contributing factor to its local opioid problem. 


 The topic of opioid safety is complex, and the study metrics address only one 


safety aspect (high dosages and chronic high use). CCO efforts around other and 


equally important opioid safety issues, such as co-prescribing and the transition 


from naïve to chronic use, are not reflected in the study metrics.  


Possible confounding factors: 


 Other local and state organizations (see Standard 1) have implemented 


interventions as part of their own strategies to address opioid misuse and abuse, 


independent of the CCO-initiated  interventions, which could have contributed 


to a decrease in the remeasurement study indicator results. Nationally, CDC 


released its final Guideline for Prescribing Opioids for Chronic Pain in March 


2016. These guidelines and the media attention surrounding their release could 


have influenced provider prescribing practices, separate from any local CCO-


initiated interventions. 


 The delay in the implementation of OHA’s back and spine policy guidelines 


(originally scheduled to begin January 1, 2016, but implemented July 1, 2016) 


disrupted CCOs’ plans to develop and fund non-opioid therapies, and could 


have had a negative impact on improvement in the study indicators in the first 


remeasurement period. However, the restrictions on opioid treatment for 


enrollees with newly diagnosed back and spine conditions (seven days’ 


Section VIII Page878







EQR Annual Report – Appendix B 2016 


 


HealthInsight Oregon B-25 


 


medication at a time, no medication coverage after 90 days), might have had an 


effect on the number of opioids in circulation (study denominator). 


Results of the statistical analyses showed statistically significant differences between 


baseline and current remeasurement periods for both study indicators as well as for the 


supplemental consecutive 30 day measures.  


Analysis of performance by percentage without taking frequencies into account 


provides an incomplete picture. As shown in the Standard 6 graphs and tables, the 


number of enrollees in the statewide and CCO study denominators decreased at a more 


rapid rate than the study numerators (see Attachment D for CCO-level data). Even 


though their numbers decreased, some CCOs saw little change or even an increase in 


their study metric rates over time. The amount of opioids in circulation would be 


expected to decrease more quickly than the number of members being tapered off 


chronic doses of high opioids. A number of CCOs implemented taper plans of several 


months’ duration that did not begin until late 2016. It is not clear whether or not the 


decrease in opioids in circulation is appropriate. CCOs have reported that they plan to 


monitor provider refusals to prescribe opioids. No quantitative or qualitative results 


regarding this topic were documented in quarterly progress reports. 


There was a notable increase in the total (both age groups) statewide and CCO study 


denominators from 2014 to 2015, with a smaller increase in both numerators. However, 


in the 12–17 year old group, there was a consistent decrease in the denominator from 


2014 to 2015 and from 2015 to 2016 (see Attachment C). The increase in the adult 


denominators and numerators can be accounted for by the increase in CCO enrollment 


(from 707,458 as of 1/15/14 to 916,127 as of 1/15/15)24 and by the complete incorporation 


of dental claims into CCO claims report (CCOs began incorporating dental claims at 


different times throughout 2014; 2015 was the first entire year of integrated claims). It is 


not clear why the overall denominators and numerators increased to their highest point 


in March 2016, and then began to decrease. 


As seen in Figures 2 and 4, baseline study metrics varied widely among CCOs. For the 


120 mg MED metric, baseline rates ranged from 5.9% (Umpqua Health Alliance) to 


16.7% (Jackson Care Connect). For the 90 mg MED metric, baseline rates ranged from 


11.4% (AllCare) to 23.3% (Columbia Pacific CCO).  


CCOs also varied as to their percentages of high chronic users (enrollees in the study 


denominator on 30 consecutive days or more of opioid dosages ≥120 mg MED or ≥90 


mg MED) at baseline and in their progress over time.  


                                                 
24 Accessed at: 


https://www.oregon.gov/oha/healthplan/DataReportsDocs/April%202016%20Mental%20Health%20Servi


ce%20Delivery%20by%20Rate%20Group.pdf. 
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Tracking and monitoring of data from CCO progress reports demonstrates successful 


implementation of interventions. CCOs are continuing to develop and implement 


interventions around pain management and buprenorphine prescribing training for 


providers, opioid risks and alternative pain treatment education for members and the 


community, increasing access to MAT and increasing member utilization of non-opioid 


treatments and services, including pain programs/classes. Although local, state and 


federal organizations have implemented interventions as part of their own strategies to 


address opioid misuse and abuse, independent of the CCO-initiated interventions, it is 


reasonable to attribute some, if not most, of the improvement in the study indicator to 


CCO efforts. If the CCOs continue to develop and implement their intervention 


strategies as planned, improvement in both study indicators (continued downward 


trend as demonstrated in the graphs) can be expected.  


In the process of working on this project, CCOs have realized other benefits. The four 


CCOs that formed the regional collaborative developed a model of collaboration that 


could be used to address other common problems and gaps. Participation by 


community-based groups, public health and law enforcement in the development and 


implementation of PIP strategies has strengthened those relationships. Siloes between 


physical health, behavioral health and oral health continue to be breached through 


interventions (such as Meet and Greet and Community of Practice dinner events), 


utilization of behavioral health staff in educating providers and collaboration with 


substance use organizations (in increasing access to MAT). 


A few CCOs that have achieved and maintained lower rates of enrollees on high doses 


of prescription opioids have expanded their efforts to address opioid use by pregnant 


women and co-prescribing of opioids and benzodiazepines.   


Standard 8: Improvement Strategies 


Standard 8 describes and documents the implementation of the intervention(s) and discusses the 


basis for adopting the intervention; how the intervention can be reasonably expected to result in 


measurable improvement; the cultural and linguistic appropriateness of the intervention; a 


tracking and monitoring plan (providing evidence of how the intervention was or will be 


implemented as planned); barriers encountered during implementation of the intervention and 


how they were addressed; and how the intervention will be adapted, adopted, or abandoned. 


Each CCO has been tasked with developing, implementing and documenting an 


improvement strategy to address the statewide study topic of improving the safety of 


opioid management. Because they differ significantly in terms of geography, level of 


integration of physical, mental and oral health systems, previous attempts in addressing 


this topic and population size, the CCOs were advised to develop strategies for this PIP 


in a manner that met the needs of their local communities. HealthInsight Oregon 
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provided the CCOs with the criteria and scoring matrix for this standard, as well as 


ongoing technical assistance. 


OHA required that CCOs submit quarterly reports documenting their progress on the 


Statewide PIP, beginning with the January 2016 quarterly report. Following completion 


of the first remeasurement period (12/31/16) and based on their January 31, 2016, 


quarterly report submission, each CCO received an evaluation (met/partially met/not 


met) for the degree of completeness, clarity and consistency in addressing each of the 


Standard 8 criteria. See Attachment F for an explanation of the Standard 8 criteria. 


HealthInsight Oregon developed evaluation reports and sent them to the CCOs for 


review. All CCOs had the option of either accepting their initial evaluation or 


resubmitting their Standard 8 documentation for re-evaluation. See Attachment G for 


the final overall Standard 8 criteria evaluations for each CCO.   


Following is a summary of CCO documentation of each of the Standard 8 criteria.  


a. Root cause analysis or QI process used to select the intervention 


As one of their first steps in the QI process, CCOs participated in or developed 


opioid/pain taskforces or workgroups. These groups included different internal 


representatives (leadership, providers, QI improvement and behavioral staff) 


and representatives from community organizations, public health departments, 


addiction and drug treatment centers, law enforcement and Community 


Advisory Councils. Soliciting the input from such a diverse group of involved 


stakeholders helped CCOs develop a thorough understanding of the barriers and 


contributing factors to the opioid problem in their communities. Many CCOs 


also conducted data analyses of their study population, looking at factors such as 


race, ethnicity, gender, age, location and prescription opioid dosage. 


Root cause barriers to improving/factors contributing to the opioid problem 


described by CCOs were associated with the following categories.   


Member factors: 


 ignorance of the risks of prescription opioids and pain management options 


 lack of available non-opioid alternative treatments  


 manipulation of providers and CCO processes in order to obtain opioids. 


Provider factors:  


 confusion about CCO prescription opioid guidelines  


 lack of knowledge about prescription opioid risks, MAT and non-opioid 


treatment options 


 underutilization of the PDMP 


 reluctance to engage members in difficult conversations 
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Organizational factors: 


 absence of formal pharmacy benefits/prescribing guidelines  


 lack of alternative non-opioid treatments and service policies and 


processes 


 lack of resources to assist providers in managing chronic pain patients 


In addition, several CCOs identified contributing factors specific to their 


situation. Four southern Oregon CCOs, whose coverage areas and contracted 


providers overlap with each other, formed a regional collaborative to address 


“CCO shopping” by members seeking desired benefits and frustration by 


providers over multiple different guidelines and processes. The proliferation of 


non-contracted pain clinics in one small area in southern Oregon resulted in a 


significant number of members in both the covering and adjacent CCO receiving 


opioids from providers resistant to CCO policies and processes. 


Rating: All 16 CCOs received a “met” rating rating for this criterion.  


 


b. Brief description of the intervention(s) 


In their reports, CCOs described interventions developed and implemented by 


their CCO alone, in collaboration with other CCOs and with other organizations 


(clinics, law enforcement and community-based organizations). 


Prior to the start of the first remeasurement period (January 1, 2016), almost all 


CCOs had implemented prior authorization (PA) processes and quantity limit 


(QL) guidelines to address the opioid problem in their communities. Fourteen 


CCOs defined quantity limits by dosage, while two CCOs limited prescribers as 


to number of capsules/tablets. Most CCOs’ PA criteria included documentation 


of a pain contract/agreement and a tapering plan. One CCO required providers 


to sign a certificate attesting to their agreement with CCO policy and fulfillment 


of mandated criteria. Following CDC’s recommendation to limit opioid dosages 


to less than 90 mg MED and the adoption of that recommendation by the Oregon 


Opioid Prescribing Guidelines Task Force, most CCOs revised, or at the time of 


this report were in the process of revising, their PA and QL guidelines to align 


with this threshold. 


Other common intervention themes included: 


 Provider training/education: Education about opioid-related topics was 


provided at clinic site visits, hospital grand rounds, clinic continuing 


medical education and Pain/Opioid Summits. The topics covered CCO 


policy and guidelines, current literature on opioid risks, alternative non-
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opioid treatments, available resources, MAT, how to use the PDMP and 


how to have difficult conversations with patients about opioids. CCOs 


also informed providers about PA process and guideline changes through 


individual letters and provider newsletters. Many CCOs had developed 


opioid dashboards (including an overview of prescribing patterns, 


member demographics, etc.) that were distributed to all primary care 


providers or clinics. 
 


 Member education: Members were educated about the risks of opioids 


and CCO policies and guidelines through individual letters, newsletter 


articles, videos in clinic and hospital waiting rooms and community 


forums. 
 


 Targeted interventions with members and providers: Most CCOs 


analyzed data to identify top opioid prescribers and members receiving  


≥120 mg MED or ≥90 mg MED. Top prescribers received a letter (with 


information about guidelines and resources) and often a visit by the 


medical director and/or pharmacist to determine how the provider could 


achieve compliance. CCOs sent letters to members on high doses of 


opioids about CCO policies and guidelines, the need to develop a taper 


plan with their provider and the availability of alternative non-opioid 


treatments and resources.  
 


 Alternative therapies: CCO strategies regarding alternative non-opioid 


treatments and services focused on alternative or complementary services, 


non-opioid pain medication and pain management programs. 
 


While a few CCOs had offered alternative treatment (acupuncture, 


chiropractic, massage) and behavioral health services to members with 


chronic pain, most plans delayed implementation of this intervention until 


final approval of OHA’s Guideline note 60 in July 2016. Guideline note 60 


encourages the use of non-opioid treatments for back and spine pain by 


providing coverage for up to 30 visits per year of any combination of 


physical/occupational therapies, chiropractic or osteopathic manipulation 


and acupuncture, cognitive behavioral therapy and non-opioid 


medications. At the time of this report, CCOs were still refining their 


benefit policies, developing credentialing procedures for non-licensed 


providers, organizing lists of available local alternative providers and 


negotiating contracts for service.  
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In addition to treatment services, most CCOs documented efforts to 


expand pharmacy benefit coverage to cover non-opioid medications, such 


as gabapentin, non-steroidal anti-inflammatories, lidocaine, etc.  
 


Another non-opioid pain management resource promoted to both 


providers and members was pain management classes/programs. Some 


CCOs developed and conducted their own programs, while others made 


referrals to existing community programs.  
 


 Medication-assisted treatment (MAT): All CCOs were either developing 


or had implemented strategies to increase access to MAT, including 


provider education about the role of MAT, provider training on acquiring 


the license necessary to prescribe MAT, identifying MAT providers in the 


community, working with other organizations to implement opioid 


treatment programs and developing a hub-and-spoke MAT model. 
 


 Collaboration with community organizations: Several CCOs reported 


working with local law enforcement or community organizations on 


initiatives to increase medication disposal sites and with local pharmacists 


to increase prescribing of naloxone. CCOs also collaborated with 


community organizations in sponsoring community education events 


Four CCOs (AllCare, Jackson Care Connect, PrimaryHealth of Josephine County, 


and Western Oregon Advanced Health), formed a regional collaborative and 


created an umbrella advisory PIP group and multiple workgroups to address 


common concerns in an organized and consistent manner. To date, the 


collaborative has developed standardized member and provider letters (which 


included all four CCO logos in the header and signed by all four CCO medical 


directors), member and staff educational materials and tapering forms and a 


staff/provider training video.   


In terms of the integration of physical, behavioral and oral health, almost all 


CCOs solicited the participation of substance use disorder organizations and 


staff in discussing strategies to increase access to MAT. Behavioral health staff 


were involved in training providers about substance use and how to have 


difficult conversations with members. A few CCOs conducted trainings for 


dental providers and included dental providers when distributing opioid use 


dashboards. 


Rating: Twelve CCOs received a “met” and four CCOs received a “partially met” 


rating for this criterion. CCOs that received a partially met rating did not provide 


clear and complete documentation of interventions. 
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c. How the intervention could be expected to improve the study indicator 


CCOs responded to this question by using narrative, diagrams or cross-


references to explain and illustrate how the interventions addressed factors 


identified in their root cause analyses. A few CCOs provided details as to how 


some interventions were evidence-based or implemented standard-of-care 


practices. 


Rating: Fifteen CCOs received a “met” and one CCO received a “partially met.” 


The CCO that received a partially met rating did not clearly link interventions to 


root cause barriers and factors.  


d. Cultural and linguistic appropriateness of the intervention 


CCOs described their local study populations as majority Caucasian and English-


speaking, and many noted that their demographics reflected national statistics. 


CCOs highlighted factors that they had identified in their root cause analyses: 


mental illness/substance use, location (urban/rural/frontier) and lower socio-


economic status/illiteracy. 


In discussing this topic, almost all CCOs mentioned the existence of general 


organizational policies and procedures regarding equity, such as the availability 


of interpreters, staff training in diversity, etc. Some CCOs provided specific 


examples of how interventions were modified to address study population 


characteristics, e.g., conducting pain programs in different locations to lessen the 


burden on rural members, soliciting input from Hispanic organizations on how 


best to engage Hispanic members, including chronic disease management or 


information on mental illness in training modules.  


Rating: Nine CCOs received a “met” and seven CCOs received a “partially met” 


rating for this criterion. CCOs that received a partially met rating discussed 


cultural and linguistic appropriateness only from an organizational level and 


were asked to provide examples specific to the PIP study population. 


e. Tracking and monitoring plans and results 


By the end of the first remeasurement period, CCOs were expected to have not 


only developed tracking and monitoring plans, but also to have produced and 


presented the results of those plans. 


CCOs were given the option of reporting on either or both of the study 


indicators. Four CCOs chose to report on the 90 mg MED metric, six CCOs 


reported on the 120 mg MED metric and five CCOs reported data for both 


metrics. One CCO provided no data for either study metric. About half of the 
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CCOs presented measurement plans that included internally derived study 


indicator data as well as other CCO-selected performance measures.  


In terms of tracking the effective implementation of interventions, CCOs 


presented data on summit/grand rounds/training program attendance, number 


of mailings to providers and members, number of received taper plans, number 


of clinic/site visits, number of providers licensed to prescribe buprenorphine, 


number of opioid treatment programs and number of clinics receiving additional 


payments for meeting performance thresholds. Some CCOs also described plans 


to link medical director or pharmacy director visits to high prescribers or to link 


training attendance to changes in prescribing patterns. HealthInsight Oregon has 


encouraged CCOs to link the effective implementation of interventions to 


changes in prescribing or member dosages. 


In general, CCOs were less successful at providing results to demonstrate the 


effectiveness of alternative therapy interventions. One CCO was working with 


Oregon State University to assess all of its pain management strategies, but at the 


time of this report, had not yet received its evaluation. Another CCO provided 


data on pain program referrals, attendance and graduation rates over the past 


year. No CCO reported on the number of members who received alternative 


services (chiropractic, acupuncture, massage, etc.) or any changes in opioid 


dosage or use following treatment. 


In situations where CCOs did not have direct responsibility for intervention 


implementation (e.g., community-based interventions), tracking and monitoring 


results were often not available.   


Rating: Seven CCOs received a “met,” eight CCOs received a “partially met” and 


one CCO received a “not met” rating for this criterion. CCOs that received a 


partially met rating did not provide a specific metric improvement target or 


complete metric data. One CCO did not provide any study metric data and 


received a rating of not met. 


f. Barriers encountered during the implementation of the interventions and how 


they were addressed 


Overall, the CCOs did a good job of documenting the barriers they encountered 


during implementation of their interventions. A number of CCOs continued to 


experience turnover of leadership, QI and data analytic staff, resulting in delayed 


development and implementation of intervention strategies and in lack of 


available study indicator or intervention effectiveness data.  
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Reported barriers also included competing priorities, scheduling conflicts, 


difficulty coordinating with different departments, difficulty in developing 


accurate data reports, high costs of materials and inclement weather.  


Very few CCOs reported provider resistance or noncompliance as a barrier. Most 


CCOs anticipated provider concerns and mitigated risks by implementing 


multiple interventions focused on provider training and education. 


Rating: Fifteen CCOs received a “met” and one CCO received a “partially met” 


rating. The CCO that did not identify or fully identify as barriers the problems 


described in progress reports received a lower rating.  
 


g. Next steps: how the intervention(s) will be adapted, adopted or abandoned 


Most CCOs had a well-established vision of the next steps for their intervention 


strategies. All CCOs were continuing with the interventions described in their 


intervention strategies table, sometimes with some minor modifications. The four 


CCOs in the regional collaborative are continuing to explore how they can best 


pool their resources.  


Rating: Fifteen CCOs received a “met” and one CCO received a “partially met” 


rating for this criterion. The CCO that did not fully capture next steps that were 


alluded to in the intervention strategies and tracking monitoring sections of their 


reports received a lower rating. 


Strengths and Opportunities for Improvement 


Generally, HealthInsight Oregon has seen improvement in the CCOs’ documentation of 


the Standard 8 criteria and their understanding of QI concepts since the implementation 


of the previous Statewide PIP. Most CCOs did a good job of conducting data and 


barrier analyses linking the analyses to expected improvement in the study indicator, 


developing interventions to address aspects of the opioid problem and describing any 


barriers encountered in the implementation of those interventions.  


Regarding individual Standard 8 criteria, the cultural and linguistic appropriateness 


and tracking and monitoring criteria were the most challenging for CCOs. In their 


initial submissions, almost all CCOs described general CCO-level linguistic and health 


disparity policies and processes, but few provided examples of how interventions were 


developed or modified to meet the specific needs of the study population. About half of 


the CCOs either did not provide an improvement target for their selected study metric 


or did not provide baseline and quarterly data for one of the study metrics. It is possible 


that the lower ratings for these two criteria reflect lack of documentation rather than 


lack of actual implementation.   
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Standard 9: Repeated Measurement of the Study Indicator  


Standard 9 provides study results for two measurement periods, including the study indicator, 


original data used to compute the indicator, and a statistical test of group differences; provides 


any other data analyses for factors that may affect the study results; and discusses how the 


intervention, consistency of methodology, and any confounding factors affected the study results 


in the second remeasurement period.  


This standard will not be completed until after the second remeasurement. 


 


Standard 10: Sustained Improvement  


Standard 10 discusses whether or not goals were met and sustained; whether improvement in the 


study indicator, as well as in enrollee health, functional status, or satisfaction was achieved; 


discusses lessons learned for the PIP and the system as a whole; and reports next steps.  


This standard will not be completed until after the second remeasurement.  
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Statewide PIP, Attachment A: Denominator Exclusion Codes 


 


Diagnoses and CPT codes related to end-of-life care, palliative care or hospice care  


DX     


V66 Convalescence and palliative care   


V667 Encounter for palliative care   


Z515 Encounter for palliative care   


      


CPT     


4350F   Cnslng Provided Symp Mngmnt 
Counseling Provided On Symptom Management, End Of Life Decisions, And 
Palliation (Dem) 


4553F   Pt Asst Re End Life Issues Patient Offered Assistance In Planning For End Of Life Issues (Als) 


99377   Hospice Care Supervision Physician Supervision Of Patient Hospice Services, 15-29 Minutes Per Month 


99378   Hospice Care Supervision 
Physician Supervision Of Patient Hospice Services, 30 Minutes Or More Per 
Month 


D9110   Tx Dental Pain Minor Proc Palliative (Emergency) Treatment Of Dental Pain-Minor Procedures 


G0065   
Physician Supervision Of A 
Hospice Patient 


Physician Supervision Of A Hospice Patient 


G0151   Hhcp-Serv Of Pt,Ea 15 Min 
Services Performed By A Qualified Physical Therapist In The Home Health Or 
Hospice Setting, Each 15 minutes 


G0152   Hhcp-Serv Of Ot,Ea 15 Min 
Services Performed By A Qualified Occupational Therapist In The Home Health 
Or Hospice Setting, Each 


G0153   Hhcp-Svs Of S/L Path,Ea 15mn 
Services Performed By A Qualified Speech-Language Pathologist In The Home 
Health Or Hospice Setting, 


G0154   Hhcp-Svs Of Rn,Ea 15 Min 
Direct Skilled Nursing Services Of A Licensed Nurse (Lpn Or Rn) In The Home 
Health Or Hospice Setting 
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Diagnoses and CPT codes related to end-of-life care, palliative care or hospice care  


G0155   Hhcp-Svs Of Csw,Ea 15 Min 
Services Of Clinical Social Worker In Home Health Or Hospice Settings, Each 15 
Minutes 


G0156   Hhcp-Svs Of Aide,Ea 15 Min 
Services Of Home Health/Hospice Aide In Home Health Or Hospice Settings, 
Each 15 Minutes 


G0157   Hhc Pt Assistant Ea 15 
Services Performed By A Qualified Physical Therapist Assistant In The Home 
Health Or Hospice Setting 


G0158   Hhc Ot Assistant Ea 15 
Services Performed By A Qualified Occupational Therapist Assistant In The Home 
Health Or Hospice Set 


G0182   Hospice Care Supervision 
Physician Supervision Of A Patient Under A Medicare-Approved Hospice (Patient 
Not Present) Requiring 


G0337   Hospice Evaluation Preelecti Hospice Evaluation And Counseling Services, Pre-Election 


G8768   Doc Med Reas No Lipid Profle 
Documentation Of Medical Reason(S) For Not Performing Lipid Profile (E.G., 
Patients With Palliative 


G8892   Doc Med Reas No Ldl-C Test 
Documentation Of Medical Reason(S) For Not Performing Ldl-C Test (E.G. 
Patients With Palliative Goal 


G9380   Off Assis Eol Iss 
Patient Offered Assistance With End Of Life Issues During The Measurement 
Period 


G9381   Doc Med Reas No Offer Eol 
Documentation Of Medical Reason(S) For Not Offering Assistance With End Of 
Life Issues (Eg, Patient 


G9382   No Off Assis Eol 
Patient Not Offered Assistance With End Of Life Issues During The Measurement 
Period 


G9433   Death, Nhres, Hospice 
Death, Permanent Nursing Home Resident Or Receiving Hospice Or Palliative 
Care Any Time During The M 


G9433   Death, Nhres, Hospice 
Death, Permanent Nursing Home Resident Or Receiving Hospice Or Palliative 
Care Any Time During The M 


HC100   Omap: Nf Hospice Care Omap: Nf Hospice Care 


Q5001   Hospice Or Home Hlth In Home Hospice Or Home Health Care Provided In Patient'S Home/Residence 
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Diagnoses and CPT codes related to end-of-life care, palliative care or hospice care  


Q5002   Hospice/Home Hlth In Asst Lv Hospice Or Home Health Care Provided In Assisted Living Facility 


Q5003   Hospice In Lt/Non-Skilled Nf 
Hospice Care Provided In Nursing Long Term Care Facility (Ltc) Or Non-Skilled 
Nursing Facility (Nf) 


Q5004   Hospice In Snf Hospice Care Provided In Skilled Nursing Facility (Snf) 


Q5005   Hospice, Inpatient Hospital Hospice Care Provided In Inpatient Hospital 


Q5006   Hospice In Hospice Facility Hospice Care Provided In Inpatient Hospice Facility 


Q5007   Hospice In Ltch Hospice Care Provided In Long Term Care Facility 


Q5008   Hospice In Inpatient Psych Hospice Care Provided In Inpatient Psychiatric Facility 


Q5009   Hospice/Home Hlth, Place Nos Hospice Or Home Health Care Provided In Place Not Otherwise Specified (Nos) 


Q5010   Hospice Home Care In Hospice Hospice Home Care Provided In A Hospice Facility 


S0255   Hospice Refer Visit Nonmd 
Hospice Referral Visit (Advising Patient And Family Of Care Options) Performed 
By Nurse, Social Work 


S0257   End Of Life Counseling 
Counseling And Discussion Regarding Advance Directives Or End Of Life Care 
Planning And Decisions, W 


S0271   Home Hospice Case 30 Days 
Physician Management Of Patient Home Care, Hospice Monthly Case Rate (Per 
30 Days) 


S5150   Unskilled Respite Care /15m Unskilled Respite Care, Not Hospice; Per 15 Minutes 


S5151   Unskilled Respitecare /Diem Unskilled Respite Care, Not Hospice; Per Diem 


S9126   Hospice Care, In The Home, P Hospice Care, In The Home, Per Diem 


T2042   Hospice Routine Home Care Hospice Routine Home Care; Per Diem 


T2043   Hospice Continuous Home Care Hospice Continuous Home Care; Per Hour 


T2044   Hospice Respite Care Hospice Inpatient Respite Care; Per Diem 


T2045   Hospice General Care Hospice General Inpatient Care; Per Diem 


T2046   Hospice Long Term Care, R&B Hospice Long Term Care, Room And Board Only; Per Diem 
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Statewide PIP, Attachment B: Buprenorphine Products 


HICL 
Sequence 
Number 


Generic Drug Name 


Route 
Administered 
Code & 
Description 


Included in 
Opioid PIP? 


Review by Nicole O’Kane, 
PharmD, Clinical Director, 
HealthInsight Oregon 


10731 ACAMPROSATE CALCIUM PO - ORAL No Not opioid 


23438 BUPRENORPHINE TD - TRANSDERM YES 
Exclude from MAT Definition 
(treats chronic pain) 


1762 BUPRENORPHINE HCL IJ - INJECTION YES 
Exclude from MAT Definition 
(treats chronic pain) 


1762 BUPRENORPHINE HCL MC - MISCELL No Possibly MAT 


1762 BUPRENORPHINE HCL SL - SUBLINGUAL No   Likely MAT 


24846 
BUPRENORPHINE 
HCL/NALOXONE HCL 


SL - SUBLINGUAL No   Likely MAT 


529 DISULFIRAM MC - MISCELL No Not opioid 


529 DISULFIRAM PO - ORAL No Not opioid 


35611 
METHYLNALTREXONE 
BROMIDE 


SQ - SUB-Q No 
Not opioid. Exclude from 
MAT Definition (treats opioid 
constipation) 


36577 
MORPHINE 
SULFATE/NALTREXONE 


PO - ORAL YES 
Exclude from MAT Definition 
(treats chronic pain) 


33364 NALTREXONE MC - MISCELL No Not opioid 


1875 NALTREXONE HCL MC - MISCELL No Not opioid 


1875 NALTREXONE HCL PO - ORAL No Not opioid 


33782 
NALTREXONE 
MICROSPHERES 


IM - INTRAMUSC No Not opioid 
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Statewide PIP, Attachment C: Study Denominator by Age Group and CCO over Three Time Periods  
 


 Among OHP enrollees age 12 years and older who had at least one prescription for an opioid pain reliever within the measurement year.  


 12–17 years old 18+ years old Both age groups (Total) 


CCO CY 2014 CY 2015 


 12/1/2015 
-
11/30/2016 CY 2014 CY 2015 


 12/1/2015 -
11/30/2016 CY 2014 CY 2015 


 12/1/2015 -
11/30/2016 


AllCare 331 309 280 6240 6428 5510 6571 6737 5790 


CHA 95 77 89 1167 2062 1768 1262 2139 1857 


CPCCO 209 171 131 3792 3850 3128 4001 4021 3259 


EOCCO 431 369 305 5512 6176 5321 5943 6545 5626 


FAMILYCARE 621 574 415 11058 13433 10716 11679 14007 11131 


FFS 498 463 313 8638 5917 5023 9136 6380 5336 


HEALTH SHARE 1538 1330 1027 26214 28850 22948 27752 30180 23975 


IHN 480 396 308 7819 8305 6628 8299 8701 6936 


JCC 240 195 157 3488 3837 3373 3728 4032 3530 


PSCS-Central Oregon 475 399 303 6993 7462 6168 7468 7861 6471 


PSCS-Columbia 
Gorge 82 74 


60 
1143 1292 


1047 
1225 1366 


1107 


PHJC 68 77 47 1391 1451 1170 1459 1528 1217 


Trillium 665 614 443 12861 13538 11428 13526 14152 11871 


UHA 189 152 140 3711 3676 3231 3900 3828 3371 


WOAH 144 126 104 2986 3115 2585 3130 3241 2689 


WVCH 643 633 582 9313 10781 9799 9956 11414 10381 


YCCO 242 176 154 2627 2748 2435 2869 2924 2589 


SUM OF CCOS 6453 5672 4545 106315 117004 97255 112768 122676 101800 


For CY 2014 Data extraction date: 12/28/2015       
For CY 2015:  Data extraction date: 9/28/2016  
For 12/1/15-
11/30/16 


Data extraction date: 3/16/2017 indicates change over period 1/1/16-11/30/16   
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Statewide PIP, Attachment D: Study Numerators by Age and CCO over Three Time Periods  
 


 
Number and percentage of OHP enrollees age 12 years and older who had at least one prescription for an opioid pain reliever who 
filled prescriptions totaling ≥120 mg MED on at least one day. 


CCO 12–17 years  18+ years Both groups (Total) Rate for both groups 


  
CY 


2014 
CY 


2015  


12/1/15 
-


11/30/16 
CY 


2014 
CY 


2015  


12/1/15 
-


11/30/16 
CY 


2014 
CY 


2015  


12/1/15 
-


11/30/16 
CY 


2014 CY 2015  


12/1/15 
-


11/30/16 


AllCare 6 3 4 396 368 310 402 371 314 6.1% 5.5% 5.4% 


CHA 7 2 1 80 96 92 87 98 93 6.9% 4.6% 5.0% 


CPCCO 7 2 1 593 558 413 600 560 414 15.0% 13.9% 12.7% 


EOCCO 10 6 7 855 916 730 865 922 737 14.6% 14.1% 13.1% 


FAMILYCARE 10 9 8 906 1124 941 916 1133 949 7.8% 8.1% 8.5% 


FFS 4 10 3 894 549 407 898 559 410 9.8% 8.8% 7.7% 


HEALTH 
SHARE 40 28 22 3300 3504 2604 3340 3532 2626 12.0% 11.7% 11.0% 


IHN 10 5 3 911 882 640 921 887 643 11.1% 10.2% 9.3% 


JCC 7 1 3 616 575 506 623 576 509 16.7% 14.3% 14.4% 


PSCS-CO 8 1 3 545 505 384 553 506 387 7.4% 6.4% 6.0% 


PSCS-CG 1 0 0 121 93 79 122 93 79 10.0% 6.8% 7.1% 


PHJC 0 0 1 122 124 103 122 124 104 8.4% 8.1% 8.5% 


Trillium 14 22 11 1726 1649 1356 1740 1671 1367 12.9% 11.8% 11.5% 


UHA 3 5 3 228 220 167 231 225 170 5.9% 5.9% 5.0% 


WOAH 3 3 2 198 199 182 201 202 184 6.4% 6.2% 6.8% 


WVCH 10 8 3 937 971 708 947 979 711 9.5% 8.6% 6.8% 


YCCO 6 6 5 269 275 226 275 281 231 9.6% 9.6% 8.9% 


SUM OF 
CCOS 142 101 77 11803 12059 9441 11945 12160 9518 10.6% 9.9% 9.3% 


             
For denominators and extraction dates, see Attachment C. 
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Number and percentage of OHP enrollees age 12 years and older who had at least one prescription for an opioid pain reliever who 
filled prescriptions totaling ≥90 mg MED on at least one day.  


CCO 12–17 years 18+ years Both groups (Total) Rate for both groups 


  
CY 


2014 
CY 


2015  


12/1/15 
-


11/30/16 
CY 


2014 
CY 


2015  


12/1/15 
-


11/30/16 
CY 


2014 
CY 


2015  


12/1/15 
-


11/30/16 
CY 


2014 CY 2015  


12/1/15 
-


11/30/16 


AllCare 7 10 5 739 698 605 746 708 643 11.4% 10.5% 10.4% 


CHA 13 5 5 202 228 197 215 233 203 17.0% 10.9% 10.3% 


CPCCO 16 5 1 915 910 698 931 915 739 23.3% 22.8% 21.3% 


EOCCO 32 21 10 1258 1390 1098 1290 1411 1160 21.7% 21.6% 20.5% 


FAMILYCARE 40 35 27 1846 2337 1929 1886 2372 2006 16.1% 16.9% 16.7% 


FFS 25 29 16 1574 1000 776 1599 1029 842 17.5% 16.1% 15.7% 


HEALTH SHARE 89 82 57 5559 6171 4688 5648 6253 4938 20.4% 20.7% 20.2% 


IHN 21 18 10 1372 1400 1019 1393 1418 1049 16.8% 16.3% 14.4% 


JCC 12 4 4 824 855 729 836 859 736 22.4% 21.3% 20.5% 


PSCS-CO 26 18 15 1063 942 726 1089 960 797 14.6% 12.2% 11.8% 


PSCS-CG 2 2 2 200 160 145 202 162 152 16.5% 11.9% 13.6% 


PHJC 1 3 2 210 221 175 211 224 184 14.5% 14.7% 14.7% 


Trillium 39 53 38 2744 2741 2256 2783 2794 2378 20.6% 19.7% 19.1% 


UHA 6 8 9 480 467 366 486 475 390 12.5% 12.4% 11.5% 


WOAH 7 8 10 414 435 379 421 443 412 13.5% 13.7% 14.7% 


WVCH 27 18 10 1593 1625 1320 1620 1643 1349 16.3% 14.4% 13.0% 


YCCO 16 14 10 462 513 424 478 527 450 16.7% 18.0% 16.6% 


SUM OF CCOS 354 304 215 19881 21093 16754 20235 21397 17586 17.9% 17.4% 16.7% 


             
For denominators and extraction dates, see Attachment C. 
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Number and percentage of OHP enrollees age 12 years and older who had at least one prescription for an opioid pain reliever who 
filled prescriptions totaling ≥120 mg MED consecutive 30 days or more. 


CCO 12–17 years 18+ years Both groups (Total) Rate for both groups 


  
CY 


2014 
CY 


2015  


12/1/15 
-


11/30/16 
CY 


2014 
CY 


2015  


12/1/15 
-


11/30/16 
CY 


2014 
CY 


2015  


12/1/15 
-


11/30/16 
CY 


2014 CY 2015  
12/1/15 -
11/30/16 


AllCare 0 1 0 83 61 39 83 62 39 1.3% 0.9% 0.7% 


CHA 0 0 0 4 6 2 4 6 2 0.3% 0.3% 0.1% 


CPCCO 0 0 0 183 148 103 183 148 103 4.6% 3.7% 3.2% 


EOCCO 1 0 0 245 244 215 246 244 215 4.1% 3.7% 3.8% 


FAMILYCARE 0 0 0 120 109 106 120 109 106 1.0% 0.8% 1.0% 


FFS 0 0 0 258 154 91 258 154 91 2.8% 2.4% 1.7% 


HEALTH SHARE 0 0 0 766 737 504 766 737 504 2.8% 2.4% 2.1% 


IHN 0 0 0 301 271 198 301 271 198 3.6% 3.1% 2.9% 


JCC 0 0 0 273 211 158 273 211 158 7.3% 5.2% 4.5% 


PSCS-CO 0 0 0 110 109 79 110 109 79 1.5% 1.4% 1.2% 


PSCS-CG 0 0 0 36 23 18 36 23 18 2.9% 1.7% 1.6% 


PHJC 0 0 0 46 35 26 46 35 26 3.2% 2.3% 2.1% 


Trillium 0 0 0 554 470 376 554 470 376 4.1% 3.3% 3.2% 


UHA 0 0 0 45 39 30 45 39 30 1.2% 1.0% 0.9% 


WOAH 0 0 0 40 36 25 40 36 25 1.3% 1.1% 0.9% 


WVCH 0 0 0 259 212 110 259 212 110 2.6% 1.9% 1.1% 


YCCO 0 0 0 63 50 30 63 50 30 2.2% 1.7% 1.2% 


SUM OF CCOS 1 1 0 3128 2761 2019 3129 2762 2019 2.8% 2.3% 2.0% 


             
For denominators and extraction dates, see Attachment C. 
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Number and percentage of OHP enrollees age 12 years and older who had at least one prescription for an opioid pain reliever who 
filled prescriptions totaling ≥90 mg MED consecutive 30 days or more. 


CCO 12–17 years 18+ years Both groups (Total) Rate for both groups 


  
CY 


2014 
CY 


2015  


12/1/15 
-


11/30/16 
CY 


2014 
CY 


2015  


12/1/15 
-


11/30/16 
CY 


2014 
CY 


2015  


12/1/15 
-


11/30/16 
CY 


2014 CY 2015  
12/1/15 -
11/30/16 


AllCare 0 1 0 120 103 79 120 104 79 1.8% 1.5% 0.1% 


CHA 0 0 0 9 10 2 9 10 2 0.7% 0.5% 5.1% 


CPCCO 0 0 0 252 207 166 252 207 166 6.3% 5.1% 5.8% 


EOCCO 1 0 0 350 358 326 351 358 326 5.9% 5.5% 1.8% 


FAMILYCARE 0 0 0 200 223 205 200 223 205 1.7% 1.6% 3.1% 


FFS 0 0 0 412 245 168 412 245 168 4.5% 3.8% 3.6% 


HEALTH SHARE 0 0 0 1114 1135 860 1114 1135 860 4.0% 3.8% 4.2% 


IHN 0 0 0 427 402 291 427 402 291 5.1% 4.6% 7.1% 


JCC 0 0 0 342 296 249 342 296 249 9.2% 7.3% 1.9% 


PSCS-CO 0 0 0 166 161 123 166 161 123 2.2% 2.0% 3.1% 


PSCS-CG 0 0 0 51 37 34 51 37 34 4.2% 2.7% 3.3% 


PHJC 0 0 0 61 52 40 61 52 40 4.2% 3.4% 4.5% 


Trillium 0 0 0 756 674 538 756 674 538 5.6% 4.8% 1.3% 


UHA 0 0 0 61 56 43 61 56 43 1.6% 1.5% 1.4% 


WOAH 0 0 0 57 61 38 57 61 38 1.8% 1.9% 1.9% 


WVCH 0 0 0 384 352 193 384 352 193 3.9% 3.1% 2.0% 


YCCO 0 0 0 97 68 52 97 68 52 3.4% 2.3% 3.2% 


SUM OF CCOS 1 1 0 4447 4195 79 4448 4196 79 3.9% 3.4% 0.1% 


             
For denominators and extraction dates, see Attachment C. 
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Statewide PIP, Attachment E: Study Demographics 
 


Number of enrollees age 12 years and older who had least one prescription for an opioid pain reliever filled within the 
baseline measurement year by race and ethnicity. 


Denominator 
Hispanic/ 


Latino 
Non-Hispanic/ 


Non-Latino Unknown Cross Ethnicity 
% of 


denominator 


African American 162 4589 46 4797 4.25% 


American Indian or Alaskan Native 122 1414 24 1560 1.38% 


Asian 120 1566 23 1709 1.52% 


Caucasian/White 4943 80,800 1326 87,069 77.21% 


Native Hawaiian/Pacific Islander 27 248 0 275 0.24% 


Hispanic 25 0 18 43  


Other Race or Ethnicity 874 1826 37 2737 2.43% 


Unknown 4611 9827 140 14,578 12.93% 


Total 10,884 10,0270 1614 112,768   


Percentage of denominator who are Hispanic = 9.65%. 


Data extraction date: 12/28/2015, Office of Health Analytics, OHA. 
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Number of enrollees in the study baseline denominator with at least 30 consecutive days with ≥120 mg MED/day by race and 
ethnicity. 


Numerator: ≥120mg MED/day for 
30 days or more 


Hispanic/ 
Latino 


Non-Hispanic/ 
Non-Latino Unknown Cross Ethnicity 


% of 
numerator 


African American 2 90 0 92 2.94% 


American Indian or Alaskan Native 4 51 0 55 1.76% 


Asian 0 10 0 10 0.32% 


Caucasian/White 61 2609 18 2688 85.91% 


Native Hawaiian/Pacific Islander 0 5 0 5 0.16% 


Hispanic 0 0 0 0 0.0% 


Other Race or Ethnicity 20 25 1 46 1.47% 


Unknown 40 191 2 233 7.45% 


Total 127 2981 21 3129   


Percentage of denominator who are Hispanic = 4.10%. 


Data extraction date: 12/28/2015, Office of Health Analytics, OHA. 
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Statewide PIP, Attachment F: Standard 8 Scoring Criteria  


8.1 Has the CCO described: 
 


a. The root cause analysis or quality improvement process used to understand 


the problem/gap and serve as the basis for adopting interventions.  


 Part 1 should include: presentation of local data that was analyzed to 


determine root cause(s); listing or discussion or root causes or 


contributing factors to the problem/gap; and list of stakeholders 


involved in the decision-making process.  


 Note: Analyses should be consistent with interventions (e.g., if provider 


training is an intervention strategy, provider lack of knowledge should be 


listed in the root cause analysis). 


 


b. The intervention strategies as they have been developed or implemented: 


 Part 1 should include information on start dates, staff roles and tools or 


instruments used.  


 Progress report should include updates on activities on existing 


interventions, including lack of new activities; new interventions 


(interventions developed after Part 1 submission) should include 


information on start dates, staff roles and tool/instruments used. 


 Note: This information can be reported in the additional information section of 


the progress report. 


 


c. Why the interventions could be expected to improve the study indicator.  


 Part 1 should include a description on how each intervention 


addresses causes/barriers identified in the root cause analysis and is a 


system intervention. 


 Part 1 should include a description on how other factors (e.g., 


evidence-based research, clinical knowledge, previous success, and 


continuous quality tracking and modification process) increase the 


likelihood of intervention effectiveness and therefore improvement in 


the study indicator. 


 Progress report should include descriptions of interventions developed 


after the Part 1 submission and an explanation of why those new 


interventions can be expected to improve the study indicator.  


 Note: This information can be reported in the “additional information” 


section of the progress report. 
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d. Cultural and linguistic appropriateness (CLA) of the interventions 


 Part 1 should include an explanation of how the interventions will 


address racial, ethnic and/or linguistic differences in the CCO study 


population. 


 Part 1 should explain how the interventions will address broader 


cultural considerations relevant to the CCO study population, such as 


socioeconomic status, geographic location (urban vs. rural living), 


literacy status, serious and persistent mental illness, etc. 


 Progress report with descriptions of new interventions should include 


an explanation of their cultural and linguistic appropriateness. This 


information should be included in the “additional information” section 


on page 3. 


 Note: Cultural and linguistic appropriateness considerations should be 


consistent with the root cause, demographic and barrier analyses (e.g., if 


analyses indicate that rural environment is a contributing factor/barrier, the 


CLA discussion should include an explanation as to how that will be taken 


into account when developing and implementing interventions). 


 


e. Tracking and monitoring plans and results/intervention effectiveness  


 Part 1 should describe plans to collect study indicator and 


implementation effectiveness data. 


 Progress report should include study indicator data over time in the 


outcome table. 


 Progress report should include information on the # or % of study 


eligible enrollees reached by the interventions (when applicable).  


 Progress report (under the intervention effectiveness column) should 


include data (quantitative or qualitative) to demonstrate whether or 


not each intervention was implemented successfully 


 Graphs, run charts and tables can be used to further illustrate tracking 


and monitoring results. 


 Note: CCOs should demonstrate that between all of the different 


interventions, they have covered the entire study population and not just 


“cherry-picked” sub-populations. 


 Note: Graphs and tables should be labelled and consistent with the narrative. 


 


f. Barriers: 


 Progress report should include information on 


factors/events/situations that negatively affected the development and 


implementation of the interventions, where applicable. 
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 Progress report should include a description of how barriers were 


addressed (or could not be addressed). 


 Note: The reported barriers should be consistent with next steps/intervention 


status (e.g., if an intervention is modified or abandoned, there should be a 


corresponding discussion of barriers in the barriers column).  


 


g. Next steps:  


 Progress report should include information on the status of each 


intervention (i.e., how the intervention was continued, adapted, 


abandoned or adopted). 


 Note: Intervention status should be consistent with any tracking and 


monitoring data and reported barriers. 
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Statewide PIP, Attachment G: Results of First Remeasurement Standard 8 Rating by CCO 
 


 M = Met    P = Partially met    N = not met               


CCO Root cause 
Description 


interventions 
How improves 
the indicator 


Cultural/linguistic 
appropriateness 


Tracking and 
monitoring Barriers Next steps 


   M  P N  M  P N  M  P N  M  P N  M  P N  M  P N  M  P N 


AllCare 1       1     1   1       1   1     1     


CHA 1     1     1     1       1   1     1     


CPCCO 1     1     1     1       1   1     1     


EOCCO 1     1     1     1       1   1     1     


FamilyCare 1     1     1       1   1     1     1     


Health Share  1     1     1       1     1   1     1     


IHN 1     1      1    1     1     1     1     


JCC  1     1     1       1   1     1     1     


PSCS-CO 1       1   1       1     1   1     1     


PSCS-CG 1       1   1       1     1   1     1     


PHJC  1     1     1       1   1     1     1     


TCHP 1       1   1       1       1   1     1   


UHA  1    1      1    1       1   1     1     


WOAH  1     1     1      1    1     1     1     


WVCH  1    1      1     1    1     1     1     


YCCO 1     1     1     1     1     1     1     


                       


Sum 16 0 0 12 4 0 15 1 0 9 7 0 7 8 1 15 1 0 15 1 0 
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Appendix C: Results of State-Level ISCA Review 


In 2016, HealthInsight Oregon conducted a full ISCA review of OHA’s data 


management and reporting systems through interviews with key staff and 


review of system documentation.  


The ISCA review found that OHA continues efforts to strengthen its 


infrastructure and IT processes and procedures by performing daily backups of 


Medicaid data and replicating the backups to an offsite location. OHA reported 


continuing efforts to expand server, database and storage capability to handle 


workload increases due to Medicaid expansion. CCOs reported that OHA 


continues to improve the integrity of member eligibility data sent to the CCOs. 


OHA also continues working to address issues related to: 


 maintenance and ongoing support for Medicaid Management Information 


System (MMIS) hardware and software 


 expanding the teams responsible for processing, reviewing and auditing 


the CCOs’ claims and encounter data 


 inconsistencies in data submission by the CCOs 


 regular review and updating of policies, procedures and business 


continuity/disaster recovery (BC/DR) plans 


Table C-1 reports OHA’s scores for each major category of the ISCA review, 


along with recommendations for improvement. 


Oregon’s MMIS receives encounter data from the CCOs, their dental provider 


networks (DPNs) and their third-party administrators (TPAs). MMIS houses data 


for all encounters, including pharmacy, dental and vision services. Electronic 


Data Interchange processes run a series of edits to accept, pend or reject claims 


before data are imported into MMIS. Rejected claims are not imported and are 


not tracked by OHA. OHA sends a “999” acknowledgement file to the submitter 


of claims. CCOs do not necessarily receive copies of the 999 files for claims and 


encounters submitted on their behalf by DPNs and/or TPAs. 


DSSURS is the data warehouse for the main reporting database for MMIS. 


Medicaid data are loaded into DSSURS by an Extract, Transform and Load 


process on a weekly basis. Hewlett-Packard (HP) creates PDF-formatted reports 


for OHA based on MMIS data, using the COLD tool. 
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HP manages and supports multiple key systems for OHA but is not authorized 


to make financial decisions on behalf of OHA. HP manages the software and 


hardware for MMIS, DSSURS and the provider portal. The servers supporting 


these systems are located in the state data center. OHA has completed the 


technology refresh project started in 2014. As part of this project, hardware was 


replaced, virtualized or upgraded to support the increase in MMIS activity due 


to Medicaid expansion. 


OHA staff use SQL and SAS software to calculate the incentive performance 


measures, based on data from DSSURS. OHA contracts with Providence’s Center 


for Outcomes Research and Education (CORE) to validate the code used to 


calculate the performance measures that use encounter data. OHA’s Health 


Analytics team sends a subset of data to CORE, depending on the measure year. 


As of the ISCA review, CORE also managed performance data reporting on 


behalf of Health Share of Oregon CCO. 


OHA continues to work with CORE to enhance reporting related to performance 


measure calculation and data detail for each CCO.   


OHA continues to formalize its system development practices (processes for 


planning, creating, testing and deploying information systems, software and/or 


reports) for the incentive performance measures. Data accuracy is delegated to 


the CCOs and their TPAs. OHA continues to refine and enhance its version 


control and peer review processes for internally developed reports such as 


performance measures. 
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Table C-1. State-Level ISCA Review: Strengths and Recommendations 


Information Systems (data flow) – Partially met (2.5) 


Recommendations 


Version control 


OHA does not use version control software or processes. Instead, staff renames previous versions of 
files or programs, and edits new copies as needed. OHA uses informal version control for DSSURS and 
Health Analytics group reports and output. Version control software can improve the ability to identify 
changes and return to previous versions of files if needed, and automates revision history. 


 OHA should develop and implement a formal version control process for Medicaid data 
reporting.  


 OHA should explore options and implement enterprise version-control management software 
for its Medicaid reporting. 


Finding #1: 999 files not being sent to the CCOs 


OHA sends a 999 file to the submitter of claims/encounter data confirming receipt of the data file and 
the transaction status of claims/encounters in the data file. It was unclear whether the CCOs receive 
copies of the 999 files when claims and/or encounters are submitted on their behalf by other 
organizations. A CCO will not know the status of claims and/or encounters submitted if the CCO does 
not receive either the 999 file or the information contained within the file. 


 OHA should evaluate providing 999 files to the CCOs for any encounters submitted to OHA for 
members assigned to a CCO. 


 OHA needs to add language to the CCO contract requiring CCOs to require copies of all 999 files 
related to encounter data submitted to OHA, regardless of who submits the encounter data. 


Data flow for reporting 


OHA submitted limited documentation explaining how different types of data are received from the 
CCOs, processed, integrated and submitted to CMS. Such documentation could help OHA monitor 
various data sources.  


 OHA needs to develop an integrated data flow diagram that describes the data process for all 
encounters received from CCOs. The diagram should include receipt of encounter data, 
reporting solutions and submission to CMS. This documentation should be stored and/or 
communicated in a manner that is easily accessible to staff members who need it. 


Staffing (claims and encounters, authorization) – Fully met (3.0) 


Recommendations 


None 


Configuration Management (hardware systems) – Fully met (3.0) 


Recommendations 


None 


 


 


Section VIII Page906







2016 EQR Annual Report – Appendix C 


 


C-4 HealthInsight Oregon 


 


Security (incident management, risk management) – Partially met (2.4) 


Recommendations 


Need process for monitoring subcontractor’s BC/DR plan 


OHA outsources MMIS support, maintenance and design to HP. The ISCA interview revealed that OHA 
lacked processes for monitoring HP’s BC/DR plan for OHA’s MMIS system. 


 OHA should work with HP to develop formal documentation of the configuration, maintenance 
processes, support procedures and BC/DR plan for OHA’s MMIS. 


Finding #2: BC/DR plan in progress 


OHA continues to expand and enhance its BC/DR plan, which is still in draft form. OHA is working on an 
internal Continuity of Operations Plan and a stop-gap recovery plan with HP. OHA scheduled a test of 
the current plan in January 2017, with a pre-test in late 2016. 


 OHA needs to implement a strategy to recover data in the event of a disaster. 


 OHA needs to determine the level of detail necessary to include in the plan to enable a skilled IT 
person to recover or assist with resuming operations in a timely manner. 


 OHA should monitor and verify that the plan is tested at least every other year, reviewed at 
least every two years and updated when significant changes occur. 


Mobile device policies 


OHA lacks policies and procedures for mobile device management. OHA needs to control the 
configuration, encryption and data being accessed by mobile devices. 


 OHA should establish mobile device management policies and procedures to ensure that 
mobile devices are configured, maintained and controlled to safeguard sensitive data. 


Administrative Data (claims and encounter data) – Partially met (2.1) 


Recommendations  


Race/ethnicity data not required 


OHA reported that CCOs are not required to supply members’ race/ethnicity data. If the race/ethnicity 
field is blank on a claim/encounter, OHA assigns a value of “unknown” to this field. 42 CFR §438.10(c)(3) 
requires CCOs to provide written materials that are critical to obtaining services, including provider 
directories, enrollee handbooks, appeal and grievance notices and denial and termination notices, in 
the prevalent non-English languages in the CCO’s service area. It is unclear how either OHA or the CCOs 
would be aware of prevalent non-English languages in the CCOs’ service areas without members’ 
racial/ethnicity data. 


 OHA needs to determine and specify the prevalent non-English languages for all CCO service 
areas. 


 OHA should include language in the CCO contract requiring that the CCOs determine and 
report, as part of the encounter data, a member’s racial/ethnicity data. 


Finding #3: CCO contract requirements for BC/DR plans  


OHA does not require the CCOs to maintain BC/DR plans or plans for testing BC/DR plans. Without 
sufficient and effective BC/DR plans, CCOs risk being unable to fulfill their contractual obligations. OHA 
noted that CMS has made a recent rule change requiring Medicare/Medicaid cost centers to conduct 
more effective BC/DR planning. OHA reported that its Health Systems Division is evaluating the 
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implications of this rule change and has assembled a team to work with partner organizations and 
CCOs to determine how to monitor for compliance, when monitoring will begin and how assistance will 
be provided to the CCOs. 


 OHA needs to add language to the CCO contract requiring the CCOs and their subcontractors to 
maintain working BC/DR plans. 


 OHA needs to develop a process to evaluate the CCOs’ BC/DR plans and BC/DR plan testing on a 
regular basis. 


Monitoring process for data completeness 


OHA reported that it is unaware whether the CCOs require subcontractors to submit all claims and/or 
encounters, including zero-dollar claims, to OHA and/or the CCOs. OHA is evaluating whether it needs 
to establish policies and procedures to ensure that all CCO subcontractors are aware of and complying 
with OHA’s expectations to submit complete claims and/or encounters. PH Tech has been working to 
clarify requirements to match the state expectations. 


 OHA should inform all CCOs and their subcontractors that zero- or low-dollar claims must be 
submitted to OHA. 


 OHA should develop a process to monitor Medicaid claims being submitted to OHA. 


Finding #4: CCOs not performing encounter data validation (EDV) 


OHA does not require CCOs to perform EDV to validate their encounter data against clinical records, 
nor does OHA conduct EDV on data submitted by the CCOs. OHA continues to evaluate who should 
perform this activity.  


 OHA should develop and implement an EDV process or require the CCOs to regularly conduct 
EDV to compare a sample of the state’s encounter data with clinical records. This process could 
be conducted by OHA, the CCOs or a third party. 


Trust in NEMT payment vs. encounter data 


OHA has developed procedures to evaluate non-emergent transportation (NEMT) potential encounters 
versus actual NEMT encounters submitted by the CCOs. OHA reported being concerned that it is not 
receiving all NEMT encounter data. OHA said it was unclear if the payments being made for NEMT 
services are correct and supported by the NEMT encounter data submitted by the CCOs to OHA.  


 OHA should communicate its expectations and requirements concerning the submission and 
validation of complete, timely and accurate NEMT data. 


Enrollment Systems (Medicaid eligibility downloads) – Fully met (2.9) 


Recommendations 


Need method for members to update their enrollment information in a timely manner 


Multiple CCOs reported issues arising from member-supplied enrollment data not matching MMIS-
supplied enrollment data. OHA’s process for updating member enrollment information requires that the 
member submit a completed MSC 2094 form. OHA then has 60 days to respond after receiving the 
member’s request. OHA may extend the time to respond by an additional 30 days, but must inform the 
member of the extension and reason for the delay. 


This method of updating member enrollment data requires the CCOs to maintain multiple copies of 
member data. The CCOs must keep a copy of the enrollment information that the member provides the 
CCO and a copy of the 834 enrollment data. Multiple CCOs reported issues when mailing important 
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information to members for whom the 834 enrollment data were not current, causing mail to be 
returned or delivered to someone other than the member. OHA reported that it is working on a process 
to make it easier for members to update their enrollment data via electronic or other means.  


 OHA needs to move forward with efforts to streamline the process for updating member 
enrollment data so that the data can be processed in a timely manner. 


Vendor Data Integration and Ancillary Systems – Fully met (3.0) 


Recommendations 


None 


Report Production and Integration and Control of Data for Performance Measure 
Reporting – Partially met (2.4) 


Recommendations 


Documentation of MMIS data extraction  


OHA did not submit documentation detailing how data used for reporting are extracted from the data 
repositories and archived. 


 OHA needs to fully document the processes used to create, store, access and restore from 
encounter data archives. 


 OHA needs to develop an integrated data flow diagram that describes the archiving process for 
encounter data used for reporting. 


Peer review practices 


Performance measure report writing and program development processes and practices appear not to 
require peer reviews. Peer review is conducted informally and inconsistently when reports and/or 
programs are created or modified. OHA lacks a formal peer review and approval process for 
programming data report production to validate data accuracy and completeness before production. 


 OHA needs to develop a formal process for peer review of report and data extract production.   


Need formal process for sign-off on calculations used in performance metric dashboard 


OHA described the current process for verification and acceptance of the performance measure data as 
being based on a verbal consensus arrived at during OHA management meetings by comparing OHA’s 
performance measures with CORE’s performance metric calculations.   


 OHA needs to document and formalize its process to verify the accuracy of the performance 
metric dashboard data.  


Provider Data (compensation and profiles) – Fully met (3.0) 


Recommendations 


None 


Meaningful Use of Electronic Health Records – Fully met (3.0) 


Recommendations 


None 
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APPENDIX A. CCO PROFILES 


These profiles briefly describe each CCO’s organizational structure and summarize the 
CCO’s performance in the review areas covered by the 2016 EQR: 


• Follow-up review of compliance with regulatory and contractual standards 
 


• Statewide and CCO-specific performance improvement projects (PIPs) 
 


• Information Systems Capabilities Assessment (ISCA) 


High-level results are extracted from the reports of individual health plan reviews that 
HealthInsight Oregon delivered to OHA throughout 2016. HealthInsight Oregon 
calculated the scores for these activities using methodology based on the Centers for 
Medicare & Medicaid Services review protocols and approved by OHA.  


Profiles are presented for the 16 CCOs and one managed mental health organization 
(GOBHI) that served Oregon Health Plan enrollees during 2016. 
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AllCare Health Plan 
Mid Rogue Independent Physician Association, doing business as AllCare Health Plan, contracts with OHA to 
provide physical, dental and behavioral health services for OHP members in Jackson, Josephine, Curry and Douglas 
counties. AllCare delegates mental health service delivery to Jackson County Mental Health, Curry Community 
Health and Options for Southern Oregon. The CCO delegates alcohol and drug treatment service delivery to 
OnTrack and Addictions Recovery Center; dental service delivery to Advantage Dental, Capitol Dental Care, 
Willamette Dental Group, Moda Health and La Clinica; non-emergent medical transportation (NEMT) to Ready 
Ride; provider credentialing to PrimeCare and NW Rehab Alliance; and encounter data processing to PH Tech. 


Compliance with Regulatory and Contractual Standards 


During 2016, HealthInsight Oregon followed up with AllCare regarding steps it had taken to address findings and 
recommendations of the 2014 and 2015 compliance reviews. 
• The CCO resolved 2 and partially resolved 2 of the 4 findings from 2014.  
• Of 20 recommendations in 2014, 6 were resolved, 10 were partially resolved and 4 were not resolved. 
• The CCO resolved both of the 2 findings from 2015.  
• Of 20 recommendations in 2015, 3 were resolved, 15 were partially resolved and 2 were not resolved. 


Performance Improvement Projects (PIPs) 


Statewide PIP on Opioid Safety 
Interventions: 
• Mailed co-branded letters (with logos of all CCOs 


in the letterhead) to all providers about the 
opioid policy guidelines 


• Mailed co-branded letters and taper forms to 
providers with patients on high opioid doses 
about the need to develop taper plans 


• Developing co-branded educational materials, 
including a video for staff education and a 
provider toolkit 


• Developing co-branded letters and other 
materials to mail to members 


Barriers:  
• There was uncertainty as to who would own the 


rights to the co-branded video. It was decided that 
the Oregon Pain Guidance group would take 
ownership. 


• Differences about how the toolkit would be 
distributed delayed implementation. 


Next steps:  
• Continue member education. 
• Complete the staff educational video and begin dissemination. 
• Continue to send taper agreement letters and track the number of plans received. 


CCO-Specific Project Topics 
CCO-Specific PIPs: 


• Increasing the percentage of referrals of pregnant 
women to community substance abuse programs 


• Increasing the percentage of member advance 
directives or Physician Orders for Life-Sustaining 
Treatment (POLST) 


CCO Focus Area:  
• Increasing PCPCH enrollment 
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Information Systems Capabilities Assessment (ISCA)  


Section Score (out of 3.0) Section Score (out of 3.0) 


Information Systems Fully met (2.9) Enrollment Systems Fully met (3.0) 


Staffing Fully met (3.0) Vendor Data Integration Fully met (2.8) 


Hardware Systems Fully met (3.0) Report Production/PM Reports Fully met (2.7) 


Security Partially met (2.1) Provider Data Not met (1.8) 


Administrative Data  Partially met (2.3) Meaningful Use of EHRs Fully met (3.0) 


Key Findings and Areas for Improvement 
Finding #1: CCO monitoring of delegated IT activities 


AllCare has developed a new delegation oversight and audit process to monitor IT security practices, policies and 
procedures of its delegates and partners. The process does not clearly define relationships between the IT and 
business sides of AllCare, nor the roles and responsibilities for different monitoring activities. AllCare expected the 
monitoring of delegates’ and partners’ IT security practices, policies and procedures to be in regular production 
rotation by late 2016. Through the delegation oversight and audit process, AllCare identified a business partner 
that lacked formal IT policies, procedures and processes. The business partner reported working to develop and 
formalize its IT policies, procedures and processes.   


Finding #2: Business continuity/disaster recovery (BC/DR) plans and testing plans 


AllCare reported that it was developing a CCO-level BC/DR plan and planned to create a testing strategy. The CCO 
has identified an alternate recovery site and is working to document this as part of its project to construct a new 
office building. Curry Community Health reported that it is working with a contractor to develop and implement a 
BC/DR plan and a testing plan. Development of this plan was expected to be completed in early 2017. 


AllCare’s provider agencies reported varied stages of BC/DR planning. One agency reported having an informal 
BC/DR plan but had not developed a testing plan or identified a recovery site. Another provider agency reported 
having a BC/DR plan but had not developed a testing plan.   


Finding #3: Zero- and low-dollar claims expectations and monitoring process 


AllCare reported that it does not monitor to ensure that all Medicaid claims are submitted to OHA. The CCO has 
begun educating providers on its expectations regarding zero- and low-dollar claims. PH Tech worked to clarify 
requirements to match the state expectations. At least one provider agency reported that it does not submit 
these type of claims or encounters. Curry Community Health reported that it monitors for zero-dollar claims but 
does not submit such claims. 
Finding #4: Unclear if AllCare is notified when provider leaves Curry Community Health 


Curry Community Health reported that it does not notify AllCare when a provider leaves the agency. AllCare has 
an informal process of reviewing the credentials of all providers listed in the CCO’s provider directory, but the 
credential review would not ensure the accuracy of the provider directory. 
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Cascade Health Alliance (CHA) 
CHA, a wholly owned subsidiary of Cascade Comprehensive Care, LLC (CCC), contracts with OHA to provide 
physical, behavioral and dental health services for OHP members in Klamath County. CCC, a local physician-
owned organization, performs all administrative functions for the CCO. Dental care delivery for enrollees is 
delegated to Advantage Dental and Capitol Dental Care. CHA contracts with Klamath Basin Behavioral Health, 
Lutheran Community Services, Transformation Wellness Center and individual mental health practitioners to 
provide mental health and substance use disorder treatment. NEMT service management is delegated to 
TransLink. 


Compliance with Regulatory and Contractual Standards 


During 2016, HealthInsight Oregon followed up with CHA regarding steps it had taken to address findings and 
recommendations of the 2014 and 2015 compliance reviews. 
• CHA resolved 1 of the 6 findings from 2014 and partially resolved the other 5. 
• The CCO resolved 7, partially resolved 8 and did not resolve 10 of the 25 recommendations from 2014. 
• CHA resolved 2, partially resolved 1 and did not resolve 5 of the 8 findings from 2015. 
• The CCO resolved 6, partially resolved 11 and did not resolve 23 of the 40 recommendations from 2015. 


Performance Improvement Projects (PIPs) 


Statewide PIP on Opioid Safety 
Interventions: 
• Integrate CHA’s Pain Committee with Sky Lakes 


Medical Center to improve efficiency and reduce 
duplication 


• Develop point-of-sale prior authorization 
guidelines for opioid prescriptions ≥ 90 mg MED  


• Add non-opioid treatment options to formulary  
• Add alternative treatment providers to network 


Barriers:  
• Lack of a full-time pharmacist has delayed 


integration efforts 
• Difficulty finding alternative treatment 


providers to sign long-term contracts 


Next steps:  
• Once pain committees have been integrated, begin tracking pain contracts and tapering plans for 


members on ≥ 90 mg MED. 
• Begin implementing point-of-sale prior authorization guidelines at Klamath Basin pharmacies. 
• Negotiate short-term contracts with alternative service providers. 


CCO-Specific Project Topics 
CCO-Specific PIPs: 
• Improve timeliness of prenatal care 
• Increase percentage of members with chronic 


obstructive pulmonary disease who receive a 
pulmonary function test 


CCO Focus Area:  
• Improve patient access at the clinic level by 


reducing no-show appointments  
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Information Systems Capabilities Assessment (ISCA)  


Section Score (out of 3.0) Section Score (out of 3.0) 


Information Systems Partially met with 
a finding (2.7) Enrollment Systems Fully met (2.8) 


Staffing Fully met (3.0) Vendor Data Integration Partially met (2.4) 


Hardware Systems Fully met (2.6) Report Production/PM Reports Fully met (2.9) 


Security Not met (1.7) Provider Data Fully met (2.8) 


Administrative Data  Partially met (2.5) Meaningful Use of EHRs Fully met (2.8) 


Key Findings and Areas for Improvement 
Finding #1: Data-flow diagrams and documentation 


CHA uses multiple data repositories to house claims and encounter data received from multiple partners. CHA 
sends eligibility data to Advantage Dental and Capitol Dental Care. The CCO uses multiple software packages in 
processing, authorizing, reporting and submitting claims/encounters to OHA. In the ISCA interview, CHA described 
sending all claims and encounter data to OHA, but the data-flow diagram CHA submitted did not confirm that 
process.  


Finding #2: Monitoring 


CHA lacked a formal process to monitor IT activities of its delegates or partners. Relationships between the IT and 
business sides of CHA were unclear; roles and responsibilities were not clearly defined for different monitoring 
activities. CHA has begun to determine how to monitor the security policies and practices of partners and 
delegates, and is evaluating how to conduct a review of a partner/delegate’s IT security policies and practices 
before contracting with the partner/delegate. CHA is exploring how to expand its Admin Audit Tool and Dental 
Compliance and Delegated Activity Review documents and processes to monitor the IT security policies and 
practices of partners and delegates. 


Finding #3: Business continuity/disaster recovery (BC/DR) plan 


CHA has developed a BC/DR plan and continues to refine it. It was unclear whether this plan covers all CCO 
functions and services. CHA reported that it has not yet developed a testing plan. 
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Columbia Pacific CCO (CPCCO) 
CPCCO, a wholly owned subsidiary of CareOregon, provides physical, behavioral and dental health services for 
OHP members in Columbia, Clatsop and Tillamook counties. The CCO has a management agreement with 
CareOregon to provide administrative and risk-associated services. CPCCO delegates behavioral health service 
delivery to GOBHI, which subcontracts with Tillamook Family Counseling Center, Clatsop Behavioral Healthcare 
and Columbia Community Mental Health Services. CPCCO contracts for dental services with Moda Health, Capitol 
Dental Care, Advantage Dental and Willamette Dental Group. CPCCO’s utilization management functions are 
shared among CareOregon, GOBHI and the four dental organizations. 


Compliance with Regulatory and Contractual Standards 


During 2016, HealthInsight Oregon followed up with CPCCO regarding steps it had taken to address findings and 
recommendations of the 2014 and 2015 compliance reviews. 
• The CCO resolved 8 and partially resolved 5 of the 13 findings from 2014.  
• Of 44 recommendations in 2014, 12 were resolved, 27 were partially resolved and 5 were not resolved. 
• The CCO resolved 1 and did not resolve 2 of the 3 findings from 2015.  
• Of 29 recommendations in 2015, 8 were resolved, 20 were partially resolved and 1 was not resolved. 


Performance Improvement Projects (PIPs) 


Statewide PIP on Opioid Safety 
Interventions: 


• Intervention #1: Expanded the CCO’s pain 
clinic model into each county served (total of 
119 graduates) 


• Intervention #2: Changing the prescribing 
patterns of local providers through clinician 
education and cultivation of a shared vision 


• Intervention #3: Conducted North Coast 
Opioid Summit in April 2016. Participants 
represented regional clinics, local hospitals, 
drug courts, police departments, school staff 
and the community.  


Barriers:  
• Difficulty filling available pain clinic openings; 


CPCCO is working with private insurers to cover 
pain clinic services for all members. 


Next steps:  
• Continue with the pain clinic model, but work on raising community awareness about the service and 


identifying barriers to member participation. 
• Continue developing or implementing the different strategies listed under Intervention #2. 
• Evaluate the recent Opioid Summit and make decisions about next steps. 


CCO-Specific Project Topics 
CCO-Specific PIPs: 
• Tobacco cessation 
• Timeliness of prenatal care 


CCO Focus Area:  
• Adverse childhood experiences/trauma informed 


care 
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Information Systems Capabilities Assessment (ISCA)  


Section Score (out of 3.0) Section Score (out of 3.0) 


Information Systems Partially met (2.0) Enrollment Systems Fully met (2.6) 


Staffing Fully met (2.8) Vendor Data Integration Fully met (3.0) 


Hardware Systems Fully met (2.6) Report Production/PM Reports Partially met (2.3) 


Security Not met (1.5) Provider Data Partially met (2.4) 


Administrative Data  Not met (1.9) Meaningful Use of EHRs Partially met (2.4) 


Key Findings and Areas for Improvement 
Finding #1: Encounter data certification 


CareOregon handles data submission for CPCCO. It was unclear how the data received from partner organizations 
would be monitored to ensure completeness and accuracy. CareOregon has some processes to check for 
expected/estimated volume and trends. It was unclear if those processes are used in the certification process. 
Currently, CareOregon staff sign the certification for the CCO.  


Finding #2: CCO monitoring of delegated IT activities 


CPCCO did not provide evidence of monitoring and oversight of contracted or partner organizations’ IT systems, 
policies and procedures. During the interview, it was unclear who held the contracts and how many contracts 
were in place. The CCO provided no evidence of a process to monitor provider agencies’ activities related to 
information systems. It was unclear how this function would be split between CCO staff and the CareOregon 
delegation team.  


CareOregon’s delegation team has conducted monitoring of some delegates’ IT activities, but did not have a 
process for monitoring provider agencies. CareOregon reported that it is defining IT monitoring activities.  


Finding #3: Lack of business continuity/disaster recovery (BC/DR) plan 


CareOregon hired a disaster recovery expert to work on its disaster recovery plan, and had an early draft of the 
plan. CareOregon planned to continue working on this plan and develop a testing strategy during 2016. 


Neither CPCCO nor CareOregon maintained a CCO-level BC/DR plan.  


Finding #4: Provider directory 


CPCCO has updated its provider directory since the previous review. However, the directory lists only facility-level 
information for mental health providers and does not provide practitioner details. It is unclear how a member 
would request non-emergent medical transportation services by using the CCO website. 


CPCCO’s website includes links to dental partners’ websites. It appeared that most sites had practitioner-level 
details, but not all websites listed genders and languages spoken. Some websites may have had additional details, 
but links to individual practitioner information may have been broken. This process may be difficult for members 
to navigate.  
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Eastern Oregon CCO (EOCCO) 
EOCCO provides physical, behavioral and dental health services to OHP members in Baker, Gilliam, Grant, Harney, 
Lake, Malheur, Morrow, Sherman, Umatilla, Union, Wallowa and Wheeler counties. The CCO’s daily operations 
are administered by GOBHI and Moda Health. GOBHI provides mental health services through contracts with 
providers, most of which are community mental health programs in its service area. Moda Health provides 
physical health, chemical dependency and vision services. EOCCO provides dental services through contracts with 
Advantage Dental, ODS Community Health and Capitol Dental Care. GOBHI administers the contract with Mid-
Columbia Council of Governments for NEMT services. 


Compliance with Regulatory and Contractual Standards 


During 2016, HealthInsight Oregon followed up with EOCCO regarding steps it had taken to address findings and 
recommendations of the 2014 and 2015 compliance reviews. 
• The CCO resolved 3 and partially resolved 4 of the 7 findings from 2014.  
• Of 27 recommendations in 2014, 15 were resolved, 8 were partially resolved and 4 were not resolved. 
• The CCO resolved all 3 findings from 2015.  
• Of 16 recommendations in 2015, 4 were resolved, 11 were partially resolved and 1 was not resolved. 


Performance Improvement Projects (PIPs) 


Statewide PIP on Opioid Safety 
Interventions: 


• Community education: The Regional Opioid 
Prescribing Group (ROPG) will conduct forums 
in Hermiston, Pendleton, Ontario and John Day, 
and plans to develop a patient resource library.  


• Community health worker (CHW) activities: 
ROPG is developing ways to integrate opioid 
management into CHW training. 


• Provider education: Deliver best-practice 
information and referral resources to help 
providers intervene with members on high 
opioid doses. Track buprenorphine rates to 
demonstrate changing prescribing practices and 
effectiveness of provider education. 


Barriers:  
• Changes in data analytics staffing; EOCCO is 


working with pharmacy to resolve the gap. 
• Providers lack information and resources 


needed to manage chronic opioid users. EOCCO, 
through the ROPG, is developing interventions 
to address this barrier. 


Next steps:  
• Promote May 2016 pain management conference in Medford to the provider network. 
• Distribute materials developed by Grande Ronde Regional and Baker City Saint Alphonsus clinics. 
• Develop a list of regional pain schools and non-pharmacologic resource materials for providers. 
• Recruit a non-physician behaviorist and a physical therapist representative to the ROPG. 
• Provide education about buprenorphine to providers. 


CCO-Specific Project Topics 
CCO-Specific PIPs: 


• Increase adolescent well visits 
• Improve maternity and child health outcomes 


CCO Focus Area:  
• Increase rates of development screening for 


children 0‒6 years old  
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Information Systems Capabilities Assessment (ISCA)  


Section Score (out of 3.0) Section Score (out of 3.0) 


Information Systems Partially met (2.5) Enrollment Systems Fully met (2.7) 


Staffing Fully met (3.0) Vendor Data Integration Fully met (3.0) 


Hardware Systems Fully met (2.6) Report Production/PM Reports Fully met (2.9) 


Security Partially met (2.1) Provider Data Partially met (2.5) 


Administrative Data  Partially met (2.0) Meaningful Use of EHRs Partially met (2.4) 


Key Findings and Areas for Improvement 
Finding #1: Business continuity/disaster recovery (BC/DR) plan 


Moda Health has done some BC/DR planning but is reworking its activities. Testing was planned for summer 2016. 
There appears to be limited planning for loss of the key data center, but there are offsite data replicas. It was 
unclear if any BC/DR planning has occurred that includes the CCO partners or all CCO services.  


GOBHI has a contingency policy in place, but it is high-level and focused on IT. GOBHI staff who assisted in testing 
this policy have a lot of historical knowledge, but the policy lacks sufficient information to enable other personnel 
without that knowledge to perform recovery tasks. GOBHI conducted a test scenario in August 2015; the plan was 
not updated after that test. 


It was unclear how data flows through GOBHI’s information systems and in what order information systems need 
to be restored in the event of a disaster to facilitate recovery of business operations. 


GOBHI has many outsourced or cloud-based solutions. GOBHI’s recovery strategy may need to document contact 
information and items needed to use those services. 


Finding #2: Monitoring 


GOBHI and Moda Health are developing a process for monitoring contracted and partner organizations’ policies, 
procedures and practices related to information systems. GOBHI expected to implement monitoring by summer 
2016. At the time of the review, GOBHI was hiring a person to work with contracted or partner organizations on 
compliance with contract requirements and security best practices.  


Finding #3: Provider payment and updates process 


GOBHI staff perform credentialing decisions for new provider contracts, and inform PH Tech of necessary updates 
and contracting rates. GOBHI has instructed PH Tech to track payment based on the facility’s contracted rates. It 
was unclear if PH Tech could pay for an encounter conducted by a practitioner who has not completed GOBHI’s 
credentialing process.  
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FamilyCare CCO  
FamilyCare, Inc., a 501(c)(4) public benefit corporation, contracts with OHA to provide physical, behavioral and 
dental health services to OHP members in Multnomah, Clackamas, Washington and Marion counties. FamilyCare 
contracts with eight dental plans. FamilyCare contracts with CVS Caremark as its pharmacy benefit manager and 
with Access2Care for NEMT. 


Compliance with Regulatory and Contractual Standards 


During 2016, HealthInsight Oregon followed up with FamilyCare regarding steps it had taken to address findings 
and recommendations of the 2014 and 2015 compliance reviews. 
• The CCO resolved 7 and partially resolved 5 of the 12 findings from 2014.  
• Of 11 recommendations in 2014, 5 were resolved, 5 were partially resolved and 1 was not resolved. 
• The CCO resolved all 3 findings from 2015.  
• Of 11 recommendations in 2015, 1 was resolved and 10 were partially resolved. 


Performance Improvement Projects (PIPs) 


Statewide PIP on Opioid Safety 
Interventions: 


• Provider outreach: Initiated educational 
program with dental prescribers. 


• Comprehensive/alternative pain services 
• Provider education  
• Conducted on-site visits to top prescribing 


clinics by medical directors 
• Existing interventions: Continued to 


implement prior authorization and quantity 
limits policies and procedures 


• Internal data development 
 


Barriers:  
• Mailing had been planned to begin earlier but 


was delayed by timing of internal staff 
education. Training has now been completed. 


• Data needed to facilitate pilot programs were 
incomplete. FamilyCare is building dashboards 
to support data requests. 


• On-site visits are time-consuming to plan, 
implement and follow up. 


• Staffing changes in provider services create a 
barrier to on-site visits. 


• Difficult to achieve clinic-oriented outreach 
when many providers are non-contracted and 
there is no clinic affiliation information.  


Next steps:  
• Begin mailing notifications to top prescribers. Continue providing reports to clinics, adapting elements of 


the reports to meet individual clinic needs. Increase the number of clinics to receive reports. 
• Try to recruit a community provider to participate in a Project ECHO-like program. 
• Analyze acute prescribing of high-dose opioids, focusing on urgent care, emergency department and post-


surgical prescribing. Initial data suggest that acute prescribing might be more problematic for the CCO. 
• Opioid workgroup will develop a program for alternative treatments for chronic pain management. 
• Conduct data analyses of metric and interventions to determine effectiveness. 
• Implement MED-based coding by 4th quarter 2016. 


CCO-Specific Project Topics 
CCO-Specific PIPs: 


• Increasing colorectal cancer screening 
• Increasing adolescent well-child visits 


CCO Focus Area:  
• Improving chronic conditions in the serious and 


persistent mentally ill population 
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Information Systems Capabilities Assessment (ISCA)  


Section Score (out of 3.0) Section Score (out of 3.0) 


Information Systems Fully met (2.8) Enrollment Systems Fully met (2.6) 


Staffing Fully met (3.0) Vendor Data Integration Fully met (3.0) 


Hardware Systems Fully met (3.0) Report Production/PM Reports Fully met (2.8) 


Security Partially met (2.3) Provider Data Fully met (2.7) 


Administrative Data  Partially met (2.4) Meaningful Use of EHRs Fully met (3.0) 


Key Findings and Areas for Improvement 
Finding #1: CCO monitoring of delegated IT activities 


FamilyCare reported that it does not conduct monitoring and oversight of contracted or partner organizations’ IT 
systems, policies and procedures. FamilyCare has developed a Provider Office Site Review Checklist that includes 
reviewing the IT systems and policies and procedures used by a provider or other type of partner organization. 
The CCO submitted the new checklist for review after the ISCA interview.  


FamilyCare plans to phase the new checklist into operations during regularly scheduled site visits to provider 
offices in late 2016 and 2017. 


Finding #2 : Encounter data certification 


PH Tech handles data submission for FamilyCare. PH Tech submits a copy of the CIM database, provider master 
database and various tables once a month. It was unclear if FamilyCare receives copies of the 837 files that  
PH Tech submits to OHA. FamilyCare is developing additional reports and processes to augment the current 
certification process used by the Claims Department assistant manager to sign the encounter data certification for 
the CCO. 
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Greater Oregon Behavioral Health, Inc. (GOBHI)  
GOBHI, a managed mental health organization (MHO), manages the OHP mental health benefit in 22 rural Oregon 
counties and provides services through local community mental health programs. GOBHI’s governing board 
includes county commissioners of Columbia, Umatilla and Union counties, provider network representatives and 
consumers. Most MHO activities are delegated to the county mental health authorities, which receive a capitation 
payment to deliver services for enrollees. 
Compliance with Regulatory and Contractual Standards 


During 2016, HealthInsight Oregon followed up with GOBHI regarding steps it had taken to address findings and 
recommendations of the 2014 and 2015 compliance reviews. GOBHI had made progress in addressing many 
findings that were carried over from 2012, though several findings remained unresolved or only partially resolved. 
More work is needed to bring GOBHI into full compliance with its MHO contract and federal Medicaid regulations 
in the following areas: 
• Delivery network 
• Policies and procedures 
• Tracking of second opinions, seclusion and restraint and access to interpretation and materials in alternative 


formats and languages  
• Oversight of delegated activities  
• Oversight of quality management program 
• Practice guidelines 
• Management data specific to MHO enrollees 


Performance Improvement Projects (PIPs)  


As of the 2016 review, GOBHI had not developed either PIP beyond identifying and justifying the study topic 
(Standard 1 of the review protocol). By the time of the 2017 review, GOBHI is expected to have completed 
Standards 2–5 (study design) and 8 (improvement strategies) and to have supplied partial information for 
Standards 6 (study results) and 7 (interpretation of results). 
Older Adult PIP (score = 14 out of 85, Not met) 
GOBHI’s data review indicated underutilization of mental health services by adults over age 60. The MHO decided 
to focus this PIP on improving the service penetration rate for older adults. GOBHI stated that its first step would 
be to identify the causes of low referrals and utilization. This topic clearly relates to quality of care for MHO 
enrollees since the target population does not appear to be receiving needed services. HealthInsight Oregon 
reviewed GOBHI’s documentation and assigned a score of 85 (Substantially met) for Standard 1. 


Children 0‒6 Years Old Primary Care PIP (score = 17 out of 85, Not met) 
GOBHI’s data review indicated underutilization of services by young Hispanic children (0–6 years of age). This PIP 
will focus on improving the service penetration rate for young Hispanic children in Umatilla and Malheur counties, 
the counties with the highest percentage of GOBHI’s target population. GOBHI documented the importance of the 
topic, its relevance to the local population and the topic prioritization process. The MHO identified a possible root 
cause for lower access by this population and briefly described its selected intervention. HealthInsight Oregon 
assigned a score of 100 (Fully met) for Standard 1. 
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Information Systems Capabilities Assessment (ISCA)  


Section Score (out of 3.0) Section Score (out of 3.0) 


Information Systems Partially met (2.2) Enrollment Systems Fully met (2.8) 


Staffing Fully met (2.8) Vendor Data Integration Fully met (2.6) 


Hardware Systems Fully met (2.6) Report Production/PM Reports Fully met (2.7) 


Security Not met (1.9) Provider Data Partially met (2.5) 


Administrative Data  Partially met (2.1) Meaningful Use of EHRs Partially met (2.4) 


Key Findings and Areas for Improvement 
Finding #1: Encounter data certification 


PH Tech handles data submission for GOBHI, sending reports to GOBHI of what the providers submit. GOBHI is 
using these reports in a specialized cleanup process and is trying to determine how to use these data and reports 
on an ongoing basis. GOBHI is working to evolve its processes to ensure data completeness and accuracy.  


GOBHI signs the attestation that data are accurate based on PH Tech’s data submission to OHA. GOBHI is working 
with PH Tech and providers on processes to ensure the completeness and timeliness of the data. 


Finding #2: Monitoring 


GOBHI is developing a process for monitoring contracted and partner organizations’ policies, procedures and 
practices related to information systems. GOBHI expected to implement monitoring by summer 2016. At the time 
of the review, GOBHI was hiring a person to work with contracted or partner organizations on compliance with 
contract requirements and security best practices. 


Finding #3: Provider payment and updates process 


GOBHI staff perform credentialing decisions for new provider contracts that are added. Staff members inform  
PH Tech of necessary updates and contracting rates. GOBHI has instructed PH Tech to track payment based on the 
facility’s contracted rates.  


It was unclear if PH Tech could pay for an encounter with a practitioner who has not completed the GOBHI 
credentialing process. It was unclear if this process would need to change in March 2016 when NPI numbers for 
the rendering practitioner must be used. It was unclear how additional practitioners would be added to the 
provider directory. 
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Health Share of Oregon  
Health Share contracts with OHA to provide physical, behavioral and dental health services to OHP members in 
Multnomah, Washington and Clackamas counties. The CCO contracts with 16 risk-accepting entities (RAEs). 
Activities delegated to RAEs include network planning, monitoring and maintaining access, credentialing, care 
coordination/case management, pharmacy benefit management, claims payment, customer service and 
utilization management. The CCO has workgroups and committees charged with fully integrating behavioral and 
physical health and dental services. The CCO retains adjudication of final appeals and oversight of QI activities. 


Compliance with Regulatory and Contractual Standards 


During 2016, HealthInsight Oregon followed up with Health Share regarding steps it had taken to address findings 
and recommendations of the 2014 and 2015 compliance reviews. 
• The CCO resolved all 4 findings from 2014.  
• The CCO resolved all 20 recommendations from 2014. 
• No findings arose from Health Share’s 2015 compliance review.  
• Of 12 recommendations in 2015, 10 were resolved and 2 were partially resolved. 


Performance Improvement Projects (PIPs) 


Statewide PIP on Opioid Safety 
Interventions: 


• Patient education and engagement―distribute 
materials to members about the new opioid 
prescribing policy and need for tapering plans 


• Provider education and engagement (e.g., 
learning collaborative, pain conference, 
continuing medical education) 


• Expand access to effective alternatives (e.g., 
acupuncture, physical therapy, aqua therapy) 


• Implement new opioid prescribing limits 
• Increase actionable data 
• Increase leadership priority and buy-in  


Barriers:  
• Kaiser Permanente (KP) nurses lacked tools or 


knowledge to hold difficult conversations with 
members. The nurses are receiving appropriate 
training. 


• KP members have filed complaints about 
changes to the opioid prescribing guidelines. 


• Challenging to develop a process of working 
with high opioid-prescribing providers and 
clinics that is sustainable and not punitive. 


• Tuality Health Alliance (THA) is not receiving 
accurate pharmacy data. 


Next steps:  
• Health plan partners will continue existing interventions. 
• One of Kaiser’s clinics will test a review board model for new opioid starts. 
• Providence Health Plan will reevaluate its Pathways to Treat provider tool, develop a regional case review 


process and reschedule the pain symposium. 
• THA will meet face to face with providers about back pain coverage and opioid prescribing practices. 
• Health Share will develop a dashboard to provide to each of its RAEs on a monthly basis. 


CCO-Specific Project Topics 
CCO-Specific PIPs: 


• Improving maternal and infant outcomes using 
a new model of care (Project Nurture) 


• Designing and implementing foster care 
medical home models of care  


CCO Focus Area:  
• Improving rate of effective contraception use  
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Information Systems Capabilities Assessment (ISCA)  


Section Score (out of 3.0) Section Score (out of 3.0) 


Information Systems Fully met (3.0) Enrollment Systems Fully met (2.8) 


Staffing Fully met (2.8) Vendor Data Integration Partially met with 
a finding (2.6) 


Hardware Systems Fully met (3.0) Report Production/PM Reports Fully met (3.0) 


Security Not met (1.8) Provider Data Partially met with 
a finding (2.8) 


Administrative Data  Partially met (2.5) Meaningful Use of EHRs Partially met (2.4) 


Key Findings and Areas for Improvement 
Finding #1: Business continuity/disaster recovery (BC/DR) plan 


Health Share is developing a CCO-level BC/DR plan; CCO management was reviewing a draft plan at the time of 
the ISCA interview. CCO management expects to continue to define critical functions, systems and resources that 
need to be maintained in the event of a disaster.  


Health Share reported that it has developed a plan for supporting the phone systems and network infrastructure 
during a disaster. The CCO is evaluating how the use of virtual workstations could facilitate disaster recovery and 
business continuity plans. 


Finding #2: Monitoring of business partners and PH Tech 


Health Share did not provide evidence of monitoring and oversight of PH Tech for processing of claims and 
encounter data. 


Several of Health Share’s business partners contract with PH Tech to process claims and encounter data. PH Tech 
submits claims and encounter data to Health Share on behalf of those business partners. It was unclear if Health 
Share would be able to ensure the completeness and accuracy of business partners’ data submitted to the CCO by 
PH Tech based on the current level of monitoring. 
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InterCommunity Health Network (IHN)  
IHN, a wholly owned subsidiary of Samaritan Health Services, contracts with OHA to provide physical, behavioral 
and dental health services for OHP members in Benton, Lincoln and Linn counties. IHN is managed by Samaritan 
Health Plan Operations (SHPO), and all CCO staff members are SHPO employees. IHN contracts with the three 
counties for behavioral health services, and with Advantage Dental, Capitol Dental Care, ODS Community Health 
and Willamette Dental Group to provide dental care for members. 


Compliance with Regulatory and Contractual Standards 


During 2016, HealthInsight Oregon followed up with IHN regarding steps it had taken to address findings and 
recommendations of the 2014 and 2015 compliance reviews. 
• The CCO resolved 3 and partially resolved 4 of the 7 findings from 2014.  
• Of 29 recommendations in 2014, 11 were resolved, 10 were partially resolved and 8 were not resolved. 
• The CCO resolved 2 and partially resolved 2 of the 4 findings from 2015.  
• Of 29 recommendations in 2015, 13 were resolved, 15 were partially resolved and 1 was not resolved. 


Performance Improvement Projects (PIPs) 


Statewide PIP on Opioid Safety 
Interventions: 


• Conduct general public and provider education 
o 16 urgent care providers received education 


from IHN’s chief medical officer (CMO) 
o 57 providers were educated through the 


regional task force 
o 8 providers on Pharmacy and Therapeutics 


Committee received education 
o 151 providers attended the continuing 


medical education offering 
o 20 leaders attended training in managing 


chronic conditions 
o 70 members received direct education 


through a class led by the CMO 
• Implement prescription opioid limits 


o 87 providers and 964 members were sent 
letters about the new policy  


Barriers:  
• None 


Next steps:  
• Continue current interventions. 


CCO-Specific Project Topics 
CCO-Specific PIPs: 


• Reducing preventable hospitalizations 
• Deploying care teams to reduce emergency 


department utilization 


CCO Focus Area:  
• Improving the oral health of pregnant women 
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Information Systems Capabilities Assessment (ISCA)  


Section Score (out of 3.0) Section Score (out of 3.0) 


Information Systems Fully met (2.8) Enrollment Systems Partially met (2.5) 


Staffing Fully met (3.0) Vendor Data Integration Partially met (2.4) 


Hardware Systems Fully met (3.0) Report Production/PM Reports Partially met (2.0) 


Security Not met (1.8) Provider Data Partially met (2.4) 


Administrative Data  Partially met (2.0) Meaningful Use of EHRs Fully met (3.0) 


Key Findings and Areas for Improvement 
Finding #1: Lack of business continuity/disaster recovery (BC/DR) plan 


IHN did not maintain a CCO-level BC/DR plan, though IHN’s parent organization has a draft plan. IHN has a pilot 
project underway to develop a CCO-level plan based on the parent organization’s plan. IHN planned to continue 
working on this plan and developing a testing strategy during 2016. 


Finding #2: Historical gaps in mental health data 


In September 2013, IHN began receiving mental health encounters directly from providers and county mental 
health facilities. The CCO no longer contracts with PH Tech to administer mental health data. Mental health claims 
and encounters from the first three to four months of CCO operations were not migrated into IHN’s Facets system 
due to data integrity issues. At the time of the ISCA review, these data were not in a database and not available 
for reporting.  
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Jackson Care Connect (JCC)  
JCC, a wholly owned subsidiary of CareOregon, contracts with OHA to provide physical, behavioral and dental 
health services for OHP members in Jackson County. JCC has an agreement with Jackson County Health and 
Human Services (JCHHS) to provide mental health services, and CareOregon provides physical health services. 
CareOregon performs many administrative and operational activities on the CCO’s behalf. JCC delegates dental 
service delivery to Willamette Dental Group, Capitol Dental Care, Moda Health and Advantage Dental; and NEMT 
services to TransLink.  


Compliance with Regulatory and Contractual Standards 


During 2016, HealthInsight Oregon followed up with JCC regarding steps it had taken to address findings and 
recommendations of the 2014 and 2015 compliance reviews. 
• The CCO resolved 5, partially resolved 5 and did not resolve 5 of the 15 findings from 2014.  
• Of 45 recommendations in 2014, 12 were resolved, 16 were partially resolved and 17 were not resolved. 
• The CCO resolved 1, partially resolved 2 and did not resolve 1 of the 4 findings from 2015.  
• Of 25 recommendations in 2015, 11 were resolved, 12 were partially resolved and 2 were not resolved. 


Performance Improvement Projects (PIPs) 


Statewide PIP on Opioid Safety 
Interventions: 
• JCC-specific interventions 


o Use claims data to identify subgroups of 
opiate users and refine outreach to providers 
based on users’ primary characteristics 


o Communicate to providers about lowering the 
medication limit; offer technical assistance by 
behavioral health and CCO medical director 


• Joint interventions with regional collaborative: 
With other southern Oregon CCOs, develop joint 
strategies around community education, provider 
education, pain management modalities and 
medication-assisted treatment 


Barriers:  
• Inconsistencies between internal and OHA 


study metric data make it difficult to identify 
and understand the study population. 


• Large number of pain specialists in the area is a 
disincentive for primary care providers to 
manage their own patients. Treatment of 
chronic pain by a specialist increases the 
fragmentation of patient care. 


• Collaboration among CCOs has been difficult 
due to lack of time, physical distance between 
organizations, different operating structures.  


Next steps:  
• Continue to distribute quarterly reports on high opioid users to providers. 
• JCC’s behavioral health team, pharmacist and medical director will continue to reach out to providers and 


clinics with the most patients on a quarterly basis. 
• JCC’s pharmacist will begin to incorporate additional actionable data (patient lists) as they are received. 


Pharmacist will begin retrospective review of members previously identified as achieving MED goal, and 
will begin to provide tapering technical assistance to providers.  


CCO-Specific Project Topics 
CCO-Specific PIPs: 


• Improving prenatal and perinatal care 
• Adolescent well care and behavioral health 


integration 


CCO Focus Area:  
• Focus on high utilizers 
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Information Systems Capabilities Assessment (ISCA)  


Section Score (out of 3.0) Section Score (out of 3.0) 


Information Systems Partially met (2.1) Enrollment Systems Partially met (2.4) 


Staffing Fully met (2.8) Vendor Data Integration Fully met (3.0) 


Hardware Systems Fully met (2.6) Report Production/PM Reports Partially met (2.4) 


Security Not met (1.6) Provider Data Partially met (2.4) 


Administrative Data  Not met (1.9) Meaningful Use of EHRs Partially met (2.4) 


Key Findings and Areas for Improvement 
Finding #1: Encounter data certification 


CareOregon handles data submission for JCC. It was unclear how JCC would monitor data received from partner 
organizations to ensure completeness and accuracy. CareOregon has some processes to check for expected/ 
estimated volume and trends, but it was unclear if those processes are used in certification. Currently, 
CareOregon staff sign the certification for the CCO. The CCO is transitioning this function to CCO staff. 


Finding #2: Monitoring 


JCC did not provide evidence of monitoring and oversight of contracted or partner organizations’ IT systems, 
policies and procedures. The 2015 Jackson County Utilization Management Team (JC-UMT) delegation oversight 
review included a health information system corrective action plan that has been completed. During the ISCA 
interview, it was unclear who held the contracts and how many contracts were in place. It was unclear how 
monitoring would be divided between CCO staff and the CareOregon team. CareOregon’s delegation oversight 
unit conducted a review of JC-UMT but was in the process of adding organizations and IT monitoring. 


Finding #3: Lack of business continuity/disaster recovery (BC/DR) plan 


JCC did not maintain a CCO-level BC/DR plan. CareOregon hired a disaster recovery expert to work on its disaster 
recovery plan. CareOregon planned to continue working on this plan and developing a testing strategy in 2016. 


Finding #4: JC-UMT enrollment checks 


JC-UMT relies on providers to check eligibility before delivering services. JC-UMT checks eligibility at the time of 
authorization but not at the time of the claims payment. The JC-UMT profiler system does not have access to 834 
enrollment data. There may be post-payment mechanisms that could reconcile some of these payments. 


Finding #5: Provider directory 


JCC has updated its provider directory since the previous review. JCC has a directory of physical health providers, 
but not of mental health or dental practitioners in Jackson County. It was unclear how a member might find 
mental health provider-level detail. Also, some views of the physical provider directory do not display gender or 
specialty, but those items are searchable.  


JCC’s provider directory shows dental agencies without practitioner-level information or DCO assignment 
information. The portal may confuse members because they can obtain practitioner-level information from the 
website, but then they must follow a link located in a separate area of the website for each contracted DCO. 
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PacificSource Central Oregon (PSCS-CO)  
PacificSource Community Solutions, based in Bend, is the Medicaid line of business for PacificSource Health Plans, 
serving CCO members through PSCS-CO and PSCS-Columbia Gorge. PSCS-CO serves OHP members in Deschutes, 
Jefferson and Crook counties. Each CCO has its own governing council with oversight from a subsidiary board of 
directors. PacificSource contracts with Deschutes County Health Services for mental health services and substance 
use disorders; with Caremark for pharmacy benefit management; and with Advantage Dental, Capitol Dental Care, 
Willamette Dental Group and Moda Health for dental services. 


Compliance with Regulatory and Contractual Standards 


During 2016, HealthInsight Oregon followed up with PSCS-CO regarding steps it had taken to address findings and 
recommendations of the 2014 and 2015 compliance reviews. 
• The CCO partially resolved both of the 2 findings from 2014.  
• Of 20 recommendations in 2014, 14 were resolved, 5 were partially resolved and 1 was not resolved. 
• The CCO partially resolved all 4 findings from 2015.  
• Of 22 recommendations in 2015, 9 were resolved, 11 were partially resolved and 2 were not resolved. 


Performance Improvement Projects (PIPs) 


Statewide PIP on Opioid Safety 
Interventions: 


• Promote safer prescribing practices 
o Limit opioid dosing threshold to <120 mg 


MED 
o Reduce co-prescribing of opioids and 


benzodiazepines 
• Increase prescription drug monitoring program 


(PDMP) enrollment and usage 
o Continue to implement pharmacy prior 


authorization process that requires 
attestation of PDMP enrollment 


Barriers:  
• Definition of target population is delayed as the 


issue of whether or not to include members on 
buprenorphine has not been decided. 


• Creation of mailing processes has taken longer 
than expected due to multiple pre-approval 
processes and the need to create processes to 
accommodate new technology. 


• Need to coordinate efforts of multiple entities 
around the PDMP to avoid burdening providers 
with multiple requests for their time. 


Next steps:  
• Finalize data analysis process and begin distributing accurate lists of members on ≥120 mg MED, 


regenerating old reports if revisions are necessary. 
• Develop process to identify members who are co-prescribed opiates and benzodiazepines; provide lists of 


these members to providers on a monthly basis.  
• Conduct PDMP training in May 2016. 
• If Deschutes County receives grant to improve PDMP usage, work collaboratively with grant project staff. 


CCO-Specific Project Topics 
CCO-Specific PIPs: 


• Improving post-partum care 
• Integrating chronic pain management into 


primary care 


CCO Focus Area:  
• Increasing preventive care to members with 


serious and persistent mental illness 
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Information Systems Capabilities Assessment (ISCA)  


Section Score (out of 3.0) Section Score (out of 3.0) 


Information Systems Partially met (2.4) Enrollment Systems Partially met (2.5) 


Staffing Fully met (2.8) Vendor Data Integration Fully met (3.0) 


Hardware Systems Fully met (3.0) Report Production/PM Reports Partially met (2.4) 


Security Partially met (2.0) Provider Data Partially met (2.5) 


Administrative Data  Partially met (2.0) Meaningful Use of EHRs Partially met (2.4) 


Key Findings and Areas for Improvement 
Finding #1: Encounter data certification 


PH Tech is submitting final data directly to OHA, and PSCS-CO is not receiving a copy of the submitted data. The 
CCO stated it continues to monitor trends related to the encounter and claims data and is developing additional 
reports to more completely reflect all CCO services. After the PH Tech transition, PSCS-CO worked to determine 
what additional reports were needed to monitor the data submission process. These new and existing reports are 
being used to support the CCO’s attestation process. 
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PacificSource Columbia Gorge (PSCS-CG)  
PacificSource Community Solutions, based in Bend, is the Medicaid line of business for PacificSource Health Plans, 
serving CCO members through PSCS-CG and PSCS-Central Oregon. PSCS-CG serves OHP members in Hood River 
and Wasco counties. Each CCO has its own governing council with oversight from a subsidiary board of directors. 
PacificSource contracts with contracts with Mid-Columbia Center for Living for mental health services and 
substance use disorders; with Caremark for pharmacy benefit management; and with Advantage Dental, Capitol 
Dental Care, and Moda Health for dental services. 


Compliance with Regulatory and Contractual Standards 


During 2016, HealthInsight Oregon followed up with PSCS-CG regarding steps it had taken to address findings and 
recommendations of the 2014 and 2015 compliance reviews. 
• The CCO partially resolved both of the 2 findings from 2014.  
• Of 21 recommendations in 2014, 14 were resolved, 6 were partially resolved and 1 was not resolved. 
• The CCO resolved all 4 findings from 2015.  
• Of 18 recommendations in 2015, 8 were resolved, 9 were partially resolved and 1 was not resolved. 


Performance Improvement Projects (PIPs) 


Statewide PIP on Opioid Safety 
Interventions: 


• Charter a Pain and Opioid Treatment Work 
Group to advise the CCO’s Clinical Advisory 
Panel and disseminate recommendations to 
providers and members 


• Promote safer prescribing practices  
o Adherence to a ≥ 120mg MED opiate limit 
o Avoidance of polypharmacy 


• Increase prescription drug monitoring program 
(PDMP) enrollment and usage 
o CCO is developing a PDMP training 


Barriers:  
• Barriers to a successful community strategy: 


o Limited access to Suboxone prescribers 
o Limited treatment options for chronic pain 


members with “below the line” diagnoses 
o Competing demands and priorities for PCPs 


affects participation in workgroup 
o Strong member resistance to decreasing 


opioid limits 
o Providers lack experience with difficult 


patient conversations 


Next steps:  
• Pain and Opioid Treatment Work Group will meet monthly and develop interventions in accordance with 


their charter, including PDMP education and assistance to providers. 
• Develop process to identify members who are co-prescribed opiates and benzodiazepines; provide lists of 


these members to providers on a monthly basis.  
• Conduct PDMP training in May 2016. 
• Continue to refine data analysis process. 


CCO-Specific Project Topics 
CCO-Specific PIPs: 


• Improving postpartum care 
• Integrating chronic pain management into 


primary care 


CCO Focus Area:  
• Increasing preventive care to members with 


serious and persistent mental illness  
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Information Systems Capabilities Assessment (ISCA)  


Section Score (out of 3.0) Section Score (out of 3.0) 


Information Systems Partially Met (2.4) Enrollment Systems Partially met (2.5) 


Staffing Fully met (3.0) Vendor Data Integration Fully met (3.0) 


Hardware Systems Fully met (3.0) Report Production/PM Reports Partially met (2.4) 


Security Partially met (2.0) Provider Data Partially met (2.5) 


Administrative Data  Partially met (2.0) Meaningful Use of EHRs Partially met (2.4) 


Key Findings and Areas for Improvement 
Finding #1: Encounter data certification 


PH Tech is submitting final data directly to OHA, and PSCS-CG is not receiving a copy of the data. The CCO stated 
that it continues to monitor trends related to encounter and claims data and is developing additional reports to 
more completely reflect all CCO services. After the PH Tech transition, PSCS-CG worked to determine which 
additional reports were needed to monitor the data submission process. These new and existing reports are being 
used to support the CCO’s attestation process. 
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PrimaryHealth of Josephine County (PHJC)  
PHJC, owned by Oregon Health Management Services (OHMS), provides physical, behavioral and dental health 
services for OHP members in Josephine County. OHMS sub-delegates mental health service delivery to Options for 
Southern Oregon; dental services to Capitol Dental Care, Advantage Dental, Willamette Dental Group, and Moda 
Health; and NEMT to TransLink.  


Compliance with Regulatory and Contractual Standards 


During 2016, HealthInsight Oregon followed up with PHJC regarding steps it had taken to address findings and 
recommendations of the 2014 and 2015 compliance reviews. 
• The CCO resolved 5, partially resolved 4 and did not resolve 1 of the 10 findings from 2014.  
• Of 18 recommendations in 2014, 7 were resolved, 10 were partially resolved and 1 was not resolved. 
• The CCO resolved 5 and partially resolved 2 of the 7 findings from 2015.  
• Of 22 recommendations in 2015, 18 were resolved, 4 were partially resolved. 


Performance Improvement Projects (PIPs) 


Statewide PIP on Opioid Safety 
Interventions: 


• Community education  
• Support and assist providers in reducing 


prescription opioids 
• Pain management modalities 


o CCO helped sponsor chronic pain group 
classes in Josephine County. 


• Medication-Assisted Treatment (MAT) 
o CCO is working with Choices Counseling 


Center to open a MAT clinic. 


Barriers:  
• New limits might be a challenge and burden to 


PCPs that serve chronic pain patients 
• Lack of alignment among CCOs regarding 


chronic pain management 
• Previous pain resiliency pilot program lost 


funding due to low patient participation, low 
provider engagement and poor coordination 
with other resources 


• Very few providers of buprenorphine in 
Josephine County 


Next steps:  
• Develop an educational video, culturally and linguistically appropriate member education materials and 


other messaging (social media, public service announcements, etc.). 
• Develop small toolkit (including tapering agreement, schedule, letters and materials) primarily focused on 


benefit changes. Collaborate with drug detail representative to spread the policy message. 
• Develop community-based meetings to discuss benefit changes and distribute toolkits. 
• After review and analyses, recommend a model of care to inform Center of Excellence development. 
• Collect data and information on the Josephine County pain classes and share with the larger group. 
• Open MAT clinic in Grants Pass.  


CCO-Specific Project Topics 
CCO-Specific PIPs: 


• Design and implement a local medical maternal 
health home 


• Reduce emergency department utilization by 
moderate utilizers  


CCO Focus Area:  
• Implement Mental Health First Aid in the 


community 
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Information Systems Capabilities Assessment (ISCA)  


Section Score (out of 3.0) Section Score (out of 3.0) 


Information Systems Fully met (2.9) Enrollment Systems Fully met (3.0) 


Staffing Fully met (3.0) Vendor Data Integration Partially met with 
a finding (2.6) 


Hardware Systems Fully met (2.6) Report Production/PM Reports Fully met (2.7) 


Security Partially met with 
a finding (2.6) 


Provider Data Fully met (2.9) 


Administrative Data  Partially met (2.4) Meaningful Use of EHRs Fully met (3.0) 


Key Findings and Areas for Improvement 
Finding #1: Lack of integrated business continuity/disaster recovery (BC/DR) plan 


PHJC developed a draft BC/DR plan and continues to refine it. PHJC is updating the plan to support virtualization 
of production servers. It was unclear whether this plan covers all CCO functions and services. PHJC has scheduled 
plan testing for 2017. 


Finding #2: Informal process for monitoring data flow to ensure submission of all data 


PHJC uses an informal process to monitor encounter trends for CCO services. The CCO should devote attention to 
capitated services due to the lack of incentive for an agency or partner organization to supply encounter data for 
these services. Monitoring for over- or underutilization of anticipated services will allow the CCO to address any 
issues early and minimize potential negative impacts on actuarial rates and performance measure calculations. 


Finding #3: Monitoring IT policies and procedures of providers and other partner organizations 


Intelligenz, on behalf of PHJC, has contracted with Amazon Web Services and PeHS for key production IT services 
and functions. Intelligenz submitted some IT policies and procedures, but it was unclear whether Intelligenz has 
developed or expanded its current policies, procedures and practices sufficiently to cover these new IT services 
and functions.  
PHJC has developed a process for monitoring contracted and partner organizations’ policies and procedures 
related to information systems. The CCO expected this monitoring process to be in full use sometime in 2017. 


Finding #4: NEMT data not being submitted to OHA 


As of the interview date, PHJC had not successfully submitted NEMT claims and encounter data to the state. PHJC 
is working with TransLink, its NEMT service provider, to resolve issues with submission of the 837 data. 
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Trillium Community Health Plan (TCHP)  
TCHP, a wholly owned subsidiary of Centene Corp., contracts with OHA to provide physical, behavioral and dental 
health services for OHP members in Lane County and portions of other counties. Trillium Behavioral Health (TBH) 
provides behavioral health services for TCHP members. TCHP delegates to TBH the responsibility to establish and 
maintain the provider network needed to support behavioral services, utilization management, credentialing for 
behavioral health services and care coordination. TCHP provides dental services through contracts with 
Willamette Dental Group, Advantage Dental, Capitol Dental Care and Moda Health. NEMT services are delegated 
to RideSource. 


Compliance with Regulatory and Contractual Standards 


During 2016, HealthInsight Oregon followed up with TCHP regarding steps it had taken to address findings and 
recommendations of the 2014 and 2015 compliance reviews. 
• The CCO resolved 3, partially resolved 1 and did not resolve 1 of the 5 findings from 2014.  
• Of 25 recommendations in 2014, 10 were resolved, 10 were partially resolved and 5 were not resolved. 
• The CCO partially resolved 1 and did not resolve 2 of the 3 findings from 2015.  
• Of 18 recommendations in 2015, 5 were resolved, 7 were partially resolved and 6 were not resolved. 


Performance Improvement Projects (PIPs) 


Statewide PIP on Opioid Safety 
Interventions: 


• Clinical Advisory Panel adopted the Centers for 
Disease Control and Prevention (CDC) 
guidelines on opioid prescribing. 


• Disseminate CDC guidelines to providers on 
laminated reference sheets. 


• Conduct Living Well with Chronic Pain classes. 


Barriers:  
• Lack of staff delayed implementation of 


interventions. 


Next steps:  
• Once staff is hired and trained, implement interventions to offer and increase access to physical therapy 


or acupuncture and to behavioral health for managing chronic pain. 


CCO-Specific Project Topics 
CCO-Specific PIPs: 


• Reducing preventable hospital readmissions 
• Improving depression screening 


CCO Focus Area:  
• Decreasing tobacco use during pregnancy 
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Information Systems Capabilities Assessment (ISCA)  


Section Score (out of 3.0) Section Score (out of 3.0) 


Information Systems Fully met (3.0) Enrollment Systems Fully met (3.0) 


Staffing Fully met (2.8) Vendor Data Integration Fully met (3.0) 


Hardware Systems Fully met (2.8) Report Production/PM Reports Fully met (2.9) 


Security Not met (1.9) Provider Data Fully met (2.8) 


Administrative Data  Not met (1.6) Meaningful Use of EHRs Fully met (3.0) 


Key Findings and Areas for Improvement 
Finding #1: Business continuity/disaster recovery (BC/DR) plan 


TCHP’s BC/DR plan was being updated at the time of the ISCA review. Centene, the parent organization, has a 
BC/DR plan for its enterprise data center. TCHP plans to continue working on this plan and developing a testing 
strategy during 2016. TCHP submitted additional documentation detailing plans for updating the BC/DR plan and 
the expectation of testing the updated plan in the second quarter of 2017. 


Finding #2: Monitoring 


Centene is developing a new vendor oversight program that TCHP expects to use for monitoring and oversight of 
contracted and partner organizations’ IT and security practices, procedures and policies. Centene is evaluating 
who will be the business owner for this process. It was unclear how TCHP will implement this program and 
communicate it to providers and other partner organizations. 


Finding #3: Attestation process 


It was unclear how TCHP monitors the submission of claims and encounter data by provider agencies. TCHP was 
not sure how the CCO and/or Centene would know if the volume of claims being submitted by providers was 
within expected norms. The onsite interview revealed that the TCHP staff member tasked with monitoring of data 
submission trends was unaware that NEMT claims and encounters had not been successfully submitted to OHA in 
several months. 


Finding #4: NEMT data not monitored or submitted to OHA 


TCHP contracts with RideSource (Lane Transit District) to provide NEMT services. TCHP reported that as of mid-
September 2016, NEMT claims and encounter data had not been successfully submitted to OHA since the CCO’s IT 
operations were migrated to Centene’s corporate data center in June. Centene and TCHP were attempting to 
resolve these issues, resume regular submission of NEMT claims and encounter data to OHA and ensure that the 
backlogged claims are processed and submitted. 


TCHP has not yet determined a strategy to monitor NEMT data for completeness. The ride vendor is responsible 
for ensuring that the transportation request has an associated appointment. The CCO needs to determine 
appropriate monitoring activities to ensure that transportation services have a corresponding encounter (e.g., a 
physician office visit). 
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Umpqua Health Alliance (UHA)  
Douglas County Independent Practice Association dba UHA is the CCO for Douglas County. UHA contracts with 
Community Health Alliance (CHA) to provide mental health outpatient services; with ADAPT to provide substance 
use disorder treatment; with GOBHI to manage access to inpatient psychiatric services; with MedInsight for 
pharmacy benefits management; and with Advantage Dental and Willamette Dental Group for dental services. 


Compliance with Regulatory and Contractual Standards 


During 2016, HealthInsight Oregon followed up with UHA regarding steps it had taken to address findings and 
recommendations of the 2014 and 2015 compliance reviews. 
• The CCO resolved 5, partially resolved 5 and did not resolve 3 of the 13 findings from 2014.  
• Of 35 recommendations in 2014, 9 were resolved, 6 were partially resolved and 20 were not resolved. 
• The CCO partially resolved 3 and did not resolve 2 of the 5 findings from 2015.  
• Of 26 recommendations in 2015, 2 were resolved, 11 were partially resolved and 13 were not resolved. 


Performance Improvement Projects (PIPs) 


Statewide PIP on Opioid Safety 
Interventions: 


• Monitoring of opioid policy, guidelines and 
adherence by CCO’s Pain Committee  


• Ongoing implementation of the prior 
authorization process 


• Ongoing implementation of new opioid 
medication guidelines 


• Ongoing provision of education and CME 
• Ongoing case reviews conducted as needed 
• Ongoing support for providers and clinics that 


have large drug-seeking patient populations 


Barriers:  
• Provider compliance with opioid policy 


guidelines: The Pain Committee chair and CCO 
pharmacist meet with individual providers who 
are “reticent to change.” 


Next steps:  
• Continue existing interventions 


CCO-Specific Project Topics 
CCO-Specific PIPs: 


• Identification of addiction issues in pregnancy 
• Decreasing utilization of the emergency 


department 


CCO Focus Area:  
• Increasing PCPCH enrollment 
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Information Systems Capabilities Assessment (ISCA)  


Section Score (out of 3.0) Section Score (out of 3.0) 


Information Systems Partially met with 
a finding (2.7) 


Enrollment Systems Partially met (2.4) 


Staffing Fully met (3.0) Vendor Data Integration Fully met (3.0) 


Hardware Systems Fully met (3.0) Report Production/PM Reports Partially met with 
a finding (2.6) 


Security Partially met (2.1) Provider Data Fully met (2.9) 


Administrative Data  Partially met (2.5) Meaningful Use of EHRs Fully met (3.0) 


Key Findings and Areas for Improvement 
Finding #1: Attestation sign-off 


UHA receives reports of the claims and encounter data that ABCT submits to OHA. UHA performs attestation 
based on those reports. It was unclear who would monitor data received from partner organizations to ensure 
data completeness and accuracy. 


Finding #2: Disaster recovery planning 


UHA has developed a business continuity/disaster recovery plan and continues to refine it. It was unclear whether 
this plan covers all CCO functions and services. UHA reported that it had not yet developed a testing plan. 


Finding #3: Provider monitoring 


No documentation was submitted showing that the delegate was monitoring providers. The CCO performs only 
limited monitoring of GOBHI’s IT functions. The CCO lacked a formal process to monitor IT activities of its 
delegates or partners. Relationships between the IT and business sides of the CCO were unclear; roles and 
responsibilities were not clearly defined for different monitoring activities. 


Finding #4: Provider is not verifying enrollment at time of service 


One provider agency stated that it checks eligibility only when billing for the claim/encounter. 


Finding #5: Enrollment data components received from OHA “unloadable” in Plexis CM 


The daily 834 file received from OHA contained components that were unloadable into the Plexis CM system. It 
was unclear what UHA and ABCT were doing to resolve this situation. 


Finding #6: Reconciliation issues due to full capitation payment not being received by CHA 


CHA reported problems reconciling capitation payment for UHA members assigned to CHA. CHA reported that it 
receives a capitation payment without information on which member services the payment covers. UHA reduces 
CHA’s capitation payment when a CHA-assigned member receives care from a non-CHA provider. 
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Western Oregon Advanced Health (WOAH) 
Based in Coos Bay, WOAH provides physical, behavioral and dental health services to OHP members in Coos and 
Curry counties. Behavioral health services are delegated to Coos Health and Wellness, Curry Community Health 
and ADAPT. Advantage Dental is delegated to provide dental services, manage the dental network, conduct 
utilization review and provide training, credentialing and oversight of dental care providers. WOAH contracts with 
TransLink to provide NEMT services. 


Compliance with Regulatory and Contractual Standards 


During 2016, HealthInsight Oregon followed up with WOAH regarding steps it had taken to address findings and 
recommendations of the 2014 and 2015 compliance reviews. 
• The CCO resolved 7 and partially resolved 2 of the 9 findings from 2014.  
• Of 34 recommendations in 2014, 26 were resolved, 5 were partially resolved and 3 were not resolved. 
• The CCO resolved 3 and partially resolved 1 of the 4 findings from 2015.  
• Of 18 recommendations in 2015, 9 were resolved and 9 were partially resolved. 


Performance Improvement Projects (PIPs) 


Statewide PIP on Opioid Safety 
Interventions: 


• Participated in a Heroin Town Hall organized by 
law enforcement in May 2016.  


• Supporting the opening of an Opioid Treatment 
Program (OTP) in 2017; supporting the local 
Federally Qualified Health Center in developing 
its own office-based OTP. 


• Working with Lines for Life to present an Opioid 
Summit in fall 2016. 


• Facilitated regular meetings of a Community 
Opioid Guidance Group to promote 
communication and coordination among 
community partners and providers. 


• Supported North Bend Medical Center (NBMC) 
to conduct quarterly education programs for 
providers in Coos and Curry counties.  


Barriers:  
• Provider resistance: Some providers feel the 


CDC opioid guidelines are not appropriate; 
others do not want to change treatment that 
appears to be “working” for their patients. 


• Lack of prescribing providers: Patients report 
difficulty in finding providers willing to treat 
people on chronic opioids.  


• Delay in receiving member-specific data has 
delayed member and provider outreach. 


• Medication-Assisted Treatment access: The 
OTP will not be functional until early 2017.  


Next steps:  
• Continue to support NBMC quarterly education events. 
• Begin planned regional collaborative interventions in October 2016. 
• Conduct an Opioid Summit in fall 2016. 
• Conduct a care manager conference to train care managers in motivational interviewing techniques and 


difficult conversation skills. 


CCO-Specific Project Topics 
CCO-Specific PIPs: 


• Reducing preventable hospital readmissions 
• Reducing co-prescribing of benzodiazepines 


and opioids 


CCO Focus Area:  
• One Key Question implementation 
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Information Systems Capabilities Assessment (ISCA)  


Section Score (out of 3.0) Section Score (out of 3.0) 


Information Systems Fully met (2.7) Enrollment Systems Fully met (2.8) 


Staffing Fully met (3.0) Vendor Data Integration Fully met (3.0) 


Hardware Systems Partially met (2.4) Report Production/PM Reports Fully met (2.7) 


Security Partially met (2.1) Provider Data Partially met with 
a finding (2.8) 


Administrative Data  Not met (1.9) Meaningful Use of EHRs Fully met (3.0) 


Key Findings and Areas for Improvement 
Finding #1: Remote access 


DOCS employees have remote user access when sharing hardware, saving data to local storage devices and 
remote printing. WOAH employees do not often handle protected health information (PHI) and other confidential 
data while working. Remote access that allows local printing and/or saving data to local storage increases the 
potential and associated risk of a breach of either PHI or confidential company data by allowing these data to be 
printed on devices that are not properly secured. 
Finding #2: Lack of current policies and procedures 


WOAH is developing a strategy to work with delegates and partners to create, maintain and update policies. The 
CCO will determine if some policies can be CCO-level and may not need to be duplicated by partners. WOAH has 
some policies in draft format, and delegates have some draft policies and policies in need of updates. WOAH plans 
to purchase, install and implement policy tracking software to better enable the CCO to maintain policies. 


Finding #3: CCO monitoring of delegated IT activities 


WOAH did not provide evidence of monitoring and oversight of contracted or partner organizations’ IT systems, 
policies and procedures. Also, WOAH provided no evidence of processes to monitor provider agencies’ activities 
related to information systems. 


Finding #4: NEMT monitoring and data submission to OHA 


As of the ISCA interview, NEMT encounter data had not yet been submitted to state. WOAH later reported that all 
backlogged NEMT encounter data were submitted to the state as required. 


WOAH has not yet determined policies and procedures for monitoring NEMT data. The ride vendor is responsible 
for monitoring that the transportation request has an associated appointment. The CCO needs to determine 
monitoring practices and/or reports to ensure that transportation services have a corresponding service that has 
been delivered (e.g., a physician office visit). 


Finding #5: Provider directory 


WOAH has contracted with a new vendor to redesign and support its website. Members can now search on 
multiple provider attributes, but cannot search for specific types of behavioral health providers. Members are 
redirected to the dental provider network (DPN) websites for dental provider information, but members cannot 
search for specific types of dental health providers on the DPN websites. WOAH uses informal processes for 
adding providers to or removing providers from the provider directory. 
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Willamette Valley Community Health (WVCH) 
WVCH contracts with OHA to provide physical, behavioral and dental health services for OHP members in Marion 
and Polk counties. WVCH delegates many day-to-day operational activities to Willamette Valley Provider Health 
Authority, such as utilization and medical management, care management, disease management and 
credentialing. WVCH delegates behavioral health service delivery to Mid-Valley Behavioral Care Network; 
customer service, claims processing and information systems to PH Tech; dental services to Moda Health, Capitol 
Dental Care, Advantage Dental and Willamette Dental Group; pharmacy services to MedImpact; and NEMT 
services to the Salem-Keizer Transit District. 


Compliance with Regulatory and Contractual Standards 


During 2016, HealthInsight Oregon followed up with WVCH regarding steps it had taken to address findings and 
recommendations of the 2014 and 2015 compliance reviews. 
• The CCO resolved 7 and partially resolved 2 of the 9 findings from 2014.  
• Of 32 recommendations in 2014, 19 were resolved, 11 were partially resolved and 2 were not resolved. 
• The CCO resolved 2, partially resolved 2 and did not resolve 1 of the 5 findings from 2015.  
• Of 27 recommendations in 2015, 15 were resolved, 10 were partially resolved and 2 were not resolved. 


Performance Improvement Projects (PIPs) 


Statewide PIP on Opioid Safety 
Interventions: 


• Revise the CCO’s preauthorization process with 
new criteria for prescribing opioids at >120 mg 
MED/day for new non-cancer pain 


• Quantity and duration limits/tapering program: 
members on >120 mg; six-month taper for 
long-acting opioids, two-month taper for short-
acting opioids 


• Remove preauthorization criteria for physical 
and occupational therapy for members 
tapering off opioids and receiving an evaluation 
from pain management specialists 


Barriers:  
• Resistance by some physicians to using a pain 


contract. WVCH’s Pharmacy and Therapeutics 
Committee will develop strategies to address 
this barrier. 


 


Next steps:  
• Continue the current interventions without changes. 


CCO-Specific Project Topics 
CCO-Specific PIPs: 


• Tobacco cessation and prevention 
• Deploying care teams to improve care and 


reduce preventable or unnecessary utilization 
by “super users” 


CCO Focus Area:  
• Increasing the percentage of members assigned 


to a PCPCH 
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Information Systems Capabilities Assessment (ISCA)  


Section Score (out of 3.0) Section Score (out of 3.0) 


Information Systems Partially met (2.1) Enrollment Systems Fully met (2.6) 


Staffing Fully met (3.0) Vendor Data Integration Fully met (3.0) 


Hardware Systems Fully met (3.0) Report Production/PM Reports Partially met (2.2) 


Security Not met (1.4) Provider Data Partially met (2.5) 


Administrative Data  Partially met (2.2) Meaningful Use of EHRs Fully met (3.0) 


Key Findings and Areas for Improvement 
Finding #1: Encounter data certification 


PH Tech is contracted to submit encounter data on behalf of WVCH. WVCH has increased the contractual 
expectations of PH Tech’s role in this process. WVCH does not appear to be receiving copies of the 837 data 
submitted on its behalf. It was unclear how WVCH would monitor data received from partner organizations to 
ensure completeness and accuracy of the data. PH Tech has some processes to check for expected/estimated 
volume and trends. WVCH staff sign the certification documentation. 


Finding #2: Business continuity/disaster recovery plan 


WVCH has added to PH Tech’s contract that it will participate in a recovery exercise later in 2016 to train all 
delegates regarding CIM and what to do if CIM is unavailable.  


Many of the delegates have plans in draft form. WVCH is working to develop a strategy for the different plans and 
how they would interact or work together. 


Finding #3: CCO monitoring of delegated IT activities 


WVCH has begun the delegate monitoring process by understanding and augmenting contracted relationships. As 
part of this process, WVCH has started holding additional meetings to help communicate issues and work through 
roles and responsibilities. WVCH is planning to conduct additional oversight and monitoring in the future. WVCH 
has hired additional staff and is determining strategy and processes. 


Finding #4: Provider directory 


WVCH has updated its provider directory since the previous review. The CCO’s website contains agency-level 
information for many types of services such as dental or mental health. WVCH has included updated information 
on how to access transportation services. 
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Yamhill Community Care Organization (YCCO) 
YCCO, located in McMinnville, is a private not-for-profit organization, formerly a subsidiary of CareOregon. The 
CCO provides physical, dental and behavioral health services for OHP members in Yamhill County and parts of 
Polk, Marion and Washington counties. YCCO subcontracts with Yamhill County Health and Human Services to 
manage behavioral health services; with CareOregon to administer physical health services and provide 
administrative and management support; with Advantage Dental, Capitol Dental Care, and ODS Community 
Health for dental services; and with First Transit for NEMT services. 


Compliance with Regulatory and Contractual Standards 


During 2016, HealthInsight Oregon followed up with YCCO regarding steps it had taken to address findings and 
recommendations of the 2014 and 2015 compliance reviews. 
• The CCO resolved 6, partially resolved 4 and did not resolve 2 of the 12 findings from 2014.  
• Of 45 recommendations in 2014, 31 were resolved, 9 were partially resolved and 5 were not resolved. 
• The CCO resolved 4, partially resolved 5 and did not resolve 2 of the 11 findings from 2015.  
• Of 38 recommendations in 2015, 14 were resolved, 14 were partially resolved and 10 were not resolved. 


Performance Improvement Projects (PIPs) 


Statewide PIP on Opioid Safety 
Interventions: 


• Share CCO and provider-level trending data on 
opioid prescribing and ED utilization 


• Implement community prescribing guidelines/ 
provider education on system resources, 
including prescription drug monitoring program 
(PDMP) registration, work flow, etc. 


• Implement alternative payment model (APM), 
with add-on payments for practices with no 
members on >120 mg MED 


• Community coordination/education 
o Created a Controlled Substance Quality 


Oversight Committee to assist providers 
o Community health workers conduct Living 


Well with Chronic Disease classes 


Barriers:  
• Little ability to access the PDMP program data. 


The CCO reached out to providers and asked 
them to report on their enrollment and use in 
day-to-day practice.  


Next steps:  
• Continue site visits and sharing data on chronic users and breakdown of various MED levels. 
• Disseminate updated guidelines to providers; analyze data on the adoption of the guidelines. 
• Explore how to promote the PDMP among providers not using the tool.  
• Continue to evaluate APM strategies on a quarterly basis. 


CCO-Specific Project Topics 
CCO-Specific PIPs: 


• Increase PCPCH enrollment 
• Increase/improve adolescent well-care visits 


CCO Focus Area:  
• Reduce emergency department utilization 
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Information Systems Capabilities Assessment (ISCA)  


Section Score (out of 3.0) Section Score (out of 3.0) 


Information Systems Fully met (2.8) Enrollment Systems Fully met (2.9) 


Staffing Partially met (2.4) Vendor Data Integration Fully met (3.0) 


Hardware Systems Fully met (3.0) Report Production/PM Reports Partially met (2.5) 


Security Not met (1.7) Provider Data Fully met (2.8) 


Administrative Data  Partially met (2.0) Meaningful Use of EHRs Fully met (3.0) 


Key Findings and Areas for Improvement 
Finding #1: Backup media improperly handled 


YCCO is not encrypting backup media. The backup media are connected to a server in a small closet during the 
week. YCCO uses two USB external drives as backup media. Each Friday, a staff member brings the USB external 
drive back into YCCO’s office and exchanges it with the external drive currently connected to the server. This staff 
member then takes the USB external drive removed from the server to staff member’s personal residence. 


Finding #2: Monitoring 


YCCO did not provide evidence of monitoring and oversight of contracted or partner organizations’ IT systems, 
policies and procedures. YCCO provided no evidence of a process to monitor provider agencies’ activities related 
to information systems. It was unclear how this function would be split between CCO staff and the CareOregon 
delegation team.  
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Opioid Metrics for Statewide PIP – Primary Considerations 


In June 2015, Acumentra Health conducted a literature review and identified a list of potential metrics for the second Statewide PIP on 


opioid misuse and abuse. The list was reviewed by the Oregon Health Authority (OHA) Office of Health Analytics department and 


several members of the Acumentra Health Prescription Drug Monitoring Program (PDMP) research team. In its review, the OHA 


Analytics Department conducted an initial scan for feasibility based on the following criteria: availability of metric specifications, 


amount of development work required to operationalize the metrics, and data availability. These metrics were also reviewed and 


recommended by the Healthy Columbia Willamette Collaborative opioid monitoring workgroup. 


Note: The OHA Office of Analytics department recommends a secondary review to identify (and draft if needed) numerator and 


denominator statements and confirm data sources for the potential metrics identified as most feasible prior to final adoption. 


 


Metric Metric Source Health Analytics comments Acumentra Health comments 


Percentage of patients on 
opioid doses >120 mg 
Morphine Equivalent 
Dosage (MED) per day 


PQA1, 
Washington State 2 
 


Feasible with existing data 
 
 Analytics would recommend adopting 


specifications based on the Pharmacy 
Quality Alliance (PQA) measures and the 
work already done in Oregon, rather than 
the Washington State guidelines. 


 PQA specifications are available online, 
and include denominator statements and 
MED calculations and measurement year.  


 PQA specifications will need some 
development work before operationalizing 
in claims data, e.g., opioid medications 
are listed by drug name rather than NDC.  


 Note this measure, as written here, would 
include all patients, regardless of cancer 
or other underlying chronic conditions. 


 There is some question regarding the 
best cut off of MED to define highest 
risk (120 vs 100 or less). That 
discussion shouldn’t distract from the 
fact that using MED/day is an 
effective way to evaluate opioid use 
and risk. 


 Consider population definition 
(chronic user vs acute, non-cancer). 
The PQA measure defines 
population as “The proportion (XX 
out of 1,000) of individuals without 
cancer receiving a daily dosage of 
opioids greater than 120 morphine 
equivalent dosage (MED) for 90 
consecutive days or longer” 


 CDC has tool kit for calculating MED 
that includes NDC for most opioids 
and Acumentra team has extensive 
experience as needed in this area. 
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 Be aware that the timeframe 
definition for MED (per day vs per 
180days) will have impact on 
absolute value. (e.g. using the “days 
supply” field from dispensing 
pharmacist in claims data will give 
max dose per day that could be 
used, rather than how person is 
using it especially true for  directions 
“as needed”. For this reason, the 
measure is more meaningful for 
chronic users of opioids. 


 
The proportion (XX out of 
1000) individuals without 
cancer receiving a opioid 
prescriptions from four (4) or 
more prescribers AND four 
(4) or more pharmacies 


PQA1, Veterans 
Administration 
/Dept Of Defense 3 


Feasible with existing data 
 
 PQA includes a third measure, which are 


both of the measures combined 
(individuals with both >120MED and 4x4) 


 This commonly used measure targets 
areas of potential diversion. Unlike 
MED, there isn’t evidence that this 
“4x4” measure correlates to risk of 
overdose or death. 


 


ED visits with ICD-9-CM 
codes indicative of opioid 
adverse drug events (ADEs) 


AHRQ, VA, DOD, 
CDC, SAMHSA 3 


Feasible with existing data 
 
 Measure could be connected to the 


existing emergency department utilization 
measure denominator.  


 Codes for ADE available from an AHRQ 
project. 


 Considerations: Will claims be 
connected to prescription? How will 
the time period be defined? Is there a 
large enough individual yearly CCO 
study population that can 
demonstrate improvement? 


Inpatient stays with ICD-9-
CM codes indicative of 
opioid ADEs 


AHRQ, DOD 3 


Feasible with existing data 
 
 Measure could be based on existing 


HEDIS measures to identify inpatient 
stays.  


 Codes for ADE available from an AHRQ 
project.” 


 Considerations: Will claims be 
connected to prescription? How will 
the time period be defined? Is there a 
large enough individual yearly CCO 
study population that can 
demonstrate improvement? 


Proportion of patients with 
evidence of a serious 
adverse effect that might be 
related to opioid therapy in 


VA 3 


Feasible with existing data.  
 Analytics would recommend adopting the 


adverse event code list from the AHRQ 
measure listed below.” 


 Other considerations:  “What 
datasets would be used to capture 
adverse events? Claims? Verify 
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the 6 months following an 
opioid prescription. 


reliability of data to connect event 
with opioid.” 


Proportion of patients with 
overlapping prescriptions for 
an outpatient opioid and a 
benzodiazepine  


VA 3,, Group 
Health  
Federal 
Interagency 
Workgroup for 
Opioid ADEs4-6 


Feasible with existing data. 
 
 May be able to use other measure options 


as starting place for defining the 
medication lists.” 


 Evaluating overlap can be difficult 
and definitions of overlap vary. 


 Important to define benzodiazepine 
correctly so as not to exclude those 
used to treat seizure. Acumentra 
team could support as needed. 
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Opioid Metrics for Statewide PIP – Secondary Considerations 


In June 2015, Acumentra Health conducted a literature review and identified a list of potential metrics for the second Statewide PIP on 


opioid misuse and abuse. The list was reviewed by the Oregon Health Authority (OHA) Office of Health Analytics department and 


several members of the Acumentra Health Prescription Drug Monitoring Program (PDMP) research team. In its review, the Analytics 


Department stated that it “conducted an initial scan for feasibility based on the following criteria: availability of metric specifications, 


amount of development work required to operationalize the metrics, and data availability.”  


Below are three tables: the first table lists metrics that Health Analytics determined may be feasible, but only with considerable 


developmental work; the second is a list of metrics that were not recommended by Health Analytics, and the third is a list of metrics 


that could be adopted as process measures by the individual CCOs.  


Table 1: Measure is feasible, with reservations: 


Metric Metric Source Health Analytics comments Acumentra Health comments 


Enrollment of 90 % of 
Emergency Department 
(ED) providers with the 
Prescription Drug Monitoring 
Program (PDMP) 


Washington State1 


“May be feasible with existing data, but 
development work required and the resulting 
metric will be messy.  
 
 Note this was not a metric as much as a goal 


Washington State set for themselves as one 
of seven “best practices” in 2012. Hospitals 
self-attested that they were implementing 
these best practices and there was no 
standardized reporting.  


 Enrollment = registered / account holder with 
PDMP. 


 Conversation with Oregon’s Prescription Drug 
Monitoring Program indicated that registration 
does not require providers to list their NPI – it 
is an optional field. We may be able to match 
provider data from CCOs’ provider network 
adequacy reports to those providers 
registered with PDMP to identify the % of ED 
providers within CCOs networks that are 


 
 Registration does not equal use 


of the PDMP. 
 Challenging to access user  


registration or utilization data 
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“enrolled” with the PDMP, but more 
discussion is needed with analysts to 
determine full feasibility.” 


Percentage of patients 
receiving long-term opioid 
therapy who had a care plan 
documented in the 
electronic health record  


Group Health  
Federal 
Interagency 
Workgroup for 
Opioid ADEs 
(FIW)2,3 


“Feasible only if EHR-based reporting is 
developed. Metric could theoretically be adopted 
with annual “paper” chart review, but would result 
in limited ability for CCOs to monitor progress with 
more frequent data and is not a recommended 
approach.  
 
 Note all providers in this study appear to have 


been on the same EHR. Operationalizing this 
metric will require a build that works for 
multiple EHR platforms and vendors.  


 Also note that in the study, the care plan was 
dependent on prescribing clinician tools in the 
EHR that supported a guideline. Does Oregon 
already have an adopted guideline, or would 
one need to be adopted before we could 
proceed? 


 Long-term therapy definitions exist in other 
publications from Group Health. E.g., >90 
days with 120+ days supply or 10+ opioid 
prescriptions in a given year. 1 


 Would align the timeframe with the PIP 
measurement year, although there are 
challenges in quarterly versus full year 
reporting in EHR-based measurement.” 


 


 
There are conflicting definitions of 
‘long term’ in the literature.  
 
 


Proportion of patients 
receiving an opioid 
prescription that received 
the following (1) drug screen 
for non-opioid abusable 
substances; (2) drug screen 


VA 4 


May be feasible, but not recommended without 
further testing and development work.  
 
 Need to determine whether the qualifying 


opioid prescription is a new prescription in a 
certain period of time (e.g., following a clean 
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for heroin/morphine; and (3) 
drug screen for non-
morphine opioid compounds 


medication history period) or any opioid 
prescription regardless of history.  


 May be timeframe issues – does the drug 
screen need to happen before the prescription 
or any time in the measurement year?  


 We may not be able to different between drug 
screenings to ensure that all three occurred 
(as opposed to general drug screening that 
we are tracking through SBIRT). 


Number of new opioid 
prescriptions that are for a 
high-dose opioid formulation 
 


VA 4 


Feasible, but not recommended without additional 
modification, and the development work needed.  
 Note this measure as written would include all 


patients, regardless of cancer or other 
underlying chronic conditions that other 
measure options exclude.  


 Also need to identify timeframe and whether 
the measure is focused on the total number of 
prescriptions, or a rate per 1,000 member 
months (for example). 


 
Agree 
 


 


Table 2: Measure is not recommended for statewide PIP 


Metric Metric Source Health Analytics comments Acumentra Health comments 


Proportion of opioid therapy 
patients who receive any of 
the following treatments 
within the year: (1) coping 
skills/stress management 
training; (2) psychotherapy 
procedures 


VA 4 


“Feasible with existing data, but not 
recommended.  
 More testing needed to determine the coding 


or potential lack of coding for skills / stress 
training available in claims data, as well as to 
define the broad bucket of “psychotherapy 
procedures. 


 Note this measure as written would assume 
that any skills / stress training and/or 
psychotherapy procedures are directly linked 
to the cause or condition. 
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Proportion of opioid therapy 
patients who receive 
treatments to increase 
activity including: (1) PT; (2) 
OT; (3) special populations 
therapy; (4) recreational 
therapy; (5) pain clinic; and 
(6) others 


VA 4 


Feasible, but not recommended given the 
development work needed to define all codes for 
all activities.  
 Note the underlying assumption that any of 


these treatments are directly linked to the 
cause or condition that the patient is taking 
opioids for.” 


 
 


Number of patients on long-
term opioid therapy who have 
evidence of mental health 
assessment 


  
FIW 2,3 


Feasible, but not recommended given the 
development work and modifications needed.  
 This metric would likely be developed as a 


hybrid from several of the other measures 
listed here.  


 Could use definitions from long-term opioid 
therapy from Group Health work referenced 
above.  


 Could base mental health assessments off 
our DHS Custody or Follow-up after 
Hospitalization for Mental Illness measure 
specifications.  
Agree timeframe will need discussion – is the 
assessment supposed to happen within the 
same timeframe as the long-term use, or 
prior, or within a certain time of a new 
prescription?  


 
  


Deaths due to opioid 
overdose CDC 4 


Feasible with death certificate data, but not 
recommended.  
 Vital statistics has a code list that they use for 


reporting “drug induced deaths” which could 
be disaggregated.  


 Vital statistics already reports on opioid use 
as its own specific category. See 2013 data 
book. 


 Note the number of deaths due to opioids in 
the 2013 data book is VERY small (n<10) and 
that is already for the general population, prior 


 
Very small numbers statewide, and 
broken down by CCO wouldn’t be 
very helpful, difficult to show 
improvement, etc.  
 
Also, there is no standard definition 
for morbidity or mortality codes 
related to opioid ADEs. 
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to any stratification by Medicaid or other 
demographics.   


 


 


Table 3: Other Potential Process Measures 


Metric Metric Source Health Analytics comments Acumentra Health comments 


Patients on long-term opioid 
therapy given a toxicology screen 
prior to initiating therapy and at 
least once a year while on long-
term opioid therapy 


FIW 2,3 


“Feasible with some development 
work.  
 Note this measure is a 


process measure rather than 
more outcomes focused; thus 
may be more appropriate for a 
CCO or practice or hospital to 
adopt in support of the PIP 
rather than statewide PIP 
metric.  


 Could use definitions for long-
term opioid therapy from the 
Group Health work referenced 
above.  


 Timeframe is clearer than 
other metric options.  


 Defining toxicology screen 
codes would take some 
development work, but should 
be fairly straightforward.” 


 


Proportion of opioid therapy 
patients with evidence of 
medication management or 
pharmacy reconciliation 


VA 4 


 Not recommended as a 
statewide PIP metric, but 
could be a good process 
measure for a CCO, practice, 
or hospital to adopt in support 
of the PIP. 
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 Not feasible in claims data. 
We cannot currently monitor 
any medication management 
or medication reconciliation 
without chart review or EHR-
based reporting.” 
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INDEPENDENT AUDITORS’ REPORT 


 


To the Board of Trustees of 
HealthInsight 


Report on the Financial Statements 


We have audited the accompanying financial statements of HealthInsight (a nonprofit organization), 
which comprise the Statements of Financial Position as of June 30, 2016 and 2015, and the related 
Statements of Activities and Cash Flows for the years then ended, and the related notes to the financial 
statements.  


Management’s Responsibility for the Financial Statements 


Management is responsible for the preparation and fair presentation of these financial statements in 
accordance with accounting principles generally accepted in the United States of America; this includes 
the design, implementation, and maintenance of internal control relevant to the preparation and fair 
presentation of financial statements that are free from material misstatement, whether due to fraud or 
error. 


Auditors’ Responsibility 


Our responsibility is to express an opinion on these financial statements based on our audits. We 
conducted our audits in accordance with auditing standards generally accepted in the United States of 
America and the standards applicable to financial audits contained in Government Auditing Standards, 
issued by the Comptroller General of the United States. Those standards require that we plan and perform 
the audits to obtain reasonable assurance about whether the financial statements are free from material 
misstatement. 


An audit involves performing procedures to obtain audit evidence about the amounts and disclosures in 
the financial statements. The procedures selected depend on the auditor’s judgment, including the 
assessment of the risks of material misstatement of the financial statements, whether due to fraud or error. 
In making those risk assessments, the auditor considers internal control relevant to the entity’s preparation 
and fair presentation of the financial statements in order to design audit procedures that are appropriate in 
the circumstances, but not for the purpose of expressing an opinion on the effectiveness of the entity’s 
internal control. Accordingly, we express no such opinion. An audit also includes evaluating the 
appropriateness of accounting policies used and the reasonableness of significant accounting estimates 
made by management, as well as evaluating the overall presentation of the financial statements. 


We believe that the audit evidence we have obtained is sufficient and appropriate to provide a basis for 
our audit opinion. 


Opinion 


In our opinion, the financial statements referred to above present fairly, in all material respects, the 
financial position of HealthInsight as of June 30, 2016 and 2015, and the changes in its net position and 
its cash flows for the years then ended in accordance with accounting principles generally accepted in the 
United States of America. 
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Other Matters 


Other Information 


Our audit was conducted for the purpose of forming an opinion on the financial statements as a whole. 
The accompanying schedule of expenditures of federal awards, as required by the Uniform Guidance, is 
presented for purposes of additional analysis and is not a required part of the financial statements. Such 
information is the responsibility of management and was derived from and relates directly to the 
underlying accounting and other records used to prepare the financial statements. The information has 
been subjected to the auditing procedures applied in the audit of the financial statements and certain 
additional procedures, including comparing and reconciling such information directly to the underlying 
accounting and other records used to prepare the financial statements or to the financial statements 
themselves, and other additional procedures in accordance with auditing standards generally accepted in 
the United States of America. In our opinion, the information is fairly stated, in all material respects, in 
relation to the financial statements as a whole. 


Other Reporting Required by Government Auditing Standards 


In accordance with Government Auditing Standards, we have also issued our report dated November 21, 
2016, on our consideration of HealthInsight’s internal control over financial reporting and on our tests of 
its compliance with certain provisions of laws, regulations, contracts, and grant agreements and other 
matters. The purpose of that report is to describe the scope of our testing of internal control over financial 
reporting and compliance and the results of that testing, and not to provide an opinion on internal control 
over financial reporting or on compliance. That report is an integral part of an audit performed in 
accordance with Government Auditing Standards in considering HealthInsight’s internal control over 
financial reporting and compliance. 
 


B2a CPAs 
B2a, CPAs 
November 21, 2016
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HealthInsight 
Consolidated Statements of Net Position 


For the Years Ending June 30, 2016 and 2015 
 


See accompanying notes to financial statements 3 


2016 2015
Assets


Current Assets
Cash and Cash Equivalents (Note 2) 2,412,324$       2,808,599$       
Investments (Note 3) 3,170,863         3,314,018         
Accounts Receivable - Federal Direct Contracts 3,710,227         2,306,648         


1,879,576         1,214,770         
Accounts Receivable - Employee and Other 20,810              33,819              
Prepaid Expenses 421,410            649,991            


Total Current Assets 11,615,210       10,327,845       
Capital Assets (Note 6)


Furniture and Equipment 2,146,285         3,216,136         
Leasehold Improvements 169,639            273,052            


Total Capital Assets 2,315,924         3,489,188         
Accumulated Depreciation (1,733,489)        (2,851,840)        


Net Capital Assets 582,435            637,348            
Other Assets


Intangible Assets, Net -                   2,148                
Deposits 126,972            122,078            
Other Investments (Note 3) 74,640              74,640              


Total Other Assets 201,612            198,866            
Total Assets 12,399,257$      11,164,059$      


Liabilities and Net Position
Current Liabilities


Accounts Payable 692,468$          643,427$          
Unearned Revenue -                   735,149            
Other Current Liabilities 14,670              1,956                
Accrued Vacation Expense 732,795            651,680            
Accrued Payroll Expenses 903,689            604,910            


Total Current Liabilities 2,343,622         2,637,122         
Total Liabilities 2,343,622         2,637,122         


Net Position
Unrestricted Net Position 10,055,635       8,526,937         


Total Net Position 10,055,635       8,526,937         
Total Liabilities and Net Position 12,399,257$      11,164,059$      


Accounts Receivable - Federal Pass-Through, 
  Other Contracts, and Grants
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HealthInsight 
Consolidated Statements of Cash Flows 


For the Years Ending June 30, 2016 and 2015 
 


See accompanying notes to financial statements 4 


2016 2015
Unrestricted Net Position
Revenue and Support


Federal Direct Contracts 14,876,066$          10,487,027$          
Federal Pass-Through Contracts 10,087,578            10,340,405            
Other Contracts, Grants and Revenue 308,830                 697,611                 
Net Investment (120,330)                49,797                   
 on Sale of Assets (1,541)                   (43,940)                 


Total Unrestricted Revenue and Support 25,150,603            21,530,900            
Expenses


Accounting and Auditing 37,170                   44,600                   
Board of Trustee Fees 3,591                    10,435                   
Data Processing and Line Charges 195                       1,538                    
Depreciation and Amortization 264,242                 252,458                 
Dues, Registrations and Subscriptions 300,523                 233,582                 
Employee Education and Relations 32,137                   49,977                   
Insurance - Employee Benefits 1,292,032              1,135,479              
Insurance - Corporate 61,928                   60,700                   
Legal 24,341                   40,224                   
Maintenance 123,401                 97,917                   
Meetings and Conferences 41,022                   48,267                   
Miscellaneous 162,371                 121,466                 
Office Supplies 89,782                   76,018                   
Other Outside Professional Services 693,185                 515,171                 
Payroll Taxes 958,339                 973,475                 
Pension  (Note 5) 908,620                 955,569                 
Physician Consultants -                        30,535                   
Postage and printing 97,358                   78,058                   
Recruiting 68,809                   129,619                 
Rent - Occupancy (Note 8) 742,141                 761,586                 
Rent - Equipment 28,984                   12,574                   
Salaries 12,472,636            11,705,800            
Services 363,480                 230,828                 
Small Equipment Purchases (Note 1) 52,794                   21,204                   
Subcontract 3,518,205              2,246,406              
Taxes and Licenses 94,117                   61,622                   
Telephone 251,990                 269,821                 
Temporary Office Labor 270,894                 99,551                   
Training 24,892                   27,870                   
Travel 607,324                 546,054                 
Utilities 35,402                   37,154                   


Total Expenses 23,621,905            20,875,558            


1,528,698              655,342                 
Net Position at Beginning of Year 8,526,937              7,871,595              


Net Position at End of Year 10,055,635$          8,526,937$            


Change in Unrestricted Net Position
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HealthInsight 
Consolidated Statements of Cash Flows 


For the Years Ending June 30, 2016 and 2015 
 


See accompanying notes to financial statements 5 


2016 2015
Cash Flows from Operating Activities


Change in Net Position 1,528,698$            655,342$               
Adjustments to Reconcile Change in Net Position to


Net Cash Provided (Used) by Operating Activities
Depreciation and Amortization 264,242                 252,458                 
 on Sale of Assets 1,541                    43,940                   
Net Investment 120,330                 (49,797)                 


Decrease (Increase) in Operating Assets
Accounts Receivable (2,055,376)             276,631                 
Prepaid Expenses 228,581                 (529,576)                
Deposits (4,894)                   (20,000)                 


Increase (Decrease) in Operating Liabilities
Accounts Payable 49,041                   210,433                 
Unearned Revenue (735,149)                (1,084,910)             
Other Current Liabilities 12,714                   1,000                    
Accrued Vacation Expense 81,115                   (51,789)                 
Accrued Payroll Expenses 298,779                 (143,109)                
Net Cash Provided (Used) by Operating Activities (210,378)$              (439,377)$              


Cash Flows from Investing Activities
Acquisition of Capital Assets (208,722)                (534,186)                
Proceeds from Disposition of Assets -                        726                       
Proceeds from Sale of Investments -                        1,217,384              
Purchase of Investments 22,825                   (2,197,093)             


Net Cash Provided (Used) by Investing Activities (185,897)                (1,513,169)             


Cash Flows from Financing Activities
Net Cash Provided (Used) by Financing Activities -                        -                        


Net Increase (Decrease) in Cash and Cash Equivalents (396,275)                (1,952,546)             
Cash and Cash Equivalents at Beginning of Year 2,808,599              4,761,145              


Cash and Cash Equivalents at End of Year 2,412,324$            2,808,599$            
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NOTE 1 - SIGNIFICANT ACCOUNTING POLICIES 
 
A. Organization and Activities - HealthInsight is a nonprofit organization which is tax exempt under 


Section 501(c)(3) of the Internal Revenue Code. HealthInsight serves as a community resource for 
health care quality improvement and quality assurance activities. This work is being performed 
primarily in the states of Utah, Nevada and New Mexico. The major source of revenue is from 
contracts and grants for services. Contributions to the Organization qualify as charitable contributions 
to the extent provided by section 170 of the Internal Revenue Code. 
 


B. Consolidation of Related Entity - The Organization has adopted the provisions of the American 
Institute of Certified Public Accountants Statement of Position No. 94-3 (SOP 94-3) entitled 
Reporting of Related Entities by Not-for-Profit Organizations. SOP 94-3 states that a not-for-profit 
organization should consolidate another not-for-profit organization if the reporting not-for-profit 
organization has both control of the other not-for-profit organization, as evidenced by either a 
majority ownership or a majority voting interest in the board of trustees of the other not-for-profit 
organization, and an economic interest in the other not-for-profit organization.  
 
HealthInsight is comprised of the following related entities: 


 
HealthInsight Management Corporation.  HealthInsight Management Corporation, formerly 
HealthInsight, was incorporated March 6, 1974 in the state of Utah. 
 
HealthInsight of Nevada.  HealthInsight of Nevada was incorporated July 21, 2001 in the state 
of Nevada.  
 
HealthInsight Utah. HealthInsight Utah was incorporated on April 7, 2011 in the state of Utah. 
 
HealthInsight New Mexico. Health Insight New Mexico, formerly New Mexico Medical 
Review Association, was incorporated January 20, 1984 in the state of New Mexico. 


 
C. Basis of Accounting - Assets, liabilities, revenues and expenses are recognized on the accrual basis of 


accounting in accordance with accounting principles generally accepted in the United States of 
America. Revenues are recognized as earned, in accordance with the terms of contract agreements. In 
some instances, recognition of revenue may differ from amounts that are billed to clients. 


 
D. Unrestricted and Restricted Revenue and Support - Contributions and grants are recorded as increases 


in unrestricted, temporarily restricted, or permanently restricted net position, depending on the 
existence and/or nature of any donor restrictions. When a restriction is satisfied, temporarily restricted 
net position are reclassified to unrestricted net position and reported in the statement of activities as 
net position released from restrictions. As of June 30, 2016 and 2015 all financial activity of 
HealthInsight was considered unrestricted. 


 
E. Grants and Contributions - Grants and contributions, including unconditional promises to give, are 


recorded as receivables and as revenue in the period in which the donor’s commitment to give is 
established. All grants and contributions are available for unrestricted use unless specifically 
restricted by the donor. Unconditional promises to give (grants and contributions) are recorded at 
their net realizable value. 


 
F. Cash and Cash Equivalents - For financial statement purposes, the Organization considers all highly 


liquid investments purchased with an original maturity of three months or less to be cash equivalents. 
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G. Investments - Investments include mutual funds, equipment leasing and finance funds, and real estate 


investment trusts (REITs). Mutual funds are valued at quoted market prices as of the financial 
statement date. The REITs are registered as nontraded REITs. The equipment leasing and finance 
funds are not publicly traded. Investment return consists of investment income, as well as realized and 
unrealized gains and losses. 
 


H. Property, Equipment and Depreciation - Property and equipment consists of furniture and equipment 
and leasehold improvements. Assets are recorded at cost and are depreciated using the straight-line 
method over their estimated useful lives.  Maintenance, repairs and minor replacements are charged 
to expense as incurred. Major repairs and replacements that prolong the life of an asset are 
capitalized. The organization’s policy is to capitalize amounts greater than $1,000.   
 


I. Use of Estimates - The preparation of financial statements in conformity with generally accepted 
accounting principles requires management to make estimates and assumptions that affect certain 
reported amounts and disclosures. Accordingly, actual results could differ from those estimates. 
 


J. Fair Value of Financial Instruments - The Organization's financial instruments include cash, 
investments, accounts receivable and accounts payable. The Organization estimates that the fair value 
of all financial instruments at June 30, 2016 and 2015 does not differ materially from the aggregate 
carrying value of its financial instruments recorded in the statement of financial position. The 
estimated fair value amounts have been determined by the Organization using available market 
information. The market values are not necessarily indicative of the amounts that the Organization 
could realize in a current market exchange.  


 
K. Accounts Receivable - Accounts and grants receivable are recorded at the amount management 


expects to collect from clients. Because the Organization deals with a limited number of clients, 
mostly governmental agencies, management expects all receivables to be fully collectible, and has 
therefore not established an allowance for doubtful accounts. When accounts are judged by 
management to be uncollectible, they are written off directly as bad debt expense. 
 


L. Income Taxes – The Organizations are organized as nonprofit corporations in their respective states 
and have been recognized by the Internal Revenue Service (IRS) as exempt from federal income taxes 
under Section 501(a) of the Internal Revenue Code as organizations described in Section 501(c)(3), 
qualifying for charitable contribution deduction under Section 170(b)(1)(A)(vi), and have been 
determined not to be private foundations under Section 509(a)(1). The Organizations are required 
annually to file Return of Organization Exempt from Income Tax (Form 990) with the IRS. In 
addition, the Organizations are subject to income tax on net income that is derived from business 
activities that are unrelated to their exempt purposes. The Organizations have determined they are not 
subject to unrelated business income tax and have not filed Exempt Organization Business Income 
Tax Returns (Form 990-T) with the IRS. 


 
Federal tax returns are open for examination by the IRS for a period of three years after the due date 
of the return. As of June 30, 2016 the tax returns for the years ending June 30, 2013 and forward are 
open for examination by the IRS. 
 


M. Subsequent Events – On July 1, 2016, HealthInsight finalized the merge of Accumentra Health. The 
company did not exchange any consideration at the time of the merge, the merge was considered 
mutually beneficial.  At current the full effect of the merge has not been determined. 
 


Section VIII Page964







HealthInsight 
Notes to Financial Statements 


June 30, 2016 and 2015 
 


 8 


Subsequent events were evaluated through November 21, 2016, which is the date the financial 
statements were available to be issued.  
 


N. Contingencies – Revenue received by the Organization from Medicare is subject to a subsequent 
audit by the DCAA.  Adjustments in the closing out of a contract often arise when costs are disputed 
by the DCAA audit and when approved indirect costs are different from the actual indirect costs.  
Because of the unpredictable results of historic audits Management does not feel they can accurately 
estimate the results of uncompleted audits and books revenue as billed.  As of November 21, 2016 the 
last year to be closed out with the DCAA and the final settlement is determined is the year ending 
June 30, 2002. 


 
NOTE 2 - CONCENTRATIONS OF RISK 
 
Business Risk 
Direct federal and federal pass-through funds accounted for approximately 90 percent of the 
Organization’s unrestricted revenues for the years ended June 30, 2016 and 2015. A significant reduction 
or elimination of federal or pass-through support would pose an economic risk to HealthInsight. 
 
Cash and Cash Equivalents 
Cash and cash equivalents that potentially subject the Organization to credit risk include deposits in 
financial institutions that exceeded the U.S. Federal Deposit Insurance Corporation insurance limit by 
$1,907,427 and $2,180,022 at June 30, 2016 and 2015, respectively.  
 
NOTE 3 - INVESTMENTS 
 
Financial Accounting Standards Board (FASB) Accounting Standards Codification (ASC) 820, Fair 
Value Measurements and Disclosures, provides the framework for measuring fair value. That framework 
provides a fair value hierarchy that prioritizes the inputs to valuation techniques used to measure fair 
value. The hierarchy gives the highest priority to unadjusted quoted prices in active markets for identical 
assets or liabilities (level 1 measurements) and the lowest priority to unobservable inputs (level 3 
measurements). The three levels of the fair value hierarchy under FASB ASC 820 are described as 
follows: 


 


Level 1 - Inputs to the valuation methodology based on unadjusted quoted prices for identical 
assets or liabilities in active markets that are accessible. 


Level 2 - Inputs to the valuation methodology based on quoted prices for similar instruments and 
model-based valuation techniques for which all significant assumptions are observable in the 
market or can be corroborated by observable market data. 


Level 3 - Inputs to the valuation methodology that are generally unobservable and typically 
reflect management's estimates of assumptions that market participants would use in pricing the 
asset or liability. 


The asset or liability's fair value measurement level within the fair value hierarchy is based on the lowest 
level of any input that is significant to the fair value measurement. Valuation techniques used need to 
maximize the use of observable inputs and minimize the use of unobservable inputs. 
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Level 1 Level 2 Level 3 Total
Mutual Funds 3,170,863$     -$                -$                3,170,863$     
REITs -                   75,672            -                   75,672            
Equity Interest in Partnerships -                   -                   (1,032)             (1,032)             


Ending Balances 3,170,863$     75,672$          (1,032)$           3,245,503$     


Level 1 Level 2 Level 3 Total
Mutual Funds 3,314,018$     -$                -$                3,314,018$     
REITs -                   75,672            -                   75,672            
Equity Interest in Partnerships -                   -                   (1,032)             (1,032)             


Ending Balances 3,314,018$     75,672$          (1,032)$           3,388,658$     


Assets at Fair Value as of June 30, 2016


Assets at Fair Value as of June 30, 2015


 
 


All investment income is reported in the operating section of the statement of activities. Investment fees 
of $22,407 and $19,721for the years ended June 30, 2016 and 2015 are netted with investment income 
respectively. The following schedule summarizes investment return in the statement of activities for the 
years ended June 30, 2016 and 2015: 


2016 2015
Investment Income 121,822$        73,014$          
Realized Gain 82,070            5,791               
Unrealized Loss (324,222)         (29,008)           


Net Investment Gain (Loss) (120,330)$      49,797$           


NOTE 4 - GOVERNMENT OWNED PROPERTY 
 
Certain contracts require HealthInsight to purchase equipment. The contract revenue includes 
reimbursement to HealthInsight for the equipment purchases. Equipment purchased in these 
circumstances remains property of the contracting agency. These purchases are not capitalized and 
depreciated, but are considered an expense, even though expenditures may exceed the organization’s 
$1,000 capitalization policy.  This equipment is reported annually to Medicare through the Standard Data 
Processing System (SDPS). 
 
NOTE 5 - EMPLOYEE RETIREMENT PLANS 


The Organization has a retirement plan that covers all employees who have completed a minimum service 
requirement. Benefits under the plan are limited to the balance in participants' accounts. The plan 
combines a defined contribution feature and a 401(k) elective salary deferral feature. All employer 
contributions are subject to a four-year vesting schedule. Under the 401(k) provision, employees can 
contribute up to 100% of their compensation subject to the maximum amounts allowed under federal tax 
law. The Organization will match 50% of the first 4% of pay that employees contribute to the plan. The 
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Organization will make an additional contribution for each employee who is an active participant on the 
last day of that period in an amount equal to 7% of the participant’s monthly compensation not in excess 
of 50% of the employee’s “Integration Level,” plus 10% of such compensation in excess of 50% of the 
employee’s “Integration Level.” Integration Level is the Social Security Taxable Wage Base of $118,500 
for 2016 and 50% of this number is $59,250. The Organization’s contributions to the plan included in 
expenses were $908,620 and $955,569 for the years ended June 30, 2016 and 2015 respectively. These 
expenses include $162,347 and $162,347 in employer matching contributions for the years ended June 30, 
2016 and 2015 respectively. The Organization may make additional optional matching and discretionary 
contributions, not to exceed federal tax law limitations. For the years ended June 30, 2016 and 2015 the 
Organization did not make additional optional matching or discretionary contributions. 
 
NOTE 6 – CAPITAL ASSETS 
 
The following table summarizes the changes in Capital Assets for years ended June 30, 2016 and 2015: 
 


6/30/2015 Additions
Disposals and 
Adjustments 6/30/2016


Furniture and Equipment 3,216,136$     199,063$        (1,268,914)$   2,146,285$     
Leasehold Improvements 273,052          9,659               (113,072)         169,639          
Total Capital Assets 3,489,188       208,722          (1,381,986)     2,315,924       
Accumulated Depreciation (2,851,840)     (262,094)         1,380,445       (1,733,489)     


Net Capital Assets 637,348$        582,435$        


6/30/2014 Additions
Disposals and 
Adjustments 6/30/2015


Furniture and Equipment 2,973,714$     509,855$        (267,433)$      3,216,136$     
Leasehold Improvements 248,893          24,331            (172)                273,052          
Total Capital Assets 3,222,607       534,186          (267,605)         3,489,188       
Accumulated Depreciation (2,828,764)     (246,015)         222,939          (2,851,840)     


Net Capital Assets 393,843$        637,348$        


 
NOTE 7 - DESCRIPTION OF OPERATING LEASE ARRANGEMENTS 


The organization leases office space in Murray, Utah, Las Vegas, Nevada and Albuquerque, New Mexico 
under operating lease agreements.   
 
Utah.  The Salt Lake City office lease covers the period from February 2012 through July 2018 during 
which the base rent is $24,147 per month during the first year with the first six months free and escalates 
3% each year.  The free rental period has been amortized over the life of the contract for rental expense. 
 
Nevada.  The Las Vegas office lease amendment covers the period from March 1, 2015 through May 31, 
2020 with an option to renew for an additional three years.  The monthly base rent of $17,157 shall 
increase every thirteen months by a fixed amount of 2.5%. 
 
New Mexico.  The original lease was extended and amended to extend the contract from January 1, 2016 
to January 31, 2020. The monthly base rent $21,569.75 escalates each calendar year according to 
schedule.  
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Minimum lease payments for operating leases are as follows: 
 


Years ending June 30
2017 809,986$    
2018 833,245       
2019 530,445       
2020 37,718         
Total 2,211,394$ 


 
 
Total rental expense for all operating leases was $742,141 and $761,586 for the years ended June 30, 
2016 and 2015, respectively. Rental expense in the statement of activities is shown net of sublease 
income.   
 
NOTE 8 - LINE OF CREDIT 
 
The Organization has a line of credit.  It is a $750,000 revolving line of credit with a bank. The amount 
that can be borrowed at any given time may be less than $750,000, depending on the accounts receivable 
balance at the time. The interest rate is equal to the bank’s prime rate, with a floor of 5 percent. There was 
no balance on the line of credit as of June 30, 2016 and 2015. 
 
Subsequent to year end the line of credit was renewed with a maturity date of September 2, 2016.  The 
renewed line of credit carries a limit of $750,000 and an interest rate equal to the bank’s prime rate, with a 
floor of 4 percent.  As of November 21, 2016, the line of credit was unused. 
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INDEPENDENT AUDITORS’ REPORT ON INTERNAL CONTROL OVER  
FINANCIAL REPORTING AND ON COMPLIANCE AND OTHER MATTERS  


BASED ON AN AUDIT OF FINANCIAL STATEMENTS PERFORMED 
IN ACCORDANCE WITH GOVERNMENT AUDITING STANDARDS 


 


To the Board of Trustees of 
HealthInsight 


We have audited, in accordance with the auditing standards generally accepted in the United States of 
America and the standards applicable to financial audits contained in Government Auditing Standards 
issued by the Comptroller General of the United States, the financial statements of HealthInsight (a 
nonprofit organization), which comprise the Statements of Financial Position as of June 30, 2016 and 
2015, and the related Statements of Activities, and Cash Flows for the years then ended, and the related 
notes to the financial statements, and have issued our report thereon dated November 21, 2016. 


Internal Control over Financial Reporting 


In planning and performing our audit of the financial statements, we considered HealthInsight’s internal 
control over financial reporting (internal control) to determine the audit procedures that are appropriate in 
the circumstances for the purpose of expressing our opinion on the financial statements, but not for the 
purpose of expressing an opinion on the effectiveness of HealthInsight’s internal control. Accordingly, we 
do not express an opinion on the effectiveness of the Organization’s internal control. 


A deficiency in internal control exists when the design or operation of a control does not allow 
management or employees, in the normal course of performing their assigned functions, to prevent, or 
detect and correct, misstatements on a timely basis. A material weakness is a deficiency, or a combination 
of deficiencies, in internal control, such that there is a reasonable possibility that a material misstatement 
of the entity’s financial statements will not be prevented, or detected and corrected on a timely basis. A 
significant deficiency is a deficiency, or a combination of deficiencies, in internal control that is less 
severe than a material weakness, yet important enough to merit attention by those charged with 
governance. 


Our consideration of internal control was for the limited purpose described in the first paragraph of this 
section and was not designed to identify all deficiencies in internal control that might be material 
weaknesses or significant deficiencies. Given these limitations, during our audit we did not identify any 
deficiencies in internal control that we consider to be material weaknesses. However, material weaknesses 
may exist that have not been identified. 


Compliance and Other Matters 


As part of obtaining reasonable assurance about whether HealthInsight’s financial statements are free 
from material misstatement, we performed tests of its compliance with certain provisions of laws, 
regulations, contracts, and grant agreements, noncompliance with which could have a direct and material 
effect on the determination of financial statement amounts. However, providing an opinion on compliance 
with those provisions was not an objective of our audit, and accordingly, we do not express such an 
opinion. The results of our tests disclosed no instances of noncompliance or other matters that are 
required to be reported under Government Auditing Standards. 
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Purpose of this Report 


The purpose of this report is solely to describe the scope of our testing of internal control and compliance 
and the results of that testing, and not to provide an opinion on the effectiveness of the organization’s 
internal control or on compliance. This report is an integral part of an audit performed in accordance with 
Government Auditing Standards in considering the organization’s internal control and compliance. 
Accordingly, this communication is not suitable for any other purpose. 


 


B2a CPAs 
B2a, CPAs 
November 21, 2016
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INDEPENDENT AUDITORS’ REPORT ON COMPLIANCE FOR EACH MAJOR PROGRAM 
AND ON INTERNAL CONTROL OVER COMPLIANCE REQUIRED BY 


OMB COMPLIANCE SUPPLEMENT 
 


To the Board of Trustees of 
HealthInsight 


Report on Compliance for Each Major Federal Program 


We have audited HealthInsight’s compliance with the types of compliance requirements described in the 
OMB Compliance Supplement Compliance Supplement that could have a direct and material effect on 
each of HealthInsight’s major federal programs for the years ended June 30, 2016 and 2015. 
HealthInsight’s major federal programs are identified in the summary of auditor’s results section of the 
accompanying schedule of findings and questioned costs. 


Management’s Responsibility 


Management is responsible for compliance with the requirements of laws, regulations, contracts, and 
grants applicable to its federal programs. 


Auditors’ Responsibility 


Our responsibility is to express an opinion on compliance for each of HealthInsight’s major federal 
programs based on our audit of the types of compliance requirements referred to above. We conducted 
our audit of compliance in accordance with auditing standards generally accepted in the United States of 
America; the standards applicable to financial audits contained in Government Auditing Standards, issued 
by the Comptroller General of the United States; and OMB Compliance Supplement, Audits of States, 
Local Governments, and Non-Profit Organizations. Those standards and OMB Compliance Supplement 
require that we plan and perform the audit to obtain reasonable assurance about whether noncompliance 
with the types of compliance requirements referred to above that could have a direct and material effect 
on a major federal program occurred. An audit includes examining, on a test basis, evidence about 
HealthInsight’s compliance with those requirements and performing such other procedures as we 
considered necessary in the circumstances. 


We believe that our audit provides a reasonable basis for our opinion on compliance for each major 
federal program. However, our audit does not provide a legal determination of HealthInsight’s 
compliance. 


Opinion on Each Major Federal Program 


In our opinion, HealthInsight complied, in all material respects, with the types of compliance 
requirements referred to above that could have a direct and material effect on each of its major federal 
programs for the years ended June 30, 2016 and 2015. 


Report on Internal Control Over Compliance 


Management of HealthInsight is responsible for establishing and maintaining effective internal control 
over compliance with the types of compliance requirements referred to above. In planning and performing 
our audit of compliance, we considered HealthInsight’s internal control over compliance with the types of 
requirements that could have a direct and material effect on each major federal program to determine the 
auditing procedures that are appropriate in the circumstances for the purpose of expressing an opinion on 
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compliance for each major federal program and to test and report on internal control over compliance in 
accordance with OMB Compliance Supplement, but not for the purpose of expressing an opinion on the 
effectiveness of internal control over compliance. Accordingly, we do not express an opinion on the 
effectiveness of HealthInsight’s internal control over compliance. A deficiency in internal control over 
compliance exists when the design or operation of a control over compliance does not allow management 
or employees, in the normal course of performing their assigned functions, to prevent, or detect and 
correct, noncompliance with a type of compliance requirement of a federal program on a timely basis. A 
material weakness in internal control over compliance is a deficiency, or combination of deficiencies, in 
internal control over compliance, such that there is a reasonable possibility that material noncompliance 
with a type of compliance requirement of a federal program will not be prevented, or detected and 
corrected, on a timely basis. A significant deficiency in internal control over compliance is a deficiency, 
or a combination of deficiencies, in internal control over compliance with a type of compliance 
requirement of a federal program that is less severe than a material weakness in internal control over 
compliance, yet important enough to merit attention by those charged with governance. 


Our consideration of internal control over compliance was for the limited purpose described in the first 
paragraph of this section and was not designed to identify all deficiencies in internal control over 
compliance that might be material weaknesses or significant deficiencies. We did not identify any 
deficiencies in internal control over compliance that we consider to be material weaknesses. However, 
material weaknesses may exist that have not been identified. 


Purpose of this Report 


The purpose of this report on internal control over compliance is solely to describe the scope of our 
testing of internal control over compliance and the results of that testing based on the requirements of 
uniform guidance. Accordingly, this report is not suitable for any other purpose. 
 


B2a CPAs 
B2a, CPAs 
November 21, 2016
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CFDA # Program Grant Title
Program 


Description
HealthInsight 
Management Nevada


New 
Mexico Utah Total


93.074 Hospital Preparedness Program 
(HPP) and Public Health 
Emergency Preparedness (PHEP) 
Aligned Cooperative Agreements


DOH-Infection 
Control Ebola


 $          15,126  $        15,126 


93.226 Research on Healthcare Costs, 
Quality and Outcomes


UNM 
EvidenceNOW


 96,504         96,504 


93.241 State Rural Hospital Flexibility 
Program


DOH Critical 
Access


 147,201       147,201 


93.511 Affordable Care Act (ACA) Grants 
to States for Health Insurance 
Premium Review


Price 
Transparency


 188,392       188,392 


93.611 Strong Start for Mothers and 
Newborns


Strong Start 
Nevada


        160,070       160,070 


93.621 Affordable Care Act Initiative to 
Reduce Avoidable Hospitalizations 
among Nursing Facility Residents


ATOP      3,509,244    3,509,244 


93.622 Coordinating Center for 
Interprofessional Education and 
Collaborative Practice


ATOP2         142,266       142,266 


93.624 State Innovation Models: Funding 
for Model Design and Model 
Testing Assistance


SIM EOL         402,575       402,575 


93.715 Comparative Effective Research - 
AHRQ


Ryan White 
AIDS Project


   10,860         10,860 


93.718 Health Information Technology 
(HIT) Regional Extension Centers 
Program


ONC HIT 
REC 


   74,128         74,128 


93.719 UHIN 
Interoperabilit
y


   44,524         44,524 


93.757 State Public Health Actions to 
Prevent and Control Diabetes, 
Heart Disease, Obesity and 
Associated Risk Factors and 
Promote School Health financed in 
part by PPHF


DOH 
Hypertension


      120,175       120,175 


93.815 Domestic Ebola Supplement to the 
Epidemiology Laboratory Capacity 
for Infectious Diseases


UDOH CIC    65,419         65,419 


93.945 Assistance Programs for Chronic 
Disease Prevention and Control


UDOH Blood 
Pressure


   46,279         46,279 


93.969 PPHF Geriatic Education Centers GWEP       146,163  146,163 


Total 236,455$        4,214,155$   362,842$   355,474$   5,168,926$   


* Denotes major program


Note 1. Basis of Presentation
The accompanying schedule of expenditures of federal awards includes the federal grant activity of HealthInsight and is presented on the


accrual basis of accounting. The information in this schedule is presented in accordance with the requirements of OMB Compliance


Supplement, Audits of States, Local Governments, and Non-Profit Organizations. Therefore, some amounts presented in this schedule


may differ from amounts presented in, or used in the preparation of, the basic financial statements
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Financial Statements 


Type of Auditors’ report issued:  Unmodified 
Internal control over financial reporting: 
 Material weakness(es) identified?            Yes      X     No 


 Significant deficiency(ies) identified
that are not considered to be material
weaknesses?            Yes       X    None reported 


Non compliance material to financial 
 statements noted?            Yes      X     No 


Federal Awards 


Internal control over major programs: 
 Material weakness(es) identified?            Yes       X      No 


 Significant deficiency(ies) identified
that are not considered to be material
weaknesses?            Yes       X     None reported 


Type of Auditors’ report issued on compliance for major programs: Unmodified 


Any audit findings disclosed that are required 
 to be reported in accordance with the  
 Compliance Supplement?              Yes       X     No 


Identification of major programs 
CFDA Number(s) Name of Federal Program or Cluster 
93.621  ACA Initiative to Reduce Avoidable Hospitalizations 


among Nursing Facility Residents  
93.779  Medicare Quality Improvement Organization 


Dollar threshold used to distinguish 
  between type A and type B programs: $ 750,000 


Auditee qualified as low-risk auditee?      X     Yes No 
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HealthInsight 
Schedule of Findings and Questioned Costs 


June 30, 2016 


Internal Control Over Financial Reporting 


There were no findings to report for the year ended June 30, 2016. 


Compliance 


There were no findings to report for the year ended June 30, 2016. 
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Internal Control Over Financial Reporting 


There were no findings to report for the year ended June 30, 2015. 


Compliance 


There were no findings to report for the year ended June 30, 2015. 
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INDEPENDENT AUDITORS’ REPORT 


 


To the Board of Trustees of 
HealthInsight 


Report on the Financial Statements 


We have audited the accompanying financial statements of HealthInsight (a nonprofit organization), 
which comprise the Statements of Financial Position as of June 30, 2017 and 2016, and the related 
Statements of Activities and Cash Flows for the years then ended, and the related notes to the financial 
statements.  


Management’s Responsibility for the Financial Statements 


Management is responsible for the preparation and fair presentation of these financial statements in 
accordance with accounting principles generally accepted in the United States of America; this includes 
the design, implementation, and maintenance of internal control relevant to the preparation and fair 
presentation of financial statements that are free from material misstatement, whether due to fraud or 
error. 


Auditors’ Responsibility 


Our responsibility is to express an opinion on these financial statements based on our audits. We 
conducted our audits in accordance with auditing standards generally accepted in the United States of 
America and the standards applicable to financial audits contained in Government Auditing Standards, 
issued by the Comptroller General of the United States. Those standards require that we plan and perform 
the audits to obtain reasonable assurance about whether the financial statements are free from material 
misstatement. 


An audit involves performing procedures to obtain audit evidence about the amounts and disclosures in 
the financial statements. The procedures selected depend on the auditor’s judgment, including the 
assessment of the risks of material misstatement of the financial statements, whether due to fraud or error. 
In making those risk assessments, the auditor considers internal control relevant to the entity’s preparation 
and fair presentation of the financial statements in order to design audit procedures that are appropriate in 
the circumstances, but not for the purpose of expressing an opinion on the effectiveness of the entity’s 
internal control. Accordingly, we express no such opinion. An audit also includes evaluating the 
appropriateness of accounting policies used and the reasonableness of significant accounting estimates 
made by management, as well as evaluating the overall presentation of the financial statements. 


We believe that the audit evidence we have obtained is sufficient and appropriate to provide a basis for 
our audit opinion. 


Opinion 


In our opinion, the financial statements referred to above present fairly, in all material respects, the 
financial position of HealthInsight as of June 30, 2017 and 2016, and the changes in its net position and 
its cash flows for the years then ended in accordance with accounting principles generally accepted in the 
United States of America. 
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Other Matters 


Other Information 


Our audit was conducted for the purpose of forming an opinion on the financial statements as a whole. 
The accompanying schedule of expenditures of federal awards, as required by the Uniform Guidance, is 
presented for purposes of additional analysis and is not a required part of the financial statements. Such 
information is the responsibility of management and was derived from and relates directly to the 
underlying accounting and other records used to prepare the financial statements. The information has 
been subjected to the auditing procedures applied in the audit of the financial statements and certain 
additional procedures, including comparing and reconciling such information directly to the underlying 
accounting and other records used to prepare the financial statements or to the financial statements 
themselves, and other additional procedures in accordance with auditing standards generally accepted in 
the United States of America. In our opinion, the information is fairly stated, in all material respects, in 
relation to the financial statements as a whole. 


Other Reporting Required by Government Auditing Standards 


In accordance with Government Auditing Standards, we have also issued our report dated November 21, 
2016, on our consideration of HealthInsight’s internal control over financial reporting and on our tests of 
its compliance with certain provisions of laws, regulations, contracts, and grant agreements and other 
matters. The purpose of that report is to describe the scope of our testing of internal control over financial 
reporting and compliance and the results of that testing, and not to provide an opinion on internal control 
over financial reporting or on compliance. That report is an integral part of an audit performed in 
accordance with Government Auditing Standards in considering HealthInsight’s internal control over 
financial reporting and compliance. 


 
B2a, CPAs 
December 18, 2017
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2017 2016
Assets


Current Assets
Cash and Cash Equivalents (Note 2) 5,472,194$        2,412,324$        
Investments (Note 3) 3,502,217          3,170,863          
Accounts Receivable - Federal Direct Contracts 2,433,121          3,710,227          


3,393,414          1,879,576          
Accounts Receivable - Employee and Other 8,967                 20,810               
Prepaid Expenses 356,906             421,410             


Total Current Assets 15,166,819        11,615,210        
Capital Assets (Note 6)


Furniture and Equipment 2,510,842          2,146,285          
Leasehold Improvements 206,872             169,639             


Total Capital Assets 2,717,714          2,315,924          
Accumulated Depreciation (2,140,662)         (1,733,489)         


Net Capital Assets 577,052             582,435             
Other Assets


Deposits 129,472             126,972             
Other Investments (Note 3) 44,773               74,640               


Total Other Assets 174,245             201,612             
Total Assets 15,918,116$      12,399,257$      


Liabilities and Net Position
Current Liabilities


Accounts Payable 757,713$           692,468$           
Unearned Revenue -                     -                     
Other Current Liabilities 47,212               14,670               
Accrued Vacation Expense 1,082,797          732,795             
Accrued Payroll Expenses 1,309,258          903,689             


Total Current Liabilities 3,196,980          2,343,622          
Total Liabilities 3,196,980          2,343,622          


Net Position
Unrestricted Net Position 12,721,136        10,055,635        


Total Net Position 12,721,136        10,055,635        
Total Liabilities and Net Position 15,918,116$      12,399,257$      


Accounts Receivable - Federal Pass-Through, 
  Other Contracts, and Grants
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2017 2016
Unrestricted Net Position
Revenue and Support


Federal Direct Contracts 18,417,405$           14,876,066$           
Federal Pass-Through Contracts 14,198,315             10,087,578             
Other Contracts, Grants and Revenue 620,602                  308,830                  
Net Investment Gain (Loss) 321,330                  (120,330)                 
Loss on Sale of Assets (15,839)                   (1,541)                     


Total Unrestricted Revenue and Support 33,541,813             25,150,603             
Expenses


Accounting and Auditing 59,007                     37,170                     
Depreciation and Amortization 320,518                  264,242                  
Dues, Registrations and Subscriptions 304,284                  300,523                  
Employee Education and Relations 56,508                     32,137                     
Insurance - Employee Benefits 2,202,108               1,292,032               
Insurance - Corporate 60,555                     61,928                     
Legal 23,681                     24,341                     
Maintenance 146,501                  123,401                  
Meetings and Conferences 25,531                     41,022                     
Miscellaneous 171,239                  162,371                  
Office Supplies 231,132                  89,782                     
Other Outside Professional Services 790,529                  693,185                  
Payroll Taxes 1,383,991               958,339                  
Pension  (Note 5) 1,349,579               908,620                  
Physician Consultants 12,092                     -                           
Postage and printing 151,934                  97,358                     
Recruiting 247,627                  68,809                     
Rent - Occupancy (Note 8) 1,139,641               742,141                  
Rent - Equipment 41,327                     28,984                     
Salaries 16,961,223             12,472,636             
Services 741,767                  363,480                  
Small Equipment Purchases (Note 1) 71,967                     52,794                     
Subcontract 3,951,630               3,518,205               
Taxes and Licenses 248,055                  94,117                     
Telephone 346,565                  251,990                  
Temporary Office Labor 326,800                  270,894                  
Training 30,917                     24,892                     
Travel 831,680                  607,324                  
Utilities 31,533                     35,402                     


Total Expenses 32,259,921             23,621,905             
1,281,892               1,528,698               


Net Position at Beginning of Year 10,055,635             8,526,937               
Equity Contribution-HealthInsight Oregon 1,383,609 -                           
Net Position at End of Year 12,721,136$           10,055,635$           


Change in Unrestricted Net Position
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2017 2016
Cash Flows from Operating Activities


Change in Net Position 1,281,892$             1,528,698$             
Adjustments to Reconcile Change in Net Position to


Net Cash Provided (Used) by Operating Activities
Depreciation and Amortization 320,518                  264,242                  
Loss on Sale of Assets 15,839                     1,541                       
Net Investment Gain (Loss) (321,330)                 120,330                  


Decrease (Increase) in Operating Assets
Accounts Receivable (224,889)                 (2,055,376)              
Prepaid Expenses 64,504                     228,581                  
Deposits (2,500)                     (4,894)                     


Increase (Decrease) in Operating Liabilities
Accounts Payable 65,245                     49,041                     
Unearned Revenue -                           (735,149)                 
Other Current Liabilities 32,542                     12,714                     
Accrued Vacation Expense 350,002                  81,115                     
Accrued Payroll Expenses 405,569                  298,779                  
Net Cash Provided (Used) by Operating Activities 1,987,392$             (210,378)$               


Cash Flows from Investing Activities
Acquisition of Capital Assets (417,131)                 (208,722)                 
Proceeds from Disposition of Assets 116,024                  -                           
Sale/(Purchase) of Investments (10,024)                   22,825                     


Net Cash Provided (Used) by Investing Activities (311,131)                 (185,897)                 


Cash Flows from Financing Activities
Equity Contribution-HealthInsight Oregon 1,383,609


Net Cash Provided (Used) by Financing Activities 1,383,609               -                           


Net Increase (Decrease) in Cash and Cash Equivalents 3,059,870               (396,275)                 
Cash and Cash Equivalents at Beginning of Year 2,412,324               2,808,599               


Cash and Cash Equivalents at End of Year 5,472,194$             2,412,324$             
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NOTE 1 - SIGNIFICANT ACCOUNTING POLICIES 
 
A. Organization and Activities - HealthInsight is a nonprofit organization which is tax exempt under 


Section 501(c)(3) of the Internal Revenue Code. HealthInsight serves as a community resource for 
health care quality improvement and quality assurance activities. This work is being performed 
primarily in the states of Utah, Nevada, New Mexico and Oregon. The major source of revenue is 
from contracts and grants for services. Contributions to the Organization qualify as charitable 
contributions to the extent provided by section 170 of the Internal Revenue Code. 
 


B. Consolidation of Related Entity - The Organization has adopted the provisions of the American 
Institute of Certified Public Accountants Statement of Position No. 94-3 (SOP 94-3) entitled 
Reporting of Related Entities by Not-for-Profit Organizations. SOP 94-3 states that a not-for-profit 
organization should consolidate another not-for-profit organization if the reporting not-for-profit 
organization has both control of the other not-for-profit organization, as evidenced by either a 
majority ownership or a majority voting interest in the board of trustees of the other not-for-profit 
organization, and an economic interest in the other not-for-profit organization.  
 
HealthInsight is comprised of the following related entities: 


 
HealthInsight Management Corporation.  HealthInsight Management Corporation, formerly 
HealthInsight, was incorporated March 6, 1974 in the state of Utah. 
 
HealthInsight of Nevada.  HealthInsight of Nevada was incorporated July 21, 2001 in the state 
of Nevada.  
 
HealthInsight Utah. HealthInsight Utah was incorporated on April 7, 2011 in the state of Utah. 
 
HealthInsight New Mexico. HealthInsight New Mexico, formerly New Mexico Medical Review 
Association, was incorporated January 20, 1984 in the state of New Mexico. 
 
HealthInsight Oregon, Inc. HealthInsight Oregon was formed June 3, 2003 in the state of 
Oregon to operate in the state of Oregon.  Prior to July 1, 2016 HealthInsight Oregon operated as 
Acumentra Health. 
 
HealthInsight Assure, LLC. HealthInsight Assure was formed February 28, 2017 in the state of 
Utah. 


 
C. Basis of Accounting - Assets, liabilities, revenues and expenses are recognized on the accrual basis of 


accounting in accordance with accounting principles generally accepted in the United States of 
America. Revenues are recognized as earned, in accordance with the terms of contract agreements. In 
some instances, recognition of revenue may differ from amounts that are billed to clients. 


 
D. Unrestricted and Restricted Revenue and Support - Contributions and grants are recorded as increases 


in unrestricted, temporarily restricted, or permanently restricted net position, depending on the 
existence and/or nature of any donor restrictions. When a restriction is satisfied, temporarily restricted 
net position are reclassified to unrestricted net position and reported in the statement of activities as 
net position released from restrictions. As of June 30, 2017 and 2016 all financial activity of 
HealthInsight was considered unrestricted. 
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E. Grants and Contributions - Grants and contributions, including unconditional promises to give, are 
recorded as receivables and as revenue in the period in which the donor’s commitment to give is 
established. All grants and contributions are available for unrestricted use unless specifically 
restricted by the donor. Unconditional promises to give (grants and contributions) are recorded at 
their net realizable value. 


 
F. Cash and Cash Equivalents - For financial statement purposes, the Organization considers all highly 


liquid investments purchased with an original maturity of three months or less to be cash equivalents. 
 


G. Investments - Investments include mutual funds, equipment leasing and finance funds, and real estate 
investment trusts (REITs). Mutual funds are valued at quoted market prices as of the financial 
statement date. The REITs are registered as nontraded REITs. The equipment leasing and finance 
funds are not publicly traded. Investment return consists of investment income, as well as realized and 
unrealized gains and losses. 
 


H. Property, Equipment and Depreciation - Property and equipment consists of furniture and equipment 
and leasehold improvements. Assets are recorded at cost and are depreciated using the straight-line 
method over their estimated useful lives.  Maintenance, repairs and minor replacements are charged 
to expense as incurred. Major repairs and replacements that prolong the life of an asset are 
capitalized. The organization’s policy is to capitalize amounts greater than $1,000.   
 


I. Use of Estimates - The preparation of financial statements in conformity with generally accepted 
accounting principles requires management to make estimates and assumptions that affect certain 
reported amounts and disclosures. Accordingly, actual results could differ from those estimates. 
 


J. Fair Value of Financial Instruments - The Organization's financial instruments include cash, 
investments, accounts receivable and accounts payable. The Organization estimates that the fair value 
of all financial instruments at June 30, 2017 and 2016 does not differ materially from the aggregate 
carrying value of its financial instruments recorded in the statement of financial position. The 
estimated fair value amounts have been determined by the Organization using available market 
information. The market values are not necessarily indicative of the amounts that the Organization 
could realize in a current market exchange.  


 
K. Accounts Receivable - Accounts and grants receivable are recorded at the amount management 


expects to collect from clients. Because the Organization deals with a limited number of clients, 
mostly governmental agencies, management expects all receivables to be fully collectible, and has 
therefore not established an allowance for doubtful accounts. When accounts are judged by 
management to be uncollectible, they are written off directly as bad debt expense. 
 


L. Income Taxes – The Organizations are organized as nonprofit corporations in their respective states 
and have been recognized by the Internal Revenue Service (IRS) as exempt from federal income taxes 
under Section 501(a) of the Internal Revenue Code as organizations described in Section 501(c)(3), 
qualifying for charitable contribution deduction under Section 170(b)(1)(A)(vi), and have been 
determined not to be private foundations under Section 509(a)(1). The Organizations are required 
annually to file Return of Organization Exempt from Income Tax (Form 990) with the IRS. In 
addition, the Organizations are subject to income tax on net income that is derived from business 
activities that are unrelated to their exempt purposes. The Organizations have determined they are not 
subject to unrelated business income tax and have not filed Exempt Organization Business Income 
Tax Returns (Form 990-T) with the IRS. 
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Federal tax returns are open for examination by the IRS for a period of three years after the due date 
of the return. As of June 30, 2017 the tax returns for the years ending June 30, 2014 and forward are 
open for examination by the IRS. 
 


M. Subsequent Events – Subsequent events were evaluated through December 18, 2017, which is the 
date the financial statements were available to be issued.  
 


N. Contingencies – Revenue received by the Organization from Medicare is subject to a subsequent 
audit by the DCAA.  Adjustments in the closing out of a contract often arise when costs are disputed 
by the DCAA audit and when approved indirect costs are different from the actual indirect costs.  
Because of the unpredictable results of historic audits Management does not feel they can accurately 
estimate the results of uncompleted audits and books revenue as billed.  As of December 18, 2017 the 
last year to be closed out with the DCAA and the final settlement is determined is the year ending 
June 30, 2005. 


 
NOTE 2 - CONCENTRATIONS OF RISK 
 
Business Risk 
Direct federal and federal pass-through funds accounted for approximately 90 percent of the 
Organization’s unrestricted revenues for the years ended June 30, 2017 and 2016. A significant reduction 
or elimination of federal or pass-through support would pose an economic risk to HealthInsight. 
 
Cash and Cash Equivalents 
Cash and cash equivalents that potentially subject the Organization to credit risk include deposits in 
financial institutions that exceeded the U.S. Federal Deposit Insurance Corporation insurance limit by 
$4,972,194 and $1,907,427 at June 30, 2017 and 2016, respectively.  
 
NOTE 3 - INVESTMENTS 
 
Financial Accounting Standards Board (FASB) Accounting Standards Codification (ASC) 820, Fair 
Value Measurements and Disclosures, provides the framework for measuring fair value. That framework 
provides a fair value hierarchy that prioritizes the inputs to valuation techniques used to measure fair 
value. The hierarchy gives the highest priority to unadjusted quoted prices in active markets for identical 
assets or liabilities (level 1 measurements) and the lowest priority to unobservable inputs (level 3 
measurements). The three levels of the fair value hierarchy under FASB ASC 820 are described as 
follows: 


 


Level 1 - Inputs to the valuation methodology based on unadjusted quoted prices for identical 
assets or liabilities in active markets that are accessible. 


Level 2 - Inputs to the valuation methodology based on quoted prices for similar instruments and 
model-based valuation techniques for which all significant assumptions are observable in the 
market or can be corroborated by observable market data. 


Level 3 - Inputs to the valuation methodology that are generally unobservable and typically 
reflect management's estimates of assumptions that market participants would use in pricing the 
asset or liability. 
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The asset or liability's fair value measurement level within the fair value hierarchy is based on the lowest 
level of any input that is significant to the fair value measurement. Valuation techniques used need to 
maximize the use of observable inputs and minimize the use of unobservable inputs. 
 


Level 1 Level 2 Level 3 Total
Mutual Funds 3,502,217$      -$                 -$                 3,502,217$      
REITs -                    45,805             -                    45,805             
Equity Interest in Partnerships -                    -                    (1,032)              (1,032)              


Ending Balances 3,502,217$      45,805$           (1,032)$            3,546,990$      


Level 1 Level 2 Level 3 Total
Mutual Funds 3,170,863$      -$                 -$                 3,170,863$      
REITs -                    75,672             -                    75,672             
Equity Interest in Partnerships -                    -                    (1,032)              (1,032)              


Ending Balances 3,170,863$      75,672$           (1,032)$            3,245,503$      


Assets at Fair Value as of June 30, 2017


Assets at Fair Value as of June 30, 2016


 
 


All investment income is reported in the operating section of the statement of activities. Investment fees 
of $19,693 and $22,407 for the years ended June 30, 2017 and 2016 are netted with investment income 
respectively. The following schedule summarizes investment return in the statement of activities for the 
years ended June 30, 2017 and 2016: 


2017 2016
Investment Income 229,354$         121,822$         
Realized Gain (Loss) (19,888)            82,070             
Unrealized Gain (Loss) 111,864           (324,222)          


Net Investment Gain (Loss) 321,330$         (120,330)$         


NOTE 4 - GOVERNMENT OWNED PROPERTY 
 
Certain contracts require HealthInsight to purchase equipment. The contract revenue includes 
reimbursement to HealthInsight for the equipment purchases. Equipment purchased in these 
circumstances remains property of the contracting agency. These purchases are not capitalized and 
depreciated, but are considered an expense, even though expenditures may exceed the organization’s 
$1,000 capitalization policy.  This equipment is reported annually to Medicare through the Standard Data 
Processing System (SDPS). 
 
NOTE 5 - EMPLOYEE RETIREMENT PLANS 


The Organization has a retirement plan that covers all employees who have completed a minimum service 
requirement. Benefits under the plan are limited to the balance in participants' accounts. The plan 
combines a defined contribution feature and a 401(k) elective salary deferral feature. All employer 
contributions are subject to a four-year vesting schedule. Under the 401(k) provision, employees can 
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contribute up to 100% of their compensation subject to the maximum amounts allowed under federal tax 
law. The Organization will match 50% of the first 4% of pay that employees contribute to the plan. The 
Organization will make an additional contribution for each employee who is an active participant on the 
last day of that period in an amount equal to 7% of the participant’s monthly compensation not in excess 
of 50% of the employee’s “Integration Level,” plus 10% of such compensation in excess of 50% of the 
employee’s “Integration Level.” Integration Level is the Social Security Taxable Wage Base of $118,500 
for 2017 and 50% of this number is $59,250. The Organization’s contributions to the plan included in 
expenses were $1,349,579 and $908,620 for the years ended June 30, 2017 and 2016, respectively. These 
expenses include $143,153 and $210,780 in employer matching contributions for the years ended June 30, 
2017 and 2016 respectively. The Organization may make additional optional matching and discretionary 
contributions, not to exceed federal tax law limitations. For the years ended June 30, 2017 and 2016 the 
Organization did not make additional optional matching or discretionary contributions. 
 
NOTE 6 – CAPITAL ASSETS 
 
The following table summarizes the changes in Capital Assets for years ended June 30, 2017 and 2016: 
 


6/30/2016 Additions
Disposals and 
Adjustments 6/30/2017


Furniture and Equipment 2,146,285$      404,265$         (39,708)$          2,510,842$      
Leasehold Improvements 169,639           12,866             24,367             206,872           
Total Capital Assets 2,315,924        417,131           (15,341)            2,717,714        
Accumulated Depreciation (1,733,489)       (436,926)          29,753             (2,140,662)       


Net Capital Assets 582,435$         577,052$         


6/30/2015 Additions
Disposals and 
Adjustments 6/30/2016


Furniture and Equipment 3,216,136$      199,063$         (1,268,914)$     2,146,285$      
Leasehold Improvements 273,052           9,659                (113,072)          169,639           
Total Capital Assets 3,489,188        208,722           (1,381,986)       2,315,924        
Accumulated Depreciation (2,851,840)       (262,094)          1,380,445        (1,733,489)       


Net Capital Assets 637,348$         582,435$         
 


NOTE 7 - DESCRIPTION OF OPERATING LEASE ARRANGEMENTS 


The organization leases office space in Murray, Utah, Las Vegas, Nevada and Albuquerque, New Mexico 
under operating lease agreements.   
 
Utah.  The Salt Lake City office lease covers the period from February 2012 through July 2018 during 
which the base rent is $24,147 per month during the first year with the first six months free and escalates 
3% each year.  The free rental period has been amortized over the life of the contract for rental expense. 
 
Nevada.  The Las Vegas office lease amendment covers the period from March 1, 2015 through May 31, 
2020 with an option to renew for an additional three years.  The monthly base rent of $17,157 shall 
increase every thirteen months by a fixed amount of 2.5%. 
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New Mexico.  The original lease was extended and amended to extend the contract from January 1, 2016 
to January 31, 2020. The monthly base rent $21,569.75 escalates each calendar year according to 
schedule.  
 
Oregon.  The Portland office original lease was extended and amended to extend the contract from 
August 29, 2014 to May 31, 2019. The monthly base rent $24,084.75 escalates by 3% each September 
according to schedule. 
 
Minimum lease payments for operating leases are as follows: 
 


Years ending June 30
2018 1,147,529$   
2019 827,049        
2020 374,718        
Total 2,349,296$   


 
 
Total rental expense for all operating leases was $1,139,641 and $742,141 for the years ended June 30, 
2017 and 2016, respectively. Rental expense in the statement of activities is shown net of sublease 
income.   
 
NOTE 8 - LINE OF CREDIT 
 
The Organization has a line of credit.  It is a $750,000 revolving line of credit with a bank. The amount 
that can be borrowed at any given time may be less than $750,000, depending on the accounts receivable 
balance at the time. The interest rate is equal to the bank’s prime rate, with a floor of 5 percent. There was 
no balance on the line of credit as of June 30, 2017 and 2016. 
 
Subsequent to year end the line of credit was renewed with a maturity date of September 2, 2018.  The 
renewed line of credit carries a limit of $750,000 and an interest rate equal to the bank’s prime rate, with a 
floor of 4 percent.  As of December 18, 2017, the line of credit was unused. 
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INDEPENDENT AUDITORS’ REPORT ON INTERNAL CONTROL OVER  
FINANCIAL REPORTING AND ON COMPLIANCE AND OTHER MATTERS  


BASED ON AN AUDIT OF FINANCIAL STATEMENTS PERFORMED 
IN ACCORDANCE WITH GOVERNMENT AUDITING STANDARDS 


 


To the Board of Trustees of 
HealthInsight 


We have audited, in accordance with the auditing standards generally accepted in the United States of 
America and the standards applicable to financial audits contained in Government Auditing Standards 
issued by the Comptroller General of the United States, the financial statements of HealthInsight (a 
nonprofit organization), which comprise the Statements of Financial Position as of June 30, 2017 and 
2016, and the related Statements of Activities, and Cash Flows for the years then ended, and the related 
notes to the financial statements, and have issued our report thereon dated December 18, 2017. 


Internal Control over Financial Reporting 


In planning and performing our audit of the financial statements, we considered HealthInsight’s internal 
control over financial reporting (internal control) to determine the audit procedures that are appropriate in 
the circumstances for the purpose of expressing our opinion on the financial statements, but not for the 
purpose of expressing an opinion on the effectiveness of HealthInsight’s internal control. Accordingly, we 
do not express an opinion on the effectiveness of the Organization’s internal control. 


A deficiency in internal control exists when the design or operation of a control does not allow 
management or employees, in the normal course of performing their assigned functions, to prevent, or 
detect and correct, misstatements on a timely basis. A material weakness is a deficiency, or a combination 
of deficiencies, in internal control, such that there is a reasonable possibility that a material misstatement 
of the entity’s financial statements will not be prevented, or detected and corrected on a timely basis. A 
significant deficiency is a deficiency, or a combination of deficiencies, in internal control that is less 
severe than a material weakness, yet important enough to merit attention by those charged with 
governance. 


Our consideration of internal control was for the limited purpose described in the first paragraph of this 
section and was not designed to identify all deficiencies in internal control that might be material 
weaknesses or significant deficiencies. Given these limitations, during our audit we did not identify any 
deficiencies in internal control that we consider to be material weaknesses. However, material weaknesses 
may exist that have not been identified. 


Compliance and Other Matters 


As part of obtaining reasonable assurance about whether HealthInsight’s financial statements are free 
from material misstatement, we performed tests of its compliance with certain provisions of laws, 
regulations, contracts, and grant agreements, noncompliance with which could have a direct and material 
effect on the determination of financial statement amounts. However, providing an opinion on compliance 
with those provisions was not an objective of our audit, and accordingly, we do not express such an 
opinion. The results of our tests disclosed no instances of noncompliance or other matters that are 
required to be reported under Government Auditing Standards. 
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Purpose of this Report 


The purpose of this report is solely to describe the scope of our testing of internal control and compliance 
and the results of that testing, and not to provide an opinion on the effectiveness of the organization’s 
internal control or on compliance. This report is an integral part of an audit performed in accordance with 
Government Auditing Standards in considering the organization’s internal control and compliance. 
Accordingly, this communication is not suitable for any other purpose. 


 
B2a, CPAs 
December 18, 2017
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INDEPENDENT AUDITORS’ REPORT ON COMPLIANCE FOR EACH MAJOR PROGRAM 
AND ON INTERNAL CONTROL OVER COMPLIANCE REQUIRED BY 


OMB COMPLIANCE SUPPLEMENT 
 


To the Board of Trustees of 
HealthInsight 


Report on Compliance for Each Major Federal Program 


We have audited HealthInsight’s compliance with the types of compliance requirements described in the 
OMB Compliance Supplement Compliance Supplement that could have a direct and material effect on 
each of HealthInsight’s major federal programs for the years ended June 30, 2017 and 2016. 
HealthInsight’s major federal programs are identified in the summary of auditor’s results section of the 
accompanying schedule of findings and questioned costs. 


Management’s Responsibility 


Management is responsible for compliance with the requirements of laws, regulations, contracts, and 
grants applicable to its federal programs. 


Auditors’ Responsibility 


Our responsibility is to express an opinion on compliance for each of HealthInsight’s major federal 
programs based on our audit of the types of compliance requirements referred to above. We conducted 
our audit of compliance in accordance with auditing standards generally accepted in the United States of 
America; the standards applicable to financial audits contained in Government Auditing Standards, issued 
by the Comptroller General of the United States; and OMB Compliance Supplement, Audits of States, 
Local Governments, and Non-Profit Organizations. Those standards and OMB Compliance Supplement 
require that we plan and perform the audit to obtain reasonable assurance about whether noncompliance 
with the types of compliance requirements referred to above that could have a direct and material effect 
on a major federal program occurred. An audit includes examining, on a test basis, evidence about 
HealthInsight’s compliance with those requirements and performing such other procedures as we 
considered necessary in the circumstances. 


We believe that our audit provides a reasonable basis for our opinion on compliance for each major 
federal program. However, our audit does not provide a legal determination of HealthInsight’s 
compliance. 


Opinion on Each Major Federal Program 


In our opinion, HealthInsight complied, in all material respects, with the types of compliance 
requirements referred to above that could have a direct and material effect on each of its major federal 
programs for the years ended June 30, 2017 and 2016. 


Report on Internal Control Over Compliance 


Management of HealthInsight is responsible for establishing and maintaining effective internal control 
over compliance with the types of compliance requirements referred to above. In planning and performing 
our audit of compliance, we considered HealthInsight’s internal control over compliance with the types of 
requirements that could have a direct and material effect on each major federal program to determine the 
auditing procedures that are appropriate in the circumstances for the purpose of expressing an opinion on   
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compliance for each major federal program and to test and report on internal control over compliance in 
accordance with OMB Compliance Supplement, but not for the purpose of expressing an opinion on the 
effectiveness of internal control over compliance. Accordingly, we do not express an opinion on the 
effectiveness of HealthInsight’s internal control over compliance. A deficiency in internal control over 
compliance exists when the design or operation of a control over compliance does not allow management 
or employees, in the normal course of performing their assigned functions, to prevent, or detect and 
correct, noncompliance with a type of compliance requirement of a federal program on a timely basis. A 
material weakness in internal control over compliance is a deficiency, or combination of deficiencies, in 
internal control over compliance, such that there is a reasonable possibility that material noncompliance 
with a type of compliance requirement of a federal program will not be prevented, or detected and 
corrected, on a timely basis. A significant deficiency in internal control over compliance is a deficiency, 
or a combination of deficiencies, in internal control over compliance with a type of compliance 
requirement of a federal program that is less severe than a material weakness in internal control over 
compliance, yet important enough to merit attention by those charged with governance. 


Our consideration of internal control over compliance was for the limited purpose described in the first 
paragraph of this section and was not designed to identify all deficiencies in internal control over 
compliance that might be material weaknesses or significant deficiencies. We did not identify any 
deficiencies in internal control over compliance that we consider to be material weaknesses. However, 
material weaknesses may exist that have not been identified. 


Purpose of this Report 


The purpose of this report on internal control over compliance is solely to describe the scope of our 
testing of internal control over compliance and the results of that testing based on the requirements of 
uniform guidance. Accordingly, this report is not suitable for any other purpose. 


 
B2a, CPAs 
December 18, 2017
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 CFDA 
Number 


 Amount of 
Expenditures 


U.S. Department of Health and Human Services (HHS)


ATOP 93.621 931,546$          
ATOP2 93.622 3,530,572         
Strong Start 93.611 90,726              
GWEP 93.969 407,648            
UHIN Interoperability 93.719 192,582            
AHRQ OR 93.226 198,955            
PDMP 93.279 253,333            
CDC Opioid  Use Sep 16 93.136 60,752              
DOH - Chronic Disease Prevention 93.241 124,375            
UNM EvidenceNOW 93.226 209,376            


Total Expenditures of Federal Awards 5,999,865$       


Agency/Program Grant Title
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Financial Statements 
 
Type of Auditors’ report issued:   Unmodified 
Internal control over financial reporting: 
•  Material weakness(es) identified?             Yes       X     No 
 
• Significant deficiency(ies) identified 
  that are not considered to be material 
  weaknesses?              Yes        X    None reported 
 
Non compliance material to financial 
 statements noted?              Yes       X     No 
 
Federal Awards 
 
Internal control over major programs: 
• Material weakness(es) identified?             Yes        X      No 
 
• Significant deficiency(ies) identified 
   that are not considered to be material 
   weaknesses?              Yes        X     None reported 
 
Type of Auditors’ report issued on compliance for major programs: Unmodified 
 
Any audit findings disclosed that are required 
 to be reported in accordance with the  
 Compliance Supplement?                Yes       X     No 
 
 
Identification of major programs 


CFDA Number(s)  Name of Federal Program or Cluster 
93.621   ACA Initiative to Reduce Avoidable Hospitalizations 


among Nursing Facility Residents  
93.779   Medicare Quality Improvement Organization 
 


Dollar threshold used to distinguish 
  between type A and type B programs:  $ 750,000 
 
Auditee qualified as low-risk auditee?       X     Yes              No 
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Internal Control Over Financial Reporting 
 
There were no findings to report for the year ended June 30, 2017. 
 
 
Compliance 
 
There were no findings to report for the year ended June 30, 2017. 
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Internal Control Over Financial Reporting 
 
There were no findings to report for the year ended June 30, 2016. 
 
 
Compliance 
 
There were no findings to report for the year ended June 30, 2016. 
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Statement of Financial Position
as of December 31, 2017


ASSETS Actual Amt


Cash & Cash Equivalents 9,345,824
Accounts Receivable 7,624,014
Other Current Assets 480,744


17,450,582


Property & Equipment 656,865
Other Long-Term Assets 125,941


782,806


18,233,387


LIABILITIES & OPERATING FUND


Current Liabilities 3,516,946
Other Current Liabilities 10,173
Long-Term Liabilities 0


3,527,119


Operating Fund 14,706,268
14,706,268


18,233,387


      Current Assets


Total ASSETS


Liabilities


Long-Term Assets


Total LIABILITIES & OPERATING FUND


     Net Assets
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YTD Amount


Utah Medicare Revenue 9,599,397
Nevada Medicare Revenue 2,944,429
Other Contract Revenue 7,865,928
Grant Revenue 432,994
Other Revenue 421
Interest & Investment Revenue 95,832


Labor 6,786,102
Fringe Benefits 3,367,064
Rent & Utilities 52,688
Equipment & Maintenance 39,122
Office Expenses 194,381
Consultants 203,611
Travel 309,520
Meetings 10,262
Temporary Help 49,580
Other Direct Costs 949,101
Subcontracts & Passthru 2,398,083


Indirect Costs 4,629,126


                     Direct Expenses
                    


Statement of Activities


Company:  1   HealthInsight For FY 2017 Period 6 Ending 2017-12-31
Organization:   1 - HealthInsight


                    


                    Revenue
                    


                    Total  Revenue
20,939,001


                    


                    Total  Direct Expenses
14,359,514


                    


                    Indirect Expenses
                    


                    Total  Indirect Expenses
4,629,126
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Unallowable 137,442


Gain (Loss) on Sale of Assets 600
Unreal. Gain (Loss) on Invest 153,571


1,967,089


                     Non-Operating Items
                    


                    Direct Expenses
                    


                    Total  Direct Expenses
137,442


                    


                    Total  Non-Operating Items
154,171


CHANGE IN NET ASSETS


Page 1 of 1
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DataStat - Survey Capabilities and Services 
February 2018 


 
Executive Summary 
 


DataStat specializes in survey data collection services and advanced reporting, specifically in support of 


health services research and public policy research.  No other survey organization in the country exceeds 


our combined level of quality and efficiency in this area.    
 


DataStat Overview 


• Founded by professional researchers from the Institute for Social Research and the School of Public 


Health at the University of Michigan 


• Specialists in health services research and public policy research 


• 29+ years’ experience in complex and large scale survey research 


• Managed by original founders who direct research projects on a day-to-day basis 


• 100+ highly-qualified professional staff 


• Extensive in-house automated mailing, CATI, web, and IVR facilities 
 


CAHPS®1-specific Experience 


• Primary contributor to CAHPS Consortium pilots and development  


• Conducted more complex CAHPS projects than any other vendor, from stand alone to state-wide 


• Certified by NCQA for 10+ years for health plan CAHPS (500 samples), and for PCMH CAHPS  


• Certified by CMS for MA&PDP CAHPS, ACO CAHPS, QHP and MIPS CAHPS surveys  


• Consistently achieve optimal response rates and superior levels of data quality  


• 16+ years’ experience in AHRQ CAHPS Benchmark Database and NCQA reporting requirements 
 


Other Experience 


• Routinely conduct projects from 900 to 200,000 respondents 


• Production and project management systems in place to manage work of all magnitudes 


• Clients include the original Picker Institute, Harvard Medical School, RAND, the Centers for Disease 


Control and Prevention, NIH, the Department of Defense, and NCQA/CMS  


• Certified by NCQA for 200 HOS (Health Outcomes Survey) samples  


• Only vendor certified by NCQA to conduct the HOS-M project on behalf of Medicare PACE 


organizations   
 


Standards of Quality Assurance – The DataStat Advantage 


• Full academic rigor applied to all sampling tasks, from intake through final sample selection 


• All mail materials produced by our in-house commercial printing plant 


• Laser printing systems able to produce 400 fully customized pages per minute 


• Automated insertion process producing customized mail packets with 100% video scan matching  


• Proprietary CATI software: developed in-house; most advanced system in use today 


• 100-station CATI facility in-house; full-time Spanish-speaking interviewers on staff 


• Full-time interviewers with thorough research training and native Spanish-speaking capabilities 


• Extensive interviewer assessment based on professional conduct, never on raw productivity 


• Full audio and video ongoing monitoring of all professional interviewing staff 


• In-house CATI facility with supervisory ratios of 3:1; in-house web and IVR systems 


• Proprietary response rate booster: designed and programmed in-house, using a neural network 


rulebase call patterning to reach hard-to-contact respondents 


                                                           
1 CAHPS is a registered trademark of the Agency for Healthcare Research and Quality (AHRQ) 
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DataStat - Survey Capabilities and Services 
February 2018 


 
Overview 


DataStat specializes in survey data collection services and advanced reporting in support of health 


services research and public policy research.  We serve a wide range of clients, including state 


governments, federal agencies, foundations, academic institutions, health plans—large and small, and 


quality improvement organizations (QIOs), with whom we have partnered to provide both general and 


highly specialized survey research services.  Some projects require the large volume efficiencies offered 


by our in-house systems and technologies.  In other cases, our client is interested in a close working 


relationship for case-by-case management in project design and development.  We serve all of these 


situations, and provide our clients excellence in value and dependability as we consistently meet the 


unique and changing needs of a single project, or flow of projects, throughout the term of our working 


relationship. 


 


We began over 25 years ago as a computer assisted telephone interview (CATI) facility, and in that role 


developed highly sophisticated sample management and data collection processes.  As other methods of 


data collection have emerged over the years, we have integrated them into new protocols, to become part 


of our survey management system.  We recognize that the attainment of completed surveys, by mail and 


telephone, has become more challenging due to computer technology, cell phones and answering machine 


devices.  We keep pace with these changes by continually adapting our protocols, to consistently obtain 


the highest response rates in the country.  We offer data collection by mail only, mail with telephone 


follow-up, telephone only, mail plus web-based survey response option, web-based surveys only, and 


other combinations specific to project needs.   


 


DataStat is composed of over 100 professional staff who are responsible for project management, 


technical implementation, quality assurance, data collection, and client liaison.  In order to maintain 


complete quality control from start to finish, professional staff and all survey facilities are housed under 


one roof:  full mailed-survey capabilities for printing, assembly, and automated insertion within our 


headquarters building; our 100-station CATI facility; and our web survey facility, which runs from secure 


servers within our building.   
 


A key element of many survey projects is optimal efficiency in connecting with sometimes hard-to-reach 


groups of people, such as Medicaid or transient populations, while producing a very high quality dataset 


that is representative of the population and their experiences in getting health care.  Before the field 


period even begins, we give special attention to sample construction to ensure that respondent contact 


information is accurate and up to date.  All materials in mail phases are customized to the respondent 


level and, for projects with a telephone component, we implement a refined CATI follow-up protocol to 


reach non-respondents.  This is where our CATI experience is most valuable. Because of our data 


collection expertise and experience, the outcome is not only a high response rate, but results that can be 


used and presented with confidence.     
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DataStat - Survey Capabilities and Services 
February 2018 


 
DataStat: Experience and Performance 


DataStat has a long history and solid record of results as a top-tier survey research organization, 


conducting health care, academic, pharmaceutical, and other types of survey research projects.  Our 


clients include institutions such as Harvard Medical School, the Centers for Disease Control and 


Prevention, the RAND Corporation, the MacArthur Foundation, the National Institute of Mental Health, 


NCQA, the Centers for Medicaid and Medicare (CMS), and the Department of Defense, in addition to 


many state agencies and health plans.  Our client list represents the leading organizations in health 


services research, and the projects we work on frequently receive national attention. 


 


Projects we have conducted over the years vary widely in size and scope:  from a single academic 


organization, for example, field testing a single instrument among several hundred selected respondents 


using a uni-modal protocol, to hundreds of health care organizations and hundreds of thousands of 


respondents, state- or nation-wide, using a multi-modal protocol and requiring a multitude of aggregate or 


individualized custom graphical reports.  Typically, we work with the quality improvement or health care 


improvement staff within a health care organization, who then disseminate survey results to other key 


personnel, such as board members or directors, within their organization as well as to key stakeholders in 


their larger health care community. 


 


DataStat plays a major role as well in CAHPS and HEDIS research projects, dating back to the beginning 


of CAHPS when we partnered with the Picker Institute in the early testing and development of these 


instruments.  We continue to participate in CAHPS development efforts and annually conduct many 


CAHPS, HEDIS, as well as HOS and other studies and surveys on behalf of our health plan clients, CMS, 


and state Medicaid partners.   


 


Our expertise with CAHPS surveys comes from years of partnering with designers of CAHPS tools and 


protocols, ranging from the development of tools for non-English languages, to field testing new 


materials and protocols, such as the health literacy module designed for use in health plan, hospital, and 


provider settings.   


 


DataStat is authorized by NCQA to process 500 CAHPS samples and 200 HOS samples per year.   We 


conduct CAHPS, HEDIS, and HOS survey projects for hundreds of clients each year. Over time, we have 


increasingly specialized in large-scale state-level projects, such as CAHPS surveys for Utah, New York, 


Ohio, Minnesota, Washington State, Hawaii, and California.  Sample sizes for these projects range from 


50,000 or so, to well over 100,000, which means that we handle sample frames that are several orders of 


magnitude larger.  Most of these projects run concurrently, with all materials and data collection tools 


produced and managed in-house.   


 


Summaries of key projects are described below. 


 


  Tri-State Children’s Health Improvement Collaborative (T-CHIC).   In 2012-13, DataStat was 


chosen to conduct the Clinician and Group with Patient-Centered Medical Home (PCMH) Items 


CAHPS Survey for this demonstration project, incorporating practice sites in Oregon, West Virginia, 


and Alaska. The Oregon Health Authority provided coordination for the project and T-CHIC 


practices, and structured the project such that practices in Oregon outside the scope of the grant were 


able to join the project, field their samples alongside T-CHIC sites, and have the opportunity to 


participate in NCQA’s PCMH Recognition Program.  Quality Corporation, a not-for-profit group 


working to improve health care quality in Oregon, worked with DataStat to coordinate efforts with 


non-T-CHIC sites.  DataStat worked directly with all practice sites to obtain sample frame data files.  


A total of 21 T-CHIC and 23 non-T-CHIC practice sites (N=27,000, approximately) participated in 
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the survey, which used the adult and child versions of the PCMH CAHPS instrument, with some 


custom items.  A two-wave mail only protocol was implemented in English and Spanish; a telephone 


follow-up was added for sites in Alaska, given the limits of mail delivery in remote areas there.  


About half of the sites elected to submit data to NCQA.  


 


  The California Managed Risk Medical Insurance Board.  Children’s Health Insurance CAHPS 


Member Satisfaction Survey.  From 2000 through 2013, when California reorganized its 


administration of public health care programs, DataStat conducted an evaluation of member services 


provided by 27 California health plans under the California Healthy Families program, which was 


federally funded under the SCHIP program.  Approximately 25,000 respondents were involved.  The 


project was conducted in five languages with complex ethnic oversampling.  We did extensive 


consumer report design work for this project, including focus groups of likely consumers, and 


prepared final reports in the 11 official languages supported by MRMIB.  
 


  State of Oregon – Oregon Medical Assistance Program.  Since 2001, DataStat has been chosen to 


implement the CAHPS surveys for the State of Oregon Medicaid, Fee-for-Service, and low-income 


medical assistance programs.  Using an enhanced approach to recommendations by NCQA and the 


CAHPS Consortium, we use a multi-wave mail plus telephone follow-up mixed methodology to 


collect the experiences of these beneficiaries.  
 


  State of Utah – DHS Office of Healthcare Statistics.  DataStat has worked with the State of Utah 


since the early 1990’s surveying the adult and child Medicaid populations.  Utah was one of the very 


early adopters of the CAHPS survey, and began using it in telephone surveys in 1995.  DataStat has 


enjoyed a long and successful relationship with OHCS and the Medicaid plans in Utah.   


 


   New York State Department of Health (NYSDOH) – CAHPS Adult Medicaid Survey Project.  


Since 2009, DataStat has been awarded the contract for conducting the CAHPS Adult Medicaid 


survey project for the NYSDOH.  For each survey administration, about 35,000 enrollees are sampled 


across 15-20 managed care organizations.  The project uses the current year CAHPS adult Medicaid 


survey instrument, with additional custom items, for approximately 64 total questions. We implement 


a mixed-mode protocol consisting of four mailing waves and a telephone follow-up; some years have 


included a $5 check incentive mailed to respondents who completed a survey.  Project data are 


reported to the National CAHPS Benchmarking Database.  
 


 


   New York State Department of Health  – Adult and Child PCMH CAHPS Survey Project.  DataStat 


was selected to conduct the Clinician and Group with PCMH CAHPS Survey for the NYSDOH.  The 


2013 project was a pilot consisted of adult and child samples (N=6,000) drawn from PCMH and non-


PCMH practices, and used a mixed-mode (3 wave mail plus phone) data collection in English and 


Spanish.  Analysis compared experience of care in PCMH and non-PCMH practices.    


 


In 2015, Data was selected to conduct 5 consecutive years of data collection in conjunction with 


Public Consulting Group and focused on the Delivery System Reform Incentive Payment Program 


(DSRIP).  The DSRIP survey project surveys the adult populations enrolled in 25 NYSDOH 


Preferred Provider Systems (PPS); N=37,500.  The DSRIP project uses the 2015 C&G CAHPS 


survey instrument, with some modifications, for approximately 47 total questions, and a mixed mode 


(mail and telephone) survey protocol in English and pre-identified Spanish.  Custom state and PPS-


level reports were developed and delivered along with the dataset. 
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HealthInsight Assure  6830 W. Oquendo Road, Suite 102  Las Vegas, NV 89118 


Phone: 702-385-9933  Fax: 702-385-4586  www.healthinsight.org 


 
 
February 20, 2018 
 
Ronda Miller, Purchasing Officer II 
State of Nevada, Purchasing Division 
515 E. Musser Street, Suite 300 
Carson City, Nevada 89701 
 
RE:  HealthInsight Assure Request for 5% Preference  


Request for Proposal 3491 External Quality Review Organization 
 
Dear Ms. Miller: 
 
HealthInsight Assure, LLC (Assure) a division of HealthInsight Management Corporation 
(HealthInsight), has submitted a response to the Nevada Department of Health and Human 
Services (DHHS) Division of Health Care Financing and Policy (DHCFP) Request for Proposal 
(RFP) number 3491 to provide external quality review services for the State of Nevada. 


HealthInsight’s Nevada affiliate, HealthInsight Nevada, has provided services to DHCFP and 
other state divisions since 1988, beginning with 15 years of service as a Medicaid Utilization 
Review contractor. HealthInsight has had a very long and rich history working in and with 
the State of Nevada as the CMS Quality Innovation Network-Quality Improvement 
Organization (QIO). 


Since we conduct EQRO work in multiple states, HealthInsight Assure was incorporated in 
Utah and registered with the State of Nevada as a foreign corporation. As a significant 
portion of the work for Nevada will be produced by staff living and working in Nevada and 
staff from our other nearby offices will often travel to Nevada to execute the onsite portions 
of their work, we are requesting the 5% preference referenced in the RFP in Section 9.2 on 
page 28, as follows: 


Effective July 1, 2017, a five percent (5%) preference will be awarded to businesses 
based in Nevada. A Nevada business is defined as a business which certifies either that 
its ‘principal place of business’ is in Nevada, as identified in Section 3.1, Vendor 
Information or that a ‘majority of goods provided for the contract are produced in 
Nevada.’  The preference will be applied to the total score. 


9.2.1 Financial stability shall be scored on a pass/fail basis. 


Five individuals will be working out of HealthInsight Nevada’s existing Las Vegas office or 
telecommuting from their homes in northern Nevada. We have listed those employees and 
their roles below. We estimate that their efforts, and the local support provided by our 
Nevada facilities (information technology, office space and supplies, etc.) and EQRO work 
performed in Nevada by other staff will encompass more than 50% of the work required for 
this contract. 


Section VIII Page1007







 


HealthInsight Assure  6830 W. Oquendo Road, Suite 102  Las Vegas, NV 89118 
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• Project Manager- a Key Personnel who will be responsible for managing the 
timeline, tasks and deliverables for the contract 


• Nurse Reviewer- a Key Personnel who will work on compliance review activities 
as well as other areas where an RN is preferred  


• Medical Director- available when needed for consultation 
• Project Coordinator- providing coordination and assistance to the team 
• Project Assistant- providing support to the team 


I, Sharon Donnelly, HealthInsight Assure Board Chair, certify that the DHCFP RFP 3491 
for External Quality Review, if awarded to HealthInsight Assure, will result in a 
contract where the majority of goods for the contract are produced in Nevada. 


We thank you for this opportunity and look forward to providing DHCFP with Nevada 
External Quality Review services. Please feel free to contact me if you have any questions. I 
am available at your convenience by email at SDonnelly@healthinsight.org or by phone at 
(801) 892-6668. 
 
Sincerely, 
 


 
Sharon Donnelly, MS 
Senior Vice President, Development 
HealthInsight Assure Board Chair 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


(Page 2) 
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HealthInsight is a private, nonprofit, community-based organization dedicated to improving health and health care, 
composed of locally governed organizations in four western states: Nevada, New Mexico, Oregon and Utah. 
HealthInsight also has operations in Seattle, Washington, and Glendale, California, supporting End-Stage Renal 
Disease Networks in the Western United States. As such, it is able to draw upon the unique social and cultural 
elements of each region, as well as quality improvement expertise that has been developed over four decades. 


The HealthInsight enterprise holds contracts and grants in key areas of health care improvement: 


Medicare/Medicaid  
• Medicare Quality Innovation Network-Quality Improvement Organization (QIN-QIO) – Nevada, New Mexico, 


Oregon and Utah 
• Partnership to Advance Tribal Health (PATH) – New Mexico, Arizona and nationally 
• Hospital Improvement Innovation Network (HIIN) – Nevada, New Mexico, Oregon and Utah 
• HealthInsight End Stage Renal Disease (ESRD) Alliance – Western United States  
• Centers for Medicare & Medicaid Innovation (CMMI) Admissions and Transitions Optimization Program  


(post-acute payment redesign) – Nevada and Colorado 
• Project ECHO Patient Flow – Nevada, New Mexico, Oregon and Utah 
• Strong Start – Nevada  
• Medicaid External Quality Review Organization (EQRO) – New Mexico and Oregon 
• Qualified Entity (QE) – New Mexico and Utah 


Health Information Technology/Health Information Exchange (HIT/HIE) 
• Community Health Information Exchange (HealtHIE Nevada and cHIE) – Nevada and Utah 


Learning Systems Support, Knowledge Management and Technical Assistance  
• CMMI Heath Care Innovations Award Rounds One and Two – National 
• CMMI Integrated Learning Systems – National  
• Quality Innovation Network-Strategic Innovation Engine – National  


Patient and Family Engagement 
• End of Life/POLST – Utah   
• UtahHealthScape – Utah  


Patient Safety 
• Prescription Drug Monitoring Programs Research – Oregon  


 
Medicare Quality Innovation Network-Quality Improvement Organization (QIN-QIO) 
HealthInsight is leading health care quality improvement activities for the Medicare Program as the Quality Innovation 
Network-Quality Improvement Organization (QIN-QIO) for a four-state region serving Nevada, New Mexico, Oregon 
and Utah. The five-year contract awarded by the Centers for Medicare & Medicaid Services (CMS) runs from July 2014 
to July 2019.  
 


HealthInsight has held federal contracts to support Medicare quality improvement activities continuously in Utah 
since 1984 and in Nevada since 1988. The New Mexico Medical Review Association continuously held the Medicare 
Quality Improvement Organization (QIO) contract for its state since 1984 and affiliated with HealthInsight in 2012. 
Acumentra Health also conducted Oregon's Medicare QIO activity since 1984 and joined HealthInsight as a 
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subcontractor under the QIN-QIO structure in 2014. In March 2016, Acumentra Health entered into a formal affiliation 
with HealthInsight. 
As the QIN-QIO, HealthInsight works with providers and the community on multiple, data-driven quality initiatives to 
improve patient safety, reduce harm, engage patients and families, and improve clinical care locally and across our 
region. The QIN-QIO work includes assisting outpatient clinicians to keep pace with the rapid changes of the health 
care system, employing lean methodology, assisting with quality reporting and incentive programs and developing 
innovative approaches to quality improvement. 


Partnership to Advance Tribal Health (PATH) 
CMS selected HealthInsight to become the QIN-QIO dedicated to understanding and supporting quality improvement 
efforts within the Indian Health Service (IHS) hospital system. IHS hospitals serve American Indian and Alaska Native 
people, and HealthInsight supports their leadership, providers and staff in providing high quality care for the people 
they serve. To best support the hospitals, HealthInsight partnered with organizations in Montana, Minnesota, North 
Dakota, South Dakota and Oklahoma. HealthInsight will serve hospitals in New Mexico and Arizona. Additionally, an 
American Indian owned small business will provide advice to strengthen patient, family and tribal government 
engagement. HealthInsight and its partners are working collaboratively with IHS to provide quality improvement 
training, spread best practices and ensure clinical, operational and safety standards are met or exceeded in order to 
improve health for American Indian and Alaska Native people. 


Hospital Improvement Innovation Network (HIIN) 


The Hospital Improvement Innovation Network (HIIN) contracts awarded by CMS will build on the momentum of the 
CMS-funded Hospital Engagement Networks and Quality Improvement Organizations to further reduce patient harm 
and readmissions. This initiative is part of a broader effort to transform our health care system into one that works 
better for the American people and for the Medicare program.  


Through 2019, the Hospital Improvement Innovation Networks will work to achieve a 20 percent decrease in overall 
patient harm and a 12 percent reduction in 30-day hospital readmissions as a population-based measure 
(readmissions per 1,000 people) from the 2014 baseline. Addressing health equity for Medicare beneficiaries and 
incorporating person and family engagement in health care will be central to these efforts.  


HealthInsight End Stage Renal Disease (ESRD) Alliance  
The HealthInsight ESRD Alliance was formed in 2015 to bring together the strengths of all partners to further integrate 
quality efforts across the care continuum for patients at risk for kidney disease, those with chronic kidney disease, and 
those on dialysis or receiving kidney transplant care. 


The HealthInsight ESRD Alliance is composed of HealthInsight, the Northwest Renal Network 16 (serving Alaska, Idaho, 
Montana, Oregon and Washington, Hawaii and Pacific Islands) and Network 18 (serving Southern California), along 
with stakeholders in both regions. The alliance brings together the strengths of all partners to ensure broader impact 
and the best quality health care for ESRD beneficiaries. The alliance serves more than 55,000 patients with ESRD in 569 
dialysis facilities. 


Admissions and Transitions Optimization Program (ATOP) 
HealthInsight Nevada was one of seven organizations across the nation selected by the Centers for Medicare & 
Medicaid Innovation (CMMI) to lead the charge in reducing avoidable hospitalizations among nursing facility 
residents in 2012. 


Section VIII Page1010







Corporate Summary 
 


 


Revised June 2017 


 


3 


The statewide initiative, called the Admissions and Transitions Optimization Program (ATOP), aimed to preserve the 
quality of life for residents in their homes by supporting nursing facility staff members, who help identify, 
communicate and respond to subtle changes in residents' conditions, which ultimately reduce unnecessary hospital 
admissions. 


In 2016, HealthInsight Nevada was selected to carry on stage 2 of this work with an added payment reform 
component. In this model, nursing facilities that provide a higher level of care for specific conditions will be paid at a 
higher level. Practitioners will also see a change in compensation. In a strategy to equalize pay between sites of care, 
physicians will receive the same amount for treating the patient within a skilled nursing facility as he or she would in a 
hospital. ATOP will continue implementing clinical interventions in Nevada facilities and add the payment reform 
piece to the work. To measure effectiveness, ATOP will also work with nursing facilities in Colorado to test the 
payment-only component of the intervention. 


Strong Start 
Strong Start is an initiative to support pregnant women within the Nevada Medicaid program with the goal of 
reducing pre-term births and low-birth-weight babies. The program focuses on women with high-risk behaviors, such 
as alcohol, tobacco and drug use, as well as those with high-risk health conditions. 


Strong Start promotes its goals by teaching healthy behaviors, decisions and experiences using the Group Prenatal 
Care model. This model begins with routine health assessments, which include a prenatal check by a clinical 
professional and instruction for patient self-care.  


Medicaid External Quality Review Organization (EQRO)  
HealthInsight’s New Mexico and Oregon affiliates have served as the Medicaid EQRO for their respective states since 
2005, under contract with the state Medicaid agencies. In New Mexico, HealthInsight provides quality oversight for all 
Medicaid managed care physical health, behavioral health and long-term care contracts. This work includes assessing 
contract performance against applicable state and federal standards and policy, measuring actual performance using 
approved methodology and performing other audits as requested. The Oregon EQRO performs similar quality 
oversight of 16 coordinated care organizations formed as part of Oregon’s Medicaid transformation model. Oregon 
work also includes conducting major annual surveys of mental health service consumers on behalf of the Medicaid 
agency, and performing on-site quality and utilization review of inpatient and residential mental health treatment for 
Medicaid recipients under 21 years of age or 65 and older.  
 
In April 2017, HealthInsight formed a separate corporate entity, HealthInsight Assure, LLC, to provide independent 
direction and governance of the company’s EQRO contracts and related quality assurance lines of business. 


Qualified Entity (QE) 
HealthInsight is certified as a Qualified Entity (QE) by CMS under its Qualified Entity Certification Program, developed 
to implement Section 10332 of the Affordable Care Act. This status, active for three years, certifies HealthInsight as 
qualified to access and handle certain Medicare claims data and protect patient privacy during the process. Qualified 
entities are able to combine Medicare and private insurance data to create comprehensive, useful reports on provider 
performance, intended to help consumers get more information regarding their local doctors, hospitals and other 
health care providers. HealthInsight is also currently preparing to publicly report Medicare and commercial data in 
Utah, in partnership with the Utah All-payer Claims Database. 
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Community Health Information Exchange (HealtHIE Nevada and cHIE) 
In Nevada, HealthInsight has collaborated with statewide stakeholders to launch a private, nonprofit, community-
based health information exchange, known as HealtHIE Nevada (HIE). Launched in 2011, HealtHIE Nevada lets doctors 
offices, hospitals, clinics, labs, pharmacies and other health care professionals access and share patient medical 
records quickly, securely and accurately at the point of care. This exchange improves timeliness, quality and 
coordination, and eliminates the need for costly and duplicative testing. By working together toward a more unified 
system for managing care, medical professionals can focus more time and energy on patients instead of paperwork. 
The management of HealtHIE Nevada and its services are performed by HealthInsight Nevada. 


In Utah, HealthInsight was a founding member of the Utah Health Information Network (UHIN) administrative data 
exchange, which has been active for more than a decade. UHIN's clinical HIE (cHIE) is online and clinical data currently 
is being exchanged. HealthInsight staff contributed in many areas of development, including vendor selection, 
governance design, communication strategy, provider engagement, evaluation design and the resolution of political 
issues. Marc Bennett, president and CEO of HealthInsight, is the present chairman of the UHIN board. 


CMMI Health Care Innovation Award Round One & Two, Integrated Learning Systems,  
Quality Innovation Network-Strategic Innovation Engine 


Since 2012, HealthInsight has provided learning system development, training and technical assistance support to 
national health care innovation programs. Support includes environmental scans, lessons learned synthesis, 
knowledge product development, collaborative learning facilitation and direct technical assistance to innovations 
projects. Support customers include the full health care-to-community continuum. Support targets range from 
strategic design, applications of emerging science, operations and challenges common to innovations initiatives, 
sustainability and payment model design. 


Project ECHO Patient Flow 
Catalyzing Complex Systems Change by Optimizing Patient Flow with the ECHO Model™ is a Centers for Medicare & 
Medicaid Services (CMS) funded special project. HealthInsight is supporting 50 primary care practices across Nevada, 
New Mexico, Oregon and Utah in building their capacity to improve their care processes by optimizing patient flows.  
 
 While the ECHO model has traditionally been used to increase rural clinicians’ ability to care for patients with complex 
diseases, this initiative will use an ECHO virtual learning community to increase primary care practices’ capacity to 
adapt their internal processes to improve quality and contain cost.  


End of Life/POLST 
HealthInsight Utah is funded via the Utah Department of Health under the State Innovation Model cooperative 
agreement from CMMI to focus on multiple aspects of advanced care planning. HealthInsight Utah created an 
Advanced Care Planning Advisory Group that focuses on empowering patients and their families to engage in 
meaningful end-of-life conversations with their physicians. The group provides training to providers in facilitating 
these critical discussions, and enhancing the portability and accessibility of documented preferences (Physician Order 
for Life Sustaining Treatment, or POLST, and other documents) at the time of need using a secure electronic process. 
This group has come together to plan Utah’s first-ever conference specifically targeting advanced care planning 
challenges and successes, with hopes of improving awareness and education on end-of-life topics for providers, 
families and the community.  
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Prescription Drug Monitoring Programs Research 
HealthInsight Oregon plans and manages research projects on behalf of, and in coordination with, research partners 
in academic, health care and government settings. Current projects include a five-year study, funded by the National 
Institute on Drug Abuse, to research the effectiveness of Oregon’s Prescription Drug Monitoring Program (PDMP) as a 
clinical decision tool for providers; a collaboration with Oregon State University in a three-year research grant from the 
Agency for Healthcare Research and Quality to develop a PDMP toolkit for pharmacists; and research on prescription 
opioid topics funded by the Centers for Disease Control and Prevention, the U.S. Bureau of Justice Assistance and the 
Pew Charitable Trusts. 


UtahHealthScape 


After working with community stakeholders for more than three years, in 2011, HealthInsight launched 
www.utahhealthscape.org, a comprehensive health care quality data-reporting website for providers, health plans 
and the public, representing a significant step forward in health care transparency. The site provides consumers with a 
directory of Utah providers, listing their characteristics and service offerings, quality of care data and patient 
experience/satisfaction survey results for health plans, hospitals, nursing homes and home health agencies. The site is 
available in English and Spanish.  


Key Partnerships 
HealthInsight is a key partner in the following areas: 


• New Mexico Coalition for Healthcare Value – New Mexico 
• Network for Regional Healthcare Improvement Collaborative (NRHI) – Nevada, New Mexico and Utah 
• The Nevada and Utah Partnerships for Value-Driven Health Care (NPV, UPV) – Nevada and Utah 


New Mexico Coalition for Healthcare Value 
HealthInsight New Mexico is a founding member and a strong supporter of the New Mexico Coalition for Healthcare 
Value, a not-for-profit organization that includes private and public employers, health care providers and insurers. The 
coalition was formed as a result of the momentum generated by the Robert Wood Johnson Foundation's Aligning 
Force for Quality (AF4Q) grant that had been operating in New Mexico under the auspices of HealthInsight. 
HealthInsight offices are home to the coalition, and operations are conducted through an administrative services 
arrangement. The coalition aims to improve health care value and cost transparency in the state. 


Network for Regional Healthcare Improvement Collaborative (NRHI)  
Through the work of the Nevada and Utah Partnerships for Value-Driven Health Care and the New Mexico Coalition 
for Healthcare Value, HealthInsight is designated in each state as a Regional Health Improvement Collaborative (RHIC) 
and is a member of NRHI. In this role, HealthInsight provides coordinated multistakeholder support in our 
communities in a neutral forum for health care transformation.  
 
Oregon Health Care Quality Corporation (Q Corp), with whom HealthInsight has announced a formal merger 
agreement, is also a RHIC and a member of NRHI. For more information, visit www.nrhi.org. 


The Nevada and Utah Partnerships for Value-Driven Health Care (NPV and UPV) 
HealthInsight is the Agency for Healthcare Research and Quality Chartered Value Exchange (CVE) in Nevada and 
Utah. The CVE is a multistakeholder collaborative effort that includes health care purchasers, health plans, providers 
and consumers.  
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The HealthInsight Value Program is working with a diverse set of community stakeholders to lead, develop and 
implement appropriate change around the value and transparency of health care. HealthInsight has identified the 
value proposition as a key strategy to improving the overall health of our communities. The program's key agenda 
strategies include: 


• Aligning health care payment with quality 
• Reporting provider performance 
• Engaging consumers 
• Promoting and advancing health information technology 


Convening our Community 
At HealthInsight, we understand the complexity of the health care system and the points of leverage for change: 


• Health care providers: We work intensively with hospitals, physician offices, long-term care and home health 
providers. As a thought leader and trusted adviser to those actively delivering health care, we engage our 
community partners in “learning labs” for continuous improvement. 


• Payers, purchasers, policy makers: We lead our communities in improving our health care system. 
• Public/consumers:  We translate health care data into actionable information that patients and their families 


can use to navigate the health care system and improve their health. 
• Patients and families: We are working to bring clinicians and patients together to address the ever-


increasing costs and complexities of our health care system. HealthInsight convenes Patient and Family 
Advisory Councils to bring understanding of the public perspective in order to help improve health outcomes. 


Drivers of Change: Improved  
System Performance Relationships 
While HealthInsight’s efforts have produced 
measureable improvements in health care 
quality, we believe we need a multifaceted 
approach if we are to move beyond gradual, 
incremental improvements to produce the 
major changes needed to achieve better 
outcomes at reasonable costs. 


This figure represents a model developed at 
HealthInsight to show the interrelated efforts we 
believe our communities must work on 
simultaneously in order to create sustainable 
gains. Our organizational strategy is to organize, 
expand upon existing efforts, support our 
partners and reinforce, encourage or otherwise 
foster initiatives that move these levers. 


These levers for change include: 
• Sharing clinic data across the continuum of care 
• Making optimal use of health information technology to improve and coordinate care 
• Promoting transparency of quality and cost data and continuously  providing actionable data to front-line 


workers 
• Redesigning work flow and care processes and supporting associated culture change 


Section VIII Page1014







Corporate Summary 
 


 


Revised June 2017 


 


7 


• Engaging consumers of health care in owning their own care and their own health, enabled with cost and 
quality data 


All of this has to happen in an environment with payment aligned to reward quality and efficiency. No single entity 
can drive all that change. Effectively engaging as a community, including alignment of government efforts, has to be 
an overarching key strategy. 


Currently many of these efforts are funded from different sources as independent projects. HealthInsight is working to 
coordinate across these efforts in our communities and obtain funding in the areas not covered. We are working 
toward building a sustainable, integrated community approach through the many initiatives we take on. 


 


For more information about HealthInsight, visit www.healthinsight.org or follow us on Twitter at @HealthInsight_.  
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VIII- Glossary of Acronyms 


PLACEHOLDER 


Term Definition 


ADA American Disabilities Act: 


BH Behavioral Health: The service by which behavioral healthcare services are 


provided and monitored by the State, EQR and the managed care organizations. 


While administered by the same Medicaid managed care organizations, behavioral 


health is considered distinct from physical health and long-term support services. 


BHSD Behavioral Health Services Division: The division within State government 


tasked with overseeing the provision of behavioral healthcare services for Medicaid 


members. 


CAHPS Consumer Assessment of Healthcare Providers and Systems: 


CAP Corrective Action Plan: A plan that is implemented to correct serious issues that 


were identified either internally by the managed care organization or by an external 


review. A managed care organization can implement a corrective action plan 


internally or may be placed on one by the State if the managed care organization’s 


EQR score falls below a predefined threshold. 


CCO Coordinated Care Organizations: 


CCP Comprehensive Care Plans: Plans developed by the managed care organizations 


in collaboration with the member and the member’s family to coordinate care for 


members who have complex medical cases or need additional help managing their 


healthcare. 


Centennial 
Care 


Centennial Care: The name given to the Medicaid Managed Care program 
administered by the State effective January 1, 2014. It replaced the previous system, 
which included Salud! State Coverage Insurance, coordination of long-term services, 
and behavioral health, all administered as separate programs. 


CFR Code of Federal Regulations: The codification of the general and permanent rules 
published in the Federal Register by the departments and agencies of the federal 
government. It is divided into 50 titles. Title 42 deals with Public Health. 


CHIP Children’s Health Insurance Program: 


Citation of 


Authority 


Citation of Authority: The official source from which the EQRO developed a 


question for the MCOs. The citation of authority is generally one of three things: 1) 


the contract between the MCOs and HSD; 2) the HSD Managed Care Policy Manual; 


or 3) the federal language found in the CFR. 


CLAS Culturally and Linguistically Appropriate Services: 


CMO Care Management Organization: 


CMS Centers for Medicare & Medicaid Services: A department within the United 
States Department of Health and Human Services that oversees the implementation 
of the Medicare and Medicaid programs. 
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Term Definition 


CY Calendar Year: The period of a year beginning with January 1 and ending with 
December 31. It is not to be confused with Fiscal Year or Measurement Year as 
defined elsewhere in this document. 


DBA Doing Business As: 


DBHR Division of Behavior Health and Recovery: 


DHCFP Division of Health Care Financing and Policy: 


DHCS Department of Health Care Services: 


DHHS Nevada Department of Health and Human Services: 


DOH Department of Health: 


DSN Delivery System Network: 


EDV Encounter Data Validation: This is a type of review where auditors look at 
medical records and billing to make sure that the billing is appropriate to the 
services rendered. The term “encounter” refers to an event such as an office visit or 
procedure that is the subject of the review. 


EQR External Quality Review: The analysis and evaluation by an External Quality 
Review Organization (EQRO) of information on quality, timeliness and access to the 
healthcare services that an MCO or its contractors furnish to Medicaid members. 


EQRO External Quality Review Organization: An organization contracted with the State 
to conduct reviews of the contracted Medicaid managed care organizations. The 
External Quality Review Organization also writes reports of findings and 
recommendations for improvement to the State. The contracted External Quality 
Review Organization that developed this report is HealthInsight New Mexico. 


FH Fair Hearing: The process by which the State hears an appeal by a member. 


Members submit appeals to the managed care organization.  


FY Fiscal Year: The year as defined for accounting purposes. It may or may not be 


concurrent with the calendar year. As of this writing, the State Fiscal Year is July 1 


through June 30. This is not to be confused with Measurement Year or Contract 


Year, as defined elsewhere in this document. 


FWA Fraud, Waste and Abuse: The federal government monitors, investigates and 


prosecutes cases of fraud, waste, or abuse against the Medicaid program as a 


function of the Program Integrity program. 


HA Health Authority: 


HEDIS® Healthcare Effectiveness Data and Information Set: A set of quality metrics 
developed by the National Committee for Quality Assurance to measure and certify 
the quality achievements of health plans. HEDIS® is a registered trademark of the 
National Committee for Quality Assurance (NCQA). 


HHS Health and Human Services: This is the department within the federal 
government that is responsible for administering the Medicaid and Medicare 
programs.  
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Term Definition 


HSD State of New Mexico Human Services Department, Medical Assistance 
Division: The agency of New Mexico State government responsible for 
administering a portfolio of programs, including Medicaid. 


IDSS Interactive Data Submission System: This is the workbook where MCOs submit 
their HEDIS rates and data to NCQA for validation and reporting. 


IHCPs Indian Health Care Providers: 


IRR Inter-rater Reliability: A metric used to determine the extent to which two or 
more reviewers agree on a scored item. It is an indicator of the consistency of the 
implementation of a rating system. It is also an indicator of the accuracy and quality  
of a review or review process. 


ISCA Information Systems Capabilities Assessment: 


IT Information Technology: 


LEP Limited English Proficiency: Individuals who do not speak English as their 


primary language and who have a limited ability to read, speak, write, or understand 


English These individuals may be entitled language assistance with respect to a type 


or service, benefit, or encounter. 


LTSS Long-term Services and Supports: Services provided by the contracted managed 
care organizations for members who need long-term care. What care is needed is 
determined through a series of assessments. This care may be provided in a variety 
of settings. 


MCO Managed Care Organizations: Organizations contracted with the State Human 
Services Department to provide Medicaid managed care services. As of this writing, 
the four contracted Medicaid managed care organizations are Blue Cross and Blue 
Shield of New Mexico, Molina Healthcare of New Mexico, Presbyterian Health Plan, 
Inc. and United Healthcare of New Mexico, Inc. 


MCP Managed Care Health Plan: 


MHP Molina Healthcare of New Mexico: One of the four Medicaid managed care 
organizations in New Mexico. This organization was also contracted with the State 
under the Salud! and State Coverage Insurance programs prior to the 
implementation of Centennial Care. 


MLTSS Managed Long-Term Services and Supports: 


MME Morphine Milligram Equivalent: 


MMIS Medicaid Management Information System: 


MY Measurement Year: The year defined as criteria for measurement of a quality 
indicator or other metric. It may or may not be concurrent with the calendar year. It 
is not to be confused with Fiscal Year or Calendar Year as defined elsewhere in this 
document. 
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Term Definition 


NCQA National Committee for Quality Assurance: An independent nonprofit 
organization that works to improve health care quality through evidence-based 
standards, measures, programs and accreditation. 


NDPP National Diabetes Prevention Program: The NDPP administered by the Centers 
for Disease Control and Prevention, is a structured change program for health 
behavior delivered in community and health care settings by trained community 
health workers or health professionals. A diabetes prevention program is an 
evidence-based intervention targeted to individuals with prediabetes, meaning 
those who have blood sugar that is higher than normal, but not yet in the diabetes 
range. 


NEMT Non-Emergency Medical Transportation: 


NF LOC Nursing Facility Level of Care: This refers to the amount of care that a member in a 
nursing facility requires. There are two care levels: Low and High. 


NMAC New Mexico Administrative Code: The official compilation of current rules filed by 
State agencies. 


NOD Notice of Direction: Notices issued by the State to HealthInsight New Mexico, 


outlining the areas to be reviewed and deliverables to be completed as part of EQR 


audits and reviews. A separate Notice of Direction is issued for each review or 


review conducted. 


OHA Oregon Health Authority: 


PAHP Prepaid Ambulatory Health Plan: 


PCP Primary Care Physician: A member’s primary physician, who should serve as the 


member’s primary point of contact with the healthcare system. Typically, a PCP is a 


general practice or family practice doctor or nurse practitioner. 


PDF Portable Document Format File: PDF is a file format used to present and exchange 
documents reliably, independent of software, hardware, or operating system. 


PDMP Prescription Drug Monitoring Program: 


PDSA Plan, Do, Study, Act: 


PH Physical Health: The process by which physical healthcare services are provided 


and monitored by the State, external quality review and the managed care 


organizations. While administered by the same Medicaid managed care 


organizations, physical health is considered distinct from behavioral health and 


long-term support services. 


PHI Personal Health Information: 


PHP Presbyterian Health Plan, Inc.: One of the four Medicaid Managed Care 
Organizations in New Mexico. This organization was also contracted with the State 
under the Salud! and State Coverage Insurance programs prior to the 
implementation of Centennial Care. 


PII Personal Identifiable Information: 


Section VIII Page1019







Page 5 of 6 
 


Term Definition 


PIP Performance Improvement Project: A PIP is an official plan that outlines an MCO’s 
method of measuring and improving a quality indicator and tracking that indicator’s 
movement over time. A quality indicator is usually the percent of qualified members 
who receive a given service, such as a cholesterol screening or dental exam. 


PM Performance Measures: The specific representation of a process or outcome that is 
relevant to the singular assessment of performance; it is quantifiable and can be 
documented. 


PMP Performance Measurement Program: The portfolio of programs and initiatives 
that an MCO undertakes to measure and improve performance indicators. 


PMV Performance Measurement Validation: 


PQA Pharmacy Quality Alliance: 


QAPI/QAPIS Quality Assessment Performance Improvement/Quality Assessment 
Performance Improvement Strategy: 


QHOC Quality Health Oversight Committee: 


QHP Qualified Health Plans: 


QIN Quality Innovation Network: 


QIO/PRO Quality Improvement Organization/Peer Review Organization: 


QM/QI Quality Management and Quality Improvement: The processes and interventions 
and MCO undertakes to improve processes related to PMs and PIPs. 


QRS Quality Rating System: 


REDCap Research Electronic Data Capture: 


Review 


Subject /  


Review Area 


Review Subject/Review Area: A review subject or review area is a particular area 


under review, such as program integrity or care coordination. 


RESPOND Resources Encouraging Safe Prescription Opioid Medication Dispensing: 


RFP Request For Proposal: 


RHIT Registered Health Information Technology: 


RSN Regional Service/Support Network: 


Salud! Salud!: A former Medicaid managed care program implemented by the State. The 
program ended and was replaced with Centennial Care, effective January 1, 2014. 


SBIRT Screening, Brief Intervention and Referral to Treatment: 


SCI State Coverage Insurance: is a former Medicaid managed care program 


implemented by the State. The program ended and was replaced with Centennial 


Care, effective January 1, 2014. 
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Term Definition 


SHP Strategic Healthcare Program: 


SPMI Serious and Persistent Mental Illness: 


SWBH Southwest Behavioral Health: 


UHC United Healthcare of New Mexico, Inc.: One of the four Medicaid managed care 
organizations in New Mexico. This organization was also contracted with the State 
under the Coordination of Long Term Services program prior to the implementation 
of Centennial Care. 


UM Utilization Management: UM is the evaluation of the medical necessity, 


appropriateness and efficiency of the use of healthcare services, procedures and 


facilities under the provisions of the applicable health benefits plan, sometimes 


called utilization review. 


Universe A universe consists of all the records from an MCO that meet specified criteria. The 


universe is the dataset from which the analyst pulls the sample. The MCOs use the 


sample to pull the records for the file review. 


Validation The review of information, data, and procedures to determine the extent to which 
they are accurate, reliable, free from bias, and in accord with standards for data 
collection and analysis. 
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State of Nevada 


 
 


Brian Sandoval 
Department Administration Governor 
Purchasing Division  
515 E. Musser Street, Suite 300 Jeffrey Haag 
Carson City, NV  89701 Administrator 


 
SUBJECT: Amendment 1to Request for Proposal 3491 


RFP TITLE: External Quality Review Organization (EQRO) 


DATE OF AMENDMENT: February 2, 2018  


DATE OF RFP RELEASE: January 10, 2018 


OPENING DATE: February 22, 2018 


OPENING TIME: 2:00 PM 


CONTACT: Ronda Miller, Purchasing Officer II 
 
 
The following shall be a part of RFP 3491.  If a vendor has already returned a proposal and any of the 
information provided below changes that proposal, please submit the changes along with this 
amendment.  You need not re-submit an entire proposal prior to the opening date and time. 
 
 
RFP CHANGES: 
 


1.  Old language: 


2.2.5 As described in (described in §438.310(c)(2)) an EQRO may not: 
 


New language: 
 


2.2.5 As described in (described in §438.354(c)(2)) an EQRO may not: 
 


2 Old language: 


2.1.5      Technical Assistance and Optional Activities  
 


The vendor may be required to provide technical assistance and/or optional 
activities described in 42 CFR 438.58(c) or comparable activities that assess 
the quality or utilization of services in the fee-for-service program to DHCFP 
and the participating MCOs, PAHP, and CMO during the contract period. The 
specific nature of the technical assistance will be defined on a case-by-case 
basis, but at a minimum, may include educational sessions to enhance the use 
of EQR results, identification of healthcare trends or “best practices” in 
performance measures or quality improvement activities; providing clinical 
consultation and/or expertise; and conducting evaluations of health care 
initiatives. Optional activities described in 42 CFR 438.358(c) may include:  
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New language: 


 
2.1.5      Technical Assistance and Optional Activities  


 
The vendor may be required to provide technical assistance and/or optional 
activities described in 42 CFR 438.358(c) or comparable activities that assess 
the quality or utilization of services in the fee-for-service program to DHCFP 
and the participating MCOs, PAHP, and CMO during the contract period. The 
specific nature of the technical assistance will be defined on a case-by-case 
basis, but at a minimum, may include educational sessions to enhance the use 
of EQR results, identification of healthcare trends or “best practices” in 
performance measures or quality improvement activities; providing clinical 
consultation and/or expertise; and conducting evaluations of health care 
initiatives. Optional activities described in 42 CFR 438.358(c) may include:  
  


 
3. RFP section deletions: 


RFP  Section 2.2.9 to be deleted in its entirety. 
 
4. RFP ATTACHMENT G – COST PROPOSAL REVISED: 


Vendors to submit cost on the following revised cost proposal:  
 


 


EQRO Cost Sheet 
Revised 2.1.18.xlsx  


 
QUESTIONS AND ANSWERS:  
 
1. Vendor Duties and Responsibilities-1.5-7-The RFP requests that vendors be available for regular 


meetings, including teleconference and face-to-face meetings in Nevada; however, the Cost 
Schedule provided in Attachment G does not include a category for teleconference and face-to-
face meetings to be priced by vendors. Will the DHCFP consider issuing a Cost Schedule that 
includes meetings, as it has in prior RFPs? 


 
 Yes, the Cost Schedule will be amended to include web meetings, teleconferences, and face to 


face meetings. 
 
2. 2.1 and Attachment G – Cost Schedule-2.1.5.4.A, B, C-12 and 41-There does not appear to be a 


designated column on the Optional Activities Cost Schedule for the new Nevada ABD managed 
care expansion program. Under which column(s) should the vendor price the optional activities 
for the ABD managed care expansion program? 
 


 Refer to the beginning of this amendment.  Attachment G has been revised. 
 
3. Attachment G – Cost Schedule--41-The entries in the Cost Schedule column labeled “RFP 


Citation” do not align with the RFP citations for the activities listed in Section 2. Will the DHCFP 
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consider issuing a revised Cost Schedule to help ensure vendors address the correct RFP 
requirements for each price proposed?  


 
Refer to beginning of this amendment for RFP submittal change. 


 
4. Attachment G – Cost Schedule--41-Please confirm that not all cells on the Cost Schedule require 


that a price be entered. For example, on the Optional Activities schedule, the row for Technical 
Assistance – Onsite contract compliance audit of the contracted CMO vendor will only have a 
price under the CMO-FFS column. 


 
 Refer to the beginning of this amendment. Attachment G has been revised. 
 
5. 2.1.1.4; 2.1.3.4-Network Adequacy Validation; page 7;  Validation of MCO and DBA/PAHP 


network adequacy during the preceding 12 months; page 9-Are there current contract 
requirements or other guidance for the MCOs and PAHP for Network Adequacy?  


  
There are current network adequacy standards outlined in the MCO RFP 3260 Section 3.7.5 
Access and Availability, and DBA RFP 3425 Section 3.6.5 Access and Availability. 


 
6. 2.1.1.4; 2.1.3.4-Network Adequacy Validation; page 7;  Validation of MCO and DBA/PAHP 


network adequacy during the preceding 12 months; page 9-What are the current network 
adequacy standards for the MCOs and PAHP?  


  
Refer to MCO RFP 3260 Section 3.7.5 Access and Availability, and DBA RFP 3425 Section 
3.6.5 Access and Availability. 


 
7. 2.1.1.4; 2.1.3.4-Network Adequacy Validation; page 7;  Validation of MCO and DBA/PAHP 


network adequacy during the preceding 12 months; page 9-Has the State of Nevada developed 
the new managed care requirements, related to time and distance standards, format for annually 
certifying adequacy of their networks?  


  
Refer to MCO RFP 3260 Section 3.6.3.2. Twenty-Five Mile Rule. 


 
8. 2.1.1.4; 2.1.3.4-Network Adequacy Validation; page 7;  Validation of MCO and DBA/PAHP 


network adequacy during the preceding 12 months; page 9-Does Nevada contract with MCOs or 
PAHPs for long term services and supports? 


  
Refer to MCO RFP 3260 Section 3.4.4.2 Excluded Populations, Services and Coverage 
Limitations for Individuals Enrolled in Managed Care. The DHCFP does not contract with 
the DBA for adult dental services. 


 
9. 2.1.2.4-Conduct of PIPs in addition to those conducted by health plan; page 8-Please clarify who 


would be conducting these PIPs? 
  


The selected EQRO vendor may be asked to conduct PIP activities in addition to the validation 
of MCO PIP activities. 


 
10. 2.1.2.4-Conduct of PIPs in addition to those conducted by health plan; page 8-What is the 


EQRO’s role with PIPs in addition to those conducted by health plan? 
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The EQRO’s role would be to validate additional PIPs conducted by the PCCM/CMO related 
to Pay for Performance Measures (P4P). 


 
11. 7-2.1.3-Validation of MCO, DBA/PAHP and CMO Performance Indicators; page 8-Which 


measures are the HEDIS measures? 
  


The State does not understand this question. Is the vendor looking for a list or an amount of 
the HEDIS and non-HEDIS measures? 


 
12. 2.1.3-Validation of MCO, DBA/PAHP and CMO Performance Indicators; page 8-Which 


measures are not HEDIS and will be validated using the CMS protocol? 
  


Refer to the response provided in question 11. 
 
13. 2.1.3.3-Validation of Performance Improvement Projects (PIPs); page 8-Does DHCFP have a 


preference for whether the PIP topics are selected by DHCFP, the MCO or the EQRO?  
 
Historically, the DHCFP has collaborated with both MCO and EQRO vendors to determine 
PIP topics based from performance measure data for the MCO vendors. 


 
14. 2.1.3.3-Validation of Performance Improvement Projects (PIPs); page 8-Does DHCFP have a 


preference for the selection of a single PIP topic across all MCOs or for allowing MCOs to select 
distinct and separate PIP topics?   
 
The DHCFP has had the same PIPs across plans as well as selected distinct and separate 
PIPs. PIP selection is determined by performance indicators, as well as determined with 
Nevada Department of Health and Human Services health goals and objectives in mind. 


 
15. 2.1.3.3-Validation of Performance Improvement Projects (PIPs); page 8-If the MCO is allowed 


to select the PIP topic, is the topic vetted and approved by DHCFP or the EQRO before 
implementation? 


  
Yes. 


 
16. 2.1.3.5-Validation of the Nevada DHCFP State QAPIS in SFY 2019 and each subsequent EQR 


contract renewal year; page 9-Can the state provide more detail about what data or documents 
the EQRO might review as part of the QAPI to measure objectively the progress and status of 
Value Based Purchasing? 


  
Validating performance measure data related to pay for performance programs outlined 
within CMO, MCO, or DBA contracts. 


 
17. 2.1.4-Compliance Review; page 10-How many sections are in the compliance review? 
  


IQAP Compliance Review Calendar 
Standard Number Compliance Review Standard Review Year 
I Internal Quality Assurance Program FY 2020 
II Credentialing and Recredentialing FY 2018 
III Member Rights and Responsibilities FY 2019 
IV Member Information FY 2019 
V Availability and Accessibility of Services FY 2018 
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VI Continuity and Coordination of Care FY 2019 
VII Grievance and Appeals FY 2019 
VIII Subcontracts and Delegation FY 2018 
IX Cultural Competency Program  FY 2020 
X Coverage and Authorization of Services FY 2019 
XI Provider Dispute and Complaint 


Resolution 
FY 2018 


XII Confidentiality and Recordkeeping FY 2020 
XIII Provider Information FY 2018 
XIV Enrollment and Disenrollment FY 2020 
XV Program Integrity FY 2020 


 
18. 2.1.5-Technical Assistance and Optional Activities; pages 10-11-Can you clarify whether cost 


information for the Technical Assistance and Optional activities described in Section 2.1.5 is 
requested for the Cost Proposal at this time; or whether it should be provided after a specific 
request and scope of work is provided by DHCFP (as indicated at the end of 2.1.5)? 


  
After a specific scope of work and request for costs is provided by the DHCFP. 


  
19. 2.2.9-ICD-9 and EDI compliance; page 14-Section 2.2.9 indicates the vendor must maintain 


ICD-9 and EDI compliance as defined by CMS. Could the state cite the CMS regulations to 
which this compliance refers? 


  
 Refer to beginning of this amendment for RFP submittal change. 
 
20. 2.4.1-Implementation; page 15-Is a preliminary work plan required as part of the proposal? 
  


A preliminary work plan is not required as part of the RFP. 
 
21. 9.2-Proposal Evaluation and Award Process, page 28-Is there a state statute, regulation or written 


rule that describes in more detail the specifics for the 5% discount for Nevada-based businesses? 
If not, can DHCFP elaborate on the criteria used to determine the 5% discount? 


 
 Refer to Assembly Bill 280 dated March 13, 2017. 
 
22. 7.-RFP Timeline; page 21-Is there a meeting of interested bidders prior to the submission of the 


bid?  
 
 No. 
 
23. 8.2.2.5-Part IA-Technical Response, Section V-Scope of work; page 24-Are there instructions 


on preferred response content for the Scope of Work sections? 
 
 The State has no additional instructions. The State will accept a clarifying question. 
 
24. 8.2.2.5-Part IA-Technical Response, Section V-Scope of work; page 24-The instructions indicate 


that the vendor shall place their responses to the technical sections immediately following the 
applicable RFP question, statement, and/or section.  Does this mean that the vendor must respond 
to every section/subsection individually or can sections/subsections be combined where it makes 
sense? 
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 Vendors shall respond to the Scope in its entirety.  
 
25. ATT. G-Cost Schedule Spreadsheet (attachment to the RFP); page 41 -The cost spreadsheet has 


citations that are supposed to be directed back to the RFP, but they are missing digits. For 
example, on the first line of the spreadsheet for the Activity of Performance Improvement Project 
Validation, one of the citations is 2.3.3. We cannot find a 2.3.3 in the RFP. 


 
Refer to beginning of this amendment for RFP submittal change. 


 
26. ATT. G-Cost Schedule Spreadsheet (attachment to the RFP); page 41 -In the cost spreadsheet, 


under Optional Activities, there is an Activity for Consulting. The citation is 2.5.6, but there is 
no 2.5.6 in the RFP. We believe it references Section 2.1.5.6 regarding consulting, however there 
is no scope of work (SOW) for that. In fact, this page (12) implies that a SOW would be submitted 
in writing from the state after the contract is awarded to the EQRO so that the EQRO may submit 
a cost proposal at that time.  Can the state provide details for the consulting work if it is intended 
to be part of the cost proposal for this RFP? 


  
The Cost Schedule has been revised. Please refer to the beginning of the amendment for this 
document. 


 
27. ATT. G-Cost Schedule Spreadsheet (attachment to the RFP); page 41 -In the cost spreadsheet, 


can you clarify which Optional Activities that you expect proposed cost for at this time? 
The Cost Schedule has been revised. Please refer to the beginning of the amendment for this 
document. 


 
28. ATT. G-Cost Schedule Spreadsheet (attachment to the RFP); page 41 -For Optional Activities 


that do not include a scope of work, are you requesting hourly rates? 
The Cost Schedule has been revised. Please refer to the beginning of the amendment for this 
document. 


 
29. ATT. G-Cost Schedule Spreadsheet (attachment to the RFP); page 41 -For Optional Activities 


that do not include a scope of work, are these sections to be completed once a final vendor is 
selected and scope of work is provided? 
 
The Cost Schedule has been revised. Please refer to the beginning of the amendment for this 
document. 


 
30. Section 2.1.3, Scope of Work, page 8. Can the State clarify the total number of plans that would 


undergo a Performance Measure Validation audit? 
  


3 MCOs, 1 DBA, and 1 CMO. 
 
31. Section 2.1.3, Scope of Work, page 8. Can the State clarify the total number of HEDIS and non-


HEDIS measures that it will require each of the entities to report or a maximum number of 
performance measures to be validated? 


  
MCOs- 26 HEDIS measures (9 hybrid measures). 


 DBA- 1 HEDIS measure, and 3 non-HEDIS measures. 
 CMO-22 HEDIS like measures. 
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32. Section 2.1.3, Scope of Work, page 8. Can the State clarify the number of hybrid measures that 
is expects each entity to report on? 


  
Refer to the response provided to question 31. 


 
33. Section 2.1.3, Scope of Work, page 8. Can the State clarify its expectations for the timing of 


performing the performance measure validation audits?   
  


The start of this activity usually begins in January and the final audit report is presented in 
July. 


 
34. Section 2.1.4, Scope of Work, page 10. It states “Conduct a compliance review evaluating the 


effectiveness of the quality strategy within the previous 3 years. This review will be broken out 
in sections to be reviewed annually.” Can the State clarify as to what is meant by “broken out 
into sections to be reviewed annually”? What sections must be reviewed in SFY19? 


  
Refer to the response provided to question 17. 


 
35. Section 2.2.8 Qualifications of External Quality Review Organizations, page 14. Can the State 


clarify why an NCQA-Certified Health Employer Data Set (HEDIS) Compliance Auditor is a 
required position if the validation of performance measure activity can be conducted using the 
Centers for Medicare & Medicaid Services (CMS) Validating Performance Measure Protocol, 
which does not require the use of an NCQA-Certified HEDIS Compliance Auditor? 


  
State choice. 


  
36. Section 9, Proposal Evaluation and Award Process, page 27. RFP indicates “Conformance with 


the terms of this RFP” carries a weight of 10%. Does the submission of modifications/exceptions 
to the contract terms and conditions have any impact on the scoring of the vendor’s proposal? 


 
The evaluation committee may take into consideration any modifications/exceptions when 
scoring.  


 
37. Section 9.8, part of Proposal Award and Evaluation, page 28. This section indicates “A Letter of 


Intent (LOI) shall be issued in accordance with NAC 333.170 notifying vendors of the State’s 
intent to award a contract to a vendor, pending successful negotiations.” Is the LOI sent directly 
to all vendors or posted on the website or provided in a different way? 


 
The LOI only goes to the proposing vendors.  


 
38. Section 10, Terms and Conditions, page 29 and Attachment C, Contract Form, page 37. Is the 


State willing to negotiate the terms and conditions of the contract? If yes, where should vendors 
include contract modifications/exceptions, e.g., attachment to cover letter, appendix of RFP 
response, etc.?  


 
No. 


 
39. General Question. Please provide the names of vendors who submitted questions. If the State is 


unable to provide the names, please provide the number of vendors who submitted questions. 
 


Health Insight Assure, LLC; HSAG.  
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40. General Question.  Health Services Advisory Group (HSAG) is the incumbent. What is the 


annual contract value and hours in their current contract? Is the scope of work requested in this 
RFP substantially similar to the current work being provided by HSAG?  


  
The scope of work outlined within the RFP is similar to the current HSAG contract with the 
exception of some of the optional activities listed, as the DHCFP has potential to include the 
activities, but forward movement related to expanding coverage of the managed care 
populations and service areas has not yet been solidified. 


 
41. General Question. What is the maximum budget for this project? 
  


The State chooses not to disclose this information. 
 
42. 2.1.3.2-8-Does the DHCFP anticipate requesting MCOs to become NCQA Accredited or 


Certified in the future? 
 
More than one MCO is currently NCQA accredited. This is not a current State of Nevada 
requirement. 


 
43. 2.1.3.2-8-Can the vendor subcontract with a Certified HEDIS Compliance Auditor to conduct 


the validation of performance indicators task or is a NCQA licensed organization required? 
  


Refer to RFP 3491 Section 2.2.8. 
 
44. 2.1.3.2.A-8-Does DHCFP currently require submission of HEDIS data using IDSS to NCQA? 


Will DHCFP require this in the future? 
  


Yes, it is currently submitted via IDSS and we foresee no change in this process. 
 
45. 2.1.3.2.A-8-Will DHCFP require or expect the MCOs and CMO to report their HEDIS 


performance measures to NCQA?  If yes, are the MCOs and CMO required to publicly report 
their HEDIS results?  
 
The current EQRO vendor reports the performance measures to NCQA. The DHCFP 
publicly reports the performance measures within our External Quality Review Annual 
Technical Report. 


 
46. 2.1.3.2.A-8-Are all performance measures HEDIS or are other types of measures included as 


well?  
  


MCO- Currently, all MCO performance measures are HEDIS, but the state has used non-
HEDIS measures before, and may elect to use them in the future. 


 CMO- There are 22 performance measures that are validated by the EQRO vendor. They are 
non-HEDIS measures. 


 DBA- 1 HEDIS and 3 non-HEDIS measures are validated for this program. 
 
47. 2.1.3.3-8-Confirm the CMO is not required to conduct PIPs (only the MCOs and PAHP will 


conduct PIPs). If the CMO is required to conduct PIPs, how many? And, clinical or non-clinical? 
  


The CMO is not currently conducting PIPs.  
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48. 2.1.3.3-8-Can DHCP provide a list of PIP topics currently underway or expected to be 


implemented?  
  


The SFY 2017 Technical Report can be located here:  
http://dhcfp.nv.gov/Resources/AdminSupport/Reports/CaseloadData/  


 
49. 2.1.3.6-9-Will the vendor develop the first annual technical report using the current EQRO’s 


audit information/reports?   
  


Yes. The information is owned by the DHCFP. 
 
50. 2.1.3.6-9-What is the due date to submit the first annual technical report to DHCFP? 
  


Technical Reports are due October 2018. 
 
51. 2.1.3.6.H-10-Can you provide a copy of the latest QAPIS and Performance Tracking Tool? 
  


Please refer to the DHCFP  Managed Care Report link located here:  
http://dhcfp.nv.gov/Resources/AdminSupport/Reports/CaseloadData/  


 
52. 2.1.4-10-Confirm the Compliance Review standards are broken out and approximately 1/3 of the 


standards will be reviewed annually. So in a three year period, a comprehensive review is 
completed.  


  
Refer to question 17 of this amendment. 


 
53. 2.1.4-10-Are the Compliance Reviews to be conducted on-site or via desktop?  2.1.4-10-What 


programs are to be reviewed under the Compliance Reviews? MCO, DBA/PAHP, and CMO? 
 
Compliance reviews are conducted for all MCOs and the DBA. MCO/DBA compliance 
reviews have both on-site and desktop components. The last CMO compliance review was 
conducted in FY 2015 and the report, which outlines the review standards can be located 
here: http://dhcfp.nv.gov/Pgms/BLU/HCGPOriginal/ Nevada DHCFP is proposing to phase 
out of the CMO program, and if phase out is completed, then the CMO contract will end 
June 30, 2018. Nevada may elect to implement a similar program in the future, which may 
require EQRO compliance efforts. 


 
54. 2.1.5.1. C-11-Please define what DCHFP means by “omission studies”?  
  


During an encounter data validation, an EQRO vendor will often speak to the encounter data 
completeness and accuracy. This would include information related to data omission rates for 
various services. 


 
55. 2.1.5.2-11-Provide clarification regarding the differences between the CMO, the Care 


Coordination Vendor, and the CMO Vendor.    
  


2.1.5.2A. and B. are both referencing the same vendor. Currently, DHCFP has a contract with 
our CMO vendor through June 2018. This contract may not be extended if the CMO program 
is phased out, however a similar vendor/service for care coordination may exist in the near 
future (2019). 



http://dhcfp.nv.gov/Resources/AdminSupport/Reports/CaseloadData/

http://dhcfp.nv.gov/Resources/AdminSupport/Reports/CaseloadData/

http://dhcfp.nv.gov/Pgms/BLU/HCGPOriginal/
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56. 2.1.5.2-11-Are activities A and B mandatory activities for the Nevada Medicaid Care 


Coordination program?  
  


Yes, they are part of the Special Terms and Conditions of the waiver. 
 
57. 2.1.5.6-13-Should the vendor submit technical assistance costs as part of the cost proposal or will 


costs be submitted on a case-by-case basis when a request is received from DHCFP?  
  


These can be submitted on a case-by-case basis with a SOW when request is received from the 
Division. 


 
58. 2.2.9-14-“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.” 


  
This is not a question. 


 
59. How does this statement apply to tasks under the EQRO scope of work? Can you provide a 


reference to the specific regulation this requirement refers to?   
  
 Refer to the beginning of this amendment. Section 2.2.9 has been removed. 
 
60. Section 4- page 20-Can DHCFP revise the cost proposal template and shade or block the cells 


that do not require a cost (as not all tasks are being completed for each entity)? This will eliminate 
additional costs that are not necessary.  


  
The Division has provided an updated cost proposal template. Cells for costs that are not 
necessary or that cannot be determined without an additional SOW have been removed. 


 
61. Section 4- page 20-Clarify which tasks require a separate Title XIX (Medicaid) and XXI (CHIP) 


cost. For example, one Annual Technical Report will address Medicaid and CHIP. Would 
DHCFP like for the costs of one Annual Technical Report be broken down to the Medicaid and 
CHIP level?    


  
Yes. 


 
62. Section 4- page 20-Confirm a total (all three MCOs) Medicaid and CHIP cost should be provided 


for each activity and not a per MCO cost.  
  


Costs should be broken out as outlined within the cost proposal template. The template does 
not allow for costs to be broken out by each separate MCO. 


 
63. Section 4- page20-Please revise the RFP citations on the cost proposal template. The citations 


are not consistently matching up with the RFP. For example, references in the cost proposal 
template are based on three numbers X.X.X and references in the RFP are based on four numbers 
X.X.X.X. 


 
Refer to beginning of this amendment for RFP submittal change. 
 







Amendment 1 RFP 3491 Page 11 of 19 


64. Section 4- page 20-For Attachment G, detail is requested for the cost.  Please give examples of 
what is expected. 


  
Refer to the answer provided for question 60. Additional detail will not be provided at this time. 


 
65. 1. PROJECT OVERVIEW-1.5-7-The RFP requests that vendors be available for regular 


meetings, including teleconference and face-to-face meetings in Nevada; however, the Cost 
Schedule provided in Attachment G does not include a category for teleconference and face-to-
face meetings for pricing by vendors. Will the DHCFP consider issuing a Cost Schedule that 
includes meetings, as it has in previous RFPs? 


  
See revised cost schedule at the beginning of this amendment. 


 
67. 2. SCOPE OF WORK-2.1.2.1-7-Does the DHCFP anticipate conducting the encounter data 


validation study for the DBA in FY 2019 or FY 2020? 
  


FY 2019 
  
68. 2. SCOPE OF WORK-2.1.2.5, 2.1.5.1.A-8 & 11-Please confirm the anticipated number of 


entities to be considered in the studies (i.e., MCOs, FFS, PAHP). 
  


Possibly 3 MCOs, 1 DBA, 1 CMO, and FFS. 
 
69. 2. SCOPE OF WORK-2.1.2.5, 2.1.5.1.A-8 & 11-Will the data necessary to complete focused 


study analyses be obtained from the managed care entities (i.e., MCOs, PAHP, etc.), from the 
DHCFP, or through a direct connection to the DHCFP’s data systems? 
 
Depending on the study the data may come directly from managed care organizations, the 
DBA, or from the Division. 


 
70. 2. SCOPE OF WORK-2.1.2.5, 2.1.5.1.A-8 & 11-Has the DHCFP identified clinical or non-


clinical focused study topics for the first contract year? Are there clinical or non-clinical areas of 
interest to the DHCFP for purposes of studies on quality?  


  
Topics have not yet been identified for the contract period. 


 
71. 2. SCOPE OF WORK-2.1.2.5, 2.1.5.1.A-8 & 11-Please clarify the DHCFP’s expectations 


regarding the frequency and timing of the focused studies (i.e., one study per year to be completed 
during the contract year). 


  
The DHCFP has not determined the number of optional studies to be conducted during the 
contract period. 


 
72. 2. SCOPE OF WORK-2.1.2.5, 2.1.5.1.A-8 & 11-As different study topics may require different 


data sources, does the DHCFP have a preference as to whether these studies are conducted using 
a hybrid methodology (i.e., inclusion of medical record review), a survey, or administrative data? 


  
The study topic will likely determine the data sources. Previous studies have included 
administrative data, hybrid, and surveys. 
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a. If a hybrid methodology is requested, will the selected study sample be based on a 
statewide sample, or should the sample be stratified by FFS/MCOs such that inter-plan 
comparisons can be made? 
 
It is likely that the sample would be stratified by FFS/MCO so that inter-plan 
comparisons can be made. 


 
73. 2. SCOPE OF WORK-2.1.2.5, 2.1.5.3-8 & 11-As different study topics may require different 


data sources, does the DHCFP have a preference as to whether these studies are conducted using 
a hybrid methodology (i.e., inclusion of medical record review), a survey, or administrative data? 


 
a. If a hybrid methodology is requested, do the FFS/MCOs' provider contracts outline any 


requirements for the procurement and submission of medical records to the EQRO? 
 
Reference RFP 3260 Section 3.10.18.1 Accessibility and Availability of Medical Records. 


 
74. 2. SCOPE OF WORK-2.1.2.5, 2.1.5.1.A-8 & 11- As different study topics may require different 


data sources, does the DHCFP have a preference as to whether these studies are conducted using 
a hybrid methodology (i.e., inclusion of medical record review), a survey, or administrative data? 


 
a. If a hybrid methodology is requested, do the FFS/MCOs have a minimum required 


timeframe to procure and submit medical records for a focused study? 
 
Timeframes for data submission specific to special projects are usually presented to 
the MCOs and adjusted if needed after discussion. A calendar of project deliverables 
and deadlines are provided to the plans for adherence. 


 
75. 2. SCOPE OF WORK-2.1.2.5, 2.1.5.1.A-8 & 11-As different study topics may require different 


data sources, does the DHCFP have a preference as to whether these studies are conducted using 
a hybrid methodology (i.e., inclusion of medical record review), a survey, or administrative data? 


 
a. If a hybrid methodology is requested, will the FFS/MCOs be expected to procure and 


submit requested medical records to the EQRO for abstraction, or will the EQRO be 
required to abstract the medical records from either physician offices and/or the 
FFS/MCOs' offices? 
 
The FFS/MCOs will be expected to procure and submit requested medical records to 
the EQRO. 


 
76. 2. SCOPE OF WORK-2.1.3.4-9-Will the vendor be responsible for creating a crosswalk of MCO 


provider specialty types for all three MCOs and the FFS program to ensure consistency in 
categorizing providers? 


  
Yes. 


 
77. 2. SCOPE OF WORK-2.1.3.4-9-Will the vendor be responsible for working with the DHCFP to 


create network adequacy standards for specialty providers if such standards are not currently 
defined? 
 
The DHCFP plans on adopting network adequacy standards as established by the Division of 
Insurance; however, for specialty providers that the DOI have not assigned network 
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adequacy standards for the DHCFP will require the EQRO to assist in 
identifying/establishing standards for the remaining provider specialties identified within 
 42 CFR 438.68(b). 


 
78. 2. SCOPE OF WORK-2.1.3.4-9-Is the DHCFP interested in validation results reported for a 


specific list of provider specialties or provider groups? How many provider specialties does the 
DHCFP anticipate including in the analysis for each managed care entity (i.e., MCOs, and 
DBA/PAHP)? 
 
Refer to the last DHCFP network adequacy report located here: 
http://dhcfp.nv.gov/Resources/AdminSupport/Reports/CaseloadData/  
Future reporting requirements may not exactly mirror previous reports. The Division 
consults with the Department of Health and Human Services prior to proceeding with 
Network Adequacy studies to incorporate their recommendations. 


 
79. 4. COST-4-20-The RFP states, "Vendors must provide detailed fixed prices for all costs 


associated with the responsibilities and related services. Clearly specify the nature of all expenses 
anticipated." 


 
a. In addition to completing Attachment G, Cost Schedule, does the DHCFP require detail 


on all direct costs associated with the tasks, as well as a budget narrative? 
 
The DHCFP does not require additional cost information outside of the 
documentation required within Attachment G. 


 
80. 2. SCOPE OF WORK-2.1.5-10 - 11-The RFP states, “The vendor may be required to provide 


technical assistance and/or optional activities described in 42 CFR 438.58(c)....” Please confirm 
this citation should be 42 CFR 438.358(c), as stated later in the text. 


  
The correct citation is 42 CFR 438.358 (C). Refer to the beginning of this document. 


 
81. 2. SCOPE OF WORK-2.1.5-10, 11-The last sentence in the cited paragraph states, "Optional 


activities…may include." The list that follows, 2.1.5.2.a and b, includes compliance audit and 
performance measure validation for the CMO vendor, which are also listed in the requirement at 
2.1.1 for the vendor to perform mandatory activities for the CMO, inclusive of a compliance 
review (2.1.1.3) and performance measure validation (2.1.1.2). 


 
a. For purposes of completing the cost schedule, please clarify whether these are optional or 


mandatory activities the vendor must perform. 
 
These are optional activities. 


 
83. 2. SCOPE OF WORK-2.1.5.2 B-11-Will the vendor be required to provide a validation of source 


data (claims processing vendor) as part of the validation of performance measures for the 
DHCFP's CMO vendor? 


  
Yes. 


 
84. 2. SCOPE OF WORK-2.1.5.3-11-Does the DHCFP anticipate the vendor will be required to 


produce two Quality Rating Systems—one for Nevada Check Up and one for Medicaid? 
 



http://dhcfp.nv.gov/Resources/AdminSupport/Reports/CaseloadData/
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Yes, one quality rating system inclusive of both Nevada Check Up and Medicaid 
beneficiaries. 


 
85. 2. SCOPE OF WORK-2.1.5.4 C-12-Other than conducting performance measure calculation 


and/or validation, can the DHCFP clarify the activities associated with the evaluation of the 
implementation of performance measures for the ABD population? 


  
The EQRO would calculate and validate the ABD performance measures. 


 
86. 2. SCOPE OF WORK-2.1.5.4.B-12-The RFP references the need to conduct an information 


systems (IS) readiness review of a new ABD MCO vendor. Should this also include an 
operational readiness review that contains the elements described in 42 CFR 438.66(d)(4)? 


  
Yes. 


 
87. 2. SCOPE OF WORK-2.1.5.5.B-12-The RFP references the need to conduct an information 


systems (IS) readiness review of a new MCO vendor for rural county expansion. Should this also 
include an operational readiness review that contains the elements described in 42 CFR 
438.66(d)(4)? 


  
Yes. 


 
88. 2. SCOPE OF WORK-2.1.5.4.A, B, C-12 & 41-There does not appear to be a designated column 


on the Optional Activities Cost Schedule for the new Nevada ABD managed care expansion 
program. Under which column(s) should the vendor price the optional activities for the ABD 
managed care expansion program? 


  
Attachment G has been revised. Optional activities will be priced by project when a request 
and SOW is provided to the vendor. Refer to the beginning of this document.  


 
89. 2. SCOPE OF WORK-2.2.5-13-The Code of Federal Regulations citation listed as the reference 


for the EQRO independence requirements (i.e., §438.310(c)(2) appears to be incorrect. Please 
confirm the DHCFP intended to refer instead to §438.354(c)(2). 


  
§438.354(c)(2)is the correct citation. Refer to the beginning of this amendment.   


 
90. 2. SCOPE OF WORK-2.2.9-14-Subsection 2.2.9 states, “Contractor must maintain current 


International Classification of Diseases (ICD) and Electronic Data Interchange (EDI) 
compliance, as defined by CMS regulation and policy.” 


 
a. Compliance with ICD and EDI are more applicable to the original data submitters, as 


opposed to secondary data users. Please clarify what constitutes compliance with ICD and 
EDI for secondary data users. 
 
Refer to the beginning of this amendment. Section 2.2.9 has been removed. 


 
 
91. 2. SCOPE OF WORK-2.4.3 -15-The RFP states, “Unless otherwise agreed to by the DHCFP, 


submit to the DHCFP, within a minimum of ten (10) working days of the service state date, all 
deliverables to permit any DHCFP identified modifications.” Will the DHCFP please specify the 
deliverables it expects to receive within 10 working days of the service start date? Are these 
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separate from the work plan, noted in Section 2.4.1 of the RFP, which is due no later than one 
month following notification that the vendor has been awarded the contract? 


  
The work plan is to be delivered within one month from the notification of contract award. 
Within 10 days of the service start date the vendor will supply a list of all deliverables they 
are requesting modifications be made for. The DHCFP will have 20 working days from 
receipt to respond to the requested modifications/revisions. If the DHCFP does not respond 
by the 20th working day after receipt, then the DHCFP’s approval of the submission will be 
assumed as granted.  


 
92. 2. SCOPE OF WORK-2.1.1.2-7-Will the DBA performance measures be standardized measures 


or measures developed by the DHCFP? 
  


DBA- 1 HEDIS and 3 non-HEDIS measures 
 
93. 2. SCOPE OF WORK-2.1.1.2-7-If the DHCFP-developed performance measures are used, will 


the DHCFP update and maintain the methodologies, or will the vendor update and maintain the 
methodologies? 


  
The vendor will update and maintain the methodologies. 


 
94. 2. SCOPE OF WORK-2.1.1.2-7-Will the vendor be responsible for updating and maintaining the 


performance measure specifications for the CMO? 
  


Yes. 
 
95. 2. SCOPE OF WORK-2.1.1.2-7-Will the vendor provide technical assistance in determining or 


selecting performance measures for the CMO program? 
  


The current vendor provided technical assistance with selecting performance measures for the 
CMO. CMO performance measures were identified at the beginning of the demonstration 
waiver. The demonstration waiver will expire 6/30/2018. 


 
96. 2. SCOPE OF WORK-2.1.2.2 & 2.1.5.1-7 & 11-For the Nevada Medicaid FFS population, one 


of the optional activities listed is CAHPS. Will the vendor be required to administer a survey? 
  


Yes. 
 
97. 2. SCOPE OF WORK-2.1.2.2 & 2.1.5.1-7 & 11-For the Nevada Medicaid FFS population, one 


of the optional activities listed is CAHPS.  Please confirm only one (1) reporting unit (i.e., the 
entire Nevada Medicaid FFS population) will be sampled. 
 
This is true of the current project. Future projects may differ in scope. The DHCFP would 
provide a request outlining the SOW of future projects and request a cost proposal at that 
time. 


 
98. 2. SCOPE OF WORK-2.1.2.2 & 2.1.5.1-7 & 11-For the Nevada Medicaid FFS population, one 


of the optional activities listed is CAHPS. Will both adult and children be surveyed? 
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The population and type of CAHPS survey(s) would be determined prior to implementing the 
optional activity. The vendor would be provided a SOW and a cost proposal would be 
requested by DHCFP prior to initiating the project. 


 
99. 2. SCOPE OF WORK-2.1.2.2 & 2.1.5.1-7 & 11-For the Nevada Medicaid FFS population, one 


of the optional activities listed is CAHPS.  If children are surveyed, which version of the CAHPS 
survey instrument will be required for administration:  


 
(1) the Child Medicaid CAHPS Survey without the Children with Chronic Condition 


measurement set or;  
 


(2) the Child Medicaid CAHPS Survey with the Children with Chronic Conditions 
measurement set? 


 
See question 98 of this amendment. 


 
100. 2. SCOPE OF WORK-2.1.2.2 & 2.1.5.1-7 & 11-For the Nevada Medicaid FFS population, one 


of the optional activities listed is CAHPS.  How many supplemental items will be added to the 
standard CAHPS surveys? 
 
The DHCFP would determine project details once it is decided to move forward with the 
optional activity. 


 
101. 2. SCOPE OF WORK-2.1.2.2 & 2.1.5.1-7 & 11-For the Nevada Medicaid FFS population, one 


of the optional activities listed is CAHPS.  Please confirm whether the DHCFP requires 
oversampling. 


  
In the event DHCFP selects this optional activity the Division would require oversampling. 


 
102. 2. SCOPE OF WORK-2.1.2.2 & 2.1.5.1-7 & 11-For the Nevada Medicaid FFS population, one 


of the optional activities listed is CAHPS.  In which languages will the surveys be administered? 
 
In the event DHCFP selects this optional activity the surveys would likely be administered in 
English and Spanish. 


 
103. 2. SCOPE OF WORK-2.1.2.2 & 2.1.5.1-7 & 11-For the Nevada Medicaid FFS population, one 


of the optional activities listed is CAHPS.  Please confirm a standard mixed-mode methodology 
will be employed for all survey administration activities (i.e., two mailings, two reminder 
postcards, and telephone follow-up). 
 
The DHCFP would determine project details once it is decided to move forward with the 
optional activity. 


 
104. 2. SCOPE OF WORK-2.1.2.2 & 2.1.5.1-7 & 11-For the Nevada Medicaid FFS population, one 


of the optional activities listed is CAHPS.  Will survey results be submitted to the NCQA and/or 
AHRQ's CAHPS Health Plan Survey database? 


  
Yes. 


 
105. 2. SCOPE OF WORK-2.1.2.2 & 2.1.5.1-7 & 11-For the Nevada Medicaid FFS population, one 


of the optional activities listed is CAHPS.  What deliverables will be required for this activity? 
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The DHCFP would determine project details once it is decided to move forward with the 
optional activity. 


 
106. 2. SCOPE OF WORK-2.1.2.2 & 2.1.5.1-7 & 11-For the Nevada Medicaid FFS population, one 


of the optional activities listed is CAHPS.  Will the vendor be required to validate? 
  


In the event DHCFP selects this optional activity the vendor would be required to validate. 
 
107. 2. SCOPE OF WORK-2.1.2.3-8-Regarding the calculation performance measures, in addition to 


those reported by health plans, does the DHCFP anticipate having the vendor calculate hybrid 
measures? 
 
Measures for this optional activity have not yet been selected. It is possible that hybrid 
measures may be selected. 


 
108. 2. SCOPE OF WORK-2.1.2.3-8-Please confirm the vendor will validate both clinical and non-


clinical PIPs, for a total of five (5) PIPs per MCO to be validated. 
  


RFP 3491 Section 2.1.3.3 states that mandatory activities would include the validation of 2 
clinical PIPs and 3 non-clinical PIPs (5 PIPs) per MCO; and one clinical PIP and one non-
clinical PIP for the DBA.  


 
109. 2. SCOPE OF WORK-2.1.2.3-8-Please provide the approximate number of measures the vendor 


will be required to calculate for the FFS population. 
  


Currently, there are 9 administrative measures that are calculated for the FFS population. 
 
110. 2. SCOPE OF WORK-2.1.2.3-8-Please provide the number of sub-populations within the FFS 


population the vendor will be required to calculate measures. 
 
The FFS performance measures are: Follow up after hospitalization after hospitalization for 
Mental Illness (FUH), Mental Health Utilization (MPT), Follow up after ED visit foe Mental 
Illness, Follow up after ED visit for ETOH and other Drugs, Use of opioids at high dosage 
(UOD), Use of opioids from multiple providers (UOP), Children and Adolescents access to 
primary care (CAP), Annual Dental Visit (ADV), and Adult Access to primary care (AAP). 


 
111. 2. SCOPE OF WORK-2.1.2.6-8-Please clarify the type of assistance that will be required for the 


Quality Rating System for the FFS population. Will this assistance be limited to technical 
assistance or development and production of a Quality Rating System? 


  
 Development and production of the QRS. 
 
112. 2. SCOPE OF WORK-2.1.3.2 C & D-8-Please confirm if the DHCFP anticipates including both 


Medicaid and CHIP HEDIS rates in the comparative analysis? If yes, does the DHCFP anticipate 
receiving separate reports for each population or a single report only? 
 
The expectation is the Medicaid and CHIP rates will be included in a comparative analysis 
within in a single report. Please refer to our previous Technical Reports for more 
information.  
http://dhcfp.nv.gov/Resources/AdminSupport/Reports/CaseloadData/  



http://dhcfp.nv.gov/Resources/AdminSupport/Reports/CaseloadData/
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113. 2. SCOPE OF WORK-2.1.3.2 A-8-The RFP states that validation will be required for HEDIS 


and other performance measures. Will the DHCFP provide a list of the non-HEDIS measures 
that are required for reporting by the MCO, DBA/PAHP, and CMO? Are any of the non-HEDIS 
measures required to use hybrid methodology? 
 
Currently there are 26 HEDIS measures for the MCOs, 1 HEDIS and 3 non-HEDIS 
measures for the DBA, and 22 HEDIS like measures for the CMO. The non-HEDIS 
measures for the DBA have not yet been determined, and it is uncertain the number that may 
use a hybrid methodology at this time. 


 
114. 3. COMPANY BACKGROUND AND REFERENCES-3.4-20 & 40-Section 3.4 states that a 


resume is required "for each key personnel…;” however, Attachment F indicates a resume is to 
be completed "for all proposed prime contractor staff and proposed subcontractor staff.” Due to 
a significant difference in the number of resumes potentially required, please confirm whether 
the DHCFP requires submission of all proposed vendor and subcontractor staff resumes or only 
resumes for those designated as key vendor and contractor personnel. 


  
Submit forms for all proposed contractor and subcontractor staff. 


 
115. 9. PROPOSAL EVALUATION AND AWARD PROCESS-9.1-27-The scoring for cost 


indicates that the total cost for the proposal will be included in the cost formula to determine the 
cost criteria score.  There are several tasks listed in Section 2.1.5 Technical Assistance and 
Optional Activities, that may or may not be requested by the DHCFP, which are included in the 
cost schedule in Attachment G. Further, Section 2.1.5.6 does not specify the tasks related to 
technical assistance or consulting, but the activity seems to be referenced in the cost schedule in 
Attachment G. Would the DHCFP consider removing costs associated with undefined technical 
assistance and consulting from the cost formula to determine the cost criteria score? 


 
No, cost must be evaluated per NRS 333.  However, the cost has been revised. Refer to 
beginning of this amendment. 


 
116. 9. PROPOSAL EVALUATION AND AWARD PROCESS-9.6-28-This requirements states, 


"Each vendor shall include in its proposal a complete disclosure of any alleged significant prior 
or ongoing contract failures, contract breaches, any civil or criminal litigation or investigations 
pending which involves the vendor or in which the vendor has been judged guilty or liable."  
Please provide the proposal part and section in which the State would like the response, even if 
there is nothing to report. 


 
 Refer to Section 3.1.7 of RFP 3491. 
 
117. ATTACHMENT E – REFERENCE QUESTIONNAIRE-Attachment E-39-There is an 


inconsistency between the Instructions to Proposing Vendor and the Reference Questionnaire 
regarding where the Reference should be returned. The Instructions to Proposing Vendor states 
it should be returned to: rlmiller@admin.nv.gov.  However, the Reference Questionnaire states: 


 
Business reference is requested to submit the completed Reference Questionnaire via email or 
facsimile to: 


 
State of Nevada, Purchasing Division 
Subject: RFP 3491 



mailto:rlmiller@admin.nv.gov





mailto:rfpdocs@admin.nv.gov

mailto:rlmiller@admin.nv.gov
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B. Attachment A – Confidentiality and Certification of Indemnification signed by an individual authorized to bind the 
organization. 


B  ATTACHMENT A 
The signed Attachment A – Confidentiality and Certification of Indemnification can be found on the 
following page.  
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C. Attachment B – Vendor Certifications signed by an individual authorized to bind the organization. 


C ATTACHMENT B 
The signed Vendor Certifications form can be found on the following page. 
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D. Attachment H – Certification Regarding Lobbying signed by an individual authorized to bind the organization. 


D ATTACHMENT H 
The signed Attachment H – Certification Regarding Lobbying can be found on the following page. 
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E. Copies of any vendor licensing agreements and/or hardware and software maintenance agreements. 


E LICENSING AGREEMENTS AND/OR HARDWARE AND SOFTWARE 
MAINTENANCE AGREEMENTS 


Because HSAG is not providing a software solution for this contract, this requirement is not applicable. 
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F. Copies of applicable certifications and/or licenses. 


F  APPLICABLE CERTIFICATIONS AND/OR LICENSES 
Copies of HSAG’s certifications and licenses can be found beginning on the following page. 
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HSAG is certified as an NCQA Licensed Organization (LO), one of only nine firms, to conduct Healthcare 
Effectiveness Data and Information Set (HEDIS®) compliance audits.
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HSAG is an NCQA-Certified HEDIS Survey Vendor (CAHPS®1) and has met all requirements for the HEDIS 
Vendor Certification Program since 1999.  


 


 


 


  


                                                           
1 CAHPS® is a registered trademark of the Agency for Healthcare Research and Quality (AHRQ). 
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Section V – Scope of Work 
2.1  
The services to be provided under the resulting contract include multiple tasks and deliverables that are consistent 
with applicable federal EQR regulations and protocols for MCOs, DBA/PAHP, and the CMO. The contract will allow 
the DHCFP to be compliant with federal EQR regulations and rules. The specifications for deliverables required 
under this RFP may evolve from year to year in response to program changes.  
2.1.1 The selected vendor will be required under the contract to perform tasks and functions identified in the 


contract and to perform them according to specified levels of quality and comprehensiveness as determined 
by DHCFP. These mandatory activities are as follows:  
2.1.1.1 Performance Improvement Project Validation;  
2.1.1.2 Performance Measurement Validation;  
2.1.1.3 A review, conducted within the previous 3-year period, to determine plans ‘compliance with the 


standards set forth in subpart D of 42 CFR 438 relating to access; care coordination; amount, 
duration, and scope of covered services and other plan standards; and  


2.1.1.4 Network Adequacy Validation. 


Health Services Advisory Group, Inc. (HSAG) understands and will comply with the requirements set 
forth in 2.1.1 through 2.1.1.4. Furthermore, HSAG understands that if the Nevada Medicaid and Check 
Up programs change during the External Quality Review Organization (EQRO) contract period, HSAG 
may be required to comply with changes to the specifications for contract deliverables.  


MANDATORY EXTERNAL QUALITY REVIEW (EQR) ACTIVITIES 
Performance Improvement Project Validation 
HSAG understands the validation of performance improvement projects (PIPs) is a mandatory activity 
outlined in 42 CFR §438.358(b)(1)(i) and the Nevada EQRO contract. HSAG is fully prepared to validate 
PIPs conducted by the Division of Health Care Financing and Policy’s (DHCFP’s) contracted managed 
care organizations (MCOs) and dental benefit administrator/prepaid ambulatory health plan 
(DBA/PAHP). HSAG adheres to the Department of Health and Human Services (DHHS), Centers for 
Medicare & Medicaid Services (CMS) publication, EQR Protocol 3: Validating Performance 
Improvement Projects (PIPs): A Mandatory Protocol for External Quality Review (EQR), Version 2.0, 
September 2012. 


The HSAG PIP team comprises registered nurses, licensed social workers, a healthcare measures 
specialist, a healthcare analyst, and a biostatistician. Both the registered nurses and social workers 
are Certified Professional in Healthcare Quality (CPHQ) and six sigma black belt-certified. The 
healthcare analyst and biostatistician bring a wealth of expertise to the validation process, including 
experience in study design and methodology, sampling, epidemiology, and statistical testing. The 
entire team are subject matter experts in quality improvement science and the use of rapid-cycle 
techniques to drive improvement. HSAG currently validates over 400 PIPs annually in 14 states: 
Nevada, California, Colorado, Florida, Georgia, Hawaii, Illinois, Iowa, Michigan, New Hampshire, Ohio, 
Utah, Vermont, and Virginia. 


As Nevada’s current EQRO, HSAG has validated PIPs for the Medicaid and Check Up program since 
2004 and provides technical assistance and training through webinars, conference calls, and on-site 
meetings.  
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HSAG has developed a specific form for Nevada’s health plans to 
complete its PIP project updates, along with accompanying 
instructions, to aid in documenting each step of its PIP process and 
addressing all CMS protocol requirements for conducting PIPs. The 
goal of HSAG’s PIP validation in Nevada is to ensure the DHCFP and 
key stakeholders are confident that any reported improvement in 
outcomes is related to a given PIP. 


HSAG facilitates numerous quality improvement projects to improve quality, accessibility, and 
timeliness of care for individuals enrolled in Medicaid or Children’s Health Insurance Program (CHIP) 
programs. HSAG’s PIP team members are subject matter experts, with extensive experience 
implementing quality improvement techniques. For example, the PIP team supports the facilitation of 
quality and performance improvement projects in its EQRO-contract states and provides training and 
education to the health plans/state Medicaid agencies on the following: 


 Performing drill-down analysis of health plan data to identify opportunities for improvement 
 Process mapping 
 Conducting failure modes and effects analysis 
 Small-scale intervention testing using Plan-Do-Study-Act cycles 
 Developing methods for making fundamental change, such as benchmarking and learning from 


others; using technology; thinking critically, logically, and creatively about the current system; and 
using change concepts 


 Overcoming quality improvement obstacles 
 Developing improvement measures/metrics 
 Developing study designs/methodologies 


HSAG assists states and their health plans with performance improvement activities and projects for a 
variety of topics, such as: 


 Reducing avoidable emergency department visits. 
 Improving coordination and communication of care between physical health and behavioral 


health plans. 
 Improving care for members with diabetes. 
 Ensuring timely initiation of long term services and supports (LTSS). 
 EPSDT services and improving childhood immunization rates. 


Detailed information regarding HSAG’s methodology and approach to PIP validation is provided in our 
response to Sections 2.1.2.4 and 2.1.3.3, respectively. 


Performance Measurement Validation (PMV) 
As the EQRO for the State of Nevada, HSAG will conduct the and performance measurement validation 
for the MCOs, DBA/PAHP, and the care management organization (CMO) or another vendor if 
selected, in accordance with 42 CFR §438.358(b)(1)(ii) and §438.358(b)(2) and the Nevada EQRO 
contract, using Healthcare Effectiveness Data and Information Set (HEDIS®2) specifications. HSAG 
currently adheres to the DHHS, CMS publication, EQR Protocol 2: Validation of Performance Measures: 
A Mandatory Protocol for External Quality Review (EQR), Version 2.0, September 2012, when 
performing PMV activities. 


                                                           
2 HEDIS® is a registered trademark of the National Committee for Quality Assurance (NCQA) 


“The PIP summary 
form and validation tool 


developed by HSAG 
were outstanding.” —


CMS 
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With 18 years of experience performing performance measure validation audits, HSAG uses the 
National Committee for Quality Assurance (NCQA) HEDIS Compliance Audit™ process or applicable 
CMS protocol to validate performance measures. HSAG’s experience encompasses validating a wide 
spectrum of measures, such as HEDIS, CMS’ Core Set of Adult Health Care Quality Measures for 
Medicaid (Adult Core Set), CMS’ Core Set of Children’s Health Care Quality Measures for Medicaid 
(Child Core Set), state-specific performance measures, and modified HEDIS measures. HSAG’s audit 
program has matured and become more efficient over time due to its experience performing more 
than 750 HEDIS audits and more than 650 performance measure validation audits. HSAG’s customers 
benefit from efficiencies gained and best practices learned over time.  


As a NCQA-licensed HEDIS Compliance Audit Organization, HSAG has conducted HEDIS compliance 
audits since 1998. HSAG employs five certified HEDIS compliance auditors (CHCAs) and has established 
working relationships with other CHCA consultants to ensure all customer validation needs are met in 
a timely manner. It performs performance measure validation activities in 16 states: Nevada, Arizona, 
California, Colorado, Florida, Georgia, Hawaii, Illinois, Iowa, Michigan, New Hampshire, Ohio, 
Tennessee, Utah, Vermont, and Virginia. HSAG has developed expertise in applying the validation 
process to a variety of MCOs, including Medicare-Medicaid plans, pre-paid inpatient health plans 
(PIHPs), PAHPs, substance use disorder service organizations, organizations providing services to 
special needs and long-term services and supports populations, and other healthcare delivery systems.  


Performance measure validation helps to ensure health plans have sufficient systems and processes 
necessary to provide accurate and complete information for calculating valid performance measure 
rates according to specifications required by a state. HSAG will tailor its approach to performance 
measure validation to ensure optimal support of the DHCFP’s overall goals and objectives. 


Details regarding HSAG’s methodology and approach to PMV validation are provided in our response 
to Sections 2.1.3.1 and 2.1.3.2, respectively. 


Review of Plans’ Compliance with Standards 
For more than 30 years, HSAG has actively engaged in evaluating the quality of care for Medicaid 
recipients, and has provided EQR-related services, including compliance reviews. HSAG will perform 
compliance reviews in accordance with 42 CFR §438.358(b)(1)(iii) and §438.358(b)(2) and for the 
Nevada EQRO contract.  


In addition to conducting compliance reviews for Nevada, HSAG conducts compliance reviews in the 
following states: Colorado, Georgia, Hawaii, Illinois, Iowa, Michigan, New Hampshire, Ohio, 
Tennessee, Utah, Vermont, and Virginia. Because each state Medicaid program is unique, HSAG tailors 
its approach to EQR activities to complement each state’s Medicaid program. The depth and breadth 
of HSAG’s compliance review team has developed from years of experience conducting compliance 
reviews for Medicaid managed care programs that include MCOs, PIHPs, prepaid ambulatory health 
plans (PAHPs), primary care case management programs (PCCMs), accountable care organizations 
(ACOs), primary care medical homes (PCMHs), and other care management vendors.  


HSAG collaborates with each state to customize its compliance review tools to address a state’s 
regulatory differences, as well as state-specific contract requirements for each health plan type. Our 
review tools, tracking forms, interview guides, site visit agendas, on-site interview questions, pre-
assessment information lists, and other supporting working papers are consistent with the DHHS, CMS 
publication, EQR Protocol 1: Assessment of Compliance with Medicaid Managed Care Regulations: A 
Mandatory Protocol for EQR, Version 2.0, September 2012.  
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HSAG brings a deep and mature understanding of the federal Medicaid managed care regulations and 
their applicability to Medicaid MCOs, DBA/PAHPs, and PCCMs, which is how CMS categorizes the 
Nevada CMO. Because HSAG has served as the DHCFP’s EQRO since 2000, HSAG is uniquely familiar 
with the history and nuances of Nevada’s MCO, the DBA/PAHP, and the CMO programs. This 
knowledge exclusively positions HSAG to assist the DHCFP and its managed care vendors with 
ensuring compliance with standards established by the DHCFP and mandatory CMS requirements.  


Through HSAG’s partnership with the DHCFP over the past 17 years, HSAG has conducted compliance 
reviews for the DHCFP’s MCOs, as well as targeted case management reviews, to ensure MCOs 
provide care management services consistent with the requirements of the DHCFP contract. 
Additionally, HSAG performed the readiness review and a compliance review of the CMO. Most 
recently, HSAG performed the operational and information systems (IS) readiness reviews of two new 
MCOs awarded contracts in response to RFP 3260. HSAG also performed the operational and IS 
readiness review of the DBA/PAHP which was awarded a contract in response to RFP 3425. This 
extensive experience performing operational and IS readiness reviews for new MCOs, the DBA/PAHP, 
and the CMO demonstrates HSAG’s in-depth understanding of the provisions of each contract and its 
ability to assess each managed care vendor’s compliance with state and federal standards. 


HSAG’s compliance review team members who conduct compliance reviews for Nevada hold advanced 
degrees in health-related fields and multi-state experience performing compliance and readiness 
reviews for MCOs, PIHPs, dental plans, and CMOs.  


HSAG’s knowledge of and experience in Nevada uniquely positions it to 
continue to assist the DHCFP and its contracted health plans in ensuring 
compliance with federal managed care regulations and established contract 
requirements. 


HSAG reviewers are prepared to provide the DHCFP and its MCOs, the DBA/PAHP, and the CMO with 
technical guidance during the compliance review activities to incorporate the requirements articulated 
in the final CMS Medicaid managed care regulations released on May 6, 2016. Many became effective 
in July of 2017. These new final rules represent a significant revision to Medicaid managed care and 
impact the way states and health plans operate their programs. As the new final rules become 
effective over the next two years, and with new or revised CMS EQR protocols anticipated, HSAG 
stands ready to assist the DHCFP to ensure compliance with these major revisions to Medicaid 
managed care.  


Detailed information regarding HSAG’s methodology and approach to conducting compliance reviews 
is provided in our response to Sections 2.1.4. and 2.1.5.2 (A), respectively. 


Network Adequacy Validation  
For the past 15 years, HSAG has planned, organized, and completed 44 managed care provider 
network adequacy assessments in eight states: Nevada, California, Florida, Illinois, Iowa, New 
Hampshire, Ohio, and Tennessee. The HSAG staff performing the network adequacy validation 
activities for the DHCFP comprises an analytics director, analytics associate director, and analysts, all 
of whom perform these activities for HSAG customers. While specific review topics vary by state and 
year, the staff fulfill the purpose of the reviews—ensuring each MCO, PIHP, and PAHP has adequate 
provider networks necessary to deliver healthcare services to their members in their coverage areas.  


As the EQRO for the State of Nevada, HSAG will validate network adequacy annually for all MCOs and 
the DBA/PAHP in accordance with 42 CFR §438.358(b)(1)(iv) and 42 CFR §438.604(a)(5) and the 
Nevada EQRO contract. HSAG is aware that CMS expects to publish the validation of network 
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adequacy protocols in 2018. Upon issuance, HSAG will collaborate with the DHCFP to establish a 
timeline and process for implementation of the new protocols.  


A detailed discussion of HSAG’s methodology and approach to network adequacy validation is 
provided in our response to Section 2.1.3.4. 


2.1.2 During the length of the contract, work requests may be made of the Vendor at the sole discretion of the 
DHCFP for optional activities described in 42 CFR 438.358(c) or comparable activities that assess the 
quality of care or provide for the control of utilization of the DHCFP fee-for-service program. Optional 
activities may include:  
2.1.2.1 Validation of encounter data;  
2.1.2.2 Administration or validation of consumer or provider surveys of quality of care; 
2.1.2.3 Calculation of performance measures in addition to those reported by health plans;  
2.1.2.4 Conduct of PIPs in addition to those conducted by health plans;  
2.1.2.5 Conduct studies on quality that focus on a particular aspect of clinical or non-clinical services at a 


point in time; and  
2.1.2.6 Assistance with the Quality Rating System. 


HSAG understands and will comply with the requirements set forth in 2.1.2.1 through 2.1.2.6. 


OPTIONAL EQR ACTIVITIES 
Validation of Encounter Data 
As the EQRO for the State of Nevada, HSAG understands that it may be required to validate encounter 
data annually for managed care vendors, including MCOs and the DBA/PAHP, in accordance with 42 
CFR §438.602(e) and 42 CFR §438.358(c)(1). HSAG is currently conducting an encounter data validation 
(EDV) study for the DHCFP. Because this study is evaluating the encounter data completeness and 
accuracy of encounters generated prior to July 1, 2017, the HSAG study includes evaluating the 
encounters for Amerigroup and Health Plan of Nevada (HPN). In future studies that include all three 
MCOs and the DBA/PAHP, HSAG is prepared to complete the EDV study and will provide each 
managed care vendor with individual plan reports on EDV detailing the results of validations, 
including findings, recommendations for improvement, requirements for corrective actions, and 
review of any outstanding required correction action(s). Because the process of conducting EDV 
studies is the same, regardless of the managed care vendor type involved in the study, HSAG’s 
description to complete EDV refers to MCOs and the DBA/PAHP collectively as “vendors.” 


HSAG’s experience in conducting encounter data evaluations spans more than 15 years and includes 
extensive work in both physical health, behavioral health, and dental Medicaid managed care. To 
date, HSAG has completed or is currently conducting 60 EDV studies across 13 states. HSAG 
understands that validation of encounter data is critical to ensuring that data submitted are complete 
and accurate reflections of the care provided to Medicaid members—a necessary requirement so that 
reports, quality measures, and capitation payment rates developed from the data are reliable and 
comparable across all health plans. As the EQRO, HSAG will conduct a study consistent with CMS EQR 
Protocol 4, Validation of Encounter Data Reported by the MCO: a Voluntary Protocol for External 
Quality Review (EQR), Version 2.0. September 2012, to evaluate the accuracy and completeness of the 
encounter data the contracted vendors submit to the DHCFP. The protocol consists of five activities: 


 Review of the State’s requirements for collecting and submitting encounter data 
 Review of the MCO’s capacity to produce accurate and complete encounter data 
 Analysis of the MCO’s electronic encounter data for accuracy and completeness 
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 Review of medical records to confirm findings of analysis of encounter data 
 Submission of findings 


HSAG has developed a core competency in evaluating encounter data integrity through information 
systems (IS) review, administrative profiles, comparative analyses of vendor and state Medicaid 
encounter data, and medical/clinical record review (MRR). HSAG’s approach effectively identifies and 
confirms the quality of encounter data that Nevada’s managed care program collects and maintains. 
Detailed information regarding HSAG’s methodology and approach to encounter data validation is 
provided in our response to Section 2.1.5.1.C. 


Administration or Validation of Consumer or Provider Quality of Care 
Surveys 
As an industry leader in measuring the effectiveness of healthcare, HSAG has extensive experience in 
survey management, instrument design, and report development. In 1995, HSAG began to develop 
health outcomes expertise with surveys that included patient-reported health status, quality of life, 
and satisfaction. HSAG quickly became a leader in the field by designing and conducting scientifically 
sound quality-of-life and outcomes studies and by collecting, analyzing, and reporting data for federal 
and state agencies, managed care plans, hospitals and academic medical centers, and private sector 
healthcare companies. HSAG has extensive experience performing Consumer Assessment of 
Healthcare Providers and Systems (CAHPS®)3 analyses for several state Medicaid agencies and CMS. In 
addition, HSAG: 


 Was the first EQRO to become a NCQA-certified HEDIS CAHPS survey vendor and continues in that 
capacity since the program’s inception in 1999. 


 Possesses a wealth of knowledge performing CAHPS and related survey work for 14 state 
Medicaid agencies, including those states where HSAG ensures the quality, access, timeliness, and 
appropriateness of care for more than 45 percent of the nation’s Medicaid recipients. 


 Has administered more than two million surveys to adult and child Medicaid members in an array 
of programs (including disabled, Temporary Assistance for Needy Families [TANF], and CHIP 
members), as well as surveys to evaluate special needs populations, such as the CAHPS Children 
with Chronic Conditions (CCC) module, Experience of Care and Health Outcomes (ECHO®) Survey, 
and the Home- and Community-based Services (HCBS) CAHPS Survey. 


 Possesses expertise in analyzing CAHPS and other survey-related data for state Medicaid agencies 
and Medicaid managed care plans, including plans serving special-needs populations.  


 Develops novel survey tools, including provider, care management, and quality of life surveys. 
 Performs validation of surveys in accordance with CMS’ EQR Protocol 5: Validation and 


Implementation of Surveys: a Voluntary Protocol for External Quality Review (EQR), Version 2.0, 
September 2012. 


HSAG has carefully selected a highly qualified, experienced subcontractor, DataStat, Inc., to perform 
the survey administration. HSAG partners with DataStat on other contracts and is confident in its 
ability to perform on time and produce high-quality contract deliverables. DataStat is located in Ann 
Arbor, Michigan and has worked with HSAG for more than 20 years in providing data collection 
services for CAHPS, as well as for other surveys. DataStat is a proven partner in most of HSAG’s survey 
work with multiple state Medicaid EQRO contracts and federal CMS contracts, including Nevada. 


                                                           
3 CAHPS® is a registered trademark of the Agency for Healthcare Research and Quality (AHRQ).  
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DataStat is an NCQA-certified HEDIS CAHPS vendor and has the capacity to handle large-scale mailing 
and computer assisted telephone interviewing (CATI) survey administrations. 


HSAG recognizes the importance of employing a well-qualified and experienced staff. HSAG has 
assembled a strong survey team with over 25 years of combined survey/CAHPS experience, including a 
project director, analysts, and project manager. These staff members currently support the CAHPS 
survey administration, analysis, and reporting for the Nevada EQRO contract. 


Calculation of Performance Measures  
PERFORMANCE MEASURES 
HSAG will calculate performance measures in accordance with the DHCFP-approved technical 
specifications and CMS EQR Protocol 6: Calculation of Performance Measures: a Voluntary Protocol for 
External Quality Review (ERQ), Version 2.0, September 2012. HSAG has a wealth of experience 
calculating performance measures for eight states (Arizona, Arkansas, Colorado, Iowa, Nevada, New 
Hampshire, Ohio, Virginia). HSAG has extensive experience calculating a variety of performance 
measures across multiple health plans and populations, including HEDIS, HEDIS-like, CMS Core 
Measures, National Quality Forum (NQF), Agency for Healthcare Research and Quality (AHRQ), and 
custom measures for several state Medicaid agencies. Further, as Nevada’s EQRO, HSAG is calculating 
nine performance measures for the fee-for-service (FFS) population following HEDIS Technical 
Specifications for Health Plans, Volume 2.  


In addition, HSAG has the unique experience of developing and calculating measures for national use 
that conform to the goals of the national quality strategy. HSAG previously held the contract to assist 
CMS with managing numerous measures across all healthcare settings. HSAG provided CMS with a set 
of management processes and decision criteria to guide the development, implementation, and 
maintenance of quality measures. HSAG will capitalize on this experience to review and provide 
feedback on State-selected performance measures. Please refer to HSAG’s response to Section 2.1.2.3 
for detailed information regarding HSAG’s methodology and approach to the calculation of 
performance measures.  


HSAG employs a streamlined process and approach for calculating a variety of performance measures 
for multiple state Medicaid agencies. HSAG developed and implemented the Performance 
Measurement Platform (PMP) used to calculate HEDIS, HEDIS-like, and other performance measures 
using administrative, registry, vital statistics, and medical record review data. HSAG has used PMP to 
calculate performance measures on behalf of several state Medicaid agencies. HSAG will develop a 
performance measurement worksheet that includes performance measure specifications for each 
measure, identify comparative benchmarking sources (e.g., national benchmarks, statewide 
performance standards), and outline any other information required to complete the performance 
measure calculation activity. 


COLLECT DATA AND VERIFY DATA INTEGRITY 
To prepare for data collection, HSAG will create a data request document and will convene a meeting 
to review the data request document with the DHCFP and any other delegated entities. This data 
request document will outline the data required for performance measure calculations (e.g., 
claims/encounter dates of service, provider file, etc.) and describe how HSAG will ensure the DHCFP 
and any other data providers transmits data to HSAG with appropriate privacy and security 
safeguards.  
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As part of the performance measure calculations, HSAG will collect data via a secure transfer 
mechanism and ensure that all data elements required for performance measure calculation, as 
defined in the performance measurement worksheet, are present. Next, HSAG will check the data for 
such items as valid procedure codes, valid diagnosis codes, correct field size and type, and valid date 
ranges. HSAG also will perform a series of data integrity checks to ensure that it can appropriately link 
different files and that discrepancies do not exist (e.g., ensure members in the claims are present 
within the enrollment files). HSAG will promptly communicate any issues identified with the data 
sources to the DHCFP and identify appropriate next steps, such as requesting data resubmission. Once 
HSAG deems all data are usable, it will integrate the data into its performance measure repository. 


CALCULATE PERFORMANCE MEASURES 
Upon receipt of clean and accurate data, HSAG will proceed with calculating performance measures. 
To achieve the most appropriate and cost-effective analysis of performance measure data, HSAG will 
use SAS® software to perform all analytic activities.4 HSAG will develop SAS programming code for 
each performance measure, adhering to the appropriate technical specifications.  


For each measure, HSAG will assign a lead analyst and validation analyst. The lead analyst will 
develop production code to generate the results and output for performance measures. After the lead 
analyst completes the analyses, the validation analyst will create separate programming code and 
compare results with those generated by the lead analyst. Both analysts will work to reconcile any 
differences in the results before submitting them to the DHCFP. HSAG will check results for 
reasonability based on available data sources (e.g., comparable benchmarks, historical rates). HSAG 
has successfully used this process to develop SAS code and calculate rates for a wide array of 
performance measures, including HEDIS, HEDIS-like, CMS Core Measures, health home, nursing 
facility, and state-specific measures on behalf of its state Medicaid agency customers.  


REPORT PERFORMANCE MEASURE RATES  
Once HSAG generates rates, it will provide performance measure rates to the DHCFP in a format 
determined by the DHCFP. The results will contain numerator and denominator counts, as well as a 
calculated rate for each measure. The report will also include comparisons to national benchmarks 
and/or statewide performance standards, where appropriate.  


Conduct of PIPs  
HSAG understands that conducting PIPs is an optional activity that may be included in the contract 
resulting from this award and is fully prepared to conduct PIPs in addition to validating those 
conducted by the MCOs. HSAG has 16 years of experience assisting states and health plans with 
conducting PIPs and ensures PIPs align with the current CMS protocols and are methodologically 
sound. For example: 


 HSAG’s PIP team provided guidance and technical assistance to the Georgia Families CMOs to 
support improvement projects the CMOs conducted in collaboration with the Centers for Disease 
Control and Prevention (CDC) and the Georgia Department of Community Health (DCH). HSAG 
reviewed the study design of each CMO’s PIP to ensure it was methodologically sound, and 
provided written feedback on the quality improvement processes and interventions tested. HSAG 
facilitated collaborative discussions to help the participating CMOs with decision-making.  


 In the state of Florida, HSAG’s PIP team provided technical assistance and was instrumental in the 
development of the methodology and State-mandated specifications for each collaborative PIP 


                                                           
4 SAS is a registered trademark of the SAS Institute, Inc. 







  


 


State of Nevada Purchasing Division 
Response to Request for Proposal 3491, External Quality Review Organization 


Technical Proposal 
42 


 


conducted by the MCOs. The collaborative topics included improving well child visits in the first 15 
months of life, six or more visits; improving timeliness of services; and improving follow-up within 
seven days after acute care discharges for a mental health diagnosis. HSAG facilitated quarterly 
collaborative conference calls in support of each PIP topic and provided guidance throughout the 
different stages of the PIP process. 


 In the State of Illinois, HSAG works collaboratively with the State and MCOs to conduct two PIPs: 
improving care coordination, and improving follow-up after hospitalization for mental illness. 
HSAG assisted in the development of the study designs for both topics and currently facilitates on-
site quarterly meetings. 


HSAG employs sufficient qualified PIP staff, including CPHQs, clinicians, biostatisticians, healthcare 
analysts, and measure specialists to perform this activity. The PIP team is certified in the Institute for 
Healthcare Improvement (IHI) quality improvement science techniques through IHI’s open school. 
HSAG is recognized by CMS for its tools and processes, and the development of a rapid cycle PIP 
approach.  


HSAG is prepared to assist the DHCFP with conducting PIPs using the rapid cycle PIP approach. HSAG 
will work collaboratively with the DHCFP to determine the topic and narrowed focus for each PIP. 
HSAG will assist the DHCFP with the development of the specific, measurable, attainable, relevant, 
and timebound (SMART) Aim of the project, SMART Aim measure, data collection methodology, use of 
quality improvement tools and processes to identify opportunities for improvement, and the testing of 
interventions using Plan-Do-Study-Act (PDSA) cycles. HSAG will assist the DHCFP on how to sustain any 
improvement achieved during the life of the PIP and methods for how to spread successful changes 
throughout the targeted area for improvement. 


In accordance with Amendment 1 to Request for Proposal 3491 issued by the DHCFP on February 2, 
2018, HSAG’s PIP team is also prepared to validate additional PIPs conducted by the PCCM/CMO 
related to Pay for Performance measures (P4P). While HSAG understands the DHCFP is preparing to 
phase out the HCGP, which affects the CMO, HSAG is well-positioned to work with the DHCFP to 
determine the PIP validation activities that will be needed for a replacement vendor, should one be 
selected. HSAG has significant experience validating PIPs that aim to improve performance measure 
rates, such as those in a P4P program. HSAG’s validation of P4P PIPs will include an evaluation of the 
accuracy of the PIP study indicator results reported by the CMO and a determination of the extent to 
which the specific PIP study indicators calculated by the CMO followed specifications established for 
the study indicator. This process ensures that HSAG can assess the CMO’s ability to produce accurate 
results while eliminating the redundancy of re-auditing the CMO’s data systems and processes. HSAG 
will determine if any discrepancies exist within the reported PIP data and alert the DHCFP. 


Conduct Focused Quality Studies 
HSAG understands that focused studies are an optional activity under the contract resulting from this 
award. HSAG is fully prepared to conduct focused studies on clinical or non-clinical topics of interest to 
the DHCFP. HSAG has more than 15 years’ experience conducting focused studies and clinical record 
reviews. HSAG has completed or is currently conducting over 60 focused studies in 9 states, including 
topics such as birth outcomes, opioid use and treatment, tobacco cessation, utilization of EPSDT 
services, and identification of managed long term services and supports (MLTSS) populations. These 
have led to measurable outcomes and successful quality improvement initiatives. HSAG has a 
qualified, multidisciplinary staff to conduct the focused studies, including epidemiologists, 
biostatisticians, mathematicians, clinical reviewers, and project managers. 
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HSAG’s approach to conducting these studies incorporates EQR Protocol 8: Conducting Focused Studies 
of Health Care Quality: A Voluntary Protocol for External Quality Review (EQR), Version 2.0, 
September 2012. and the highest standards of methodological rigor. The following tasks describe 
HSAG’s general approach to conducting these studies of quality. At a minimum, HSAG’s study 
procedures include, but are not limited to:  


 Conducting any necessary background research. 
 Reviewing population/sample selection criteria. 
 Devising data collection methods and tools. 
 Performing any relevant data verification and validation. 
 Performing appropriate data analysis and interpretation, including provision of tables and 


graphics. 
 Preparing a final report, following standard research reporting guidelines. 
 Preparing other deliverables, as directed by the DHCFP, including analytic datasets and 


presentation materials. 


Please refer to HSAG’s response to Section 2.1.5.1A for detailed information regarding HSAG’s 
methodology and approach to focused study validation. 


Assistance with Quality Rating System 
As described in 42 CFR §438.334, each state contracting with an MCO, PIHP, or PAHP to furnish 
services to Medicaid members must adopt the Medicaid managed care quality rating system (QRS) 
developed by CMS or adopt an alternative QRS. The purpose of a QRS is to enable states to better 
measure and manage the quality of care furnished by managed care organizations and to assist 
consumers in selecting a managed care organization. By using an easy-to-understand rating scale, a 
QRS can increase the transparency and accountability for the quality of services provided by managed 
care vendors. Nevada Medicaid and Check Up members can use these ratings to help them choose a 
managed care vendor based on vendor performance. States can use these ratings to help inform 
quality strategy revisions, provide transparency into the managed care program, and allow the states 
to showcase the accomplishments of its managed care vendors.  


HSAG has assisted several state Medicaid agencies (Illinois, Iowa, Michigan, Ohio, Virginia) with the 
production of their QRS for the past 15 years. For each state, HSAG analyzed HEDIS results CAHPS data 
from health plans and used these results to create a QRS that provides a comparison of plan 
performance. The report card shows how each plan does in providing care and services to their 
members in key performance areas.  


Given HSAG’s extensive experience in working with state Medicaid agencies to define QRSs, HSAG is 
poised to successfully assist the DHCFP with the implementing a QRS using CMS’ methodology or an 
alternative methodology. Please refer to HSAG’s response to Section 2.1.5.3 for detailed information 
regarding HSAG’s methodology and approach to the QRS.  
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2.1.3 Validation of MCO, DBA/PAHP and CMO Performance Indicators  
2.1.3.1 Performance measures are calculated and submitted annually to the DHCFP by the contracted 


MCOs; the DBA/PAHP; and the CMO. The Contractor will evaluate the accuracy and the extent to 
which Medicaid-specific performance measures followed Health Effectiveness Data and 
Information Set (HEDIS®) Specifications for the calculation of performance measures using one of 
two methods: 1) A HEDIS® Compliance Audit™ Standards, Policies and Procedures or 2) the 
Center for Medicare and Medicaid (CMS) Validating Performance Measures Protocol. 


HSAG understands and will comply with the requirements set forth in 2.1.3.1. 


VALIDATION OF MCO, DBA/PAHP AND CMO PERFORMANCE 
INDICATORS  
HEDIS and Performance Measures Validation Process 
HSAG is prepared to validate performance measures that are calculated using the HEDIS specifications 
by the Nevada managed care vendors in accordance with 42 CFR §438.358(b)(1)(ii). HSAG has 
extensive experience using the HEDIS Compliance Audit™ Standards, Policies and Procedures, as well 
as CMS Validating Performance Measures Protocol to determine the extent to which performance 
measure rates were calculated following the technical specifications. 


Performance measure validation ensures that MCOs have sufficient systems and processes in place to 
provide accurate and complete information for calculating valid performance measure rates according 
to specifications required by a state. HSAG will tailor its approach to performance measure validation 
to ensure there is support for the DHCFP’s overall goals and objectives of its Medicaid and Check Up 
programs.  


HSAG understands that while certain performance measures are based on HEDIS specifications, not all 
performance measures used by the DBA/PAHP and the CMO are HEDIS measures that follow HEDIS 
specifications. HSAG is prepared to conduct HEDIS compliance audits of the MCOs, using the 
interactive data submission system (IDSS) to submit HEDIS performance measure rates to NCQA. HSAG 
is prepared to conduct performance measure validation of the DBA/PAHP and CMO, or another 
vendor should one be selected, following the CMS publication, EQR Protocol 2: Validation of 
Performance Measures: A Mandatory Protocol for External Quality Review (EQR), Version 2.0, 
September 2012. The certified HEDIS compliance audit HSAG performs for MCOs also aligns with the 
process outlined in the CMS protocol, but there are extra steps and nuances of a certified HEDIS 
compliance audit that are not specifically outlined in the CMS protocol, such as the IDSS submission. 
HSAG assures the HEDIS compliance audit performed for the MCOs meets the requirements outlined in 
the federal regulations, as well as the CMS protocol. HSAG’s proposed approach for the validation of 
performance indicators activity, using certified HEDIS compliance audits for MCOs and performance 
measure validation for the DBA/PAHP and the CMO, is described in the following paragraphs. When 
the HEDIS compliance activity and performance measure validation activity align, HSAG’s description 
will refer to MCOs, the DBA/PAHP, and the CMO (or future vendor) collectively as “vendors.” For any 
deviation, HSAG will specify to which vendor the process refers. 


The performance measure validation activity specifically targeted to the CMO vendor is also described 
in HSAG’s response to Section 2.1.5.2.B. 
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APPROACH TO ACTIVITY  
HSAG has already assembled a validation team based on the full complement of skills required to 
validate the specific performance measures and to conduct the information system review. The 
validation of performance measures team will be led by Mariyah Badani, MBA, CHCA. Ms. Badani has 
15 years of experience in the healthcare industry, working with quality initiatives and performance 
measure validation. The team will be composed of Ms. Badani, a supporting auditor, a project 
manager, a source code reviewer, and other supporting team members.  


HSAG recognizes that each vendor may be in a different developmental phase, may be staffed 
differently, and may offer various levels of experience, sophistication and expertise. Therefore, HSAG 
staff members will work closely with each vendor, before, during, and after the on-site audit to 
identify the necessary steps to report valid performance measures that follow the measure 
specifications. To assist a vendor that is struggling with the deadlines, HSAG staff members will 
participate in frequent conference calls, provide detailed feedback on source code-related issues, and 
direct the vendor to other external resources to assist with performance measure data collection and 
reporting.  


HSAG will provide the DHCFP with an annual individual report for each vendor. These reports will 
detail the results of validations, including the findings related to the extent to which the performance 
measures followed the specifications, recommendations for improvement, requirements for corrective 
actions, and review of any outstanding required corrective action(s). 


2.1.3.2 Verification of methods used to collect HEDIS performance measures. The validation process will 
be accomplished through methods described in the most recent version of the National Committee 
for Quality Assurance (NCQA) HEDIS Compliance Audit™ Specifications or the CMS Validating 
Performance Measures protocol. The audit will be conducted for SFY contract years 2019 and 
each subsequent EQRO contract renewal years.  
A. Validation of HEDIS and performance measures reported (as required by the State) during the 


preceding 12 months.  
B. Audited HEDIS Data using Interactive Data Submission System (IDSS). Submit information to 


NCQA, if applicable.  
C HEDIS™ Comparative Analysis for SFY 2019 and each subsequent EQR contract renewal 


year.  
D The awarded vendor is required to submit a comparative analysis and production of a HEDIS 


report using HEDIS performance measures data submitted by each MCO and DBA/PAHP. 


HSAG understands and will comply with the requirements set forth in 2.1.3.2.a through d. 


HEDIS AND PERFORMANCE MEASURES VALIDATION PROCESS 
Validation of HEDIS and Performance Measures Reported During 
Preceding 12 Months 
HSAG understands the importance of validating the DHCFP-specified performance measure rates that 
each vendor produces. HSAG also understands the importance of verifying the methods that were 
used to collect the HEDIS and non-HEDIS performance measure data that represent the vendor’s 
performance during the preceding calendar year.5 HSAG’s audit department possesses the skills and 
experience necessary to conduct these activities and understand the specific nuances of each vendor 


                                                           
5 42 CFR § 438.330(b)(2). 
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to ensure the correct process, either HEDIS compliance audit or performance measure validation audit, 
is followed.  


Evaluation of Measure Accuracy and Adherence to HEDIS 
Specifications 
Validation of performance measures is a core competency of the staff at HSAG. The HSAG audit 
department excels at using acceptable methods to validate performance measures following the CMS 
protocols and the NCQA HEDIS compliance audit methodology. As an NCQA-Licensed Organization 
(LO) conducting HEDIS Compliance Audits™ since 1999, HSAG has developed expertise in applying the 
validation process to a variety of organizations.6 Understanding that only Certified HEDIS Compliance 
Auditors (CHCAs) may perform HEDIS compliance audits, HSAG has five CHCAs on staff and has 
established working relationships with CHCA consultants, who may perform both NCQA HEDIS 
compliance audits of HEDIS measures and performance measure validation of non-HEDIS measures 
using the CMS protocols for performance measure validation.  


The three major activities associated with performance measure validation and HEDIS compliance 
audits—pre-on-site, on-site, and post-on-site—are described as follows. 


ACTIVITY 1: PRE-ON-SITE VISIT ACTIVITIES  
The CMS protocols describe the actions to prepare both the EQRO and the vendor for the on-site 
portion of the performance measure validation. HSAG will perform the following. 


Determine the measure(s) and associated specifications for validation 
HSAG will work with the DHCFP to identify the performance measure(s) for validation and to clarify 
measure specifications (e.g., sampling guidelines, eligible population criteria, and numerator and 
denominator identification) using the standardized measure specifications. HSAG also will assist in 
determining the best format to submit the measures.  


Prepare the vendor and communicate expectations 
HSAG has found it invaluable to emphasize the validation planning process so deadlines and 
expectations for deliverables are clearly identified and agreed upon. HSAG will provide the vendor 
with technical assistance to report all required performance measures in a manner suitable for 
validation. During the initial performance measure validation kick-off call, HSAG will introduce the 
validation team to the vendor and clearly define roles and responsibilities.  


Prepare documentation request 
HSAG will provide to the DHCFP for review and approval, a draft documentation request letter and an 
information collection tool that is appropriate for the audit. The two information collection tools are: 


 Information Systems Capabilities Assessment Tool (ISCAT), included in the CMS protocols and used 
for performance measure validation  


 Record of Administration, Data Management and Processes (Roadmap), an information collection 
tool prescribed by NCQA and used to conduct HEDIS compliance audits 


The request letter will detail all required documentation that is needed from the vendor and the 
associated timelines for completion. Once approved, HSAG will transmit the documentation request 
and ISCAT/Roadmap to the vendor. HSAG will instruct each vendor to complete either the ISCAT, as 


                                                           
6 NCQA HEDIS Compliance Audit™ is a trademark of NCQA. 
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described in the CMS protocols, or the Roadmap, as described NCQA HEDIS Compliance audit protocol, 
based on the vendor being audited. HSAG will modify the ISCAT, as necessary, to meet the validation 
requirements.  


The ISCAT and Roadmap are information collection tools that inform the auditor about the vendor’s 
information management system. The ISCAT/Roadmap also collect information on data integration 
and processes used to determine rates for specific measures. The CMS protocols permit auditors to use 
the NCQA Roadmap in lieu of the ISCAT to collect information about a vendor and to complete the 
performance measure validation activity. The ISCAT may only be used for performance measure 
validation and may NOT be used for a HEDIS compliance audit. The ISCAT/Roadmap, along with 
supporting documentation that accompanies it, collects information about the vendor’s membership 
and healthcare delivery environment, data collection tools, common data formats, data file layouts, 
and results of any data validation studies. 


A review of the vendor’s ISCAT/Roadmap information will enable HSAG to prepare for on-site visits 
and clarify any outstanding issues. HSAG will provide technical assistance to each vendor, as needed, 
to complete the ISCAT/Roadmap and will work to minimize any burden that might be placed on the 
vendor’s staff to complete the documentation request. HSAG has a secure file transfer protocol (FTP) 
site for the State and each vendor to transfer data and other documents related to the validation 
activity.  


Conduct CAHPS® sample frame validation 
Because some of the NCQA HEDIS-based measures can only be captured through a CAHPS survey, 
HSAG validates the sample frame for the CAHPS survey in accordance with the most recent version of 
NCQA’s HEDIS, Volume 5: HEDIS Compliance Audit: Standards, Policies and Procedures. The sample 
frame validation includes a review of specific reporting methods used for HEDIS/CAHPS measures, 
including:  


 Detailed evaluation of the computer programming (source code) used to generate the survey 
sample frame, ensuring its compliance with specifications for survey measures. If the sample 
frame is generated using a vendor whose measures were certified by NCQA, HSAG ensures the 
sample frame method receives a Pass status. 


 Detailed review of the survey sample frame file elements to verify compliance with the required 
layout specified in NCQA’s current Volume 3: Specifications for Survey Measures, and the measure-
specific eligibility flags were present as applicable. 


 Evaluation of membership data completeness. 
 Verification the vendor’s survey was administered by an NCQA-Certified HEDIS survey vendor. 


HSAG completes the CAHPS sample frame validation activity as part of the MCO HEDIS compliance 
audit activities. 


Review source code 
In addition to the ISCAT/Roadmap responses, HSAG will obtain from the vendor the detailed source 
code and programming logic used to calculate each measure. HSAG programmers, assigned according 
to familiarity and expertise with the programming language used by each vendor, will conduct a 
detailed review of each line of code to ensure strict compliance with measure specifications, identify 
and estimate any potential bias, and identify any necessary corrections.  
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Assess integrity of the vendor’s information systems (IS)  
Completing an IS capabilities assessment is a critical validation task that provides valuable feedback 
to the DHCFP and the vendor on the integrity of the information system and the completeness and 
accuracy of the data produced by that system. As part of the ISCAT/Roadmap, HSAG will receive 
detailed information regarding all data systems that feed into the collecting and reporting of 
performance measures, including patient data, provider data, claims/encounter data, survey data, 
and data integration processes. The validation team will review submitted documents to identify 
system or procedural weaknesses that may impact the accuracy of the performance measure rates. 
HSAG will review this information before the on-site visit to assist in guiding the team toward specific 
areas of focus. 


Prepare the agenda for the vendor on-site review/interviews 
Performing an efficient and effective on-site review requires an agenda that assists the vendor in 
planning staff participation in interviews, gathering required documentation, and addressing logistical 
issues, such as arranging locations for reviewers to conduct documentation review and interviews. An 
agenda establishes the tone and expectations for the on-site visit, so all participants understand the 
time frames for the review. HSAG will send a final agenda to each vendor no later than two weeks 
before the on-site visit. 


HSAG will conduct ongoing dialogue with each vendor to enable the organization to prepare for the 
on-site visit adequately and for the visit to be productive. HSAG’s approach is supportive and 
educational with ongoing correspondence. 


ACTIVITY 2: ON-SITE VISIT ACTIVITIES 
The CMS and NCQA protocols require an on-site evaluation for the validation of performance 
measures. HSAG will conduct an on-site visit at each vendor as part of the validation activities. The on-
site visit will build on the findings from the pre-on-site document review of the information systems, 
the source code review, and the assessment of data provided. The on-site activities will include a 
review of systems that collect and create measure-related data and of data integration processes and 
performance calculation methodologies performed either in-house by the vendor or by its 
subcontractor. HSAG’s on-site review process will include the following activities, as detailed on the 
agenda.  


Conduct opening meeting 
The opening meeting will include introductions between the HSAG auditor and the key staff involved 
in the performance measurement activities. The auditor will explain how he/she will conduct the 
review and discuss the purpose of the meeting, the required documentation, any queries to be 
performed, and the sharing of findings with the vendor. Additionally, meeting participants will revisit 
the agenda and discuss logistics. 


Review data management processes 
The goal of this session is to determine how the data sources are combined and how the analytic file is 
produced to report the selected performance measures. Session participants will review backup 
documentation on data integration and the HSAG auditor will interview staff members regarding 
software products used during data file production, sampling, and measure computation. The HSAG 
auditor also will review the data control and security procedures during this session.  
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Review documentation processes 
Documentation review alone is generally insufficient to determine compliance, as content and actual 
performance of procedures in the documents typically can only be confirmed through interviews with 
the vendor’s personnel. The HSAG auditor will discuss the vendor’s documentation processes to collect, 
store, validate, and report the performance measure data. This session is interactive with key staff 
members, so the auditor can obtain a complete picture of all steps that generate the performance 
measures. The interviews will be used to confirm findings from the documentation review, expand or 
clarify outstanding issues, and ascertain that written policies and procedures are used and followed in 
daily practice. The auditor will take notes throughout the interviews to document the review findings. 
Types of documentation reviewed will include the project work plan, data files, data dictionaries, 
testing and validation of output files, computer queries, policies and procedures, log files, and 
database/application manuals. 


Evaluate algorithmic compliance 
The on-site audit will include a complete information systems assessment that focuses on claims and 
encounter data, enrollment data, and provider data processing. Additionally, the HSAG auditor will 
evaluate the processes used to collect and calculate the performance measures, including accurate 
numerator and denominator identification and algorithmic compliance. This review ensures rate 
calculations are performed correctly, all data are combined appropriately, and numerator events are 
counted accurately.  


During this session, the HSAG auditor will use several review techniques, including staff interviews, 
primary source verification, and observation to examine the data collection and reporting processes. 


Report performance measures 
HSAG will ensure the vendor has reported the performance measures to the DHCFP using the proper 
reporting tool and method of delivery, keeping in mind appropriate timelines. The HSAG auditor will 
ensure all required measures have been reported as specified by the DHCFP and will note any 
deviations. The vendor will be instructed to correct any issues.  


Conduct closing conference 
At the end of the on-site visit, HSAG will conduct a summation conference with key staff members. The 
intent of this meeting will be to summarize preliminary findings and outline the documentation 
requirements post-site visit. 


ACTIVITY 3: POST-SITE VISIT ACTIVITIES 
The focus of the post-site visit activities includes assessing the vendor’s corrective actions and the 
medical record review validation process as follows. 


Assess status of vendor corrective actions 
HSAG will track the verbal and written exchange of information throughout the audit and provide 
recommendations to improve or correct deficiencies. Furthermore, HSAG will ensure each issue is 
resolved and will record the dates the vendor corrected the deficiencies and the date HSAG verified the 
corrections were made.  


Perform medical record review validation 
The HSAG medical record review validation team includes experienced registered nurses and 
professional staff trained in hybrid methodology measure specifications and HIPAA protocols. 
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Beginning with the audit kick-off call, the medical record review validation team will explain and 
assist each vendor through each step of the medical record review validation process. HSAG will work 
closely with each vendor to ensure all obstacles that could impact hybrid reported rates are identified 
and corrected early in the audit. Understanding the various challenges associated with medical record 
procurement and abstraction within a tight time frame, the medical record review validation team 
will provide guidance through the following steps: 


 Step 1: Participate in the initial pre-audit kick-off call 
 Step 2: Review and clarify all ISCAT/Roadmap responses pertaining to the vendor’s medical record 


review process, including reviewer training and quality assurance, medical record procurement 
approach, and data integration with administrative data and vendor oversight 


 Step 3: Conduct a thorough review of the vendor’s selected data abstraction tools, functionality, 
and reviewer instructions 


 Step 4: Request and review a convenience sample across all hybrid measures. This activity will 
take place early during the vendor’s medical record review process  


Upon completing the convenience sample review, HSAG’s medical record review validation team will 
provide feedback to the vendor to ensure they are following accurate abstraction practices according 
to the HEDIS and non-HEDIS hybrid methodology measure specifications. HSAG will: 


 Provide ongoing support during medical record procurement and abstraction 
 Conduct a final over-read review of multiple hybrid measures 
 Provide corrective actions  
 Assist with the final review of hybrid rates 


Verification of vendor corrections, verification of patient-level detail file, and final rate review 
HSAG will notify each vendor of all findings as soon as possible to allow enough time for corrective 
action, if necessary. Once all requested follow-up items and any corrective actions are resolved, each 
vendor will receive a final IS Tracking Grid report that shows the result for each item. HSAG will review 
the final rates to assess data completeness and accuracy. HSAG also will provide the vendor with a 
results report that includes a comparison of the preliminary rates and the prior two years’ rates (if 
available), and shows how each rate compares with the national HEDIS benchmarks for HEDIS 
measures. Any significant increase or decrease in rates will be highlighted with the auditor’s 
feedback/questions. During final rate review, HSAG will compare the final rates with the preliminary 
rates and note any significant changes. If any errors are discovered during preliminary rate review, the 
auditor will review the final rates to ensure the errors were corrected. 


For HEDIS compliance audits, HSAG and the MCOs are required to use the interactive data submission 
system (IDSS) to report HEDIS rates to NCQA. As part of this process, HSAG will ensure the MRR 
numerator counts in the IDSS submission(s) and rate templates match the lists the MCO submits in 
May of each year. For performance measure validation, the HSAG verifies the final rates reported by 
the vendor in the final rate sheet supplied by HSAG match the MRR numerator counts. If there are any 
discrepancies noted by HSAG, in either the IDSS or final rate sheet, the auditor will incorporate these 
findings and require the vendor to make corrections, as needed. If any vendor declines or is unable to 
revise a noncompliant methodology, the auditor will assess whether the noncompliance affects 
reporting and will advise the vendor that noncompliance may result in designating the measures Not 
Reportable (NR). Once the final rates are confirmed for the HEDIS compliance audit, the CHCA applies 
its auditor-lock to the IDSS, which is then submitted to NCQA. The auditor will include final measure 
scoring and any recommendations in the final audit report.  
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Achieving Uniform Scoring 
HSAG uses the standardized rating methodology for performance measure validation as outlined in 
the current CMS protocol. The following is a list of the validation findings and their corresponding 
definitions used in assigning uniform ratings.  


 R = Report: The measure was compliant with state specifications. 
 NR = Not Reported: This designation is assigned to measures for which (1) the vendor rate was 


materially biased or (2) the vendor was not required to report. 
 NB = No Benefit: The measure was not reported because the vendor did not offer the benefit 


required by the measure.  


Additional ratings are also assigned to match the NCQA HEDIS compliance audit designations.  


The HSAG lead auditor ensures audit team members accurately document their findings and that 
findings support the rate designations assigned to the measures. Lead auditors confer with each other 
and debrief after each audit to confirm that each review is consistent in processes, findings, and scores 
across the various audit teams and across organizations. HSAG also subjects each report to a 
validation process that reviews for accuracy of scoring and analytic content, and for consistency across 
reports. 


Report findings 
Following the DHCFP’s review and approval of the organization-specific draft reports each year, HSAG 
will provide the vendor with their respective preliminary findings and draft performance measure 
validation reports, which will incorporate audit findings from the pre-on-site, on-site, and post-site 
visit activities. The report will consist of a description of the audit process and methodology, a review 
of standards and data sources, and recommendations for data collection and analysis. The measure 
validation section will include methods used to obtain documentation, an evaluation of information 
systems, measure-specific findings, the process to review final reported rates for potential bias, and 
aggregate and categorical review findings. The report will detail information system capabilities for 
performance measure data collection and will discuss additional data sources that could potentially be 
used for future performance measure reporting.  


HSAG also will present results of any corrected programming logic, including corrections to 
numerators, denominators, or sampling used for final measure calculation, as well as any required 
corrective actions. HSAG will include in the report a summary of major problems identified, corrective 
actions identified and implemented, follow-up on the corrective action results, and other 
recommendations to improve the quality of the vendor’s data.  


In addition, HSAG will present rate results indicating whether the validated measure is reportable or 
not reportable (due to a material bias in the calculated rate for a measure). Once approved, the 
DHCFP and each vendor will receive final organization-specific reports. HSAG’s final audit reports 
comply with all NCQA HEDIS compliance audit standards and CMS validation of performance 
measures reporting requirements, and they provide the vendor with valuable feedback and actionable 
recommendations for improving performance measure data collection and reporting activities. HSAG 
will include in the reports the performance measure rate trends and compare those results to national 
HEDIS and other benchmarks. 


HSAG can modify some of the above activities or include additional steps based on the DHCFP’s 
reporting specifications. HSAG’s approach to conducting audits allows for quick adjustments based on 
each state’s requirements to modify the report process as needed. 
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AUDITED HEDIS DATA USING INTERACTIVE DATA SUBMISSION 
SYSTEM (IDSS) 
At the end of the HEDIS compliance audit performed for an MCO and after the MCO implements any 
corrective actions provided by HSAG based on the validation activities, HSAG will ensure all audited 
HEDIS data are submitted to NCQA using the IDSS. HSAG will review the organization’s final rates 
before submission to NCQA via the IDSS to assess data completeness and accuracy, and ensure the 
MRR numerator counts in the IDSS submission(s) and rate templates match the lists the MCOs submit 
each year.  


As part of this review, HSAG also will issue a findings report to the MCO that includes a comparison of 
the preliminary rates and the prior two years’ rates (if available), and shows how each rate compares 
with the national HEDIS benchmarks for HEDIS measures. Any significant increase or decrease in rates 
will be highlighted with the auditor’s feedback/questions. During final rate review, HSAG will compare 
the final rates with the preliminary rates and note any significant changes. If any errors are discovered 
during preliminary rate review, the auditor will review the final rates and work with MCO to ensure 
the errors were corrected or confirm there are appropriate reasons for the change in rate.  


If there are any discrepancies, the auditor will incorporate these findings and require the MCO to 
make corrections, as needed. If any MCO declines or is unable to revise a noncompliant methodology, 
the auditor will assess whether the noncompliance affects reporting and will advise the MCO that 
noncompliance may result in designating the measures Not Reportable (NR) or Biased Rate (BR). The 
auditor will include this information and any recommendations in the final audit report. 


HEDIS Comparative Analysis for SFY 2019 and Subsequent EQR 
Contract Renewal Years 
HSAG is regarded as a national expert in measures development and evaluation, and is the only firm in 
the country that is both a Medicaid EQRO and a CMS Measure and Instrument Development and 
Support (MIDS) contractor. HSAG will leverage this expertise, coupled with its HEDIS audit experience, 
to synthesize the measure rates for SFY 2018-2019 and subsequent years, and derive data-driven 
recommendations that identify potential areas of focus for the Nevada Medicaid and Nevada Check 
Up populations. HSAG’s comparative analysis will include a presentation of HEDIS performance 
measure data submitted by the MCOs and audited by HSAG. Specifically, the analysis will include: 


 Individual MCO and DBA/PAHP HEDIS rates, including trended rates, where available. 
 Comparative analysis among MCOs.  
 Comparison of MCO HEDIS rates to statewide data and performance targets. 
 Comparison of MCO HEDIS rates to national means and percentiles. 
 Comparison of DBA/PAHP HEDIS rates to statewide performance targets and national means and 


percentiles. 


HSAG’s comparative analysis also shows the data completeness for each MCO’s hybrid performance 
measures. Hybrid measures use administrative data (i.e., claims and encounter data) and supplement 
the results with medical record review data. HSAG’s comparative analysis shows the HEDIS rates and 
the percentage of each reported rate that was determined solely through administrative data for the 
MCOs, which is an indicator of data completeness. HSAG’s analysis highlights the data completeness 
for each MCO. When data completeness is high, it is possible for a MCO to rely on its administrative 
data to calculate rates on an interim basis. This is helpful for MCOs because it allows the MCOs to 
evaluate the effectiveness of performance improvement interventions without having to rely on 
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abstracting information from medical records, which is costly for the MCO and burdensome for 
providers. In the past, this information has proven valuable to the DHCFP staff members because it 
informs them as to the potential data completeness in the State’s data warehouse since data is 
submitted to the State in the form of encounters from the MCOs. 


HSAG is prepared to conduct an in-depth assessment of performance measure rates produced by each 
MCO that highlights significant differences in performance among the MCOs. Because the DBA/PAHP 
is the only vendor of its type furnishing dental benefits to Nevada Medicaid and Check Up members, 
HSAG recommends the DBA/PAHP performance measure rates be compared to state-defined 
performance targets so that high and low performance can be discussed in the comparative analysis. 
HSAG has applied a similar approach to comparisons with national and regional benchmarks for other 
states. This comparative analysis approach enables HSAG to quantify the performance across multiple 
vendors.  


HEDIS Comparative Analysis Reporting 
Historically, HSAG has provided the HEDIS comparative analysis as a chapter of the annual EQR 
technical report. This approach allows HSAG to present individual MCO HEDIS performance measure 
rates, as well as provide a comparison of MCO performance, which is a required component of a 
technical report, as described in 42 CFR §438.364(a)(5). HSAG’s comparative analysis also includes a 
comparison of MCO HEDIS rates to statewide rates and national means and percentiles. The HEDIS 
comparative section of the EQR technical report also includes MCO-specific conclusions that highlight 
high and low performance and recommendations for improvement in areas that demonstrate poor 
performance. Because the DBA/PAHP just began operations in January 1, 2018, performance measure 
rates for the DBA/PAHP will be available for FY 2019 reporting.  


HSAG will collaborate with the DHCFP to determine the layout for HEDIS comparative analysis 
reporting, which could include a separate HEDIS comparative analysis report, should the DHCFP decide 
a separate report would be useful.  


2.1.3.3 Validation of Performance Improvement Projects (PIPs). The awarded vendor will be required to 
annually evaluate and validate two clinical PIPs and three non-clinical PIPs for the MCO; and one 
clinical PIP and one non-clinical PIP for the DBA/PAHP. 


HSAG understands and will comply with the requirements set forth in 2.1.3.3. 


VALIDATION OF PERFORMANCE IMPROVEMENT PROJECTS (PIPS) 
As the EQRO for the State of Nevada, HSAG will annually evaluate and validate two clinical PIPs and 
three non-clinical PIPs for each MCO and one clinical PIP and one non-clinical PIP for the DBA/PAHP. 
HSAG’s PIP validation methodology is based on the current CMS protocols, DHHS, CMS publication, 
EQR Protocol 3: Validating Performance Improvement Projects (PIPs): A Mandatory Protocol for 
External Quality Review (EQR), Version 2.0, September 2012.  


HSAG’s approach to validation includes two key components of the quality improvement process: 


1. HSAG evaluates the technical structure of the PIP to ensure each MCO and the DBA/PAHP 
designed, conducted, and reported the PIP in a methodologically sound manner, meeting all State 
and federal requirements. HSAG’s review determines whether the PIP design is based on sound 
methodological principles and can reliably measure outcomes. Successful execution of this 
component ensures that reported PIP results are accurate and capable of measuring sustained 
improvement. 
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2. HSAG evaluates the implementation of the PIP. Once designed, a PIP’s effectiveness in improving 
outcomes depends on the data collection process, analysis of data, the identification of barriers 
and failures, and subsequent development of relevant targeted interventions. Through this 
component, HSAG evaluates how well each MCO and the DBA/PAHP improves its rates by 
implementing effective processes. HSAG conducts a critical analysis of the quality improvement 
processes each MCO and the DBA/PAHP used to identify barriers and failures, as well as the 
processes used to determine, implement, test, and evaluate interventions. HSAG provides detailed 
feedback based on the findings of this critical analysis. This type of feedback provides each MCO 
and the DBA/PAHP guidance on how to refine their approach and make mid-course corrections. 
This process also helps to ensure the PIP is not simply an exercise in documentation, but rather a 
process fully implemented in a manner that positively affects healthcare delivery and/or outcomes 
of care. 


In 2014, HSAG developed an approach for implementing and validating performance improvement 
projects that places greater emphasis on improving both healthcare outcomes and processes through 
the integration of quality improvement science. HSAG’s rapid cycle PIP framework represents a 
modified version of the Institute for Healthcare Improvement’s (IHI’s) Quality Improvement (QI) Model 
for Improvement. Key concepts include the formation of a team; setting aims; establishing measures; 
determining, selecting, and testing interventions; and sustaining and spreading improvement. The 
IHI’s QI model focuses on accelerating improvement without replacing change models that different 
organizations may already be using. The core component of the model includes testing changes on a 
small scale using Plan-Do-Study-Act (PDSA) cycles and applying rapid-cycle learning and evaluation 
that informs the project theory and practice over the course of the improvement project. HSAG 
selected this framework because it allows broad flexibility, builds on proven quality concepts, and 
provides a systematic technique to approach an improvement activity.  


Because PIPs must meet CMS requirements, HSAG completed a crosswalk of this new framework 
against the most current CMS protocols. HSAG presented the crosswalk and new framework 
components to CMS to demonstrate how the framework aligned with the CMS validation protocols. 
CMS agreed that with the pace of quality improvement science development and the prolific use of 
PDSA cycles in modern PIPs within healthcare settings, a new approach was needed. CMS provided 
HSAG with approval to implement this new approach and has received and approved all current 
versions of HSAG’s instructional guide and PIP templates. With HSAG’s guidance, Nevada 
implemented this PIP approach with its MCOs in SFY 2015. 


HSAG developed a series of five modules for the MCOs to submit their PIPs, as well as a comprehensive 
instructional guide to assist them through this process as they conduct the different phases of the PIP. 
HSAG provides extensive training and technical assistance throughout the process with frequent 
contact and feedback to ensure projects are well-designed at the onset and provide opportunities for 
mid-course corrections. 


HSAG will use module validation tools to produce validation findings for each module submitted. Each 
module validation tool has evaluation criteria that align with the CMS protocols for validating PIPs. 
The MCOs and DBA/PAHP must meet all the validation criteria for Modules 1 and 2 before moving on 
to Module 3. HSAG will provide significant technical assistance and feedback in the first phase to 
ensure the basic infrastructure (Modules 1 through 2) is sound before the MCOs and DBA/PAHP may 
progress to completing and submitting Module 3 (Intervention Determination). HSAG will validate 
Module 3 and provide written feedback to the MCOs and DBA/PAHP. The MCOs and DBA/PAHP must 
meet all the validation criteria before progressing to using a series of Plan-Do-Study-Act (PDSA) cycles 
to test interventions. Modules 4 and 5 (intervention testing and PIP conclusions) will be submitted for 
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validation following the pre-determined and approved PIP end date allowing time for the MCOs and 
DBA/PAHP to conduct the final analysis.  


HSAG will produce a PIP validation report for each MCO and the DBA/PAHP. The PIP validation report 
will include the following: 


 Background information for each PIP topic submitted and validated 
 A discussion of all validated modules and the methods used to conduct the validation 
 A discussion of the types of data gathered and the sources of data collection 
 SMART (specific, measurable, attainable, relevant, and timebound) Aim measure outcomes and 


discussion of any changes in performance identified  
 Critical evaluation of the quality improvement processes conducted, and interventions tested 
 Discussion of conclusions drawn, identified strengths, lessons learned, opportunities for 


improvement, and HSAG’s recommendations to improve performance 


The goal of HSAG’s PIP validation is to ensure the DHCFP and key stakeholders have confidence that 
any reported improvement is related to and can be directly linked to the quality improvement 
strategies and activities conducted by the MCOs and the DBA/PAHP.  


2.1.3.4 Validation of MCO and DBA/PAHP network adequacy during the preceding 12 months. 


HSAG understands and will comply with the requirements set forth in 2.1.3.4. 


VALIDATION OF MCO AND DBA/PAHP NETWORK ADEQUACY  
For the past 15 years, HSAG has completed or is currently conducting 44 managed care provider 
network adequacy assessments across eight states, including Nevada. While specific review topics 
varied by state and year, the purpose of the reviews has been to ensure that each vendor has 
adequate provider networks to deliver healthcare services to its managed care members in the 
coverage areas.  


HSAG understands that, as the EQRO for the State of Nevada, it will be required to validate network 
adequacy for all MCOs and the DBA/PAHP in accordance with 42 CFR §438.358(b)(1)(iv) and 42 CFR 
§438.604(a)(5). According to the federal regulations for managed care that were released in May 
2016, the activity related to 42 CFR §438.358(b)(1)(iv), validation of network adequacy, shall 
commence no later than one-year from the issuance of the associated EQR protocol. Because CMS’s 
validation of network adequacy EQR protocol has not been published at the time of this response, 
HSAG understands that it will collaborate with the DHCFP to modify and finalize the validation 
methodology upon release of the CMS EQR protocol. Further, HSAG will work with the DHCFP to 
identify the timing of the network adequacy validation activity, and will perform the activity prior to 
the issuance of the associated EQR protocol, if requested by the DHCFP.  


As part of this activity, HSAG will provide a vendor-specific report that summarizes the results for the 
MCO or the DBA/PAHP. The report will include a summary of HSAG’s validation findings, a summary of 
validation activities conducted and recommendations for improvement.  
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HSAG’s approach to validating network adequacy is the same regardless of the managed care vendor 
included in the study; therefore, HSAG’s description to complete network adequacy validation refers to 
MCOs and the DBA/PAHP collectively as “vendors.” As a general approach, HSAG will use the 
following key steps to validate network adequacy: 


 Develop network validation materials (e.g., work plan, methodology, and data collection tools). 
HSAG’s study methodology development will include a review of any existing standards that were 
developed by the Nevada Department of Insurance (DOI). For those specialties that are not 
defined by the DOI, HSAG will work with the DHCFP to identify standards that could be used for 
provider specialties detailed in 42 CFR §438.68(b). 


 Develop a crosswalk of MCO provider specialty types for all three MCOs and the FFS program to 
ensure consistency in categorizing specialty providers. 


 Identify data sources and obtain network information from the vendors and the DHCFP. This will 
include providing technical assistance to the vendors regarding data requirements and data 
submissions. 


 Conduct retrospective and comparative data analyses to validate multiple dimensions of access, 
including: 


● Network composition, for baseline studies 
● Network capacity 
● Geographic distribution 
● Availability of services, as appropriate. 


 Among the MCOs, these analyses may include comparisons across vendors and provider types. 
 Produce a network adequacy validation report that details the methodology used for the study 


and the vendor-specific and statewide findings of the validation. 
 Incorporate network adequacy validation findings and recommendations into the annual EQR 


technical report, as appropriate. 


HSAG’s proposed approach for the validation of network adequacy activity is described in the 
following subsection. 


Approach to Network Adequacy Validation 
HSAG is aware that CMS has not, at the time of this proposal, published the validation of network 
adequacy protocols referenced in federal regulation. Upon issuance, HSAG agrees to implement the 
protocols according to a timeline established in coordination with the DHCFP.  


Pending the implementation of the EQR protocol, HSAG recommends a validation approach 
addressing three key components of network adequacy: network capacity, geographic distribution, 
and availability of services. Each component is described as follows.  


NETWORK CAPACITY 
HSAG uses measures of network capacity to evaluate the potential capacity and network composition 
of the vendors’ provider networks. Specific analyses include calculating provider-to-member ratios and 
provider statistics (e.g., provider distribution relative to a vendor’s clinical profile, specialist 
distribution, and region-level provider and member counts). HSAG will collaborate with the DHCFP to 
identify relevant subpopulations in relation to vendor-specific needs and requirements. 
Subpopulations could include member, provider, or geographic distinctions (e.g., urban, suburban, and 
rural members). HSAG will compare results to network standards as defined by the DHCFP, as 
available.  
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Ratio standards are frequently established for primary care providers (PCPs), 
obstetricians/gynecologists (OB/GYNs), specialty providers, and hospitals. At a minimum, HSAG 
recommends incorporating all specialty groups identified in the recently revised federal regulations 
(i.e., 42 CFR Part 438.68):  


 Adult and pediatric PCPs 
 OB/GYNs 
 Adult and pediatric behavioral health providers 
 Adult and pediatric specialty providers 
 Hospital 
 Pharmacy 
 Pediatric dental providers 


HSAG will collaborate with the DHCFP to identify the appropriate provider specialty types for inclusion 
in the network capacity analyses for the MCOs and the DBA/PAHP depending on the type of services 
they provide (i.e., physical, mental, or dental health services). 


HSAG will evaluate network capacity results to determine each vendor’s compliance with network 
standards for provider-to-member ratios, as described in the MCO RFP 3260 Section 3.7.5 Access and 
Availability and DBA RFP 3425 Section 3.6.5 Access and Availability. HSAG will collaborate with the 
DHCFP to identify or establish standards for provider specialties not already defined.  


GEOGRAPHIC DISTRIBUTION 
HSAG uses measures of geographic distribution to evaluate provider distribution relative to the 
member population to ensure that members, regardless of where they live, have adequate access to 
healthcare services. HSAG uses Quest Analytics Suite software to review member and provider 
addresses to ensure they can be geocoded to exact geographic locations (i.e., latitude and longitude). 
Geocoded member and provider addresses are assembled into datasets used to conduct two spatial-
derived analyses: 


 Percentage of members within predefined access standards 
 Average physical distance and duration of travel time to the nearest three providers 


HSAG will use the analytic results to evaluate the extent to which each vendor’s provider/member 
distribution meets specified time/distance standards, and will compare results to the standards for 
specific provider types to the extent standards are available. HSAG will assess the percentage of 
vendor members who are within a certain time/distance standard of their nearest providers to 
determine the level of vendor compliance with the DHCFP’s network standards, as defined in the MCO 
RFP 3260 Section 3.7.5 Access and Availability and DBA RFP 3425 Section 3.6.5 Access and Availability. 
HSAG will collaborate with the DHCFP to identify the provider types to be included in the 
time/distance analysis for each MCO and PAHP depending on the type of services they provide. 
Additionally, HSAG will collaborate with the DHCFP to identify or establish standards for provider 
specialties not already defined. 


AVAILABILITY OF SERVICES 
HSAG uses measures of availability of services to evaluate the accuracy of provider data, the actual 
availability of appointments, and/or the degree to which the most appropriate providers are available 
for the vendors’ members. Specific analyses may include the following:  


 Assessments of service utilization 
 Appointment availability 
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 Validation of provider standards for language, cultural competencies, or physical access 
 Assessments of alternate access standards granted by the DHCFP to individual vendors 
 Grievances and appeals/complaints  


Surveys that assess appointment availability/timeliness or provider data accuracy are typically 
conducted by telephone using either a direct call or secret shopper approach. Because the vendors 
frequently conduct telephone surveys assessing appointment availability, HSAG will incorporate those 
findings into the overall network adequacy validation report. 


Multi-Year Approach 
Table 2.1.3.4-1 that follows outlines the network adequacy validation activities proposed for each 
contract year. However, HSAG is aware that CMS expects to publish the validation of network 
adequacy protocol in 2018. Upon issuance of the protocol, HSAG understands that it will collaborate 
with the DHCFP to modify and finalize the validation methodology to align with the CMS EQR protocol.  


Table 2.1.3.4-1: Proposed Validation of Network Adequacy Timeline  
Network Adequacy Validation Task Year 1 Year 2 Year 3 Year 4 


Provider composition analysis X * * * 
Develop data dictionary and provider crosswalk X    
Network capacity analysis X X X X 
Geographic distribution analysis X X X X 
Review of MCO Appointment Availability Surveys  X X X X 
Technical assistance X X X X 
Annual health plan-specific network validation reports X X X X 
Review of recommendations from the previous year  X X X 
* Optional task during the specified year. 


HSAG’s multiyear approach to network adequacy validation will allow the DHCFP to focus on building 
a strong foundation for ongoing provider network validation and establish procedures that facilitate 
collection and analysis of high-quality provider data. The first year will start with a provider 
composition analysis and developing a data dictionary and specialty provider crosswalk. These 
activities will help the DHCFP adequately prepare for future network validation activities by ensuring 
that the provider specialties are categorized the same way across the MCOs. In year two, HSAG will 
perform a baseline provider network capacity analysis and geographic distribution analysis in addition 
to validating the MCOs’ appointment availability surveys. The following years will include follow-up 
analyses of the provider network capacity, geographic distribution, summaries of the MCOs’ 
appointment availability surveys, and a review of recommendations from the previous year(s). 


STUDY DEVELOPMENT AND IMPLEMENTATION 
HSAG will conduct a project kick-off meeting to establish and promote a transparent process that will 
continue over the life of the project, and will outline the tasks needed to complete the scope of work. 
To ensure a successful execution, the HSAG validation of network adequacy team leader will work 
with the HSAG contract manager and the DHCFP project leadership to confirm key project contacts, 
establish regular status meetings, and determine appropriate lines of communication. The kick-off 
meeting also will include a requirements-gathering session with the DHCFP staff. Based on this 
meeting, HSAG will develop a study methodology for the DHCFP’s review and approval. Once finalized, 
the methodology will be used to generate a detailed analysis plan. These documents will provide the 
foundation to develop and execute all study protocols.  
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HSAG will coordinate and conduct regular status meetings with the DHCFP’s project team to detail 
tasks completed for each of the project phases, including an overall summary of the project’s progress, 
and outlining upcoming efforts. The status meetings will discuss recommended resolutions to any 
issues encountered during the period. This process will allow the DHCFP to shape decision-making on 
critical issues, provide guidance on ongoing efforts, and help resolve problems and challenges 
throughout the project. Most importantly, the status updates will focus on specific action items and 
timelines outlined within the approved project work plan to promote the most efficient use of time 
and resources for all parties. 


DATA COLLECTION 
Network validation activities will begin with data collection, during which HSAG will collaborate with 
the DHCFP to identify provider and member data required for validation analyses. HSAG understands 
that its customers use state-specific approaches to maintain and oversee the vendors’ provider data. 
As such, HSAG anticipates working with the DHCFP to determine the degree to which provider and/or 
member data will be requested directly from the DHCFP, the vendors, or a data processing 
intermediary. HSAG will ask the DHCFP and all vendors included in the study to submit provider and 
member data files to HSAG. HSAG will provide technical assistance to any entity that has questions 
about specific fields and format that HSAG needs to complete network validation analyses.  


HSAG will determine overall data quality by reviewing the data files received to ensure the submitted 
data contain the requested information in the intended format. HSAG will review discrepancies in the 
submitted data with the DHCFP and will request that the vendor(s) supply corrected files, if necessary. 
Because multiple resubmissions will impact the timely completion of the study, HSAG will work with 
the DHCFP to assess limitations inherent to available data and determine the extent to which it will 
accept resubmissions. Upon completing the preliminary review of the member and provider network 
files, HSAG will begin the validation activities. 


NETWORK VALIDATION ANALYSES 
During the first year the network validation activity is performed, HSAG will conduct a network 
composition analysis of the vendors’ provider data to provide a framework that supports subsequent 
validation analyses. As part of the network composition analysis, HSAG will describe the adequacy of 
the service delivery network by compiling the following: 


 Medicaid enrollment  
 Number and types of providers 
 Number of providers accepting/not accepting new patients 


Preliminary composition analyses may be conducted to aid HSAG and the DHCFP in creating a data 
dictionary and provider crosswalk to ensure consistent definitions of provider types and specialties 
across MCOs. During this preliminary analysis, HSAG will collaborate with the DHCFP to define 
provider groups to be included in subsequent validation analyses. At a minimum, HSAG recommends 
including the provider specialties required by the federal managed care regulations: 


 Adult and pediatric PCPs 
 OB/GYNs 
 Adult and pediatric behavioral health providers 
 Adult and pediatric specialty providers 
 Hospitals 
 Pharmacies 
 Pediatric dental providers 
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The following validation analyses will be conducted for the provider groups the DHCFP approves. 


In each year following the provider composition analysis and development of the data dictionary and 
provider crosswalk, HSAG will calculate provider-to-member ratios to evaluate the potential capacity 
and network composition of a vendor’s provider networks. HSAG will work with the DHCFP to define 
and customize ratio metrics that best explore network capacity (e.g., types of providers and provider 
status).  


In addition to the provider-to-member ratios, HSAG will conduct the time/distance analysis each year 
the activity is performed. HSAG will use Quest Analytics Suite software to review the member and 
provider addresses and ensure they can be geocoded to exact geographic locations in terms of latitude 
and longitude. Once it creates an analytic dataset, HSAG will conduct two spatial-derived analyses: (1) 
percentage of members within predefined access standards, and (2) average physical distance and 
duration of travel time to the nearest three providers. The Quest Analytics Suite software calculates 
the duration of travel time or physical distance between the addresses of members from the member 
demographic files and the addresses of their nearest providers. HSAG will evaluate the extent to which 
a vendor’s provider/member distribution meets the time/distance standards as defined by the DHCFP.  


Ratio and time/distance analyses provide a broad look at provider networks’ capacity and 
distribution, and HSAG recommends that these analyses be conducted each year to provide an 
understanding of the vendors’ networks. Annual monitoring of the results will allow HSAG and the 
DHCFP to assess if changes that have been implemented based on annual results and 
recommendations are effective in improving coverage.  


HSAG understands that analyzing provider network data alone is insufficient to evaluate the quality of 
a vendor’s network and the adequacy of members’ access to services. As such, HSAG recommends 
tracking patients’ access to providers through appointment availability surveys. Because the managed 
care vendors are contractually required to conduct secret shopper surveys, HSAG will summarize each 
vendor’s survey and evaluate availability through vendor survey findings. This approach will allow 
HSAG to incorporate appointment availability findings into the network validation report while 
maintaining efficiency and minimizing provider burden by not duplicating the vendors’ surveys. 


VENDOR-SPECIFIC REPORTING 
HSAG will produce an annual network validation report with results specific to each vendor and 
comparative results across the three MCOs. Results will be presented using charts, tables, and maps. 
Prior to drafting the report for each contract year, HSAG will submit a formatted report 
outline/template to the DCHFP for review and approval. This process will improve overall efficiency for 
the review/editing process.  


Reports will contain, at a minimum, a brief summary of the validation methodologies, analysis results, 
conclusions, and recommendations. Reports will present analytic results using charts, graphs, maps 
produced by Quest Analytics Suite software, and written descriptions of the findings for each network 
adequacy validation activity (i.e., geoanalysis, ratio analysis, and vendors’ provider telephone 
surveys). Reports also will provide a summary of actions the vendors or the DHCFP may have taken in 
response to recommendations from previous years’ reports, as applicable. HSAG will submit the draft 
reports to the DHCFP for review and approval based on a mutually agreeable project timeline so that 
the DHCFP’s staff will have sufficient time for review. HSAG will then incorporate the DHCFP’s 
feedback and deliver the final report to the DHCFP and vendors in both electronic and hard copy form. 
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2.1.3.5 Validation of the Nevada DHCFP State Quality Assessment and Performance Improvement 
Strategy (QAPIS) in SFY 2019 and each subsequent EQR contract renewal year. The 
comprehensive quality assessment and performance improvement program must include PIPs; 
collection and submission of performance measurement data; mechanisms to detect both 
underutilization and overutilization of services; and mechanisms to assess the quality and 
appropriateness of care furnished to recipients with special health care needs as defined by the 
State in the quality strategy under 438.340.  
A. The awarded vendor will evaluate the completeness of the state quality assessment and 


performance improvement strategy, examining strengths, limitations, and recommending 
improvements in the description or implementation of the strategy.  


B. The awarded vendor will provide technical assistance to the Division as needed to incorporate 
changes and recommendations for the development of the Quality Strategy and performance 
tracking tool for the MCOs, DBA/PAHP, and CMO.  


C. The evaluation in each year should include information about the State’s progress and status 
of goals; trends in clinical or service quality performance improvement programs; corrective 
actions and sanctions; progress and status of value based purchasing; and an assessment of 
the overall structure and process of the State Quality Assessment and Performance 
Improvement Strategy. Findings from this assessment will be incorporated as a chapter in the 
EQR Technical Report described below, entitled “External Quality Review Technical Report”.  


D. DHCFP requires an electronic copy of the final report in PDF and Word Format annually and 
three (3) hard copies of the final report for distribution. 


HSAG understands and will comply with the requirements set forth in 2.1.3.5.A through D. 


VALIDATION OF NEVADA DHCFP STATE QUALITY ASSESSMENT AND 
PERFORMANCE IMPROVEMENT STRATEGY (QUALITY STRATEGY) 
For nearly a decade, HSAG has been instrumental in the development, implementation, ongoing 
evaluation, and revision of the Nevada DHCFP State quality assessment and performance 
improvement strategy (quality strategy). Gretchen Thompson, HSAG’s Nevada EQRO contract 
manager, is a certified professional in healthcare quality (CPHQ) and provides guidance to Nevada and 
several other states in the development, maintenance, and revision of state quality strategies to help 
ensure each strategy aligns with the requirements outlined in 42 CFR §438.340.  


Components of the DHCFP Quality Strategy 
The purpose of the DHCFP’s quality strategy is to establish a comprehensive framework of continuous 
quality improvement that advances the DHHS priorities to: 


 Emphasize preventive care, early intervention, appropriate utilization and quality care. 
 Enhance continuity of care through integrated medical, behavioral and social care. 
 Ensure a medical home for Medicaid and Nevada Check Up recipients. 
 Ensure each recipient can access high quality, comprehensive healthcare services within the 


recipient's service area. 
 Maximize efficient models of care delivery that promote best practice and make healthcare more 


affordable for individuals, families, and the State.  


To measure achievement of the goals and objectives outlined in the quality strategy, HSAG’s contract 
manager has and will continue to assist the DHCFP staff members with identifying performance 
measures and indicators that serve as quality objectives so the DHCFP may measure improvement. 
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The objectives are based on nationally recognized performance measures (e.g., HEDIS) that allow 
HSAG and DHCFP staff members to quantify improvement over time. Using baseline data to calculate 
the rate for each objective enables HSAG and the DHCFP to calculate performance targets for each 
objective. HSAG and the DHCFP modify performance targets for each of the objectives every two 
years, thereby raising the performance bar for the MCOs, the DBA, and the CMO. 


Critical to the implementation of the quality strategy is the need to define the tools and processes that 
will be used to assess performance of the managed care programs over time. Specifically, the DHCFP’s 
quality strategy outlines its continuous quality improvement tools and processes, which include:  


 Performance improvement projects (PIPs). 
 Performance measurement data. 
 Mechanisms to assure that MCOs, the DBA/PAHP, and the CMO detect both underutilization and 


overutilization of services. 
 Mechanisms to assess the quality and appropriateness of care, including services furnished to 


members with special healthcare needs. 
 Mechanisms to assess the cultural and linguistic needs of the population, with the purpose of 


reducing health disparities. 
 Mechanisms to monitor and evaluate managed care requirements, including contract compliance 


for the MCOs, the DBA/PAHP, and the CMO.  
 Processes to evaluate and revise the quality strategy based on level of achievement of the goals 


and objectives, as well as new priorities outlined by the DHHS or the Governor’s office. 


Evaluating the Completeness of the Quality Strategy 
In 2006, CMS advised states on the overall structure and content of a state’s quality strategy through 
the issuance of the Quality Strategy Toolkit for States7. The toolkit contained both required and 
recommended elements that each state’s quality strategy should address. HSAG’s contract manager 
worked with the DHCFP staff members to assure that the DHCFP’s quality strategy contained both the 
required and recommended elements noted in the toolkit. In the latest revision of the DHCFP’s quality 
strategy, HSAG provided a crosswalk that listed all required and recommended elements and the 
applicable document section that addressed each element. This crosswalk enables CMS project officers 
to quickly verify that all required and recommended elements are addressed and determine the 
completeness of the quality strategy. As part of the annual evaluation of the quality strategy, HSAG 
examines the strengths and limitations of the quality strategy and makes recommendations regarding 
revisions to the description and implementation of the quality strategy are necessary to further the 
DHCFP’s quality objectives. 


Providing Technical Assistance and Tracking Performance 
HSAG has been providing technical assistance to the DHCFP regarding the quality strategy since the 
strategy’s first revision in 2009. HSAG has worked with the Division to continually evaluate the 
successes of the DHCFP’s quality program and note where improvements could be gained. For 
example, HSAG recognized that many staff members within the DHCFP were unfamiliar with the 
quality improvement activities implemented by the MCOs to improve service accessibility and quality. 
Further, MCOs were not required to produce a corrective action plan that addressed declining 


                                                           
7 Because the document, Quality Strategy Toolkit for States, was released prior to the revision of the federal regulations for 
managed care released in May 2016, the toolkit is under revision by CMS. Until the new toolkit is released, the toolkit 
accessible at the following link is the most current available: https://www.medicaid.gov/medicaid/quality-of-
care/downloads/eqr-toolkit.pdf  



https://www.medicaid.gov/medicaid/quality-of-care/downloads/eqr-toolkit.pdf

https://www.medicaid.gov/medicaid/quality-of-care/downloads/eqr-toolkit.pdf
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performance. Using the goals and objectives outlined in the quality strategy as the foundation, HSAG 
identified high and low performance areas for each MCO and invited each MCO to present its analyses 
of strengths and weakness, which included: 


 Successful interventions used to positively impact performance measures, as evidenced by an 
improvement of five percentage points or more 


 Barrier analyses performed to identify the potential causes that impacted performance measures 
such that they resulted in a significant decline in performance  


The presentations provided by the MCOs fostered ongoing dialogue among HSAG, MCO, and the 
DHCFP staff members regarding the interventions that had the greatest impact on the Medicaid 
population. The discussions regarding each MCO’s barrier analyses also highlighted unsuccessful 
strategies employed by the MCOs that required improvement. Further, staff members from the MCOs, 
the DHCFP, and HSAG discussed State health policies that had the potential to impact performance 
measures, both positively and negatively. This type of discussion was most useful for the DHCFP staff 
members who were not necessarily involved in the managed care program, but were involved in the 
maintenance of State health policies that impacted managed care members. Because the DHCFP and 
the MCOs found this exercise helpful, HSAG continues to facilitate these discussions on a semi-annual 
basis and uses information garnered from the annual evaluation of the goals and objectives outlined 
in the quality strategy to fuel the presentation requests. Please refer to Section VIII – Other 
Informational Material, Attachment A – External Quality Review Summary Results, pages 24-25 for a 
sample of the type of presentation HSAG requests of the MCOs. 


HSAG developed the Quality Strategy Performance Tracking Tool (also known as the Goals and 
Objectives Tracking Table) shown in Section VIII – Other Informational Material, Attachment B, QAPI 
Goals and Objectives Tracking Table to annually track each MCO’s performance related to the goals 
and objectives described in the quality strategy. In October each year, HSAG presents the annual 
evaluation of the quality strategy and requests presentations from each MCO to address both high 
and low performance. HSAG updates the Goals and Objectives Tracking Table annually and produces 
evaluation results in the annual EQR technical report. Section VIII – Other Informational Material, 
Attachment C – External Quality Review Technical Report contains the State fiscal year (SFY) 2016-
2017 EQR Technical Report, which is the most recent EQR technical report produced for the DHCFP.  


Annual Evaluation of the Quality Strategy  
Each year, HSAG conducts a formal evaluation of the quality strategy to assess its overall effectiveness 
and determine whether demonstrated improvement in the quality of services provided to members 
was accomplished. HSAG’s evaluation includes an examination of strengths, opportunities for 
improvement, and recommendations to add, enhance, or modify quality initiatives aimed at 
improving service delivery, accessibility, and quality. This evaluation provides critical information 
about the structure of the quality program and process for improving health service quality, access, 
and timeliness. When opportunities for improvement are identified, HSAG works with the DHCFP and 
managed care vendor staff members to identify the leading causes for stagnant or declining 
performance. HSAG also works with the DHCFP staff members to examine State health policies that 
may impact, either positively or negatively, service delivery, accessibility, and quality of care. For 
example, through an evaluation of MCO performance of several access-related quality strategy 
objectives, HSAG and the DHCFP staff members found that a change to the State’s transportation 
policy had unintended consequences on service accessibility, which negatively impacted access-related 
quality strategy objectives. Through ongoing communication with the DHCFP and MCOS staff 







  


 


State of Nevada Purchasing Division 
Response to Request for Proposal 3491, External Quality Review Organization 


Technical Proposal 
64 


 


members during the quality strategy evaluation, the leading cause of the declines was identified, 
along with prioritizing strategies to improve performance. 


The MCO contract resulting from RFP 3260 includes a P4P program wherein MCOs may qualify for 
bonus payments by achieving performance targets set for six HEDIS performance measures. HSAG’s 
annual evaluation will include an assessment of this value-based purchasing strategy by highlighting 
the level of achievement the MCOs demonstrated for each of the six measures. HSAG will work with 
the DHCFP to evaluate the MCOs’ performance and will recommend new P4P performance measures 
that address areas where MCO performance is weak. HSAG is also prepared to work with the DHCFP 
to identify performance measure and targets that can be used for value-based purchasing strategies 
for the DBA and the CMO, should the DHCFP decide to employ such programs. 


HSAG updates the Goals and Objectives Tracking Table annually and produces evaluation results in 
the annual EQR technical report.  


Final Report 
HSAG works with the DHCFP to revise the quality strategy every two years, or more often if major 
programmatic changes occur. During each revision of the DHCFP quality strategy, HSAG’s contract 
manager works with the DHCFP staff members to apply lessons learned from the previous two years 
and adjust the goals and objectives, as needed. Prior to the issuance of a revision, HSAG supports the 
DHCFP to ensure public input—from members and other key stakeholders—is considered and included, 
as appropriate, in the final version. Once the quality strategy is final, HSAG submits the final 
document to the DHCFP in both PDF and Word electronic formats and provides the DHCFP with a 
minimum of five (5) color hard copies that are spiral bound. HSAG regularly inquires with the DHCFP 
managed care and quality leadership if additional hard copies are needed for new staff members who 
join the DHCFP. 
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2.1.3.6 Annual External Quality Review Technical Report – The vendor will be required to produce a 
detailed technical report that must include:  
A. Objectives; technical methods of data collection and analysis; description of data obtained, 


including validated performance measure data for each activity; and conclusions drawn from 
the data. 


B. An assessment of each MCO's and DBA/PAHP's strengths and weaknesses for the quality, 
timeliness, and access to health care services furnished to Medicaid beneficiaries.  


C. Recommendations for improving the quality of health care services furnished by each MCO 
and DBA/PAHP including how the State can target goals and objectives in the quality strategy, 
to better support improvement in the quality, timeliness, and access to health care services 
furnished to Medicaid recipients.  


D. Methodologically appropriate, comparative information about all MCOs and DBA/PAHP, 
consistent with guidance included in the EQR protocols issued in accordance with 
§438.352(e).  


E. An assessment of the degree to which each MCO and PAHP, has addressed effectively the 
recommendations for quality improvement made by the EQRO during the previous year's 
EQR.  


F. Revision. States may not substantively revise the content of the final EQR technical report 
without evidence of error or omission.  


G. Availability of information. (1) The State must contract with a qualified EQRO to produce and 
submit to the State an annual EQR technical report in accordance with paragraph (a) of this 
section. The State must finalize the annual technical report by April 30th of each year.  


H. Each year the Vendor will include a Chapter in the EQR Technical Report summarizing the 
findings from the assessment of the DHCFP’s implementation of the State Quality 
Assessment, Performance Improvement Strategy and Performance Tracking Tool. DHCFP 
requires an electronic copy of the final report in PDF and Word Format annually and three (3) 
hard copies of the final report for distribution. 


HSAG understands and will comply with the requirements set forth in 2.1.3.6.A through H. 


ANNUAL EQR TECHNICAL REPORT 
HSAG has the skills and experience necessary to perform the EQR services outlined in the RFP and to 
evaluate and report the results of the EQR activities in the annual technical report. HSAG currently 
performs EQR activities and prepares annual technical reports for Nevada, Arizona, California, 
Colorado, Florida, Georgia, Hawaii, Illinois, Iowa, Michigan, New Hampshire, Ohio, Utah, Vermont, 
and Virginia. Moreover, HSAG has produced the annual technical report for the State of Nevada since 
2003.  


HSAG structures technical reports according to the federally mandated and optional activities, as 
described in 42 CFR §438.358 and includes the requirements of an annual technical report that are 
described in 42 CFR §438.364. HSAG’s reports are well received by state agencies and CMS. The 
following is a quote from CMS based on an evaluation of HSAG’s EQR technical report produced for 
one Medicaid agency: 


“In addition to meeting CMS regulation requirements at 42 CFR 
§438.364, HSAG went above and beyond the requirements to 
produce a very professional and useful technical report.” —CMS 
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Approach and Methodology 
APPROACH 
HSAG’s approach and philosophy for EQR annual reporting is, first and foremost, to comply with 42 
CFR §438.358 and 42 CFR §438.364, ensuring the report—a state’s deliverable to CMS—meets the 
federal requirements. HSAG also believes the subject matter experts who perform the EQR activities 
are in the best position to analyze and evaluate the activity results within the context of all 
information compiled for the report, and to make meaningful conclusions and recommendations. 
Finally, HSAG’s approach ensures that a state’s preferences are taken into consideration in producing 
a report with format, tone, and an appropriate depth of content to meet the needs of the state and its 
stakeholders.  


HSAG’s method to prepare each EQR technical report is iterative and one involving ongoing discussion 
and collaboration with the DHCFP to ensure the format and content meet the requirements of the 
DHCFP and CMS. For example, HSAG regularly meets with DHCFP staff to discuss the goals and 
priorities of the Nevada State quality assessment and performance improvement strategy (quality 
strategy) so that findings from the annual evaluation of the quality strategy are incorporated in the 
annual technical report. By working interactively with the DHCFP staff members throughout the 
analysis and reporting phases of mandatory and optional activities, HSAG can incorporate the DHCFP 
staff members’ preferences and furnish a high-quality report that meets the federal requirements and 
DHCFP staff members’ expectations. HSAG will continue to work collaboratively with the DHCFP in the 
design of the annual report and display of findings for Nevada. 


METHODOLOGY 
In May 2016, CMS revised the federal regulations for Medicaid and CHIP managed care programs and 
required that all EQR mandatory activities be applied to prepaid ambulatory health plans (PAHPs) in 
addition to MCOs. Certain mandatory activities are also applicable to PCCM programs, which is how 
CMS has designated the Health Care Guidance Program’s (HCGP’s) CMO. The two activities that are 
now mandated for PCCM programs include compliance with federal and state standards, and 
validation of performance measures. The revisions made to 42 CFR §438.364 now mandate that the 
results of EQR activities performed for PCCM programs must be reported in the annual EQR technical 
report. Anticipating that this change would occur, HSAG worked proactively with the State of Nevada 
to not only complete those activities, but to also report them in the annual EQR technical report. The 
methods for producing the annual EQR technical report described in this section apply to all managed 
care vendors operating in Nevada, including MCOs, the DBA/PAHP, and the CMO.  


Following the federal regulations for reporting EQR activities found in 42 CFR §438.364, HSAG’s annual 
EQR technical report provides details concerning the objectives for each activity, the technical 
methods of data collection and analysis, a description of the data obtained, the conclusions drawn 
from the data, an assessment of each MCO’s, the DBA/PAHP’s, and the CMO’s strengths and 
weaknesses, recommendations for improving the quality of healthcare services furnished by each 
managed care vendor, methodologically appropriate comparative information concerning each 
vendor’s performance, and an assessment of the degree to which each MCO, the DBA/PAHP, and the 
CMO effectively addressed the prior year’s recommendations made by the EQRO. The following 
sections provide an explanation of each of the required sections of the EQR technical report.  
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Objectives of the Activities Included in the EQR Technical Report 
In each EQR technical report, HSAG describes the objectives of the EQR activities performed for the 
DHCFP during the contract year. HSAG also compares the objectives for the individual activities to the 
State’s quality strategy to demonstrate how they support and align with the State’s overall quality 
goals. 


Technical Methods of Data Collection and Analysis 
To ensure the data are complete and accurate, HSAG’s Data Science and Advanced Analytics Division 
determines the methodology used to collect and analyze the data. HSAG ensures the data are valid 
and capture the information needed to evaluate each MCO, the DBA/PAHP, and the CMO. The EQR 
technical report for the Nevada managed care and CMO programs includes a description of HSAG’s 
processes for ensuring the use of appropriate statistical and methodological guidelines to arrive at 
valid, reliable, and accurate conclusions about each MCO’s, the DBA/PAHP’s, and the CMO’s 
performance. 


Description of the Data Obtained 
In each EQR technical report, HSAG describes how it obtained the data for each activity included in the 
report. The descriptions of the data depend on the activity. For instance, performance measure data 
may include explanations concerning the eligible population, the sample size, sampling methodology, 
the vendor data sources, external data sources, exclusion methodology, medical record abstraction 
methodology, numerators, and denominators. HSAG presents the findings from the data in graphs, 
tables, or charts, with accompanying detailed narrative explanations that describe the impact on 
vendor or statewide performance. Confidence intervals also may be included to more accurately 
compare the rates generated by each MCO, as comparable information will exist for the MCOs only. 
HSAG compares the rates achieved to available data that could include regional benchmarks, national 
benchmarks, or specific goals listed in the quality strategy. 


Conclusions Drawn from the Data  
Within the findings section of the EQR technical report, HSAG summarizes the information specific to 
each of the EQR tasks, as appropriate, for each MCO, the DBA/PAHP, and the CMO. The findings 
section details the individual MCO performance, as well as a comparative analysis across MCOs. The 
findings section also details the performance for the DBA/PAHP and the CMO, as appropriate. HSAG’s 
subject matter experts provide the content for the EQR technical report based on their experience 
conducting the EQR activities. HSAG describes any cautions that should be considered if limited data 
are received, if there is less than complete confidence in the completeness and accuracy of the data, if 
there are differences in the collection methodology used, or if there are differences in the 
measurement periods. Using regularly updated national databases as the source, HSAG provides 
meaningful and credible conclusions by comparing performance to established benchmarks. 


Assessment of Each MCO’s Strengths and Weaknesses 
From the data collected, HSAG summarizes each MCO’s, the DBA/PAHP’s, and the CMO’s strengths 
and weaknesses and provides an overall assessment and evaluation of the quality, timeliness of, and 
access to, care and services provided by each MCO’s, the DBA/PAHP, and the CMO. The evaluations 
are based on the following definitions of quality, access, and timeliness:  


 Quality: CMS defines “quality” in the final rule at 42 CFR §438.320 as follows: “Quality, as it 
pertains to external quality review, means the degree to which an MCO, PIHP, PAHP, or PCCM 
entity (described in §438.310(c)(2)) increases the likelihood of desired health outcomes of its 
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enrollees through its (1) structural and operational characteristics, (2) the provision of services 
that are consistent with current professional, evidence-based-knowledge, and (3) interventions for 
performance improvement.”8  


 Timeliness: NCQA defines “timeliness” relative to utilization decisions as follows: “The organization 
makes utilization decisions in a timely manner to accommodate the clinical urgency of a situation.”9 


It further discusses the intent of this standard to minimize any disruption in the provision of 
healthcare. HSAG extends this definition of timeliness to include other managed care provisions 
that impact services to members and that require a timely response from the MCO (e.g., 
processing expedited member appeals and providing timely follow-up care).” 


 Access: CMS defines “access” in the final rule at 42 CFR §438.320 as follows: “Access, as it pertains 
to external quality review, means the timely use of services to achieve optimal outcomes, as 
evidenced by managed care plans successfully demonstrating and reporting on outcome 
information for the availability and timeliness elements defined under §438.68 (Network 
adequacy standards) and §438.206 (Availability of services).” 10  


Recommendations for Improving the Quality of Healthcare Services Furnished by Each MCO 
HSAG uses its comprehensive knowledge of each managed care program and participating vendor, 
information from statewide and comparative results of EQR activities, and outcomes and trends to 
make recommendations for each identified weakness or opportunity for improvement. HSAG also 
draws upon its knowledge of emerging and best practices to make specific and actionable quality 
improvement recommendations to the DHCFP about the MCOs, the DBA/PAHP, and the CMO. HSAG 
staff members have the experience to be able to identify statewide or overall program opportunities 
for improvement and make recommendations for collaborative improvement to overcome systemwide 
areas of weak performance. For example, in Nevada, HSAG’s recommendations have served as the 
topic area for targeted technical assistance to the MCOs, or as topics for quarterly meetings for the 
MCOs and the CMO. In previous years, HSAG’s EQR technical report recommendations also have been 
used to develop, revise, or add MCO contract requirements, as well as quality strategy initiatives. 


Methodologically Appropriate, Comparative Information Concerning the MCOs’ Performance 
In the EQR technical report sections, HSAG includes information about the rates each MCO has 
obtained for each activity that it completes during the calendar year. The rates are compared across 
MCOs and the statewide aggregate rates. The comparative information about the MCOs is trended 
over time to reveal if the MCOs are declining, remaining constant, or improving performance in the 
EQR activity. For example, in the performance measure validation (i.e., HEDIS) section of the SFY 2016-
2017 EQR Technical Report, HSAG provided trended performance measure rates for each MCO for 
HEDIS 2015, 2016, and 2017. Earlier years’ performance measure rates were not included because 
HEDIS 2015 was the first year of data collected after Nevada expanded Medicaid eligibility, which was 
allowed as part of the Affordable Care Act. Because there is only one DBA/PAHP operating in the 


                                                           
8 Federal Register. Code of Federal Regulations, Title 42, Volume 4, May 6, 2016. Available at: https://www.ecfr.gov/cgi-
bin/retrieveECFR?gp=1&SID=703857ac1ca45c61298fad35c026d482&ty=HTML&h=L&mc=true&r=PART&n=pt42.4.438#se42.4.
438_1320. Accessed on: October 26, 2017. 
9 NCQA. 2014 Standards and Guidelines for the Accreditation of Health Plans. Available at: 
https://iss.ncqa.org/RDSat/ATMain.asp?ProductType=License&ProductID=313&activityID=54453. Accessed on: September 
15, 2014. 
10 Federal Register. Code of Federal Regulations, Title 42, Volume 4, May 6, 2016. Available at: https://www.ecfr.gov/cgi-
bin/retrieveECFR?gp=1&SID=703857ac1ca45c61298fad35c026d482&ty=HTML&h=L&mc=true&r=PART&n=pt42.4.438#se42.4.
438_1320. Accessed on: October 26, 2017. 



https://www.ecfr.gov/cgi-bin/retrieveECFR?gp=1&SID=703857ac1ca45c61298fad35c026d482&ty=HTML&h=L&mc=true&r=PART&n=pt42.4.438%23se42.4.438_1320

https://www.ecfr.gov/cgi-bin/retrieveECFR?gp=1&SID=703857ac1ca45c61298fad35c026d482&ty=HTML&h=L&mc=true&r=PART&n=pt42.4.438%23se42.4.438_1320

https://www.ecfr.gov/cgi-bin/retrieveECFR?gp=1&SID=703857ac1ca45c61298fad35c026d482&ty=HTML&h=L&mc=true&r=PART&n=pt42.4.438%23se42.4.438_1320

https://iss.ncqa.org/RDSat/ATMain.asp?ProductType=License&ProductID=313&activityID=54453

https://www.ecfr.gov/cgi-bin/retrieveECFR?gp=1&SID=703857ac1ca45c61298fad35c026d482&ty=HTML&h=L&mc=true&r=PART&n=pt42.4.438%23se42.4.438_1320

https://www.ecfr.gov/cgi-bin/retrieveECFR?gp=1&SID=703857ac1ca45c61298fad35c026d482&ty=HTML&h=L&mc=true&r=PART&n=pt42.4.438%23se42.4.438_1320

https://www.ecfr.gov/cgi-bin/retrieveECFR?gp=1&SID=703857ac1ca45c61298fad35c026d482&ty=HTML&h=L&mc=true&r=PART&n=pt42.4.438%23se42.4.438_1320
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Nevada managed care program, HSAG will provide comparative information between the DBA/PAHP 
and national means and percentiles, as methodologically appropriate. 


Assessment of the Degree to Which Each MCO Addressed Effectively the Recommendations Made 
by the EQRO in the Prior Year 
Even well planned, targeted corrective actions implemented by managed care vendors do not always 
result in improvement. Managed care vendors often need to re-evaluate and analyze the root causes 
of deficiencies to achieve improved results. HSAG will review each MCO’s, the DBA/PAHP, and the 
CMO’s annual quality evaluation to determine if the recommendations made by HSAG to improve 
access, quality, and timeliness in the previous year’s EQR technical report were addressed by the 
vendor. Further, HSAG will review each MCO’s, the DBA/PAHP, and the CMO’s planned quality 
improvement initiatives documented in the quality improvement work plan to determine if future 
activities are planned to address opportunities for improvement noted by HSAG.  


Annual Evaluation of the State Quality Assessment and Performance Improvement Strategy 
(Quality Strategy) 
Throughout the year, HSAG works closely with the DHCFP to support, oversee, and monitor quality 
activities and evaluate the Nevada Medicaid program’s achievement of goals and objectives outlined 
in the quality strategy. HSAG will provide ongoing technical support to the DHCFP in the development 
and monitoring of the quality strategy and will work with the DHCFP to ensure the MCOs, the 
DBA/PAHP, and the CMO stay informed about new State and federal requirements and evolving 
technologies for quality measurement and reporting. HSAG will conduct a formal, annual evaluation 
of the quality strategy to assess its overall effectiveness and determine whether demonstrated 
improvement in the quality of services provided to members was accomplished. HSAG developed the 
Quality Strategy Performance Tracking Tool (also known as the Goals and Objectives Tracking Table) 
shown in Section VIII – Other Informational Material, Attachment B – QAPI Goals and Objectives 
Tracking Table to annually track each MCO’s performance related to the goals and objectives 
described in the quality strategy. HSAG will update the Goals and Objectives Tracking Table annually 
and produces evaluation results in the annual EQR technical report. Section VIII – Other Informational 
Material, Attachment C – External Quality Review Technical Report, contains the State fiscal year (SFY) 
2016-2017 EQR Technical Report, which is the most recent EQR technical report produced for the 
DHCFP. 


Preparing and Delivering the Report 
To ensure the EQR technical report meets the highest professional standards for quality, organization, 
accuracy of content, and adherence to federal and DHCFP requirements, HSAG’s staff involved in 
preparing the reports includes subject matter experts, data analysts, technical writers, editors, report 
production staff members, and managers and directors who oversee the EQR contract for the DHCFP. 
The EQR technical report includes separate results for the managed care and CMO programs, to the 
extent they are available. HSAG’s expert editing team review all HSAG reports as second-level 
reviewers to ensure writing quality, completeness, and readability meet the DHCFP’s standards. The 
editing team completes this step prior to sending the DHCFP the draft reports. HSAG welcomes and 
values feedback on its draft reports and submits draft EQR technical reports electronically in Microsoft 
Word format to the DHCFP managed care and quality unit, so DHCFP staff members can review the 
content and provide feedback directly in each document. This feedback enables HSAG to modify the 
draft report according to the detailed requirements established by the DHCFP. After the DHCFP’s 
feedback is received, HSAG finalizes the report, makes it compliant with Section 508 guidelines for 
readability, submits the electronic report in Microsoft Word and Adobe PDF formats to the DHCFP. 
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Lastly, HSAG provides a minimum of three (3) hard copies of the report to the DHCFP by the end of 
October each year, so the DHCFP may submit its report well in advance of CMS’s due date of April 30th. 


2.1.4 Conduct a compliance review evaluating the effectiveness of the quality strategy within the previous 3 years. 
This review will be broken out in sections to be reviewed annually. 


HSAG understands and will comply with the requirements set forth in 2.1.4. 


COMPLIANCE REVIEW EVALUATING THE EFFECTIVENESS OF THE 
QUALITY STRATEGY 
One of the mandatory activities described in 42 CFR §438.358 is a review, conducted within the 
previous three-year period, to determine a MCO’s, a DBA/PAHP’s, and a PCCM program’s compliance 
with federal and State standards. Because CMS designates the CMO as a PCCM, the federal mandate 
for compliance reviews also applies to the CMO. To achieve this requirement, HSAG is prepared to 
conduct an annual on-site compliance review at each MCO, the DBA/PAHP, and the CMO. HSAG 
understands the DHCFP is preparing to phase-out the HCGP, which affects the CMO. HSAG is well 
equipped to work with the DHCFP to determine the compliance review activities that will be needed 
for a replacement vendor, should one be selected. Because the eight-step process for planning, 
developing review tools, training reviewers, collecting data for the compliance review, preparing for 
the on-site review, conducting the on-site review, analyzing data, and completing the compliance 
review report is the same, regardless of the managed care vendor reviewed, HSAG’s description that 
follows refers to MCOs, the DBA/PAHP, and the CMO (or future vendor) collectively as “vendors.” For 
any deviation, HSAG will specify to which vendor the process refers. 


Step 1: Planning for Compliance Review Activities  
Planning is a vital component to conducting an efficient and effective compliance review. 
Consequently, the Nevada EQR contract manager collaborates with the DHCFP to customize the 
approach to the compliance review process to ensure the review meets federal requirements, contract 
requirements, and the DHCFP’s requests and preferences. HSAG is prepared to provide technical 
assistance and ongoing communication to each vendor and the DHCFP regarding the process, 
timelines, and expectations to ensure the compliance review process is methodical, well-organized, 
efficient, and effective.  


Beginning in SFY 2017-2018, the DHCFP requested that HSAG conduct annual compliance reviews of 
the MCOs and the DBA/PAHP thereby eliminating the previous triennial review schedule. HSAG 
worked with DHCFP staff members to determine an annual compliance review schedule to meet the 
needs of the DHCFP by reviewing approximately one-third of the standards each year so the full set of 
federal standards would be reviewed during the three-year cycle, thus meeting the federal 
requirements. The compliance review schedule for the MCOs and the DBA/PAHP finalized by the 
DHCFP is illustrated in Table 2.1.4-1 on the following page. 
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Table 2.1.4-1: Nevada Compliance Review Cycle for MCOs and the DBA/PAHP 


Standard 


Year 1 
MCO-SFY 2017-18 


DBA-SFY 2018-2019 


Year 2 
MCO-SFY 2018-19 
DBA-SFY 2019-20 


Year 3 
MCO-SFY 2019-20 
DBA-SFY 2020-21 


Provider Network Management 
1. Credentialing and 


Recredentialing    


2. Availability and Accessibility of 
Services    


3. Subcontracts and Delegation    
4. Provider Dispute and Complaint 


Resolution    


5. Provider Information    
Member Services and Experiences 


6. Member Rights and 
Responsibilities 


 
  


7. Member Information    
8. Continuity and Coordination of 


Care 
 


  


9. Grievance and Appeals    
10. Coverage and Authorization of 


Services  
 


  


Managed Care Operations 
11. Internal Quality Assurance 


Program 
  


 


12. Cultural Competency Program    
13. Confidentiality and 


Recordkeeping 
  


 


14. Enrollment and Disenrollment    
15. Program Integrity    


HSAG will adhere to the defined compliance review schedule and is prepared to work with the DHCFP 
to develop a similar annual review schedule for the CMO, or another vendor selected by the DHCFP. At 
the commencement of each year, HSAG will propose a work plan for the compliance review activities 
and associated timelines that will occur that year. HSAG will determine the dates of the on-site review 
in collaboration with the DHCFP and vendors being reviewed. Once HSAG confirms the date with the 
DHCFP, HSAG will notify the HSAG compliance review team and the vendors so that all may prepare 
for the upcoming reviews. HSAG will stagger the reviews for the MCOs, the DBA/PAHP, and the CMO 
so they don’t all occur at once. 


Step 2: Creating Compliance Review Tools 
HSAG understands the importance of developing complete and accurate compliance review tools that 
support comprehensive and objective evaluations of the documents reviewed. HSAG creates the 
compliance tools from the State-specific requirements found in the vendor contracts with the DHCFP 
and the associated federal requirements found in 42 Code of Federal Regulations (CFR) §438. Every 
annual review involves a review of documents that include policies, procedures, reports, meeting 
minutes, and process information. HSAG has developed compliance review tools, tracking forms, 
training and interview guides, site visit agendas, file/record review checklists, on-site document 
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review lists, pre-assessment desk review information lists, and other supportive working papers that 
have been used, tested, and improved by performing readiness review and compliance review 
activities for the DHCFP. 


The compliance review also includes file reviews to verify the vendor puts into practice what is written 
in its contract, as well as its policies. HSAG conducts file reviews of member grievances, member 
appeals, denials of services, credentialing, recredentialing, case management, and delegation 
oversight. HSAG also uses checklists to review the vendor’s contractual compliance for certain 
documents, such as the member handbook, provider manual, members’ rights, and medical record 
standards related to confidentiality and record keeping.  


After HSAG drafts the compliance review tools, the tools will be submitted by the contract manager to 
the DHCFP for review. The documents sent to the DHCFP may include the policy and procedure review 
tools, file review tools, checklists, and copies of the correspondence to be sent to the vendors in 
preparation for the on-site compliance review.  


Step 3: Training the HSAG Compliance Review Team  
HSAG’s compliance review team is led by HSAG’s executive director, Gretchen Thompson, who has 
conducted the compliance review of Nevada managed care vendors since 2009 and who serves as the 
Nevada contract manager. Ms. Thompson and the compliance review team members have extensive 
knowledge of current best practices in the industry, Medicaid managed care programs and related 
regulations, as well as Nevada-specific practice guidelines in the areas of access, structure and 
operations, and measurement and improvement. The on-site review team chosen for the Nevada 
compliance reviews includes HSAG staff members with extensive experience in conducting compliance 
activities for MCOs, DBHA/PAHPs, CMOs, and other managed care vendors. While the HSAG team 
members have experience conducting compliance reviews in many states, the team will receive 
information about Nevada-specific contract requirements for each vendor type in preparation for each 
compliance review. To accomplish this task, HSAG’s contract manager conducts a training session for 
the team. During the training, HSAG reviewers examine prior compliance and readiness review 
documents and reports. HSAG prepares reviewer training and interview guides to standardize the 
process for documenting information garnered from the desk review and on-site interviews with 
vendor staff members. Items covered during the training sessions include: 


 CMS Medicaid managed care requirements included in the compliance review.  
 State-specific requirements included in the compliance review.  
 Requirements for any checklists or file reviews included in the compliance review.  
 Structure and operation of the Nevada Medicaid managed care programs.  
 Instructions concerning the completion of the compliance review tools and reports.  
 Timelines associated with the compliance review.  
 Sharing of lesson learned from other states and published guidance from nationally recognized 


organizations as they relate to possible recommendations for the topics included in the 
compliance review.  


Step 4: Collecting Compliance Review Data from the Vendors  
Approximately eight weeks prior to the on-site review, HSAG will send the documents to the vendors. 
The information includes the DHCFP-approved compliance review tools and detailed instructions for 
completing the documents that must be submitted to HSAG for the pre-on-site desk review. HSAG also 
provides information about accessing HSAG’s FTP site. The FTP site provides a secure location to 
upload the review tool and the desk review documents. HSAG’s cover letter that describes the 
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compliance review instructs the vendor to upload all documentation to HSAG’s FTP site by a specified 
date, usually four weeks prior to the on-site review. Once the vendor uploads the information to the 
HSAG FTP site, HSAG reviewers retrieve files from the FTP site to begin the pre-on-site document 
review.  


HSAG also conducts file reviews during the on-site compliance review (e.g., member grievances, 
denials of services, member service appeals, case management, or delegation oversight). In the 
instructions to the vendor to request documentation, HSAG includes requirements to post data files to 
HSAG’s FTP site listing activities that occurred within a specific period. For example, for member 
grievances, the vendor must provide a list of members who filed a grievance within a specified time 
period. From those lists, HSAG selects the cases to be assessed during the on-site compliance review.  


Within two weeks of HSAG sending the compliance review tools and instructions to vendors, the HSAG 
compliance review team hosts a webinar with vendors to introduce the various documents that were 
sent each vendor and to reiterate the process for completing the vendor questionnaire, compliance 
tool, and for uploading documents to the HSAG FTP site. It is during this webinar that vendor staff 
members may ask questions and seek clarification about the compliance tools, supporting 
documentation, the process for uploading information to the HSAG FTP site, and the timelines and 
logistics associated with the compliance review. HSAG has found that this simple 60- to 90-minute 
webinar enables vendor staff to better prepare for the on-site compliance review thereby making it a 
more productive experience for the vendors, HSAG, and the DHCFP.  


Step 5: Completing Pre-On-Site Review Activities 
After HSAG receives the documents from vendors, the team leader and on-site reviewers begin 
activities to assess compliance with the federal and State requirements, as described in the 
subsections that follow. 


PRE-ON-SITE DOCUMENT REVIEW  
Approximately four weeks prior to the on-site review, the HSAG team leader and on-site reviewers 
begin the pre-on-site or desk review of documents submitted by each vendor. The pre-on-site review, 
or desk review, enables HSAG reviewers to become familiar with each vendor’s structure, staffing, 
operations, and unique processes. Based on the desk review, HSAG reviewers draft interview 
questions to be addressed by vendor staff members during the on-site review.  


POSTING THE AGENDA AND FILE REVIEW LISTS  
Approximately one week prior to the on-site review, HSAG posts the agenda and schedules the review 
for one to two consecutive business days depending on the number of standards and file reviews 
included in the compliance activities for the year. The agenda lists the proposed date and time for 
interviews with the vendor’s staff members. HSAG always allows the vendor the opportunity to 
rearrange the interview and file review times to accommodate the needs of its staff members in 
addition to allowing changes to be made to the agenda while on-site.  


Approximately one week prior to the on-site compliance review, HSAG posts to the FTP site the list of 
the files to be audited during the on-site visit. After HSAG notifies the vendor the lists have been 
posted to the FTP site, the vendor compiles the documents needed for the file reviews to have the 
information available on the first day of the on-site review.  
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Step 6: Completing On-Site Review Activities 
OPENING CONFERENCE AND STAFF INTERVIEWS  
The first activity that occurs during the on-site review is the opening conference. HSAG staff members 
introduce themselves and explain their roles in the on-site compliance review activities. The vendor 
staff members also introduce themselves and may share information about their plan operations. 
HSAG staff members review the proposed agenda and on-site activities with the vendor’s staff 
members to determine if any adjustments are needed to the agenda or the proposed interview times.  


After the opening conference, the on-site interviews begin. HSAG meets with the key vendor staff 
members who perform activities associated with each standard to determine the processes for 
operationalizing the vendor’s policies and procedures. HSAG reviewers also ask questions to clarify the 
information submitted with the pre-on-site documents. HSAG conducts interviews with the vendor 
staff members to:  


 Gain a clear and concise understanding of the vendor’s compliance with the regulatory 
requirements.  


 Answer questions from the vendor staff members about the review standards.  
 Receive clarification concerning any pending questions generated after reviewing the pre-on-site 


documents.  
 Compare the information gained from reviewing the pre-on-site documents to information gained 


during the interviews.  
 Provide the opportunity for HSAG reviewers to request additional relevant documents that may 


not have been included in the pre-on-site documentation.  
 Encourage the vendor’s staff members to share any innovative projects undertaken to improve 


processes or enhance reporting capabilities.  


COLLECTING OTHER ACCESSORY INFORMATION  
HSAG’s reviewers continually evaluate additional documentation provided during the on-site reviews. 
Additional documentation may be in the form of committee minutes, reports, documents, or records 
that were not submitted prior to the audit. HSAG reviewers log each document submitted by the 
vendor during the on-site review so it may be referenced later. 


When conducting the file reviews, HSAG evaluates the files with a vendor staff member present so the 
HSAG reviewer may ask the staff member questions and clarify questionable processes or areas of 
concern. The HSAG reviewer may identify missing documentation and allow the vendor staff member 
the opportunity to locate the missing information. An element is marked as deficient only if the staff 
member cannot locate the information needed to satisfy the element on the review tool.  


CLOSING CONFERENCE AND EXIT INTERVIEWS  
The final activity during the on-site review is the closing conference and the exit interviews. At the end 
of the on-site visit, HSAG conducts a closing summation with the vendor staff to discuss HSAG’s 
comprehension of information obtained during the compliance review process. Vendor staff members 
may also answer additional questions and present supplementary documentation to clarify an area of 
concern noted by HSAG.  


During the closing conference, HSAG provides information about the next steps in the compliance 
review process. Next steps involve analyzing the information obtained during the on-site review and 
compiling the findings from all the HSAG on-site reviewers. During the closing conference, HSAG 
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communicates the approximate timeline for submitting the draft report to the DHCFP and the vendor, 
as well as the process for submitting a remediation or corrective action plan, should one be required.  


Step 7: Analyzing and Compiling Findings  
HSAG analyzes the information the vendor submits for the desk review, the responses received during 
the interviews, the findings from the file reviews, and the results of the review of additional 
documentation presented during the on-site review to determine compliance with each standard and 
element listed in the compliance review tools. HSAG must be able to validate (via evidence found in 
the vendor’s documents, record reviews, interviews, and various other outcome results) the vendor 
developed operational policies and processes, followed those processes, and complied with federal 
regulations and the State’s standards and requirements.  


After the HSAG reviewers document the findings, the reviewers assign the scores for the compliance 
review. HSAG analyzes each element within a standard separately and assigns a specific rating for 
each element. HSAG tallies the ratings for the elements listed in a standard to produce an overall 
score for each standard. The review team leaders ensure the findings support the scores assigned to 
each standard. HSAG is diligent in the quality control processes it uses to ensure reviewers are 
accurate and consistent when documenting the results of the on-site review activities. Team members 
also discuss their findings to ensure consistency in documenting and evaluating policies and processes, 
and determining the scores across all standards.  


For the Nevada compliance reviews, HSAG uses compliance ratings of Met, Partially Met, or Not Met. 
This system is supported by the protocols established by CMS in the EQR Protocol 1: Assessment of 
Compliance with Medicaid Managed Care Regulations, Version 2.0, dated September 1, 2012, and 
used in states in which HSAG conducts EQR compliance reviews. If a requirement is not applicable to 
the vendor for the period covered by HSAG’s review, HSAG uses a Not Applicable (NA) scoring 
designation. During the creation of the compliance tools, HSAG assigns point values to assist in 
creating a percentage-of-compliance score that can be used to quantify and compare vendor 
performance, as applicable, provide trending information, and illustrate improvement over time when 
follow-up reviews are performed. Because there is more than one MCO participating in the managed 
care program, HSAG will present a comparison of compliance scores across the MCOs in the EQR 
technical report in addition to individual vendor scores.  


STEP 8: REPORTING RESULTS  
After compiling the results from the on-site review and determining the level of compliance with each 
review element, HSAG creates a comprehensive compliance report that includes a copy of the 
completed compliance tools used for the review. The compliance tools contain the findings for each 
element reviewed, as well as a description of the areas that are less than fully compliant that may 
require remediation or corrective action. HSAG also includes a template the vendor uses to document 
the proposed corrective action plans for each requirement that did not receive a Met rating.  


Prior to releasing the draft compliance review report, the HSAG team lead sends the draft report to 
HSAG’s validation team and professional editors who provide a final check for clarity and accuracy. 
HSAG ensures the reports are well-written, accurate, and complete. After the editing and final review 
by the on-site review team, HSAG sends the report to DHCFP staff members, giving them the 
opportunity to review the report and provide feedback to HSAG. After HSAG receives feedback, HSAG 
sends the report with the corrective action plan template to the vendor so they may review the report 
and provide a response to each area that did not receive a Met rating. While the timeline for vendor 
response to the corrective action plan template varies, HSAG requests the vendor submit the 
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corrective action plan within two weeks using the template provided in the report. While HSAG 
facilitates the process for reviewing and accepting the corrective action plans submitted by vendors, 
the DHCFP maintains ultimate authority for approving vendor corrective action plans.  


HSAG will ensure the compliance report is 508 compliant and will provide the reports to the DHCFP 
and the vendor in hard copy and electronic format. HSAG understands the State retains ownership of 
all contract deliverables and has the unlimited rights to use, disclose, or duplicate all deliverables 
produced by the HSAG. To review a copy of the most recent completed compliance review report, see 
Section VIII – Other Informational Material, Attachment D – Internal Quality Assurance Program 
(IQAP) On-site Review of Compliance Report.  


2.1.5 Technical Assistance and Optional Activities  
The vendor may be required to provide technical assistance and/or optional activities described in 42 CFR 
438.358(c) or comparable activities that assess the quality or utilization of services in the fee-for-service program to 
DHCFP and the participating MCOs, PAHP, and CMO during the contract period. The specific nature of the technical 
assistance will be defined on a case-by-case basis, but at a minimum, may include educational sessions to enhance 
the use of EQR results, identification of healthcare trends or “best practices” in performance measures or quality 
improvement activities; providing clinical consultation and/or expertise; and conducting evaluations of health care 
initiatives. Optional activities described in 42 CFR 438.35f8(c) may include:  


2.1.5.1 Nevada Medicaid FFS population activities such as:  
A. Clinical focused studies;  
B. Healthcare Effectiveness Data and Information Set (HEDIS®) or HEDIS like calculations and 


audits;  
C. Encounter data validation and omission studies; and  
D. Consumer Assessment of Healthcare Providers and Systems (CAHPS®) surveys. 


HSAG understands and will comply with the requirements set forth in 2.1.5.1.A through D. 


TECHNICAL ASSISTANCE  
HSAG provides technical assistance in all 15 states where we serve as the EQRO. HSAG has 
demonstrated experience providing technical assistance and education related to mandatory activities 
outlined in 42 CFR §438.358(b), as well as the optional activities outlined in 42 CFR §438.358(c). HSAG 
provides technical assistance and consulting to state Medicaid agency staff, as well as to various 
managed care vendors, including MCOs, DBA/PAHPs, CMOs, PCCM vendors, PIHPs, PCMHs, and ACOs. 
HSAG staff also have experience providing technical assistance for FFS programs.  


HSAG has collaborated with the DHCFP to provide technical assistance regarding the DHCFP’s 
managed care program since we first began providing EQR services to the State of Nevada. HSAG’s 
EQR project team, led by Gretchen Thompson, brings a wealth of knowledge and expertise in the areas 
of performance measure development, validation, calculation, and reporting; performance 
improvement project facilitation and validation; biostatics and complex analytics; network analyses 
and validation; managed care rules and regulation interpretation; medical record review; survey 
development and administration; quality rating system development and deployment; managed care 
expansion; clinical studies; and encounter data validation. 


HSAG’s staff members provide specialized technical assistance that resulted in the development and 
deployment of whole programs. For example, HSAG’s staff members provided consultation during the 
process of negotiating the special terms and conditions (STCs) of the Nevada 1115 research and 
demonstration waiver with CMS in 2013. The resulting program was the Health Care Guidance 
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Program (HCGP). HSAG conducted the readiness review and compliance review of the HCGP’s CMO 
and provided technical assistance to the State as part of the corrective action activities that resulted 
from both reviews. HSAG staff have provided technical assistance to the DHCFP staff members in the 
form of written communication, conference calls, in-person meetings, written reports, quality strategy 
development, and 1115 research and demonstration waiver evaluation design plan development. For 
the managed care program, HSAG’s staff members have provided technical assistance to the DHCFP 
with the selection of performance measures; developing and tracking PIPs and other quality 
initiatives; developing EQR result summaries to share with DHCFP leadership; identifying national 
healthcare trends and best-practices that can be shared with MCOs; providing clinical consultation for 
program evaluation; and providing instruction to MCOs for continuous evaluation and improvement 
of health initiatives. 


The technical assistance provided by HSAG staff members is successful, in large part because of the 
close interaction and cooperation the HSAG staff establishes among managed care vendors and the 
DHCFP. HSAG believes a collaborative and educational approach is imperative to conducting the EQR 
and related activities. With its well-defined process, coupled with the experience of its accomplished 
staff, HSAG provides consultation, expertise, and recommendations to assist the DHCFP with 
organizing and completing the mandatory and optional activities defined in federal regulations.  


OPTIONAL ACTIVITIES FOR THE MEDICAID FFS POPULATION 
While HSAG serves as the EQRO in 15 states, HSAG also has experience working with and performing 
optional activities for state FFS programs. For example, the Arkansas Division of Medical Services 
(DMS) contracted with HSAG to develop and manage Medicaid data mining and program evaluation 
activities for its FFS system. This contract included four activities: data mining and utilization analysis; 
HEDIS aggregation and calculation; program evaluations; and primary care physician (PCP) and 
hospital emergency room (ER) utilization profiling. HSAG’s projects included a comprehensive 
evaluation of cesarean delivery rates, validation of federal early and periodic screening, diagnosis and 
treatment (EPSDT) reporting, implementation of a Children's Health Care Quality Measurement and 
Improvement Activities (CHIPRA) measure report, hospital readmissions, and emergency department 
utilization. Additionally, HSAG was involved in calculating and aggregating Arkansas’ HEDIS 
measures.  


For the DHCFP’s FFS program, HSAG has performed optional activities at the request of the DHCFP. In 
March 2014, HSAG performed the readiness review of the DHCFP’s CMO, which provides care 
management services to high cost, high needs Medicaid FFS recipients enrolled in the Health Care 
Guidance Program (HCGP). As part of the CMO readiness review activities, HSAG reviewed the CMO’s 
operational structure to oversee the care coordination of Medicaid covered services to members with 
multiple chronic conditions. The readiness review included an assessment of the CMO’s information 
system and its capabilities to accept electronic eligibility and enrollment feeds from the DHCFP and 
prioritize the population into appropriate levels of care coordination as determined by the complex 
conditions or risk of the population. In December 2014, HSAG completed a compliance review of the 
CMO, which included a review of the CMO’s comprehensive care coordination program to verify the 
procedures for assessing care coordination needs and providing coordination services were in 
alignment with nationally recognized guidelines and the CMO’s contract. Since 2015, HSAG also 
performed performance measure validation of the CMO’s performance measures, which included 
assessing the information system for calculating performance measure rates for the CMO’s non-P4P 
performance measures.  
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HSAG understands the DHCFP is preparing to phase out the HCGP, which affects the CMO. HSAG is 
prepared to work with the DHCFP to determine the optional activities necessary for a replacement 
vendor, should one be selected, or for another program that operates within the FFS system. 


Clinical Focused Studies 
HSAG understands it may conduct focused, one-time studies using methodologies developed in 
collaboration with the DHCFP to address topics of relevance to quality improvement for the 
participating MCOs, DBA/PAHP, CMO, and the FFS program. HSAG’s approach to focused studies is 
derived from the EQR Protocol 8: Conducting Focused Studies of Health Care Quality: A Voluntary 
Protocol for External Quality Review (EQR). Protocol 8.Version 2.0, September 2012guided by HSAG’s 
experience conducting more than 60 such studies and data mining explorations since 2003. In HSAG’s 
approach will ensure that focused studies address topics of concern to the DHCFP with appropriate 
scientific rigor, and will include the major steps detailed as follows. Because the process of conducting 
focused studies is the same regardless of the population or vendor type involved in the study, HSAG’s 
description to complete a focused study for managed care populations refers to MCOs, the DBA/PAHP, 
and the CMO collectively as “vendors.” Focused studies completed for the FFS program will follow the 
same process, with the caveat that managed care vendors would not be involved. 


DEVELOP STUDY DESIGN 
Once notified by the DHCFP of the decision to implement a focused study, HSAG will work with the 
DHCFP to define the study topic, as well as the scope of work and expected objectives for the study 
topic. HSAG will then conduct an in-depth literature review to identify best practices for the 
populations under study and develop a study proposal encompassing the study question, study 
population, measurement period(s), data sources, study indicators, data collection process, and 
analytic plan. Because focused studies may require adapting standard healthcare quality measures for 
applicability to special populations, HSAG’s analytic plan will detail the technical specifications for 
these measures to ensure they are methodologically sound and can be reliably calculated for the 
populations under study. 


COLLECT DATA 
After finalizing the methodology for each focused study, HSAG will work with the DHCFP to determine 
the appropriate data source(s) for the study and develop study-specific data collection approaches to 
ensure the most appropriate data are extracted for each study and minimize the burden on the 
DHCFP’s data personnel. HSAG will use administrative data supplied by the DHCFP to determine the 
prevalence rate and any patterns by members’ sociodemographic or clinical subgroups for the study 
topic.  


In addition to administrative healthcare claims and encounters, HSAG has extensive experience with 
using alternate data sources, including, but not limited to, the following: 


 Birth registry data: HSAG’s focused studies have used data from the 1989 and 2003 versions of the 
U.S. Standard Certificate of Live Birth as a sole data source, or in conjunction with Medicaid 
claims/encounters data for measure calculation and data mining activities. Routine studies have 
linked birth certificate data to Medicaid claims to identify Medicaid-covered births for use in 
calculating selected CMS Child Core Set measures and birth outcome measures developed by 
individual states.  


 Clinic- or practice-level information: HSAG has worked with states to develop attribution 
methodologies for calculating study indicators and HEDIS measures administratively at the clinic 
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system and practice levels to allow for comparison of healthcare quality rates and outcomes at a 
granular level that can enable the State to easily target pilot studies and interventions.  


 Study-specific vendor surveys: HSAG has worked with states to design custom data collection 
instruments to elicit qualitative feedback from vendors regarding their data processes, utilization 
management policies and procedures, and quality improvement efforts. 


ABSTRACT MEDICAL RECORDS, AS NECESSARY 
The abstraction of medical records is necessary when study designs and measures require the 
collection and analysis of data that are only available in clinical records. While valuable for 
investigating clinical practice and the quality of services performed during physician encounters, 
medical record review studies impact the resources of the vendors, providers, and the DHCFP. HSAG 
has extensive experience designing and implementing these types of focused studies and will develop 
a proposal defining the scope of work and study questions.  


Similar to focused studies using administrative data, hybrid studies include the development of study 
methodologies that incorporate a description of the sampling methodology, record review tool, and 
record abstraction protocol. Drawing on its extensive experience in other states, HSAG has the 
knowledge and ability to implement these projects. Key steps include: 


Sample Selection 
The final sample size is selected based on statistical reliability and resource availability. In some cases, 
HSAG recommends over-sampling for vendor level analyses to account for missing medical records. In 
these instances, HSAG may recommend weighting the sample proportions to achieve population-level 
prevalence.  


Medical Record Procurement 
HSAG has developed a web-based medical record tracking tool, customizable to the DHCFP’s 
parameters, to track procurement compliance. HSAG’s record pursuit approach begins with the design 
of a protocol to identify the provider(s) most likely to possess the required information. Once the 
record chase protocol is finalized for each sampled case, the provider information will be processed 
through an address standardization program. HSAG will work with the DHCFP during this time to 
design a provider informational letter that gives an overview of the study, introduces HSAG as a 
contractor of the DHCFP, and stresses the importance of provider cooperation to ensure a successful 
study outcome. The record request packet sent to each provider will include the informational letter 
(on the DHCFP’s letterhead), the list of sampled cases, and the HSAG-designed instructions regarding 
the required portion of the medical record. In the event a provider has more than one sampled case, 
he or she will receive a single request listing all sampled cases. 


Experience has proven that an initial call to the providers’ offices to identify a contact person and fax 
number dramatically increases the likelihood of provider compliance during the record procurement 
process. This approach also helps to alleviate returned mail; often the record is immediately faxed 
back to HSAG by the contact person. HSAG’s medical record retrieval process includes the acceptance 
of scanned medical records; faxed, hard copy medical records obtained through the mail that are 
subsequently scanned and stored on a secure drive; or electronic submission via a secure FTP site. 
HSAG staff members are adept at expressing the purpose of a particular study, communicating clearly 
and professionally with clinical site staff members, and problem-solving to ensure that the needs of 
the clinical site are met while coordinating record procurement.  


HSAG also has an established data collection, management, and reporting system. This system is 
capable of tracking compliance with medical record procurement, the accuracy of provider addresses, 
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and the status/location of cases throughout the study. Using its web-based abstraction tool, HSAG can 
report the progress of record procurement and abstraction at any given time to the DHCFP and the 
vendors. This system has been used extensively for medical record procurement and abstraction 
projects over many state EQRO contracts. The ability to accurately and efficiently track the progress of 
record retrieval and abstraction enables HSAG to adhere to project deliverables and ensure 
compliance with HIPAA regulations.  


Medical Record Abstraction Tool 
In additional to the procurement process, HSAG will customize its existing web-based data collection 
tool to the specific focused study indicators. Because HSAG is an NCQA-licensed audit organization and 
conducts HEDIS medical record validation across all NCQA hybrid measures each year, tested and 
validated abstraction instruments and corresponding abstraction instructions are presently available. 
These instruments can be modified to accommodate revisions to the current HEDIS specifications or 
collect additional indicators specific to unique populations within Medicaid (e.g., members new to 
managed care service delivery). HSAG reviewers enter data directly into an electronic tool to achieve 
greater efficiency and gain the full benefits of real-time validation. Data collection tools are pre-tested 
for interrater reliability (IRR) and are tested on an ongoing basis. A set of standard checks is run 
during and after data collection to ensure valid ranges and all logical field-to-field comparisons, and 
data frequency distributions are validated prior to analysis. 


Abstraction 
Upon receipt of the medical records, HSAG’s clinical abstraction team is responsible for abstracting the 
information from the records. Within this team comprised of nurses, behavioral health professionals, 
and medical record coders, each team member has experience with abstracting the HEDIS hybrid 
measures, as well as measures from the CMS Adult Core Set and Child Core Set. To ensure accuracy of 
the abstracted data, HSAG conducts an intensive training for the clinical reviewer staff and ensures 
that each reviewer receives and learns the information about the project in a standardized manner. 
IRR testing is conducted upon conclusion of training. Each reviewer must score at least 95 percent 
before beginning “live” abstraction. Following the initial IRR, HSAG conducts ongoing IRR testing 
throughout the duration of the record review process. Each clinical reviewer must maintain a 95 
percent or higher accuracy score throughout the study. Based on established policies and procedures, 
HSAG’s procurement and abstraction process is continually monitored to ensure the validity and 
accuracy of data being collected. Additionally, HSAG follows the HEDIS compliance audit methodology 
for medical record validation to ensure validated and accurate data. 


Maintaining Confidentiality 
HSAG takes confidentiality, the protection of sensitive patient health records, and protected health 
information very seriously during all stages of data collection, analysis, and reporting. HSAG has 
implemented a thorough HIPAA compliance and protection program (in accordance with federal 
regulations) that includes recurring training, as well as policies and procedures that address physical 
security, electronic security, and day-to-day operations. HSAG takes all necessary steps to ensure its 
abstraction applications comply with federal and HIPAA standards and regulations for protecting the 
sensitive health information being collected and stored via its data collection tools. Based on the tool 
platform (e.g., web-based, MS Access-based), every application is implemented with extensive security 
measures designed to keep sensitive health information safe. Moreover, the use of the strong 
password requirements and role-based access and privileges enables HSAG to control the information 
available to reviewers. Finally, all data file transfers are conducted via FTP and stored on encrypted 
drives. 
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Following medical record abstraction, a set of standard edits is run as a final validity check. It includes 
reviewing the frequency distributions, valid range checks, and all logical field-to-field comparisons. 
This validation step represents a final review for discrepancies in each variable abstracted from the 
medical record. The review team project manager assists the HSAG analyst during this final process to 
ensure integrity of the medical record abstracted data. 


CONDUCT ANALYSES 
HSAG will conduct statistical analyses according to the approved analytic plan. Primary analysis will 
be conducted to address the study question and provide the results for the study indicators. HSAG also 
will perform a secondary analysis to examine variations among subgroups (e.g., male and female), 
patterns of care and outcomes, impact of explanatory variables on the indicators, and the correlation 
between variables. All analysis and reporting will incorporate comparison between the managed care 
and FFS populations, as applicable. HSAG is cognizant of the various threats to internal and external 
validity outlined by Cook & Campbell (1979).11 In designing each focused study, HSAG will work to 
ensure that each threat is addressed and minimized to the extent possible. All results generated will 
be independently validated by another member of the analytic staff. 


PRODUCE A FINAL REPORT 
At the end of each focused study, HSAG will produce a report for the DHCFP that includes an executive 
summary; study methodology, including the data collection and analysis process; the study results; 
and conclusions and recommendations. In addition to presenting the findings associated with the 
study questions, the report will discuss implications of the results considering the policy environment 
within the State and will produce actionable recommendations for the DHCFP, the MCOs, the PAHP, 
the CMO, and the fee-for-service program, as applicable, to improve the delivery of healthcare to 
members. These recommendations may include proposed performance measure development 
strategies specific to a target population for the topic of interest.  


HSAG is committed to delivering timely and actionable focused study reports to the DHCFP. Because 
study timelines may vary based on study topic and data sources, HSAG will work with the DHCFP at 
the initiation of the study to develop a timeline that reflects study milestones and deliverables, 
including different phases of review for the final report. Based on the nature of the study, HSAG may 
provide vendors with preliminary study results for their consideration upon completion of the study 
analyses and prior to assembly of the final study report. Based on the DHCFP’s direction, HSAG may 
give the vendors an opportunity to provide feedback on the study findings, and this feedback will be 
incorporated into the final report, if indicated. HSAG also will ensure the DHCFP is provided the 
opportunity to review and provide feedback on the draft report within the established time frame and 
separate from the vendors’ review. HSAG will incorporate the DHCFP’s feedback into the final, 
comprehensive, aggregated summary report and submit the report to the DHCFP within the 
designated time frame. 


Calculations of HEDIS and HEDIS-like Performance Measures 
HSAG has the staff experience and expertise to perform the activities outlined in Section 2.1.5.1.B, 
which are: 


 HEDIS or HEDIS-like measure calculations 
 HEDIS or HEDIS-like performance measure validation audits 


                                                           
11 Cook, TD & Campbell, DT. Quasi-experimentation: Design & Analysis Issues for Field Settings. Boston, MA: Houghton-
Mifflin, 1979. 
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HSAG understands that it can only audit performance measures that are not calculated by HSAG. 
HSAG is prepared to calculate HEDIS or non-HEDIS performance measures for the managed care or FFS 
programs. HSAG is also prepared to conduct a HEDIS or HEDIS-like audit of any HEDIS or HEDIS-like 
performance measures that were not calculated by HSAG. 


HEDIS or HEDIS-like Performance Measure Calculations  
HSAG is prepared to calculate performance measures in accordance with the DHCFP-approved 
technical specifications and the CMS EQR Protocol 6: Calculation of Performance Measures: Protocol 
for External Quality Review (EQR), Version 2.0, September 2012. HSAG has 11 years’ experience 
calculating performance measures for eight states (Nevada, Arizona, Arkansas, Colorado, Iowa, New 
Hampshire, Ohio, Virginia). HSAG has extensive experience calculating a variety of performance 
measures across multiple health plans and populations, including HEDIS, HEDIS-like, CMS Core 
Measures, NQF, AHRQ, and custom measures for several state Medicaid agencies. Further, as 
Nevada’s EQRO, HSAG is calculating nine performance measures for the FFS population following 
HEDIS Technical Specifications for Health Plans, Volume 2. Staff will leverage their knowledge and 
expertise in calculating HEDIS or HEDIS-like measures to meet the needs of the DHCFP.  


HSAG has extensive experience calculating a variety of performance measures across multiple health 
plans and programs, including HEDIS and HEDIS-like measures for several state Medicaid agencies. 
HSAG developed and implemented the Performance Measure Platform (PMP) used to calculate HEDIS, 
HEDIS-like, and other performance measures using administrative, registry, vital statistics, and 
medical record review data. PMP has been used for performance measure calculations on behalf of 
several state Medicaid agencies. HSAG will develop a performance measurement worksheet that 
includes performance measure specifications for each measure selected by the DHCFP for measure 
calculation. The worksheet will also identify comparative benchmarking sources (e.g., national 
benchmarks, statewide performance standards), and outlines any other information required to 
complete the performance measure calculation activity. 


To prepare for data collection, HSAG will create a data request document and will convene a meeting 
to review the data request document with the DHCFP. This data request document will outline the 
data required for performance measure calculations (e.g., claims/encounter dates of service, provider 
file, etc.) and describe how HSAG will ensure the DHCFP and any other data providers transmit data to 
HSAG with appropriate privacy and security safeguards.  


As part of the performance measure calculations, HSAG will collect data via a secure transfer 
mechanism and ensure that all data elements required for performance measure calculation, as 
defined in the performance measurement worksheet, are present. Next, HSAG will check the data for 
such items as valid procedure codes, valid diagnosis codes, correct field size and type, and valid date 
ranges. HSAG also will perform a series of data integrity checks to ensure that it can appropriately link 
different files and that discrepancies do not exist (e.g., ensure all members, for whom services have 
been rendered and claims submitted, are also represented within the enrollment files). HSAG will 
promptly communicate any issues identified with the data sources to the DHCFP and identify 
appropriate next steps, such as requesting data resubmission. Once HSAG deems all data are usable, it 
will integrate the data into its performance measure repository. 


Upon receipt of clean and accurate data, HSAG will proceed with calculating performance measures. 
To achieve the most appropriate and cost-effective analysis of performance measure data, HSAG will 
use SAS® software to perform all analytic activities. HSAG will develop SAS programming code for 
each performance measure, adhering to the appropriate technical specifications.  
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For each measure, HSAG will assign a lead analyst and validation analyst. The lead analyst will 
develop production code to generate the results and output for performance measures. After the lead 
analyst completes the analyses, the validation analyst will create separate programming code and 
compare results with those generated by the lead analyst. Both analysts will work to reconcile any 
differences in the results before submitting them to the DHCFP. HSAG will check results for 
reasonability based on available data sources (e.g., comparable benchmarks, historical rates). HSAG 
has successfully used this process to develop SAS code and calculate rates for a wide array of 
performance measures, including HEDIS or HEDIS-like measures.  


Once HSAG generates rates, it will provide performance measure rates to the DHCFP in a format 
determined by the DHCFP. The results will contain numerator and denominator counts, as well as a 
calculated rate for each measure. The report will also include comparisons to national benchmarks 
and/or statewide performance standards, where appropriate.  


HEDIS or HEDIS-Like Performance Measure Validation Audits  
HSAG is prepared to provide technical assistance to the DHCFP that includes educational sessions to 
enhance the use of performance measure validation results, healthcare trends, best practices, or 
associated quality improvement activities identified or discussed during the performance measure 
validation process. As part of the performance measure validation process, HSAG’s audit team 
discusses impacts of activities and interventions that have had an impact on rates/results. This 
information, considered with the results of other mandatory and optional EQR activities, may result in 
recommendations provided in the annual technical report.  


Should the DHCFP require HSAG to conduct performance measure validation of FFS performance 
measures that were not calculated by HSAG, HSAG will use the same standardized performance 
measure validation process used for the MCOs and the DBA/PAHP, which is also described in Section 
2.1.3.1 Validation of Performance Indicators, as well as in Section 2.1.5.2.B for the CMO. HSAG 
understands the importance of validating the performance measure rates produced for the FFS 
population so that FFS rates may be compared to MCO performance measure rates. HSAG’s audit 
department has extensive experience related to this work. HSAG is prepared to serve as the NCQA 
certified HEDIS compliance auditor for the DHCFP.  


HSAG’s validation process will be comprehensive; it will include the entire process from the initial 
source code, data and systems review through final reporting. HSAG’s process is based on a combined 
approach of validating HEDIS and non-HEDIS (i.e., HEDIS-like) measures, such as the CMS Core 
Measure sets as determined by the DHCFP according to the National Committee for Quality Assurance 
(NCQA) HEDIS timeline.  


Because HSAG understands the nuances of validating HEDIS and non-HEDIS measures and the 
challenges the DHCFP may face when reporting these metrics, HSAG will provide technical assistance 
to the DHCFP to report meaningful and reliable performance measure data. HSAG also will provide 
technical assistance to the DHCFP to prepare for reporting and finalizing an appropriate performance 
measure validation approach that meets the DHCFP’s needs while adhering to CMS’ protocol. Results 
will be validated and submitted according to the NCQA HEDIS timeline. 


The following activities specify HSAG’s proposed approach to comply with the validation of 
performance measures requirements for the DHCFP fee-for-service population.  


  







  


 


State of Nevada Purchasing Division 
Response to Request for Proposal 3491, External Quality Review Organization 


Technical Proposal 
84 


 


ACTIVITY 1: PRE-ON-SITE VISIT ACTIVITIES  
The CMS Protocol 2: Validation of Performance Measures describes the actions to prepare both the 
EQRO and the DHCFP (or its HEDIS vendor) for the on-site portion of the performance measure 
validation process. The NCQA HEDIS audit process meets the guidelines as required by the CMS 
protocols. HSAG will: 


Determine the measure(s) and associated specifications for validation 
HSAG will work with the DHCFP to identify the performance measure(s) for validation and to clarify 
measure specifications (e.g., sampling guidelines, eligible population criteria, and numerator and 
denominator identification) using the standardized measure specifications. HSAG also will assist the 
DHCFP to determine the best format to submit any non-HEDIS measures, such as the CMS core 
measures, as well as ensure that the HEDIS measures are submitted using the NCQA Interactive Data 
Submission System (IDSS).  


Prepare the DHCFP or its HEDIS vendor and communicate expectations 
HSAG will provide the DHCFP or its HEDIS vendor with technical assistance to report all required 
performance measures in a manner suitable for validation. During the initial performance measure 
validation kick-off call, HSAG will introduce the validation team to the DHCFP staff and clearly define 
roles. HSAG will discuss deadlines and expectations for deliverables to ensure all parties have a 
thorough understanding of the process.  


Prepare documentation request 
HSAG will provide the DHCFP, for its review and approval, a draft documentation request packet. The 
request will include all required documentation necessary for the validation process and a timetable 
for completion. The Roadmap is a collection tool that informs the auditor about the DHCFP’s or its 
HEDIS vendor’s information management system and seeks information on data integration and 
processes used to determine rates for specific measures. Along with supporting documentation that 
accompanies it, the Roadmap collects information about the DHCFP’s system’s membership and 
healthcare delivery environment and the DHCFP’s data collection tools, common data formats, data 
file layouts, and results of any data validation studies. Once the documentation request packet is 
approved, HSAG will transmit the document request packet and the Roadmap to the DHCFP and the 
DHCFP’s HEDIS vendor, if applicable. HSAG will instruct the DHCFP to complete the Roadmap as 
required by HEDIS compliance audit standards.  


A review of the DHCFP’s completed Roadmap documentation will enable HSAG to prepare for the on-
site visit and clarify any outstanding issues. HSAG will provide technical assistance, as needed, to 
complete the Roadmap and will work to minimize any burden that might be placed on the DHCFP’s 
staff to complete the documentation request. HSAG has an FTP site for the State and, if needed, the 
DHCFP’s HEDIS vendor to transfer data and other documents related to the validation activity.  


Review source code 
In addition to the Roadmap responses, HSAG will obtain from the DHCFP or the DHCFP’s HEDIS vendor 
the detailed source code and programming logic used to calculate each measure. HSAG understands 
the DHCFP or its vendor may have measures certified by NCQA. HSAG will obtain from the vendor the 
measure certification received from NCQA, if applicable. For all other measures not certified, HSAG will 
have source code reviewed by HSAG source code reviewers assigned according to familiarity and 
expertise with the programming language used by the vendor. The programmers will conduct a 
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detailed review of each line of code to ensure strict compliance with measure specifications, identify 
and estimate any potential bias, and identify any necessary corrections.  


Assess Integrity of the DHCFP’s or its HEDIS Vendor’s Information System 
Completing the Roadmap is a critical validation task that provides valuable feedback to the DHCFP on 
the integrity of the fee-for-service information system and the completeness and accuracy of the data 
produced by that system. As part of the Roadmap, HSAG will receive detailed information regarding 
all data systems that feed into the collecting and reporting of performance measures, including 
patient, provider, claims/encounter, survey data, and data integration processes. The HSAG validation 
team will review submitted documents to identify system or procedural weaknesses that may impact 
the accuracy of the performance measure rates. HSAG will review this information before the on-site 
visit to assist in guiding the team toward specific areas of focus. 


Prepare the agenda for the DHCFP and/or its HEDIS vendor on-site review/interviews 
The HSAG auditor will provide an agenda for the on-site review and interview sessions which will 
assist the staff to identify staff participants, gather required documentation and address logistical 
issues, such as arranging locations to conduct documentation reviews and interviews. The agenda will 
set the tone and expectations for the on-site visit, so all participants understand the time frame for 
the review. HSAG will send a finalized agenda to the DHCFP and/or its HEDIS vendor no later than two 
weeks before the on-site visit. 


HSAG’s supportive and educational approach enables ongoing dialogue with the DHCFP or its HEDIS 
vendor which allows adequate preparation for the on-site visit.  


ACTIVITY 2: ON-SITE VISIT ACTIVITIES 
The CMS protocol requires an on-site evaluation for the validation of performance measures. HSAG 
will conduct one on-site visit at the DHCFP or its HEDIS vendor’s location as part of the validation 
activities. The on-site visit builds on the findings from the pre-on-site document review of the 
information systems, the source code review, and the assessment of data provided. It will include a 
review of systems that collect and create measure-related data, data integration processes, and the 
performance calculation methodologies performed either in-house by the DHCFP or its HEDIS vendor. 
HSAG’s on-site review process will include the following activities, which also will be listed in the on-
site agenda:  


Conduct opening meeting 
The opening meeting will include introductions between the HSAG auditor and the key DHCFP and/or 
DHCFP’s HEDIS vendor staff members involved in performance measurement activities. The HSAG 
auditor will review the agenda and discuss logistics, the required documentation, any queries to be 
performed, and the sharing of findings with the DHCFP or the DHCFP’s HEDIS vendor.  


Review data management processes 
This session will determine how the data sources are combined and how the analytic file is produced 
to report the selected performance measures. Session participants will review backup documentation 
on data integration and the HSAG auditor will interview staff members regarding software products 
used during data file production, sampling, and measure computation. The HSAG auditor will also 
review the DHCFP and its HEDIS vendor’s data control and security procedures.  
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Review documentation processes 
The HSAG auditor will discuss the documentation processes used to collect, store, validate, and report 
the performance measure data. This session is interactive with key staff members, so the auditor can 
gain a complete understanding of all steps that generate the performance measures. The interviews 
will be used to confirm findings from the documentation review, expand or clarify outstanding issues, 
and ascertain that written policies and procedures are used and followed in daily practice. Throughout 
the interviews, the auditor will take notes to document the review findings. Types of documentation 
reviewed will include the project work plan, data files, data dictionaries, testing and validation of 
output files, computer queries, policies and procedures, log files, and database/application manuals. 


Evaluate algorithmic compliance 
The on-site audit will include a complete information systems assessment that focuses on claims and 
encounter data, enrollment data, and provider data processing. Additionally, the HSAG auditor will 
evaluate the processes used to collect and calculate the performance measures, including accurate 
numerator and denominator identification and algorithmic compliance. This review will ensure that 
rate calculations are performed correctly, all data are combined appropriately, and numerator events 
are counted accurately.  


During this session, the HSAG auditor will use several review techniques, including staff interviews, 
primary source verification, and observation, to examine the data collection and reporting processes. 


Report performance measures 
HSAG will ensure the DHCFP HEDIS vendor, if applicable, has reported the performance measures to 
the DHCFP using the proper reporting tool and method of delivery, keeping in mind appropriate 
timelines. The HSAG auditor will ensure that all required measures are reported as specified by the 
DHCFP and will note any deviations. The vendor will be instructed to correct any issues.  


Conduct closing conference 
At the conclusion of the on-site visit, HSAG will conduct a summation conference with the key DHCFP 
and its DHCFP’s vendor staff members. This meeting will summarize preliminary findings and outline 
the documentation requirements for any post-site visit validation work. 


ACTIVITY 3: POST-SITE VISIT ACTIVITIES 
Medical Record Review Validation 
The HSAG medical record review validation (MRRV) team includes experienced registered nurses 
trained in HEDIS and non-HEDIS hybrid methodology measure specifications and HIPAA protocols. 
Beginning with the audit kick-off call, the team will explain each step of the medical record review 
validation process and assist the DHCFP and its HEDIS vendor through the process. HSAG will work 
closely with the DHCFP and its HEDIS vendor to ensure all obstacles that could potentially impact 
hybrid reported rates are identified and corrected early in the audit process. The medical record 
review validation team, understanding the various challenges associated with medical record 
procurement and abstraction within a tight time frame, will provide guidance through the following 
steps: 


 Participate in the initial pre-audit kick-off call 
 Review and clarify all Roadmap responses pertaining to the DHCFP or its HEDIS vendor’s medical 


record review process, including reviewer training and quality assurance, medical record 
procurement approach, and data integration with administrative data and vendor oversight 
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 Perform a thorough review of the DHCFP or its HEDIS vendor’s selected data abstraction tools, 
functionality, and reviewer instructions 


 Request and review a convenience sample across all hybrid measures. This activity will take place 
early during the HEDIS vendor’s medical record review process  


Upon completing the convenience sample review, HSAG’s medical record review validation team will 
give the DHCFP or its HEDIS vendor feedback to ensure that accurate abstraction practices, according 
to the HEDIS hybrid specifications, are being followed. HSAG will: 


 Provide ongoing support during medical record procurement and abstraction 
 Conduct a final over-read review of multiple hybrid measures 
 Provide corrective actions 
 Assist with the final review of hybrid rates 


Verification of the DHCFP or its HEDIS Vendor Corrections, Verification of Patient-Level Detail File, 
and Final Rate Review 
HSAG will notify the DHCFP and its HEDIS vendor of all findings as soon as possible to allow enough 
time for corrective action, if necessary. Once all requested follow-up items and any corrective actions 
have been resolved, the DHCFP and its HEDIS vendor will receive a final IS Tracking Grid report that 
shows the result for each item. HSAG will review the final rates produced for the DHCFP to assess data 
completeness and accuracy. HSAG also will provide the DHCFP and its HEDIS vendor with a findings 
report that includes a comparison to the preliminary rates and the prior two years’ rates (if available), 
and shows how each rate compares with the national HEDIS benchmarks for HEDIS measures. Any 
significant increase or decrease in rates will be highlighted with the auditor’s feedback/questions. 
During final rate review, HSAG will compare the rates with the preliminary rates and note any 
significant changes. If any errors are discovered during the review, the auditor will review the final 
rates to ensure the errors are corrected. 


In addition, HSAG will ensure that the MRR numerator counts entered into the IDSS submission(s) 
match the lists the DHCFP or its HEDIS vendor submits in May. If there are any discrepancies, the 
auditor will incorporate these findings and require corrections as needed. If the DHCFP or its HEDIS 
vendor declines or is unable to revise a noncompliant methodology, the auditor will assess whether 
the noncompliance affects reporting and will advise the DHCFP and its HEDIS vendor that 
noncompliance may result in designating the measures Not Reportable (NR). The auditor will include 
this information and any recommendations in the final audit report.  


Produce the DHCFP Performance Measure Validation Report  
Before conducting the validation activities for the DHCFP FFS population, HSAG will produce, for the 
DHCFP’s review and feedback, a proposed report template for the DHCFP FFS performance measure 
validation results report. The template will incorporate audit findings from the pre-on-site, on-site, 
and post-on-site visit activities. HSAG also will propose that the results of any corrected programming 
logic be presented, to include corrections to numerators, denominators, or sampling used for final 
measure calculation, as well as any required corrective actions. After the DHCFP reviews and approves 
the proposed template and after the conclusion of the performance measure validation activities, 
HSAG will submit the draft reports to the DHCFP with the preliminary findings and draft performance 
measure validation reports. In addition, HSAG will present rate results indicating whether the 
validated measure is reportable or not reportable (due to a material bias in the calculated rate for a 
measure). Once approved, the DHCFP will receive the final DHCFP HEDIS FFS report.  
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ISSUANCE OF THE FINAL REPORT 
The DHCFP will receive a final performance measure validation report, marking the conclusion of the 
audit. This report will build upon the earlier, initial report of preliminary findings. The final report will 
include the audit findings, corrective actions taken to eliminate errors found during the audit, 
recommendations, and the final auditor-approved rates and results for each of the measures. 


HSAG will provide the DHCFP with a HEDIS compliance audit report each year the activity is conducted. 
The report will consist of a description of the audit process and methodology, a review of standards 
and data sources, and recommendations for data collection and analysis. The measure validation 
section will include methods used to obtain documentation, an evaluation of information systems, 
measure-specific findings, the process to review final reported rates for potential bias, and aggregate 
and categorical review findings. The report will detail information system capabilities for performance 
measure data collection and will discuss additional data sources that could potentially be used for 
future performance measure reporting.  


HSAG will include in the report a summary of major problems identified, corrective actions that were 
identified and implemented, follow-up on the corrective action results, and other recommendations to 
improve the quality of the data.  


The report will include the results of any corrected programming logic, including corrections made to 
numerators, denominators, or sampling used for final measure calculation. Finally, it will present a 
summary table indicating which measures are reportable or not reportable (due to a material bias in 
the calculated rate for a measure). HSAG’s final audit reports comply with all NCQA HEDIS compliance 
audit standards and CMS validation of performance measures reporting requirements. The report 
provides the DHCFP with valuable feedback and actionable recommendations for improving 
performance measure data collection and reporting activities. HSAG will include in the report the 
performance measure rate trends and compare those results to national HEDIS and other benchmarks. 


HSAG will use a worksheet to track the verbal and written exchange of information throughout the 
corrective action and final validation process. Furthermore, HSAG will ensure that each issue is 
resolved and will record the dates of correction and verification. HSAG understands that any problems 
identified must be reported to the DHCFP so that timely corrections can be made. HSAG is prepared to 
work with the DHCFP to ensure that deficiencies are identified, appropriate corrective actions are 
implemented, and issues are rectified as possible, resulting in reportable, accurate performance 
measure results. 


Encounter Data Validation and Omission Studies 
HSAG understands that, as the EQRO, it may conduct a study consistent with the CMS EQR Protocol 4: 
Validation of Encounter Data Reported by the MCO. Protocol 4. Version 2.0. September 2012 to 
evaluate the accuracy and completeness of the encounter data the contracted vendors submit to the 
DHCFP. The protocol consists of five activities: 


1. Review State requirements for collecting and submitting encounter data 
2. Review the MCO’s capacity to produce accurate and complete encounter data 
3. Analyze MCO electronic encounter data for accuracy and completeness 
4. Review medical records to confirm findings of analysis of encounter data 
5. Submit findings 


In addition, HSAG’s approach to conducting encounter data validation (EDV) studies is tailored to 
address the specific needs of each state by customizing elements outlined in the CMS protocol for 
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validating encounter data. HSAG has developed a core competency in evaluating encounter data 
integrity through information systems (IS) review, administrative profiles, comparative analyses of 
managed care vendor and state Medicaid encounter data, and medical/clinical record review (MRR). 
HSAG’s approach will provide an effective way to identify and confirm the quality of encounter data 
that Nevada’s Medicaid program collects and maintains. Because the process of conducting EDV 
studies is the same regardless of the managed care vendor type involved in the study, HSAG’s 
description to complete EDV refers to MCOs and the DBA/PAHP collectively as “vendors.” 


HSAG will coordinate a kick-off meeting with the DHCFP to discuss the overall scope of the project, 
anticipated timelines, evaluation methodology, and implementation procedures to validate the 
DHCFP’s encounter data for the duration of the contract. This will allow HSAG and the DHCFP to 
finalize the scope of work included in each annual EDV. After the kick-off meeting and project 
requirements gathering session, HSAG will draft a formal EDV methodology for the initial contract 
year, detailing the specific approach for the evaluation and including the timeline, data collection 
procedures, and analytic methods. Once the DHCFP reviews and approves the methodology, HSAG will 
develop a corresponding analysis plan to serve as the technical companion document for the EDV 
methodology. HSAG will organize a conference call with participating vendors to introduce the study 
and ensure they understand the importance of encounter data quality, as well as HSAG’s approach 
and procedures for the EDV study. This approach is based on the experience and proven success of 
HSAG’s encounter data evaluation programs implemented for numerous state Medicaid agencies and 
across a variety of program settings. 


APPROACH TO ACTIVITY AND ADHERENCE TO EQR PROTOCOLS 
HSAG currently adheres to the CMS publication, EQR Protocol 4: Validation of Encounter Data 
Reported by the MCO. Protocol 4. Version 2.0. September 2012. HSAG is aware that CMS expects to 
publish revised protocols in 2018. Once CMS issues new or revised EQR activity protocols or toolkits, 
HSAG agrees to implement them according to the timeline established by the DHCFP. 


The following steps describe HSAG’s approach to conduct EDV for the DHCFP: 


Start-Up Task—Conduct Project Kick-Off Meeting and Ongoing Status Meetings 
HSAG will conduct a project kick-off meeting to establish and promote a transparent process that will 
continue over the life of the project, and will outline the tasks needed to complete the scope of work. 
To ensure a successful execution, HSAG’s EDV team leader will work with HSAG’s Nevada contract 
manager and the DHCFP project leadership to confirm key project contacts, establish regular status 
meetings, and determine appropriate lines of communication. The kick-off meeting also will include a 
requirements gathering session with the DHCFP’s staff. Based on this meeting, HSAG will develop a 
study methodology for the DHCFP’s review and approval. Once finalized, the methodology will be used 
to generate a detailed analysis plan. These documents will provide the foundation to develop and 
execute all study protocols.  


HSAG will coordinate and conduct regular status meetings with the project team to detail tasks 
completed for each of the project phases, summarize the project’s overall progress, and discuss 
upcoming efforts. The status meetings will include any issues encountered during the period to discuss 
recommended resolutions. This process will allow the DHCFP to shape decision-making on critical 
issues, provide guidance on ongoing efforts, and help resolve problems and challenges throughout the 
project. Most importantly, the status updates will focus on specific action items and timelines outlined 
within the approved project work plan to promote the most efficient use of time and resources for all 
parties. 
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Conduct a Targeted Encounter Data Information Systems Survey 
As with any activity, HSAG customizes its EDV approach to address a state’s specific needs and unique 
aspects of the managed care environment while relying on the standard protocols for validating, 
monitoring, and managing encounter data. To ensure the collection of critical information, HSAG 
employs a multistep process that includes document review, developing and fielding of a customized 
encounter data assessment, and follow-up interviews with key managed care vendor staff members. 
HSAG recommends initiating any EDV activity with a thorough desk review of documents related to 
encounter data initiatives/validation activities currently put forth by the DHCFP. Documents for review 
will include data dictionaries, process flow charts, data system diagrams, encounter system edits, 
sample rejection reports, work group meeting minutes, and the DHCFP’s current encounter data 
submission requirements, among others. The information obtained from this review is important to 
develop specific study protocols.  


A primary purpose of this assessment will be to identify and document existing processes to submit, 
accept, and maintain encounter data as a baseline for future encounter data quality improvement 
activities. This assessment will seek to define how each participant in the encounter data process 
collects and processes encounter data in a way that the flow of the data from the vendors to the 
DHCFP is understood. HSAG will assess the calculation and reporting of specific vendor performance 
measures. The evaluation will be key to understanding whether the IS infrastructures are likely to 
produce complete and accurate encounter data. Finally, this baseline information will be important to 
developing a targeted questionnaire to address important topics of interest to the DHCFP. 


For vendors that have not undergone a recent IS assessment, HSAG will develop a customized 
questionnaire in collaboration with the DHCFP to gather both general information and specific 
procedures for data processing, personnel, and data acquisition capabilities. Where applicable, this 
assessment also will include a review of supplemental documentation regarding other data systems, 
including enrollment and providers. After a review of the completed assessments, HSAG will conduct 
follow-up interviews with key vendor information technology personnel to clarify any questions the 
reviews generate.  


Follow-up conference calls also may be used to understand the current uses of encounter data, the 
upcoming EDV activities, and program priorities and goals regarding the use of encounter data. In 
total, these reviews will allow HSAG to document current processes and develop a thematic process 
map identifying critical points that impact the submission of quality encounter data. From this 
analysis, HSAG will be able to provide actionable recommendations to the existing encounter data 
systems on areas for improvement or enhancement. 


Conduct an Administrative Profile: Assessment of Encounter Data Accuracy, Completeness, and 
Timeliness 
Not only is an assessment of data file completeness important to implement policy, interpret results, 
and establish valid encounter data quality standards, it is also essential to determine whether 
encounter data are sufficiently robust for more advanced evaluations (e.g., medical record review). 
These analyses are extremely useful in evaluating the extent to which data are available to conduct 
future studies. The degree of data file completeness across the vendors will provide insight into the 
quality of the DHCFP’s overall encounter data system and will represent the basis for establishing 
confidence in reporting and monitoring activities.  
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To assess data file completeness, two aspects of encounter data will be examined: field validation and 
field completeness. The CMS protocol defines field validation and field completeness as: 


 Percentage present: Required data fields are present in the file and have information in those 
fields 


 Percentage valid: Data in the fields are of the required types—e.g., numeric fields have numbers, 
character fields have characters 


 Percentage valid values: The values are the expected values —e.g., valid ICD-10 codes in the 
diagnosis field 


HSAG, in collaboration with the DHCFP, will select key fields that generally include date of service, 
beneficiary ID, billing and servicing provider ID, primary and secondary diagnosis codes, procedure 
code(s), revenue code(s), and national drug codes. All claims/encounter data types (i.e., institutional, 
professional, pharmacy, and long-term care) will be examined. The results from this baseline analysis 
can then be used as a foundation for developing short- and long-term goals and performance 
standards. Additional data studies, conducted with administrative encounter data and enrollment 
data extracted from the DHCFP’s data warehouse, will include an evaluation of encounter timeliness 
(i.e., claims lag triangle evaluation), encounter completeness (i.e., monthly encounter data volume per 
1,000 member months and monthly paid amount per 1,000 member months), and the impact of 
rejected encounters on completeness and accuracy. Depending on the needs identified by the DHCFP, 
all analyses can be stratified by service type to provide additional comparative information. Other 
methods include a cross-sectional or longitudinal comparison of utilization measures and discrepancy 
analyses of age- and gender-specific diagnoses and procedures (e.g., male members with an 
encounter for pregnancy). 


HSAG will use the encounter data to evaluate the data’s accuracy, completeness, and timeliness. HSAG 
will work with the DHCFP to determine the appropriate time to extract data from the DHCFP’s data 
system to allow enough time for the encounters in the study period to be submitted to the vendors by 
each vendor’s contracted providers, and then transferred to the DHCFP’s data warehouse. HSAG also 
has the capability to accept HIPAA transactions from the vendors and process the encounters through 
an Electronic Data Interchange translator. HSAG’s process will include a subset of edits designed to 
capture (1) a vendor’s overall compliance with submission requirements (e.g., file name conventions), 
and (2) key encounter data quality elements (e.g., data field compliance and completeness). 


Based on the administrative review results, HSAG will assist the DHCFP in identifying areas for 
improvement, establish baseline results, identify/develop new standards, and enhance existing 
performance standards for monitoring/reporting purposes. As appropriate, HSAG will draw on its 
experience working with other state Medicaid agencies to identify peer state programs to help 
improve the DHCFP encounter data quality monitoring/reporting strategies. States will be identified 
based on similarities with Nevada in overall program characteristics, encounter data systems, and 
encounter data quality program goals. Leveraging its national Medicaid presence, HSAG will use its 
network of contacts to gain access to key information on other states’ programs, as necessary. In 
addition to applicable national standards, HSAG will use the study results to develop 
recommendations that the DHCFP may consider. Recommendations will focus on three critical areas 
for monitoring encounter data quality: 


 Encounter data submission standards 
 Encounter data completeness and accuracy of performance metrics 
 Encounter data monitoring report structure and content 
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Conduct a Comparative Analysis 
In HSAG’s experience, a useful step prior to medical record review is a comparative analysis. HSAG 
recommends that a comparative analysis be performed between the DHCFP’s encounter data and the 
data extracted from the vendors’ data systems. The goal of this analysis is to evaluate the extent to 
which encounters submitted to the DHCFP by the vendors are complete and accurate, based on 
corresponding information stored in the MCOs’ data systems. This step corresponds to another 
important validation activity described in the CMS protocol (i.e., analyses of MCO electronic encounter 
data for accuracy and completeness on reporting). In this activity, HSAG will develop a data 
requirements document requesting claims/encounter data from both the DHCFP and the vendors and 
follow up with technical assistance sessions approximately two weeks after distributing the data 
requirements documents, thereby allowing the vendors time to review and prepare their questions for 
the sessions. 


HSAG will use data from both the DHCFP and the vendors to evaluate the accuracy and completeness 
of the encounter data. To ensure that the extracted data from both sources represent the same 
universe of encounters, the data will target the same encounter types submitted to the DHCFP before 
the same selected date. This anchor date will allow sufficient time for the encounters to be submitted, 
processed, and available for evaluation in the DHCFP’s data warehouse. The encounter types will be 
selected in collaboration with the DHCFP and will vary based on plan type or benefits covered. 


Once HSAG receives data files from both data sources, the analytic team will conduct a preliminary file 
review to ensure data are sufficient to conduct the evaluation. The preliminary file review will include 
the following basic checks: 


 Data extraction—Extracted based on the data requirements document 
 Percentage present—Required data fields are present on the file and have values in those fields. 
 Percentage valid—Data in the fields are of the required types; e.g., numeric fields have numbers, 


character fields have characters. 
 Percentage of valid values—The values are the expected values; e.g., valid ICD-10 codes in the 


diagnosis field. 
 Evaluation of matching claim numbers—The percentage of claim numbers matching between the 


data extracted from the DHCFP’s data warehouse and the vendors’ data submitted to HSAG 


Based on the results of the preliminary file review, HSAG will generate a report that highlights major 
findings requiring the vendors to resubmit data, as needed. 


Once final data have been received and processed, HSAG will conduct a series of analyses. To facilitate 
the presentation of findings, the comparative analysis will be divided into two analytic sections.  


 First, HSAG will assess record-level data completeness using the following metrics for each 
encounter data type: 


● The number and percentage of records present in the vendors’ submitted files but not in the 
DHCFP’s data warehouse (record omission) 


● The number and percentage of records present in the DHCFP’s data warehouse but not in the 
vendors’ submitted files (record surplus) 


 Second, based on the number of records present in both data sources, HSAG will further examine 
completeness and accuracy for select data elements. The analyses will focus on an element-level 
comparison for each data element. Element-level completeness will be evaluated based on the 
following metrics: 
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● The number and percentage of records with values present in the vendors’ submitted files but 
not in the DHCFP’s data warehouse (element omission) 


● The number and percentage of records with values present in the DHCFP’s data warehouse but 
not in the vendors’ submitted files (element surplus) 


Element-level accuracy will be limited to those records with values present in both the vendors’ 
submitted files and the DHCFP’s data warehouse. For a particular data element, HSAG will determine: 


 The number and percentage of records with the same values in both the vendors’ submitted files 
and the DHCFP’s data warehouse (element accuracy) 


 The number and percentage of records present in both data sources with the same values for 
select data elements relevant to each encounter data type (all-element accuracy)  


The selected fields for this analysis will be established in collaboration with the DHCFP; however, 
standard fields in HSAG’s analysis will include date of service, member ID, billing and servicing 
provider ID, primary diagnosis, procedure code(s), and payment fields. In general, the analysis will be 
based on claim type because data fields/elements are often dependent on the type of encounters. For 
example, in addition to date of service and beneficiary ID, an examination of field completeness in the 
pharmacy file often includes an assessment of additional fields, such as the national drug code field 
and the drug quantity field. Likewise, an examination of the institutional file will include additional 
fields, such as the revenue codes and the diagnosis-related group fields. 


Conduct Medical Record Review (MRR) 
As outlined in the CMS protocol, MRR is a complex and resource-intensive process. Medical and clinical 
records are considered the “gold standard” for documenting Medicaid members’ access to and quality 
of healthcare services. HSAG has extensive experience and proven processes and procedures for using 
medical and clinical records to validate encounter data across healthcare settings. However, based on 
its experience and due to the resource-intense nature of this type of study, HSAG recommends that 
MRRs be conducted once a minimal level of quality has been assessed within a state’s encounter data 
system. 


HSAG’s MRR activities begin in collaboration with the DHCFP to define the specific audit question. 
During the initial planning meeting, HSAG and the DHCFP will define the encounter type and data 
elements that will be targeted in the analysis—e.g., date of service, diagnosis code, and procedure 
code for professional encounters. HSAG also will request appropriate data files from the DHCFP to 
generate a statistically valid sample for MRR. Typically, HSAG uses encounter, eligibility, and 
enrollment data to develop a sample file that represents the population from which the sample will be 
drawn. Once the sample is selected, HSAG will match the provider associated with the selected date of 
service for sampled beneficiaries against the master provider demographic file and then distribute the 
sample cases to each vendor. The vendors will procure and submit the selected medical record 
documentation to HSAG for review. Additionally, HSAG will develop an electronic tool to track 
compliance with medical record requests and the accuracy of provider addresses throughout the 
activity. 


HSAG’s procurement and abstraction process is based on established policies and procedures and is 
continually monitored to ensure the validity and accuracy of the collected data. HSAG works 
collaboratively with its customers to design a procurement process that maximizes effectiveness and 
decreases the vendor/provider burden. To improve the procurement rate, HSAG will conduct a 
webinar with the vendors prior to the procurement phase to review the project and procurement 
protocols. HSAG will solicit vendor/provider feedback on the medical record request process to 
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facilitate process refinement with the goal of minimizing provider burden. HSAG recommends that 
vendors submit medical records electronically via secure file transfer protocol to ensure the protection 
of personal health information; however, HSAG is prepared to work with the DHCFP and the vendors 
to accommodate alternative procurement methods (such as faxing or hard-copy submissions via 
regular mail). 


HSAG’s experienced medical record abstractors and coders will be responsible for abstracting the 
medical records. To successfully complete the study, the project lead will work with the MRR team 
(MRT) beginning with the methodology phase. The MRT is involved with the tool design phase, as well 
as the tool testing to ensure that the abstracted data are complete and accurate. Based on the study 
methodology, clinical guidelines, and the tool design/testing results, the MRT will draft an abstraction 
instruction document specific to the study for training purposes. Concurrent with record procurement 
activities, the MRT will train the medical record abstractors and coders on the specific study protocols 
and conduct interrater reliability and rater-to-standard testing. All medical record abstractors and 
coders must achieve a 95 percent accuracy rate for the training/testing cases before they may review 
medical records. 


During the MRR activity, HSAG’s abstractors and coders will collect and document findings in an 
HSAG-designed electronic data collection tool. The tool will be designed with edits to assist in the 
accuracy of data collection. The validation will include a review of specific data elements identified in 
sample cases, which will be selected randomly from the DHCFP’s claims/encounter data system and 
compared to corresponding documentation in the medical record. Interrater reliability among 
abstractors/coders, as well as abstractor/coder accuracy, will be evaluated regularly throughout the 
study. Issues and decisions raised during this evaluation process will be documented in the abstraction 
instruction document and communicated to all abstractors and coders in a timely manner. In addition, 
HSAG analysts will review the export files from the abstraction tool on an ongoing basis to ensure the 
abstraction results are complete, accurate, and consistent. 


HSAG’s validation of encounter data incorporates a unique two-way approach through which 
encounters are chosen from both the electronic encounter data and from medical records and are 
subsequently compared with one another. Claims/encounters chosen from the DHCFP’s data system 
will be compared against the medical record, and visit records from the medical record will be 
compared against the DHCFP’s encounter data. This process allows the study to identify services 
documented in the members’ medical records and that are missing from the DHCFP’s system, as well 
as identify surplus encounters present in the DHCFP’s data system but not documented in the 
members’ medical records. For services in both data sources, an analysis of coding accuracy and 
rendering provider verification will be completed. Information that exists in both data sources but 
whose values do not match will be considered discrepant. 


Once the abstraction is complete, HSAG analysts will export the abstraction data and conduct analyses 
for each vendor. In general, four primary indicators of data completeness and accuracy will be 
reported: (1) Medical record agreement—encounters present in both the DHCFP’s data system and the 
members’ medical record; (2) Medical record omission—encounters present in the DHCFP’s data 
system but not in the members’ medical records; (3) Encounter record omission—encounters 
documented in the members’ medical records but not in the vendor’s data system; and (4) Erroneous—
encounters present in both data sources but which contain incorrect data elements (e.g., diagnoses, 
procedures, and rendering providers). HSAG will generate a summary report that includes statewide 
and vendor-specific findings, as well as recommendations for improvement. 
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Recommended Approach for FY 2018-2019 
As the current EQRO for the State of Nevada, HSAG is conducting an information systems review, 
comparative analysis, and a medical record review in fiscal year (FY) 2017-2018 for Amerigroup 
Nevada, Inc. and Health Plan of Nevada (HPN). HSAG recommends conducting these same activities 
for SilverSummit Healthplan in FY 2018-2019. HSAG also recommends collaborating with the DHCFP, 
Amerigroup Nevada, Inc., and HPN to conduct follow-up interviews with key vendor personnel to 
review progress on HSAG’s findings and recommendations from the FY 2017-2018 EDV activities. HSAG 
will assist the DHCFP with gathering information related to the operational changes implemented by 
the MCO vendors in response to the findings and recommendations. Specifically, HSAG will work with 
these MCO vendors to review the potential root causes of the key issues and request written 
responses. Once HSAG reviews the written responses, it will work with the DHCFP to determine 
whether the findings have been addressed (i.e., HSAG will seek to determine whether the changes 
applied by the vendors support the creation, processing, and submission of complete, accurate, and 
timely encounter data to the DHCFP).  


Because LIBERTY Dental Plan of Nevada, Inc.’s contract began on January 1, 2018, HSAG recommends 
conducting information systems (IS) review in FY 2018-2019 to identify and document existing 
processes to submit, accept, and maintain encounter data as a baseline for future encounter data 
quality improvement activities. Once the information systems review has been completed, HSAG 
recommends conducting an administrative profile to assess encounter data accuracy, completeness, 
and timeliness for the DBA/PAHP. 


Vendor-Specific Reporting 
Before drafting the vendor-specific reports, HSAG will submit a formatted report outline/template to 
the DHCFP for review and approval. The vendor-specific report outline/template will contain 
boilerplate language that will be included in all vendor-specific reports. This process will improve 
overall efficiency for the process. The vendor-specific reports will follow the CMS EDV protocol, to 
include key findings, conclusions, and recommendations. The statewide results also will be presented 
in the vendor-specific reports. Based on the findings and on experience working with other customers, 
HSAG will provide recommendations that are specific and actionable. HSAG will submit the draft 
vendor-specific reports to the DHCFP for review and approval based on a mutually agreeable project 
timeline so that the DHCFP’s staff will have sufficient time for review. HSAG will then incorporate the 
DHCFP’s feedback and deliver the final, approved reports before the end of each contract year. 


CAHPS Surveys 
If the DHCFP elects to administer CAHPS surveys, HSAG will develop a scope of work and budget for 
this activity. The following provides HSAG’s general approach to CAHPS Survey activities. 


HSAG will work with the DHCFP to identify the most appropriate survey instrument for the Nevada 
Medicaid FFS population. HSAG will provide all draft survey materials to the DHCFP for review and 
approval prior to commencing survey activities. HSAG will submit final approved copies of the survey 
materials to the DHCFP prior to survey administration.  


HSAG will develop sample frame instructions that will provide direction on the eligible population to 
be included in each file, the file layout, and valid values for each element. The DHCFP will provide 
HSAG with the sample frame files for the eligible members in the FFS population. HSAG will inspect a 
sample of the file records to check for any apparent problems with the files including valid values and 
missing data that may impact survey response rates. HSAG will work with the DHCFP to develop a 
sampling strategy that will meet the reporting needs of the State. 







  


 


State of Nevada Purchasing Division 
Response to Request for Proposal 3491, External Quality Review Organization 


Technical Proposal 
96 


 


HSAG will work with its subcontractor, DataStat, to administer the CAHPS surveys. HSAG recommends 
using a mixed-mode methodology, which includes a four-wave mail protocol (two questionnaires and 
two reminder postcards) followed by telephone follow-up (i.e., computer assisted telephone 
interviewing [CATI]). The mixed-mode methodology has been shown to improve response rates. In 
addition, HSAG is fully prepared to administer the surveys in both English and Spanish. A 
subcontractor-specific toll-free help line will be established and printed on all survey instruments. The 
toll-free number will be staffed by fully trained employees and answered by a live operator between 6 
a.m. and 5 p.m. Pacific Time, Monday through Friday. Operators log questions and answers, and are 
instructed to transfer respondents to the telephone center for CATI survey administration, if 
appropriate. HSAG will provide the DHCFP with weekly disposition reports during survey 
administration. 


Following close of the survey and prior to the survey analysis and reporting, the CAHPS survey data 
will be reconciled and validated. As part of this process, HSAG will evaluate the data for out-of-range 
responses (i.e.., invalid values), duplicates, and skip pattern issues. HSAG will use SAS® software to 
perform all analytic activities.12 SAS software is the only software platform that currently supports the 
CAHPS macro released and maintained by the AHRQ CAHPS team. As part of its reporting, HSAG can 
perform the following analyses:  


 Dispositions and response rates: A count of the number of completed surveys and response rates 
for each population  


 Demographics: A break out of the demographic characteristics of respondents to the survey (e.g., 
age, gender, race/ethnicity, health status) 


 NCQA Comparisons: A comparison of CAHPS scores to NCQA’s most recent HEDIS Benchmarks and 
Thresholds for Accreditation to derive an overall star rating 


 Rates and Proportions: Calculations of top-box rates and response category proportions for each 
measure  


 Trend Analysis: A trend analysis that compares that current CAHPS results to previous year’s 
results, if applicable 


HSAG will provide a draft copy of the report to the DHCFP for review. Once the DHCFP has reviewed 
the report and provided feedback, HSAG will incorporate the feedback into a final version of the 
report. If requested by the DHCFP, HSAG is prepared to make the final report compliant with Section 
508 guidelines for readability and will submit the electronic report in Microsoft Word and Adobe PDF 
formats to the DHCFP.  


  


                                                           
12 SAS and all other SAS Institute Inc. product or service names are registered trademarks or trademarks of SAS Institute Inc. 
in the USA and other countries. ® indicates USA registration.  
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2.1.5.2 Nevada Medicaid Care Coordination program activities such as:  
A. A comprehensive on-site contract compliance audit of DHCFP’s Care Coordination Vendor.  
B. Validation of up to 5 Performance Measures for DHCFP’s CMO Vendor. The EQRO will 


conduct the Validation of Performance Measures review in compliance with the CMS Protocol, 
Validating Performance Measures. 


HSAG understands and will comply with the requirements set forth in 2.1.5.2.A through B. 


OPTIONAL ACTIVITIES FOR THE MEDICAID CARE COORDINATION 
PROGRAM 
In May 2016, CMS revised the federal regulations for Medicaid and CHIP managed care programs to 
require that all EQR mandatory activities be applied to prepaid ambulatory health plans (PAHPs) in 
addition to MCOs. Certain mandatory activities are also applicable to PCCM programs, which is how 
CMS designates the Health Care Guidance Program’s (HCGP’s) CMO. The two activities now mandated 
for PCCM programs include compliance with federal and state standards and validation of 
performance measures.  


HSAG has significant experience working with DHCFP staff to monitor contract compliance and 
performance of the CMO. HSAG’s history working with the DHCFP on CMO-related tasks began in 2012 
following the DHCFP’s issuance of RFP 1958 to procure the CMO. Soon after, HSAG’s contract manager 
provided consultation to the DHCFP staff members during the process of negotiating with CMS the 
special terms and conditions (STCs) of the Nevada 1115 research and demonstration waiver—which 
governs the HCGP. In March 2014, HSAG performed the readiness review of the DHCFP’s CMO and in 
December 2014, HSAG completed the compliance review of the CMO to determine if the CMO fully 
met the provisions of its contract with the DHCFP. Since 2015, HSAG has validated the CMO’s non-P4P 
performance measures. 


HSAG understands the DHCFP is preparing to phase-out the HCGP, which affects the CMO. HSAG is 
well-equipped to work with the DHCFP to determine the compliance review and performance measure 
validation activities that will be needed for a replacement vendor, should one be selected. The 
responses that follow describe HSAG’s approach to completing a comprehensive on-site compliance 
audit, as well as performance measure validation for a new CMO or similar vendor.  


Comprehensive On-Site Contract Compliance Audit 
Among the mandatory activities described in 42 CFR §438.358 is a review, conducted within the 
previous three-year period, to determine a MCO’s, a DBA/PAHP’s, and a PCCM program’s compliance 
with federal and state standards. Because CMS has designated the CMO as a PCCM, the federal 
mandate for compliance reviews also applies to the CMO. To achieve this requirement, HSAG is 
prepared to conduct an annual on-site compliance review at the CMO. Because the eight-step process 
for planning, developing review tools, training reviewers, collecting data for the compliance review, 
preparing for the on-site review, conducting the on-site review, analyzing data, and completing the 
compliance review report is the same, regardless of the managed care vendor reviewed, HSAG’s 
description that follows is similar to the one provided in response to Section 2.1.4. Should the DHCFP 
procure a new CMO or another vendor for a similar program, HSAG is prepared to modify the 
approach that follows so that it can be used to conduct a readiness review of the new vendor. 
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STEP 1: PLANNING FOR COMPLIANCE REVIEW ACTIVITIES  
HSAG’s contract manager will collaborate with the DHCFP staff members to customize the approach to 
the compliance review process to ensure the review meets federal requirements, contract 
requirements, and the DHCFP’s requests and preferences. HSAG is prepared to provide technical 
assistance and ongoing communication to the CMO and to the DHCFP regarding the process, 
timelines, and expectations to ensure the compliance review process is methodical, well-organized, 
efficient, and effective.  


HSAG is prepared to work with the DHCFP to develop a review schedule for the CMO to ensure all 
applicable federal standards are reviewed within a three-year period. The DHCFP may select an 
annual review schedule, such as the one followed for the MCOs, so that one-third of standards are 
reviewed each year. Several options for review cycles are presented in Table 2.1.5.2-1 that follows. 


Table 2.1.5.2-1: Review Cycle Options 


Review Year Option 1 Option 2 Option 3 
Year 1 1/3 of Standards 1/2 of Standards 1/2 of Standards 
Year 2 1/3 of Standards 1/2 of Standards Follow-up on Corrective 


Action Plan (CAP) 
Year 3 1/3 of Standards No Review 1/2 of Standards 


HSAG will work with the DHCFP to select a review schedule that best suits the DHCFP, even if one of 
the options presented in the table above requires modification to meet the DHCFP’s needs. At the 
commencement of each review year, HSAG will propose a work plan for the compliance review 
activities and associated timelines that will occur that year. HSAG will determine the dates of the on-
site review in collaboration with the DHCFP and the CMO. Once HSAG confirms the date with the 
DHCFP, HSAG will notify its compliance review team and the CMO so that preparation activities may 
begin.  


STEP 2: CREATING COMPLIANCE REVIEW TOOLS 
HSAG understands the importance of developing complete and accurate compliance review tools that 
support comprehensive and objective evaluations of the documents reviewed. HSAG will create 
compliance review tools from the State-specific requirements found in the CMO contract with the 
DHCFP and the associated federal requirements found in 42 Code of Federal Regulations (CFR) §438. 
Every annual review encompasses a review of documents that include policies, procedures, reports, 
meeting minutes, and process information. HSAG’s compliance review tools, tracking forms, training 
and interview guides, site visit agendas, file/record review checklists, on-site document review lists, 
pre-assessment desk review information lists, and other supportive working papers are used, tested, 
and improved by performing readiness review and compliance review activities for the DHCFP. 


The compliance review will also include file reviews to verify the CMO implements what is written in 
its contract, as well as its policies. HSAG will conduct file reviews of member grievances and case 
management files. Additionally, HSAG will use checklists to review the CMO’s contractual compliance 
for certain documents, such as the member handbook, provider manual, members’ rights, and medical 
record standards related to confidentiality and record keeping.  


After HSAG drafts the compliance review tools, HSAG’s contract manager will submit the tools to the 
DHCFP for review. The documents sent to the DHCFP may include the policy and procedure review 
tools, file review tools, checklists, and copies of the correspondence to be sent to the CMO in 
preparation for the on-site compliance review.  







  


 


State of Nevada Purchasing Division 
Response to Request for Proposal 3491, External Quality Review Organization 


Technical Proposal 
99 


 


STEP 3: TRAINING THE HSAG COMPLIANCE REVIEW TEAM  
HSAG’s compliance review team is led by HSAG’s contract manager, Gretchen Thompson, who has 
conducted compliance reviews of the CMO since 2014. Ms. Thompson and the compliance review team 
members have extensive knowledge of current best practices in the industry, Medicaid care 
management programs, and related regulations, as well as Nevada-specific practice guidelines in the 
areas of access, structure and operations, and measurement and improvement. The on-site review 
team selected for the Nevada compliance reviews includes HSAG staff members with extensive 
experience in conducting compliance activities for CMOs and other managed care vendors. While 
HSAG team members have experience conducting compliance reviews in many states, this team will 
receive information about Nevada-specific contract requirements for the CMO for the compliance 
review. To accomplish this task, HSAG’s contract manager conducts a training session for the team. 
During the training, HSAG reviewers examine prior compliance and readiness review documents and 
reports, if available. HSAG prepares reviewer training and interview guides to standardize the process 
for documenting information garnered from the desk review and on-site interviews with the CMO staff 
members. Items covered during the training sessions include: 


 CMS Medicaid managed care requirements for PCCMs.  
 State-specific requirements included in the compliance review.  
 Requirements for any checklists or file reviews included in the compliance review.  
 Structure and operation of the Nevada CMO program.  
 Instructions concerning the completion of the compliance review tools and reports.  
 Timelines associated with the compliance review.  
 Sharing of lessons learned from other states and published guidance from nationally recognized 


organizations as they relate to possible recommendations for the topics included in the 
compliance review.  


STEP 4: COLLECTING COMPLIANCE REVIEW DATA FROM THE CMO  
Approximately eight weeks prior to the on-site review, HSAG will send the documents to the CMO. The 
information will include the DHCFP-approved compliance review tools and detailed instructions for 
completing the documents that must be submitted to HSAG for the pre-on-site desk review. HSAG also 
provides information about accessing HSAG’s FTP site. The FTP site provides a secure location to 
upload the review tool and the desk review documents. HSAG’s cover letter that describes the 
compliance review will instruct the CMO to upload all documentation to HSAG’s FTP site by a specified 
date, usually four weeks prior to the on-site review. Once the CMO uploads the information to the 
HSAG FTP site, HSAG reviewers retrieve files from the FTP site to begin the pre-on-site document 
review.  


HSAG also conducts file reviews during the on-site compliance review (e.g., member grievances and 
case management). In the instructions to the CMO to request documentation, HSAG will include 
requirements to post data files to HSAG’s FTP site listing activities that occurred within a specific 
period. For example, for member grievances, the CMO must provide a list of members who filed a 
grievance within a specified period of time. From those lists, HSAG will select the cases to be assessed 
during the on-site compliance review.  


Within two weeks of HSAG sending the compliance review tools and instructions to the CMO, the 
HSAG compliance review team will host a webinar with the CMO to introduce the various documents 
that were sent to the CMO and to reiterate the process for completing the questionnaire, compliance 
tool, and for uploading documents to the HSAG FTP site. It is during this webinar the CMO staff 
members may ask questions and seek clarification about the compliance tools, supporting 
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documentation, the process for uploading information to the HSAG FTP site, and the timelines and 
logistics associated with the compliance review. HSAG has found that this simple 60- to 90-minute 
webinar enables vendor staff to better prepare for the on-site compliance review thereby making it a 
more productive experience for the CMO, HSAG, and the DHCFP.  


STEP 5: COMPLETING PRE-ON-SITE REVIEW ACTIVITIES 
After HSAG receives the documents from the CMO, the team leader and on-site reviewers will begin 
activities to assess compliance with the federal and State requirements, as described in the 
subsections that follow. 


Pre-On-Site Document Review  
Approximately four weeks prior to the on-site review, the HSAG team leader and on-site reviewers will 
begin the pre-on-site or desk review of documents submitted by the CMO. The pre-on-site review, or 
desk review, enables HSAG reviewers to become familiar with the CMO’s structure, staffing, 
operations, and unique processes. Based on the desk review, HSAG reviewers will draft interview 
questions to be addressed by the CMO’s staff members during the on-site review.  


Posting the Agenda and File Review Lists  
Approximately one week prior to the on-site review, HSAG will post the agenda and schedule the 
review for one to two consecutive business days depending on the number of standards and file 
reviews included in the compliance activities for that year. The agenda lists the proposed date and 
time for interviews with the CMO’s staff members. HSAG always allows an opportunity to rearrange 
the interview and file review times to accommodate the needs of the CMO’s staff members in addition 
to allowing changes to be made to the agenda while on-site.  


Approximately one week prior to the on-site compliance review, HSAG will post to the FTP site the list 
of the files to be audited during the on-site visit. After HSAG notifies the CMO the lists have been 
posted to the FTP site, the CMO will compile the documents needed for the file reviews and have the 
information available on the first day of the on-site review.  


STEP 6: COMPLETING ON-SITE REVIEW ACTIVITIES 
Opening Conference and Staff Interviews  
The first activity that occurs during the on-site review is the opening conference. HSAG staff members 
will introduce themselves and explain their roles in the on-site compliance review activities. The CMO 
staff members will also introduce themselves and may share information about their operations. 
HSAG staff members will review the proposed agenda and on-site activities with the CMO’s staff 
members to determine if any adjustments are needed to the agenda or the proposed interview times.  
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Following the opening conference, the on-site interviews will begin. HSAG will meet with the key CMO 
staff members who perform activities associated with each standard to determine the processes for 
operationalizing the CMO’s policies and procedures. HSAG reviewers will also ask questions to clarify 
the information submitted with the pre-on-site documents. HSAG will conduct interviews with the 
CMO staff members to:  


 Gain a clear and concise understanding of the CMO’s compliance with the regulatory 
requirements.  


 Answer questions from the CMO staff members about the review standards.  
 Receive clarification concerning any pending questions generated after reviewing the pre-on-site 


documents.  
 Compare the information gained from reviewing the pre-on-site documents to information gained 


during the interviews.  
 Provide the opportunity for HSAG reviewers to request additional relevant documents that may 


not have been included in the pre-on-site documentation.  
 Encourage the CMO’s staff members to share any innovative projects undertaken to improve 


processes or enhance reporting capabilities.  


Collecting Other Accessory Information  
HSAG’s reviewers will continually evaluate additional documentation provided during the on-site 
reviews. Additional documentation may be in the form of committee minutes, reports, documents, or 
records that were not submitted prior to the audit. HSAG reviewers will log each document submitted 
by the CMO during the on-site review so it may be referenced later. 


When conducting the file reviews, HSAG will evaluate the files with a CMO staff member present so 
the HSAG reviewer may ask the staff member questions and clarify questionable processes or areas of 
concern. The HSAG reviewer may identify missing documentation and allow the CMO staff member 
the opportunity to locate the missing information. An element is marked as deficient only if the staff 
member cannot locate the information needed to satisfy the element on the review tool.  


Closing Conference and Exit Interviews  
The final activity during the on-site review is the closing conference and the exit interviews. At the end 
of the on-site visit, HSAG will conduct a closing summation with the CMO staff members to discuss 
HSAG’s comprehension of information obtained during the compliance review process. The CMO’s 
staff members may also answer additional questions and present supplementary documentation to 
clarify an area of concern noted by HSAG.  


During the closing conference, HSAG will provide information about the next steps in the compliance 
review process. Next steps involve analyzing the information obtained during the on-site review and 
compiling the findings from all the HSAG on-site reviewers. During the closing conference, HSAG will 
communicate the approximate timeline for submitting the draft report to the DHCFP and the CMO, as 
well as the process for submitting a remediation or corrective action plan, should one be required.  


STEP 7: ANALYZING AND COMPILING FINDINGS  
HSAG will analyze the information the CMO submits for the desk review, the responses received during 
the interviews, the findings from the file reviews, and the results of the review of additional 
documentation presented during the on-site review to determine compliance with each standard and 
element listed in the compliance review tools. HSAG must be able to validate (via evidence found in 
the CMO’s documents, record reviews, interviews, and various other outcome results) the CMO 
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developed operational policies and processes, followed those processes, and complied with federal 
regulations and the State’s standards and requirements.  


After the HSAG reviewers finish documenting the findings, they will assign the scores for the 
compliance review. HSAG analyzes each element within a standard separately and assigns a specific 
rating for each element. HSAG tallies the ratings for the elements listed in a standard to produce an 
overall score for each standard. The review team leaders ensure the findings support the scores 
assigned to each standard. HSAG is diligent in the quality control processes it uses to ensure reviewers 
are accurate and consistent when documenting the results of the on-site review activities. Team 
members discuss their findings to ensure consistency in documenting and evaluating policies and 
processes, and determining the scores across all standards.  


For the Nevada compliance reviews, HSAG will use compliance ratings of Met, Partially Met, or Not 
Met. This system is supported by the protocols established by CMS in the Assessment of Compliance 
with Medicaid Managed Care Regulations, Version 2.0, dated September 1, 2012, and used in many of 
the states in which HSAG conducts EQR compliance reviews. If a requirement is not applicable to the 
CMO for the period covered by HSAG’s review, HSAG will use a Not Applicable (NA) scoring 
designation. During the creation of the compliance tools, HSAG will assign point values to assist in 
creating a percentage-of-compliance score that can be used to quantify the CMO’s performance, 
provide trending information, and illustrate improvement over time when follow-up reviews are 
performed. HSAG will produce a compliance report and will also present the compliance scores in the 
EQR technical report, as required by 42 CFR §438.364.  


STEP 8: REPORTING RESULTS  
Once results from the on-site review are compiled and the level of compliance with each review is 
determined, HSAG will create a comprehensive compliance report that includes a copy of the 
completed compliance tools used for the review. The compliance tools contain the findings for each 
element reviewed, as well as a description of the areas that are less than fully compliant that may 
require remediation or corrective action. HSAG will also include a template the CMO will use to 
document the proposed corrective action plans for each requirement that did not receive a Met rating.  


Prior to releasing the draft compliance review report, the HSAG team lead will send the draft report to 
HSAG’s validation team and professional editors who provide a final check for clarity and accuracy. 
HSAG ensures the reports are well-written, accurate, and complete. After the editing and final review 
by the on-site review team, HSAG will send the report to DHCFP staff members to give them the 
opportunity to review the report and provide feedback to HSAG. After HSAG receives feedback, HSAG 
will send the report with the corrective action plan template to the CMO to provide a response to each 
area that did not receive a Met rating. While the timeline for the CMO response to the corrective 
action plan template may vary, the DHCFP and HSAG usually allow a vendor two weeks to submit the 
corrective action plan using the template provided in the report. While HSAG facilitates the process for 
reviewing and accepting the corrective action plans submitted by vendors, the DHCFP maintains 
ultimate authority for approving vendor corrective action plans.  


HSAG will ensure the compliance report is 508-compliant and will provide the reports to the DHCFP 
and the CMO in hard copy and electronic format. HSAG understands the State retains ownership of all 
contract deliverables and has the unlimited rights to use, disclose, or duplicate all deliverables 
produced by HSAG. To review a copy of the most recent completed compliance review report of the 
CMO, please refer to Section VIII – Other Informational Material, Attachment E – Compliance Review 
Report of CMO.  
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Validation of Performance Measures 
HSAG is prepared to validate performance measures for the DHCFP’s CMO vendor using CMS protocol 
for validating performance measures. HSAG has extensive experience using the CMS Validating 
Performance Measures Protocol to determine the extent to which performance measure rates were 
calculated following the technical specifications and verifying the accuracy and reliability of the 
methods that were used to collect the performance measure data. HSAG has conducted performance 
measure validation of CMO non-P4P performance measures since 2015. HSAG understands the DHCFP 
is preparing to phase-out the Health Care Guidance Program (HCGP), which affects the CMO. HSAG is 
well equipped to work with the DHCFP to determine performance measure validation activities that 
will be needed for a replacement vendor, should one be selected.  


HSAG’s proposed approach to conduct performance measure validation for a future CMO vendor, 
should one be selected, are described in the following paragraphs. 


DESCRIPTION OF VALIDATION ACTIVITIES 
Pre-audit Strategy 
HSAG will conduct the performance measure validation (PMV) activities using aspects of the 
validation activities that are outlined in the CMS performance measure validation protocol. HSAG will 
validate up to five performance measures selected by the DHCFP for the DHCFP CMO vendor. HSAG 
will assemble a validation team based on the full complement of skills required for validating the 
specific performance measures and conducting the information system review. The team will be 
composed of a lead auditor and several team members. HSAG will provide technical assistance to the 
DHCFP’s CMO vendor’s staff throughout the audit process.  


HSAG will prepare and send a documentation request letter to the CMO vendor, which outlines the 
steps in the PMV process. The document request letter will include a request for source code for each 
performance measure, a completed ISCAT, any additional supporting documentation necessary to 
complete the audit, and a timetable for completion and instructions for submission. The ISCAT will be 
customized to collect information regarding the care coordination vendor’s processes that are 
consistent with the Nevada special terms and conditions (STCs).  


Upon receiving the completed ISCAT and requested supporting documents, HSAG will conduct a desk 
review of all the materials and note any issues or items that required further follow-up. An agenda 
associated with the on-site visit will be sent to the CMO vendor. The agenda will describe the on-site 
activities and indicate the type of staff the CMO vendor would need to make available for interviews 
for each session. In addition, staff members from HSAG, the DHCFP, and the CMO vendor will 
participate in a kick-off conference call to discuss issues identified from the ISCAT desk review, and to 
discuss the on-site visit agenda, logistics and expectations, as well as important deadlines. HSAG will 
also request that preliminary rates be provided by the CMO vendor before the on-site audit.  


Prior to the on-site visit, HSAG also will conduct an extensive review of the CMO vendor’s source code 
used to calculate the five selected measures. HSAG’s source code reviewers will perform a line-by-line 
review of the source code to assess whether the codes were developed according to the measure 
specifications detailed in the CMO vendor’s contract with the DHCFP. Findings of the source code 
review will be provided to the CMO vendor, and all issues will need to be resolved prior to the on-site 
audit. Following approval of the source code, the preliminary rates will be calculated by the CMO 
vendor and be provided to HSAG. This strategy will allow HSAG to review numerators, denominators, 
and rates to tailor the on-site review around any potential issues identified with the calculations. 
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Technical Methods of Data Collection and Analysis 
The CMS PMV protocol identifies key types of data that should be reviewed as part of the validation 
process. The following list describes the type of data collected and how HSAG will conduct an analysis 
of these data: 


 Information Systems Capabilities Assessment Tool (ISCAT): The CMO vendor will be required to 
submit an ISCAT prior to the on-site audit. The ISCAT will be customized to collect information 
regarding the data necessary for reporting the performance measures. HSAG will respond to 
ISCAT-related questions received directly from the CMO vendor during the pre-on-site phase.  


 Source code (programming language) for performance measures: All performance measures 
source code under the scope of this review will be reviewed and approved by HSAG source code 
reviewers.  


 Prior years’ validation of performance measure reports: When data becomes available, HSAG will 
review previous years’ reports to assess for appropriate populations and rate reasonability. 


On-Site Activities 
HSAG will conduct an on-site visit with the CMO vendor. HSAG auditors will collect information from 
the CMO vendor’s staff members using several methods, which include interviews, system 
demonstration, review of data output files, primary source verification, observation of data 
processing, and review of data reports. The on-site activities will include the following: 


 Opening session: The opening session will include introductions of the validation team and key 
CMO vendor staff members involved in the performance measure validation activities. Discussion 
during the session will address the review purpose, the required documentation, basic meeting 
logistics, and queries to be performed. 


 Evaluation of system compliance: The evaluation will include a review of the information systems, 
focusing on the receipt and handling of enrollment and disenrollment data. Additionally, HSAG 
will evaluate the processes used to collect and calculate the performance measures, including 
accurate numerator and denominator identification, and algorithmic compliance (which evaluate 
whether rate calculations were performed correctly, all data were combined appropriately, and 
numerator events were counted accurately). Based on the desk review of the ISCAT, HSAG will 
conduct interviews with key CMO vendor staff members who are familiar with processing, 
monitoring, and calculating performance measures. HSAG will use interviews to confirm findings 
from the documentation review and to clarify outstanding issues. 


 Overview of data integration and control procedures: The overview will include discussion and 
observation of source code logic, a review of how all data sources were combined, and how the 
analytic file used for reporting the performance measures was generated. HSAG will perform 
primary source verification queries and a walk-through of source code files to further validate the 
output files. HSAG also will review any supporting documentation provided for data integration.  


 Closing conference: The closing conference will summarize preliminary findings based on the 
review of the ISCAT and the on-site visit, and review the documentation requirements for any 
post-on-site activities. 


Post-On-Site Activities 
During the on-site visit, HSAG auditors will follow-up on any outstanding issues for the CMO vendor, 
such as documentation explaining any rate variances of one percent or greater for measures reviewed 
during the performance measure validation audits or documentation explaining the different 
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challenges faced when calculating the CMO vendor’s rates. Upon resolving all outstanding items, 
HSAG auditors will review the rates provided by the CMO vendor before issuing this report.  


Performance Measure Validation Results 
Upon receipt of the final performance measure results generated by the CMO vendor, HSAG will 
finalize the draft performance measure validation report for the CMO vendor. The draft performance 
measure validation report will be submitted to the CMO vendor and to the DHCFP for review. HSAG 
will incorporate feedback received from the DHCFP and the CMO vendor, as appropriate and finalize 
the performance measure validation report. 


2.1.5.3 The awarded vendor may be asked to assist with the development and/or implementation of the 
Medicaid managed care quality rating system within 3 years of the date of the final notice in the 
FEDERAL REGISTER by:  
A. Adopting the Quality Rating System developed by CMS, in consultation with States and other 


stakeholders and after providing public notice and opportunity to comment, will identify 
performance measures and a methodology for a Medicaid managed care quality rating system 
that aligns with the summary indicators of the qualified health plan quality rating system; or  


B. Adopting an alternative Medicaid managed care rating system approved by CMS that utilizes 
different performance measures or applies a different methodology as long as the ratings 
generated by the alternative rating system yield information regarding the MCOs, and PAHP 
performance is substantially comparable to that yielded by the system developed by CMS. 


HSAG understands and will comply with the requirements set forth in 2.1.5.3.A through B. 


DEVELOPMENT AND IMPLEMENTATION OF QUALITY RATING SYSTEM 
As described in 42 CFR §438.334, each state contracting with an MCO, PIHP, or PAHP to furnish 
services to Medicaid members must adopt the Medicaid managed care quality rating system (QRS) 
developed by CMS or adopt an alternative QRS. The purpose of a QRS is to enable states to better 
measure and manage the quality of care furnished by managed care organizations and to assist 
consumers in selecting a managed care organization. For Nevada, HSAG is prepared to develop a QRS 
that highlights the performance of Nevada’s MCOs and DBA/PAHP, per the DHCFP’s requirements and 
specifications. 


HSAG uses its knowledge and experience to develop sound analytic and methodological techniques for 
producing QRSs (i.e., consumer guides or report cards) for several state Medicaid agencies, including 
Illinois, Iowa, Michigan, Ohio, and Virginia. In addition, HSAG’s Chief Data Officer served on the CMS 
Technical Expert Panel that provided recommendations to CMS on the methodology for the Medicaid 
and CHIP Managed Care QRS. HSAG will be able to leverage its knowledge and expertise to assist the 
DHCFP in aligning with CMS’ QRS specifications or developing an alternative methodology that will 
meet CMS’ requirements. Further, HSAG staff have extensive experience working with state Medicaid 
agencies to define their QRSs and present the results to key stakeholders within each state.  


Once the QRS methodology is selected by the DHCFP, HSAG will work with the DHCFP to collect the 
appropriate data from the MCOs and the DBA/PAHP. In addition, HSAG will develop a draft QRS 
template for the DHCFP’s review and feedback. Staff will work with the DHCFP to present the 
information to MCOs and the DBA/PAHP to solicit feedback and incorporate into the QRS template to 
ensure the format meets the standards of the DHCFP. HSAG will ensure that the QRS developed for 
Nevada will be inclusive of both Medicaid and Nevada Check Up data. 
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Identification of Performance Measures and Managed Care Quality 
Rating System Methodology 
Once CMS releases the technical specifications for the Medicaid and CHIP (MAC) QRS, HSAG will work 
with the DHCFP to determine if the DHCFP will adopt CMS’ QRS methodology or elect to implement an 
alternative methodology. As part of this process, HSAG will work with the DHCFP to seek MCO and 
DBA/PAHP input on the QRS methodology and performance measures. If the DHCFP elects to 
implement CMS’ methodology, HSAG will review the measures and methodology specifications and 
provide recommendations to the DHCFP that align with the QRS summary indicators based on 
availability of data and the DHCFP’s required services. HSAG will derive these recommendations based 
on HSAG’s expertise with developing and implementing QRSs in several states. If the DHCFP elects to 
implement CMS’ methodology, HSAG will produce the QRS using the technical specifications for the 
DHCFP to publish on an annual basis.  


Alternative Rating System 
Once CMS releases the QRS technical specifications, HSAG will work with the DHCFP to determine if an 
alternative QRS methodology will need to be developed. If the DHCFP elects to implement an 
alternative QRS methodology, HSAG will propose a methodology that has been successfully employed 
in several states. The alternative methodology will utilize available HEDIS data and CAHPS survey 
results to calculate summary scores for each MCO and the DBA/PAHP for specified quality domains. 
HSAG will compare each MCO’s performance to the DHCFP-defined benchmarks, such as statewide 
averages or specified State-defined targets. Similarly, HSAG will compare DBA/PAHP performance to 
performance targets established by the DHCFP. The difference between an MCO’s score and the 
established benchmark will determine the MCO ratings for individual and summary measures (e.g., 
above average, average, or below average). HSAG will work with the DHCFP to ensure that the rating 
system meets its needs and is easily interpreted by the intended audience (e.g., Medicaid and Check 
Up members), while truly reflecting the quality of each MCO’s and the DBA/PAHP’s performance. 
Furthermore, HSAG will work with the DHCFP to determine the most appropriate format to display the 
QRS results based on how the DHCFP intends to disseminate the QRS to the public domain. Once the 
DHCFP approves of the alternative methodology, HSAG will work with the DHCFP to receive CMS 
approval on the alternative methodology. HSAG will produce the QRS using the CMS-approved 
alternative methodology for the DHCFP to publish on an annual basis. 


2.1.5.4 The awarded vendor may be asked to perform the following quality activities for a new Nevada 
Medicaid Aged Blind and Disabled (ABD) managed care expansion program. Tasks may include:  
A. Provide consulting to DHCFP for ABD performance measures. The EQRO will 


identify/recommend new or revised performance measures applicable to the ABD population;  
B. Conduct an Information Systems (IS) Readiness Review on selected ABD MCO Vendors; and  
C. Evaluate implementation of performance measures. 


HSAG understands and will comply with the requirements set forth in 2.1.5.4.A through C. 


QUALITY ACTIVITIES FOR NEVADA ABD MANAGED CARE EXPANSION 
PROGRAM 
HSAG has a wealth of knowledge and experience in conducting EQR activities for Aged Blind and 
Disabled (ABD) programs in other states. Currently, eight of the states where HSAG is an EQRO enroll 
ABD populations in managed care plans. Similar to its expertise and preparedness to perform other 







  


 


State of Nevada Purchasing Division 
Response to Request for Proposal 3491, External Quality Review Organization 


Technical Proposal 
107 


 


EQR services for the DHCFP, HSAG’s experienced, skilled, and knowledgeable staff are prepared to 
provide consultation, education, training, and technical assistance to the DHCFP in the areas of: 


 Identifying and/or developing performance measures that are appropriate for the ABD 
population. 


 Conducting information systems (IS) and operational readiness reviews of selected ABD MCO 
vendors. 


 Evaluating the implementation of performance measures by ABD MCOs, and ensuring the State’s 
quality strategy is updated to include performance measures, performance improvement projects, 
contract compliance, network validation, and associated quality improvement activities geared 
toward the ABD population. 


As an EQRO, HSAG believes a collaborative and educational approach to EQR activities for new ABD 
MCOs is imperative to achieving positive outcomes. HSAG’s approach to providing quality review 
services to states and their newly contracted ABD MCOs is flexible and responsive to the unique needs, 
culture, and EQRO contract requirements of a state. Drawing from its extensive pool of subject matter 
experts, HSAG will undertake activities requested by the DHCFP that enable the Division to fully 
implement and realize its strategic and quality improvement goals defined for the program. 
Consultation to DHCFP for ABD Performance Measures 
HSAG understands that the DHCFP may request consultation for the identification or recommendation 
of performance measures for the ABD managed care expansion program. HSAG has extensive 
experience in developing and conducting performance measure validation for managed care and long-
term care systems. HSAG staff have worked at state Medicaid programs and led the identification, 
development, implementation and reporting of measures focused on the ABD population and the 
developmentally disabled population. While employed by the state Medicaid program, these staff 
worked closely with CMS and their contractors to develop and test MLTSS and long-term care (LTC) 
performance measures and a CAHPS survey focused on the ABD and the developmentally disabled 
populations.  


HSAG also has the unique experience of developing and calculating measures for national use that 
conform to the goals of the national quality strategy. HSAG contracted to assist CMS with managing 
numerous measures across all healthcare settings. HSAG provided CMS with a set of management 
processes and decision criteria to guide the development, implementation, and maintenance of 
quality measures. HSAG will capitalize on this experience to identify, review and recommend 
performance measures to the DHCFP for the ABD population. 


Through its EQRO contract with the State of Ohio, HSAG assesses the Medicaid managed care plans’ 
(MCPs’) performance using access, clinical, and informational performance measures for ABD and 
covered families and children (CFC) populations. HSAG is responsible for working with Ohio to update 
measure specifications, calculate clinical and access performance measure rates, and report the 
findings for each MCP. HSAG also produces a consumer information guide annually reflecting Ohio 
MCPs’ performance scores. 
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As part of its approach to identify and recommend new or revised performance measures HSAG has 
identified several key steps it will take to assure that the performance measures recommended by 
HSAG are appropriate for use with the ABD population and are meaningful for the DHCFP. Those steps 
include: 


 Step 1: Population Scan—HSAG will review the population to be served in the ABD managed care 
program, which includes a review of the most prevalent conditions and diagnoses. HSAG will also 
review the utilization of services by the population over the past several years.  


 Step 2: Confirm Strategic Objectives—HSAG will confirm the strategic quality objectives that are 
most important to the DHCFP for the ABD managed care program. 


 Step 3: Identify Use of New or Existing Performance Measures—HSAG will identify a set of 
nationally recognized and tested performance measures that can be used for the DHCFP ABD 
managed care program. HSAG will ensure that all measures have clear, detailed specifications and 
that sufficient data sources are available to support the requisite measure calculations. If 
modifications are needed, HSAG will modify the measures as appropriate.  


 Step 4: Obtaining Meaningful Results—HSAG will verify that the performance measures will 
produce meaningful and robust results for the DHCFP’s clinical and non-clinical areas of focus, and 
that these results meet the requirements for evaluating MCO performance. HSAG will confirm 
these measures support the DHCFP mandates, objectives, and performance measure 
requirements. 


 Step 5: Update Measures—As part of the annual quality strategy evaluation, HSAG will work with 
the DHCFP to annually evaluate the measures to determine if the measures are: still current, meet 
the strategic quality objectives for the program, or need to be expanded to include new measures 
that evaluate additional conditions or health needs of the population served in the program. If any 
adjustments are needed to the list of measures used for the ABD managed care program, HSAG 
will recommend modifications to existing measures or new measures that will better serve the 
needs of the program and meet the DHCFP’s quality objectives.  


Information Systems Readiness Review on ABD MCO Vendors 
As the nation’s largest EQRO, HSAG has designed and conducted Medicaid and dual 
Medicare/Medicaid readiness reviews in more than 15 states for over 100 health plans. HSAG’s 
comprehensive approach to readiness reviews result in more than just an arbitrary determination of 
health plan readiness. HSAG assesses each MCO’s preparations and ability to comply with federal and 
state contract standards, and most importantly, provides the state and the MCOs with technical 
assistance to effectively remediate critical gaps in knowledge and operational and systems 
capabilities. In 2017, HSAG successfully conducted the information systems (IS) and operational 
readiness reviews for the two new MCOs in Nevada that were awarded contracts in response to RFP 
3260 and for the dental benefits administrator (DBA/PAHP) that was awarded a contract in response 
to RFP 3425. 


In accordance with 42 CFR §438.66(d)(1)(ii-iii), the DHCFP must assess the readiness of a new MCO 
that has not previously contracted with the state or of an existing MCO that will provide covered 
benefits to new eligibility groups. Because the MCOs currently operating in the State of Nevada 
administer covered benefits to the TANF/CHAP and CHIP populations, a new or existing MCO selected 
to provide services to the ABD population would require a readiness review. Further, 42 CFR 
§438.66(d)(3) includes the provision that readiness reviews must include both a desk review of 
documents and on-site reviews that include interviews of the MCO staff and leaders of the key 
operational areas. Lastly, 42 CFR §438.66(d)(4) requires that readiness reviews assess the ability and 
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capacity of the MCO to perform satisfactorily in four key areas–operations/administration, service 
delivery, financial management, and systems management. 


HSAG’s approach to conducting readiness reviews of a new MCO’s information systems and 
operational structure has been proven effective regardless of the vendor being reviewed. The process 
for organizing, planning, developing data collection tools, collecting data, completing the desk and on-
site portions of the readiness review, aggregating findings, and reporting results varies only slightly 
when conducting a readiness review of a new MCO or an existing MCO, who’s population or service 
area expanded. The description of HSAG’s approach to conducting IS and operational readiness 
reviews that follows is similar to the one described in HSAG’s response to Section 2.1.5.5, with slight 
modifications detailed in each.  


APPROACH TO IS AND OPERATIONAL READINESS REVIEWS 
The purpose of the operational readiness review is to assess that each MCO has the structural and 
operational capacity to perform the Medicaid managed care functions described in the MCO’s contract 
with the DHCFP and ensure appropriate and timely access to quality healthcare services for Medicaid 
enrollees. The readiness reviews HSAG performs consist of two components: (1) operational readiness 
review, and (2) information systems (IS) readiness review. The purpose of the IS readiness review is to 
evaluate each MCO’s ability to adjudicate a set of test claims to pay providers and subsequently 
prepare encounters based on the adjudicated test cases. While two distinct areas of MCO operations 
are evaluated by the operational and IS readiness reviews, the process for acquiring MCO-specific data 
and determining the readiness of the MCO is the same. 


To complete a comprehensive operational and IS readiness review of future vendors, HSAG organizes 
the activities into 10 steps, which include: 


1. Planning for the readiness review 
2. Creating a crosswalk of contract areas to federal requirements 
3. Creating data collection tools 
4. Training reviewers 
5. Collecting data  
6. Completing pre-on-site activities 
7. Completing on-site reviews 
8. Analyzing and compiling findings 
9. Reporting results 
10. Facilitating MCO remediation activities 


HSAG expands on each of these steps in the description that follows. 


STEP 1: PLANNING FOR READINESS REVIEW ACTIVITIES  
HSAG understands that planning is a vital component in conducting an efficient and effective 
readiness review. The Nevada EQR contract manager collaborates with the DHCFP to customize the 
approach to the readiness review process to ensure the review meets federal requirements, contract 
requirements, and the DHCFP’s requests and preferences. HSAG is prepared to provide technical 
assistance and ongoing communication to each MCO vendor and the DHCFP regarding the process, 
timelines, and expectations to ensure the readiness review process is methodical, well-organized, 
efficient, and effective.  
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Once the DHCFP requests that HSAG conduct a readiness review of a selected ABD MCO vendor, HSAG 
will propose a work plan for the readiness review that includes the activities and associated timelines 
necessary to complete the review. HSAG typically initiates readiness review activities approximately 
five months before the MCO contract start date. HSAG will determine the dates of the on-site review 
in collaboration with the DHCFP and vendor being reviewed. Once HSAG confirms the date with the 
DHCFP, HSAG will notify the HSAG readiness review team and the vendor so that all may prepare for 
the upcoming reviews.  


STEP 2: CREATING A CROSSWALK TO FEDERAL REQUIREMENTS 
The operational readiness review includes an assessment of 15 standards based on the requirements 
of Nevada MCOs’ contracts. These standards are cross-walked to the key areas noted in 42 CFR 
§438.66(d)(4) and are presented in the table that follows. The IS readiness review includes an 
assessment of two standards based on the requirements of the MCO contract and are cross-walked to 
key areas noted in noted in 42 CFR §438.66(d)(4). The IS readiness review standards are also included 
in Table 2.1.5.4-1 that follows. 


Table 2.1.5.4-1: Crosswalk of Nevada Readiness Review Standards to Federal Readiness Review Areas 


Operational 
Readiness Review Standards 


Federal Readiness Review Areas 
42 CFR §438.66(d)(4)13 


Standard I: Internal Quality Assurance Program Quality improvement 
Standard II: Credentialing and Recredentialing Provider network management  
Standard III: Member Rights and Responsibilities Enrollee and provider communications 
Standard IV: Member Information Member services and outreach 
Standard V: Availability and Accessibility of 
Services 


Provider network management 


Standard VI: Continuity and Coordination of Care Case management/care coordination/service 
planning 


Standard VII: Grievance and Appeals Grievance and appeals 
Standard VIII: Subcontracts and Delegation Delegation and oversight of MCO responsibilities 
Standard IX: Cultural Competency Program Provider network management 
Standard X: Coverage and Authorization of 
Services 


Utilization review 


Standard XI: Provider Dispute and Complaint 
Resolution 


Grievance and appeals 


Standard XII: Confidentiality and Recordkeeping Delegation and oversight of MCO responsibilities 
Standard XIII: Provider Information Provider network management 
Standard XIV: Enrollment and Disenrollment Member services and outreach 
Standard XV: Program Integrity Program integrity/compliance 


Information System (IS) 
Readiness Review Standards 


Federal Readiness Review Areas 
42 CFR §438.66(d)(4) 


IS Review Standard I: Enrollment Systems Encounter data /enrollment information 
management  
Claims management 


IS Review Standard II: Claims and Encounter 
Systems 


                                                           
13 An assessment of the MCO’s financial reporting and monitoring and financial solvency are performed by the DHCFP. 
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Step 3: Creating Readiness Review Tools 
HSAG understands the importance of developing complete and accurate readiness review tools that 
support comprehensive and objective evaluations of the vendor. HSAG creates the readiness review 
tools from the State-specific requirements found in the vendor’s contract with the DHCFP and the 
associated federal requirements found in 42 Code of Federal Regulations (CFR) §438. Every readiness 
review involves a review of documents that include policies, procedures, and process information. 
HSAG’s readiness review tools, tracking forms, training and interview guides, site visit agendas, 
file/record review checklists, on-site document review lists, pre-assessment desk review information 
lists, and other supportive working papers are tested, used, and improved by performing readiness 
review activities for the DHCFP. 


For the IS readiness review, HSAG creates the IS Readiness Desk Review Tool and IS Claims and 
Encounters Systems Testing tools. These tools are used to document the findings from the remote 
systems claims testing and encounter file validation conducted with the MCO as part of the IS 
readiness review. The test scenarios will include a range of professional, institutional, and pharmacy 
claims designed to encompass Nevada ADB managed care benefits and billing requirements. The MCO 
will be provided fictitious recipients, providers, and claim files to be loaded into the MCO’s test 
systems to review with HSAG via WebEx on the day of systems testing. One week after the systems 
testing, the MCO will be required to submit the test claim encounter files in accordance with the 
DHCFP’s encounter submission file formats. The IS Claims and Encounters Systems Testing tools 
provide a record of HSAG’s findings regarding the MCO’s ability to process claims and submit 
encounters according to the scenarios. 


The readiness review also includes file reviews of initial credentialed providers to verify the vendor 
puts into practice what is written in its contract, as well as its policies. HSAG also uses checklists to 
review the vendor’s contractual compliance for certain documents, such as the member handbook, 
provider manual, members’ rights, and medical record standards related to confidentiality and record 
keeping.  


After HSAG drafts the readiness review tools, HSAG’s contract manager will submit the tools to the 
DHCFP for review. The documents sent to the DHCFP may include the readiness review evaluation 
tools, file review tools, checklists, and copies of the correspondence to be sent to the vendors in 
preparation for the on-site readiness review and claims processing demonstration.  


STEP 4: TRAINING THE HSAG READINESS REVIEW TEAM  
HSAG’s operational readiness review team is led by HSAG’s contract manager, Gretchen Thompson, 
who has conducted the compliance and readiness reviews of Nevada managed care vendors since 
2009. The IS readiness review is led by Holly Dolgaard, who has performed IS readiness reviews of 
MCOs for over five years. Ms. Thompson, Ms. Dolgaard, and the readiness review team members have 
extensive knowledge of current best practices in the industry, Medicaid managed care programs and 
related regulations, as well as Nevada-specific practice guidelines in the areas of access, structure and 
operations, and measurement and improvement. The team chosen for the Nevada readiness reviews 
will include HSAG staff members who have extensive experience in conducting compliance and 
readiness review activities for MCOs in Nevada, as well as other states.  
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HSAG’s contract manager conducts a training session for the readiness review team to provide them 
with Nevada-specific managed care program nuances and contract requirements. This team training 
helps to standardize the process for documenting information garnered from the desk review and 
interviews with vendor staff members. Items covered during the training sessions include: 


 CMS Medicaid managed care requirements included in the readiness review.  
 State-specific requirements included in the readiness review. 
 Requirements for any checklists or file reviews included in the readiness review.  
 Structure and operation of the Nevada ABD managed care program.  
 Instructions concerning the completion of the readiness review tools and reports.  
 Timelines associated with the readiness review.  


STEP 5: COLLECTING READINESS REVIEW DATA FROM THE VENDORS  
Approximately eight weeks prior to the on-site review, HSAG will send the readiness review 
documents to the vendors. The information includes the DHCFP-approved readiness review tools and 
detailed instructions for completing the documents that must be submitted to HSAG for the pre-on-site 
desk review. HSAG also provides information about accessing HSAG’s FTP site. The FTP site provides a 
secure location to upload the review tool and the desk review documents. HSAG’s cover letter that 
describes the readiness review instructs the vendor to upload all documentation to HSAG’s FTP site by 
a specified date, usually four weeks prior to the on-site review. Once the vendor uploads the 
information to the HSAG FTP site, HSAG reviewers retrieve files from the FTP site to begin the pre-on-
site document review.  


HSAG also conducts credentialing file reviews during the on-site readiness review. In the instructions 
to the vendor to request documentation, HSAG includes requirements to post data files to HSAG’s FTP 
site that lists activities that occurred within a specific period. For example, for credentialing, the 
vendor must provide a list of providers who were credentialed before a specified date. From the list, 
HSAG selects the cases to be reviewed during the on-site review to ensure the MCO appropriately 
credentials providers who will serve ABD members enrolled with the MCO.  


STEP 6: COMPLETING PRE-ON-SITE REVIEW ACTIVITIES 
After HSAG receives the documents from the vendor, the team leader and on-site reviewers begin 
activities to assess the MCO’s readiness to perform the federal and State requirements, as described in 
the subsections that follow: 


Technical Assistance Teleconference 
Within two weeks of HSAG sending the readiness review tools and instructions to vendors, the HSAG 
readiness review team hosts a webinar with vendors to introduce the various documents that were 
sent each vendor and to reiterate the process for completing the vendor questionnaire, readiness 
review evaluation tool, and for uploading documents to the HSAG FTP site. It is during this webinar 
that vendor staff members may: 


 Ask questions and seek clarification about the readiness review tools, supporting documentation, 
the process for uploading information to the HSAG FTP site. 


 Clarify the timelines and logistics associated with the readiness review. 
 Review claims and encounter systems testing objectives and seek guidance on preparing for 


systems testing performed by HSAG. 
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In HSAG’s experience, this simple 60- to 90-minute webinar enables vendor staff to better prepare for 
the readiness review, thus ensuring a more productive experience for the vendors, HSAG, and the 
DHCFP.  


Pre-On-Site Document Review  
Approximately four weeks prior to the on-site review, the HSAG team leader and on-site reviewers 
begin the pre-on-site or desk review of documents submitted by each vendor. The pre-on-site review, 
or desk review, enables HSAG reviewers to become familiar with each vendor’s structure, staffing, 
operations, claims and encounter processing systems, and unique processes. Based on the desk 
review, HSAG reviewers draft interview questions to be addressed by vendor staff members during the 
on-site review.  


Posting the Agendas and File Review List  
Approximately one week prior to the on-site review, HSAG posts the agenda and schedules the 
operational and IS readiness reviews. The agenda lists the proposed date and time for interviews with 
the vendor’s staff members. HSAG always allows the vendor the opportunity to rearrange the 
interview and file review times to accommodate the needs of its staff members. HSAG also posts the 
claims testing scenarios the vendor must use to demonstrate its claims adjudication and encounter 
processing systems.  


Approximately one week prior to the review, HSAG posts to the FTP site the list of the files to be 
audited during the operational on-site visit. After HSAG notifies the vendor that the lists are posted to 
the FTP site, the vendor compiles the documents needed for the file reviews to have the information 
available on the first day of the on-site review.  


STEP 7: COMPLETING READINESS REVIEW ACTIVITIES 
Opening Conference and Staff Interviews  
The first activity that occurs during the on-site review is the opening conference. HSAG staff members 
introduce themselves and explain their roles for the readiness review activities. The vendor staff 
members also introduce themselves and may share information about their plan operations. HSAG 
staff members review the proposed agenda with the vendor’s staff members to determine if any 
adjustments are needed to the agenda or the proposed interview times.  


Following the opening conference, the readiness review interviews begin. HSAG meets with the key 
vendor staff members who perform activities associated with each standard to determine the 
processes for operationalizing the vendor’s policies and procedures. HSAG reviewers also ask 
questions to clarify the information submitted with the pre-on-site documents. HSAG conducts 
interviews with the vendor staff members to:  


 Gain a clear and concise understanding of the vendor’s ability to meet the regulatory 
requirements.  


 Answer questions from the vendor staff members about the review standards.  
 Receive clarification concerning any policies, procedures, and processes presented by the MCO. 
 Compare the information gained from reviewing the pre-on-site documents to information gained 


during the interviews.  
 Provide the opportunity for HSAG reviewers to request additional relevant documents that may 


not have been included in the pre-on-site documentation.  
 Process test claims in a live claims adjudication environment using the claims processing scenarios 


provided by HSAG. 
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 Review claims monitoring and audit controls. 
 Review the MCO’s encounter data processes and systems.  


Collecting Other Accessory Information  
HSAG’s reviewers continually evaluate additional documentation provided during the on-site reviews. 
Additional documentation may be in the form of committee minutes, reports, documents, or records 
that were not submitted prior to the audit. HSAG reviewers log each document submitted by the 
vendor during the on-site review so it may be referenced later. 


When conducting the file review, HSAG evaluates the files with a vendor staff member present so the 
HSAG reviewer may ask the staff member questions and clarify questionable processes or areas of 
concern. The HSAG reviewer may identify missing documentation and allow the vendor staff member 
the opportunity to locate the missing information. An element is marked as deficient only if the staff 
member cannot locate the information needed to satisfy the element on the review tool.  


Closing Conference and Exit Interviews  
The final activity during the readiness review is the closing conference and the exit interviews. At the 
end of the readiness review, HSAG conducts a closing summation with the vendor staff to discuss 
HSAG’s comprehension of information obtained during the readiness review process. Vendor staff 
members may also answer additional questions and present supplementary documentation to clarify 
an area of concern noted by HSAG.  


During the closing conference, HSAG provides information about the next steps in the readiness review 
process. Next steps involve analyzing the information obtained during the on-site review and 
compiling the findings from all the HSAG on-site reviewers. During the closing conference, HSAG 
communicates the approximate timeline for submitting the draft report to the DHCFP and the vendor, 
as well as the process for submitting a remediation or corrective action plan, should one be required.  


STEP 8: ANALYZING AND COMPILING FINDINGS  
From a review of documents, observations, and interviews with key staff during the readiness review, 
the HSAG reviewer assigns a score for each element and an aggregate score for each standard for the 
Operational Readiness Review Evaluation tool and the IS Readiness Desk Review tool. Certain 
elements are considered more critical to the successful launch of a managed care program, such as the 
ability to notify individuals of the services available and how to obtain those services, processing 
grievances and appeals, contracting with providers, and capturing enrollment and service information 
from the DHCFP’s Management Information System (MIS) to process claims. Each element was given a 
score of Complete, Incomplete, or Incomplete—Critical.  


HSAG’s scoring included the following:  


 Complete indicates full compliance defined as both of the following: 


● All documentation listed under a regulatory provision, or component thereof, is present. 
● Staff members provide responses to reviewers that are consistent with each other and with 


the policies and/or processes described in documentation. 


 Incomplete indicates noncompliance defined as either of the following: 


● No documentation is present, or documentation is unclear or contains conflicting information 
that does not address the regulatory requirement. 


● Staff members have little or no knowledge of processes or issues addressed by the regulatory 
provisions. 
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● For those provisions with multiple components, key components of the provision cannot be 
identified and any findings of Incomplete result in an overall provision finding of incomplete, 
regardless of the findings noted for the remaining components. 


 Incomplete—Critical indicates noncompliance (defined above) and requires the MCO correct a 
deficiency prior to commencing services. 


STEP 9: REPORTING RESULTS  
After compiling the results from the readiness review and determining the level of completeness with 
each review element, HSAG creates a comprehensive readiness review report that includes a copy of 
the completed readiness review tools used for the review. The readiness review tools contain the 
findings for each element reviewed, as well as a description of the areas that are incomplete that 
require remediation. HSAG also includes a template the vendor uses to document the proposed 
remediation plans for each requirement that were found to be incomplete.  


After editing and final review by the readiness review team, HSAG sends the report to the DHCFP staff 
members, giving them the opportunity to review the report and provide feedback to HSAG. After 
HSAG receives feedback, HSAG sends the report with the remediation plan template to the vendor so 
they may review the report and provide a response to each area that was found to be incomplete.  


STEP 10: FACILITATING REMEDIATION PLAN DEVELOPMENT AND APPROVAL  
The remediation plan template provided in HSAG’s readiness review report contains the findings and 
recommendation for each element found to be incomplete during the readiness review. The MCO must 
use the template provided in the report to submit its remediation plan to the DHCFP, which shall detail 
the MCO’s proposed plan to remediate all elements scored Incomplete or Incomplete—Critical. The 
DHCFP and HSAG usually allow the vendor two weeks to submit the remediation plan using the 
template provided in the report. While HSAG facilitates the process of collecting the information from 
the MCO to support its remediation plan, the DHCFP maintains ultimate authority for critical element 
designation and approving remediation plans submitted in response to the readiness review report.  


Once all areas found to incomplete are remedied by the vendor, HSAG produces a final report that 
includes the remediation plan completed by the vendor and approved by the DHCFP. This is the final 
step of the readiness review. HSAG provides the report to the DHCFP and the vendor in hard copy and 
electronic format. HSAG understands the State retains ownership of all contract deliverables and has 
the unlimited rights to use, disclose, or duplicate all deliverables produced by the HSAG.  


Evaluation of Implementation of Performance Measures 
Each year, HSAG conducts a formal evaluation of the quality strategy to assess its overall effectiveness 
and determine whether demonstrated improvement in the quality of services provided to members 
was accomplished. HSAG’s evaluation will include an assessment of the performance measures used in 
the ABD managed care program to determine if the measures were implemented properly and 
determine if the MCOs are conducting regular evaluation of the measures to determine where gaps in 
care or disparities may exist. HSAG is prepared to task the MCOs, upon the DHCFP’s approval, with 
assignments that present each MCO’s analyses of strengths and weakness related to the performance 
measures, which at a minimum may include: 


 Successful interventions that were used to positively impact performance measures as evidenced 
by an improvement of five percentage points or more. 


 Barrier analyses performed to identify the potential causes that impacted performance measures 
such that they resulted in a significant decline in performance. 
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HSAG will also review the measures to determine if the measures are: still current, meet the strategic 
quality objectives for the program, or need to be expanded to include new measures that evaluate 
additional conditions or health needs of the population served in the program. If any adjustments are 
needed to the list of measures used for the ABD managed care program, HSAG will recommend 
modifications to existing measures or new measures that will better serve the needs of the program 
and meet the DHCFP’s quality objectives. HSAG is also prepared to validate ABD performance 
measures calculated by ABD MCOs, should the DHCFP request this activity. The approach to 
performance measure validation is detailed in Section 2.1.3.2 of this proposal. 


2.1.5.5 The awarded vendor may be asked to perform the following quality activities for expansion of 
Managed Care for the TANF/CHAP and CHIP populations into the rural counties. The awarded 
vendor may be asked to provide consulting to DHCFP’s MCOs. Tasks may include:  
A. Provide consulting for expansion performance measures applicable to the TANF/CHAP and 


CHIP populations;  
B. Conduct an Information Systems (IS) Readiness Review on selected expansion MCO 


Vendor(s);  
C. Provide technical assistance to the MCOs on the development of performance measures; and  
D. Conduct a HEDIS Compliance Audit or validate the measures using the CMS Validating 


Performance Measures protocol on the contracted MCOs. 


HSAG understands and will comply with the requirements set forth in 2.1.5.5.A through D. 


PERFORMANCE OF QUALITY ACTIVITIES FOR EXPANSION OF 
MANAGED CARE FOR POPULATIONS IN RURAL COUNTIES 
Serving as the EQRO in 15 states, HSAG has extensive experience working with Medicaid agencies on 
the implementation of new managed care programs, as well as expansion of existing managed care 
programs. HSAG is an organization with the infrastructure necessary to undertake new quality 
activities as soon as requested by the DHCFP for the expansion of the TANF/CHAP and CHIP managed 
care program into rural counties. HSAG has worked with eight states—Nevada, Arizona, California, 
Colorado, Florida, Hawaii, New Hampshire, and Iowa—that implemented a managed care program 
for the first time. Its staff members have served as a valuable resource to states’ staff members who 
are tasked with transitioning fee-for-service Medicaid populations to a managed care program. HSAG 
has highly satisfied customers resulting from its commitment to working with states through major 
program transitions.  


As the nation’s largest EQRO, HSAG offers the DHCFP a strong appreciation for the challenges and 
opportunities associated with expanding a Medicaid managed care program. HSAG has worked with 
healthcare providers, health plans, state agencies, and CMS in quality improvement efforts for over 30 
years. Providing EQR-related services in 16 states and serving as the EQRO in 15 of those states 
uniquely positions HSAG to work with the DHCFP and its MCOs to achieve the mission of the Nevada 
TANF/CHAP and CHIP managed care program to “purchase and provide quality healthcare services to 
low-income Nevadans in the most efficient manner; promote equal access to healthcare at an 
affordable cost to the taxpayers of Nevada; restrain the growth of healthcare costs; and review 
Medicaid and other State healthcare programs to maximize potential federal revenue.” 
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HSAG’s experienced, skilled, and knowledgeable staff are prepared to provide consultation, education, 
training, and technical assistance to the DHCFP and the MCOs by: 


 Providing consultation regarding additional performance measures applicable to the TANF/CHAP 
and CHIP populations that are appropriate for MCOs serving in rural areas.  


 Conducting information systems (IS) and operational readiness reviews on selected expansion 
MCO vendor(s).  


 Providing technical assistance to the MCOs on the development and implementation of 
performance measures.  


 Conducting HEDIS compliance audits for selected expansion MCO vendors.  
 Ensuring the quality strategy is revised to include the new geographic areas and populations 


included by the expansion of managed care in the rural counties. 


HSAG understands the DHCFP may request consultation for the identification or recommendation of 
performance measures for the TANF/CHAP and CHIP population managed care expansion into the 
rural counties. HSAG has extensive experience in developing and conducting performance measure 
validation for managed care systems and has made recommendations to the DHCFP to include or 
exclude performance measures, based on changes to the population or release of new performance 
measures that can be used in the managed care program. HSAG staff have worked at state Medicaid 
programs and led the identification, development, implementation and reporting of measures focused 
on the ABD population and the developmentally disabled population. HSAG staff have also worked 
closely with CMS and their contractors to develop and test MLTSS and LTC performance measures and 
a CAHPS survey focused on the ABD and the developmentally disabled populations. 


HSAG has the unique experience of developing and calculating measures for national use that conform 
to the goals of the national quality strategy. HSAG contracted to assist CMS with managing numerous 
measures across all healthcare settings. HSAG provided CMS with a set of management processes and 
decision criteria to guide the development, implementation, and maintenance of quality measures. 
HSAG will capitalize on this experience to identify, review and recommend performance measures to 
the DHCFP for use in the managed care program that is expanded to the rural counties. 


HSAG staff also participate in National Quality Forum Measure Application Partnerships as subject 
matter experts in measure selection and endorsement processes for the CMS Child Core Set, CMS Adult 
Core Set, Pulmonary and Critical Care, Post-Acute Care/Long-Term Care, and Primary Care and Chronic 
Illness. Through the work on these workgroups and committees, HSAG participate in the review of 
measures under development, newly endorsed measures, and measures that are up for review. 
Discussions of measures focuses on many factors, including applicability to the Medicaid population, 
population disparities including, gender, age, race, ethnicity and rural/urban. Other factors considered 
in the identification and selection of measures for endorsement include the ability to improve 
outcomes through intervention, whether a measure no longer achieves statistically significant 
improvement, as well as the level of effort or a cost/benefit consideration at the state, MCO, and 
provider level. 
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Consultation for Expansion of Performance Measures Applicable to 
TANF/CHAP and CHIP Populations 
HSAG understands that, should the DHCFP decide to expand managed care to the rural counties, the 
Medicaid and Nevada Check Up population served will be similar to the population served in the urban 
counties, with the most significant difference between the two being geography and accessibility to 
service providers. HSAG will work with the DHCFP to examine the current set of performance measures 
that are used in the existing managed care program to determine the appropriateness of their use for 
a rural county expansion population. While the performance measures may be applicable and 
appropriate for a rural population, the performance targets, established as part of the quality 
strategy, may not be appropriate. For any performance measures selected for rural county managed 
care expansion, HSAG will work with the DHCFP to establish performance targets that are appropriate 
for the program. 


As part of its approach to identify and recommend new or revised performance measures HSAG has 
identified several key steps it will take to assure that the performance measures recommended by 
HSAG are appropriate for use with the rural county expansion population and are meaningful for the 
DHCFP. Those steps include: 


 Step 1: Population Scan—HSAG will review the population to be served in the rural county 
managed care program, which includes a review of the most prevalent conditions and diagnoses. 
HSAG will also review the utilization of services by the population over the past several years.  


 Step 2: Confirm Strategic Objectives—HSAG will confirm the strategic quality objectives that are 
most important to the DHCFP for the rural county expansion program, if they are different from 
the existing managed care program. 


 Step 3: Identify Use of New or Existing Performance Measures—HSAG will evaluate the current set 
of HEDIS measures current required of the existing managed care program and identify additional 
measures that may be more appropriate for the rural county expansion population if there are 
major differences in the epidemiological make-up of the population. HSAG will ensure that all 
measures have clear, detailed specifications and that sufficient data sources are available to 
support the requisite measure calculations. If modifications are needed, HSAG will modify the 
measures as appropriate.  


 Step 4: Obtaining Meaningful Results—HSAG will verify that the performance measures will 
produce meaningful and robust results for the DHCFP’s clinical and non-clinical areas of focus, and 
that these results meet the requirements for evaluating MCO performance. HSAG will confirm 
these measures support the DHCFP mandates, objectives, and performance measure 
requirements. 


 Step 5: Update Measures—As part of the annual quality strategy evaluation, HSAG will work with 
the DHCFP to annually evaluate the measures to determine if the measures are: still current, meet 
the strategic quality objectives for the rural county expansion program, or need to be expanded to 
include new measures that evaluate additional conditions or health needs of the population 
served in the rural county expansion program. If any adjustments are needed to the list of 
measures used for the program, HSAG will recommend modifications to existing measures or new 
measures that will better serve the needs of the population served in the rural county expansion 
program and meet the DHCFP’s quality objectives.  
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Information Systems Readiness Review on Selected Expansion MCO 
Vendors 
As the nation’s largest EQRO, HSAG has designed and conducted Medicaid and dual 
Medicare/Medicaid readiness reviews in more than 15 states for over 100 health plans. HSAG’s 
comprehensive approach to readiness reviews result in more than just an arbitrary determination of 
health plan readiness. HSAG assesses each MCO’s preparations and ability to comply with federal and 
state contract standards, and most importantly, provides the state and the MCOs with technical 
assistance to effectively remediate critical gaps in knowledge and operational and systems 
capabilities. In 2017, HSAG successfully conducted the information systems (IS) and operational 
readiness reviews for the two new MCOs in Nevada that were awarded contracts in response to RFP 
3260 and for the dental benefits administrator (DBA/PAHP) that was awarded a contract in response 
to RFP 3425. 


In accordance with 42 CFR §438.66(d)(1)(ii-iii), the DHCFP must assess the readiness of a new MCO 
that has not previously contracted with the state or of an existing MCO that will provide covered 
benefits to new eligibility groups. Because the MCOs currently operating in the State of Nevada 
administer covered benefits to the TANF/CHAP and CHIP populations, a new MCO selected to provide 
services to the expansion populations in the rural counties would require a readiness review, while a 
readiness review for an existing MCO selected to provide services in the rural counties would be 
optional. Further, 42 CFR §438.66(d)(3) includes the provision that readiness reviews must include 
both a desk review of documents and on-site reviews that include interviews of the MCO staff and 
leaders of the key operational areas. Lastly, 42 CFR §438.66(d)(4) requires that readiness reviews 
assess the ability and capacity of the MCO to perform satisfactorily in four key areas—
operations/administration, service delivery, financial management, and systems management. 


HSAG’s approach to conducting readiness reviews of a new MCO’s information systems and 
operational structure has been proven effective regardless of the vendor being reviewed. The process 
for organizing, planning, developing data collection tools, collecting data, completing the desk and on-
site portions of the readiness review, aggregating findings, and reporting results varies only slightly 
when conducting a readiness review of a new MCO or an existing MCO, who’s population or territory 
expanded. The description of HSAG’s approach to conducting IS and operational readiness reviews 
that follows is similar to the one described in Section 2.1.5.4.B of this proposal with slight 
modifications detailed in each.  


APPROACH TO IS AND OPERATIONAL READINESS REVIEWS 
The purpose of the operational readiness review is to assess that each MCO has the structural and 
operational capacity to perform the Medicaid managed care functions described in the MCO’s contract 
with the DHCFP and ensure appropriate and timely access to quality healthcare services for Medicaid 
enrollees. The readiness reviews HSAG performs consist of two components: (1) operational readiness 
review, and (2) information systems (IS) readiness review. The purpose of the IS readiness review is to 
evaluate each MCO’s ability to adjudicate a set of test claims to pay providers and subsequently 
prepare encounters based on the adjudicated test cases. While two distinct areas of MCO operations 
are evaluated by the operational and IS readiness reviews, the process for acquiring MCO-specific data 
and determining the readiness of the MCO is the same. 
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To complete a comprehensive operational and IS readiness review of future vendors, HSAG organizes 
the activities into 10 steps, which include: 


1. Planning for the readiness review 
2. Creating a crosswalk of contract areas to federal requirements 
3. Creating data collection tools 
4. Training reviewers 
5. Collecting data  
6. Completing pre-on-site activities 
7. Completing on-site reviews 
8. Analyzing and compiling findings 
9. Reporting results 
10. Facilitating MCO remediation activities 


HSAG expands on each of these steps in the description that follows. 


STEP 1: PLANNING FOR READINESS REVIEW ACTIVITIES  
HSAG understands that planning is a vital component in conducting an efficient and effective 
readiness review. Consequently, the Nevada EQR contract manager collaborates with the DHCFP to 
customize the approach to the readiness review process to ensure the review meets federal 
requirements, contract requirements, and the DHCFP’s requests and preferences. HSAG is prepared to 
provide technical assistance and ongoing communication to each MCO vendor and the DHCFP 
regarding the process, timelines, and expectations to ensure the readiness review process is 
methodical, well-organized, efficient, and effective.  


Once the DHCFP requests that HSAG conduct a readiness review of a selected expansion MCO vendor, 
HSAG will propose a work plan for the readiness review that includes the activities and associated 
timelines necessary to complete the review. HSAG typically initiates readiness review activities 
approximately five months before the MCO contract start date. HSAG will determine the dates of the 
on-site review in collaboration with the DHCFP and vendor being reviewed. Once HSAG confirms the 
date with the DHCFP, HSAG will notify the HSAG readiness review team and the vendor so that all may 
prepare for the upcoming reviews.  


STEP 2: CREATING A CROSSWALK TO FEDERAL REQUIREMENTS 
The operational readiness review includes an assessment of 15 standards based on the requirements 
of the Nevada MCOs’ contracts. These standards are cross-walked to the key areas noted in 42 CFR 
§438.66(d)(4) and are presented in the table that follows. The IS readiness review includes an 
assessment of two standards based on the requirements of the MCO contract and are cross-walked to 
key areas noted in noted in 42 CFR §438.66(d)(4). The IS readiness review standards are also included 
in Table 2.1.5.5-1 on the following page. 
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Table 2.1.5.5-1: Crosswalk of Nevada Readiness Review Standards to Federal Readiness Review Areas 


Operational 
Readiness Review Standards 


Federal Readiness Review Areas 
42 CFR §438.66(d)(4)14 


Standard I: Internal Quality Assurance Program Quality improvement 
Standard II: Credentialing and Recredentialing Provider network management  
Standard III: Member Rights and Responsibilities Enrollee and provider communications 
Standard IV: Member Information Member services and outreach 
Standard V: Availability and Accessibility of 
Services 


Provider network management 


Standard VI: Continuity and Coordination of Care Case management/care coordination/service 
planning 


Standard VII: Grievance and Appeals Grievance and appeals 
Standard VIII: Subcontracts and Delegation Delegation and oversight of MCO responsibilities 
Standard IX: Cultural Competency Program Provider network management 
Standard X: Coverage and Authorization of 
Services 


Utilization review 


Standard XI: Provider Dispute and Complaint 
Resolution 


Grievance and appeals 


Standard XII: Confidentiality and Recordkeeping Delegation and oversight of MCO responsibilities 
Standard XIII: Provider Information Provider network management 
Standard XIV: Enrollment and Disenrollment Member services and outreach 
Standard XV: Program Integrity Program integrity/compliance 


Information System (IS) 
Readiness Review Standards 


Federal Readiness Review Areas 
42 CFR §438.66(d)(4) 


IS Review Standard I: Enrollment Systems Encounter data /enrollment information 
management  
Claims management 


IS Review Standard II: Claims and Encounter 
Systems 


STEP 3: CREATING READINESS REVIEW TOOLS 
HSAG understands the importance of developing complete and accurate readiness review tools that 
support comprehensive and objective evaluations of the vendor. HSAG creates the readiness review 
tools from State-specific requirements found in the vendor’s contract with the DHCFP and the 
associated federal requirements found in 42 Code of Federal Regulations (CFR) §438. Every readiness 
review involves a review of documents that include policies, procedures, and process information. 
HSAG has developed readiness review tools, tracking forms, training and interview guides, site visit 
agendas, file/record review checklists, on-site document review lists, pre-assessment desk review 
information lists, and other supportive working papers that have been used, tested, and improved by 
performing readiness review activities for the DHCFP. 


For the IS readiness review, HSAG creates the IS Readiness Desk Review Tool and IS Claims and 
Encounters Systems Testing tools. These tools are used to document the findings from the remote 
systems claims testing and encounter file validation conducted with the MCO as part of the IS 
readiness review. The test scenarios will include a range of professional, institutional, and pharmacy 
claims designed to encompass Nevada managed care benefits and billing requirements. The MCO will 


                                                           
14 An assessment of the MCO’s financial reporting and monitoring and financial solvency are performed by the DHCFP. 
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be provided fictitious recipients, providers, and claim files to be loaded into the MCO’s test systems to 
review with HSAG via WebEx on the day of systems testing. One week after the systems testing, the 
MCO will be required to submit the test claim encounter files in accordance with the DHCFP’s 
encounter submission file formats. The IS Claims and Encounters Systems Testing tools provide a 
record of HSAG’s findings regarding the MCO’s ability to process claims and submit encounters 
according to the scenarios. 


The readiness review also includes file reviews of initial credentialed providers to verify the vendor 
puts into practice what is written in its contract, as well as its policies. HSAG also uses checklists to 
review the vendor’s contractual compliance for certain documents, such as the member handbook, 
provider manual, members’ rights, and medical record standards related to confidentiality and record 
keeping.  


After HSAG drafts the readiness review tools, HSAG’s contract manager will submit the tools to the 
DHCFP for review. The documents sent to the DHCFP may include the readiness review evaluation 
tools, file review tools, checklists, and copies of the correspondence to be sent to the vendors in 
preparation for the on-site readiness review and claims processing demonstration.  


STEP 4: TRAINING THE HSAG READINESS REVIEW TEAM  
HSAG’s operational readiness review team is led by HSAG’s contract manager, Gretchen Thompson, 
who has been conducting the compliance and readiness reviews of Nevada managed care vendors 
since 2009. The IS readiness review is led by Holly Dolgaard, who has been performing IS readiness 
reviews of MCOs for over five years. Ms. Thompson, Ms. Dolgaard, and the readiness review team 
members have extensive knowledge of current best practices in the industry, Medicaid managed care 
programs and related regulations, as well as Nevada-specific practice guidelines in the areas of access, 
structure and operations, and measurement and improvement. The team chosen for the Nevada 
readiness reviews will include HSAG staff members who have extensive experience in conducting 
compliance and readiness review activities for MCOs in Nevada, as well as other states.  


HSAG’s contract manager conducts a training session for the readiness review team to provide them 
with Nevada-specific managed care program nuances and contract requirements. The team training 
helps to standardize the process for documenting information garnered from the desk review and 
interviews with vendor staff members. Items covered during the training sessions include: 


 CMS Medicaid managed care requirements included in the readiness review.  
 State-specific requirements included in the readiness review.  
 Requirements for any checklists or file reviews included in the readiness review.  
 Structure and operation of the Nevada TANF/CHAP and CHIP managed care program.  
 Instructions concerning the completion of the readiness review tools and reports.  
 Timelines associated with the readiness review.  


STEP 5: COLLECTING READINESS REVIEW DATA FROM THE VENDORS  
Approximately eight weeks prior to the on-site review, HSAG will send the readiness review 
documents to the vendors. The information includes the DHCFP-approved readiness review tools and 
detailed instructions for completing the documents that must be submitted to HSAG for the pre-on-site 
desk review. HSAG also provides information about accessing HSAG’s FTP site. The FTP site provides a 
secure location to upload the review tool and the desk review documents. HSAG’s cover letter that 
describes the readiness review instructs the vendor to upload all documentation to HSAG’s FTP site by 
a specified date, usually four weeks prior to the on-site review. Once the vendor uploads the 
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information to the HSAG FTP site, HSAG reviewers retrieve files from the FTP site to begin the pre-on-
site document review.  


HSAG also conducts credentialing file reviews during the on-site readiness review. In the instructions 
to the vendor to request documentation, HSAG includes requirements to post data files to HSAG’s FTP 
site that lists activities that occurred within a specific period. For example, for credentialing, the 
vendor must provide a list of providers who were credentialed before a specified date. From the list, 
HSAG selects the cases to be reviewed during the on-site review to ensure the MCO appropriately 
credentials providers who will serve rural counties enrolled with the MCO.  


STEP 6: COMPLETING PRE-ON-SITE REVIEW ACTIVITIES 
After HSAG receives the documents from the vendor, the team leader and on-site reviewers begin 
activities to assess the MCO’s readiness to perform the federal and State requirements, as described in 
the subsections that follow. 


Technical Assistance Teleconference 
Within two weeks of HSAG sending the readiness review tools and instructions to vendors, the HSAG 
readiness review team hosts a webinar with vendors to introduce the various documents that were 
sent each vendor and to reiterate the process for completing the vendor questionnaire, readiness 
review evaluation tool, and for uploading documents to the HSAG FTP site. It is during this webinar 
that vendor staff members may: 


 Ask questions and seek clarification about the readiness review tools, supporting documentation, 
the process for uploading information to the HSAG FTP site. 


 Clarify the timelines and logistics associated with the readiness review. 
 Review claims and encounter systems testing objectives and seek guidance on preparing for 


systems testing performed by HSAG. 


HSAG has found that this simple 60-90-minute webinar enables vendor staff to better prepare for the 
readiness review thereby making it a more productive experience for the vendors, HSAG, and the 
DHCFP.  


Pre-On-Site Document Review  
Approximately four weeks prior to the on-site review, the HSAG team leader and on-site reviewers 
begin the pre-on-site or desk review of documents submitted by each vendor. The pre-on-site review, 
or desk review, enables HSAG reviewers to become familiar with each vendor’s structure, staffing, 
operations, claims and encounter processing systems, and unique processes. Based on the desk 
review, HSAG reviewers draft interview questions to be addressed by vendor staff members during the 
on-site review.  


Posting the Agendas and File Review List  
Approximately one week prior to the on-site review, HSAG posts the agenda and schedules the 
operational and IS readiness reviews. The agenda lists the proposed date and time for interviews with 
the vendor’s staff members. HSAG always allows the vendor the opportunity to rearrange the 
interview and file review times to accommodate the needs of its staff members. HSAG also posts the 
claims testing scenarios the vendor must use to demonstrate its claims adjudication and encounter 
processing systems.  


Approximately one week prior to the review, HSAG posts to the FTP site the list of the files to be 
audited during the operational on-site visit. After HSAG notifies the vendor that the lists are posted to 







  


 


State of Nevada Purchasing Division 
Response to Request for Proposal 3491, External Quality Review Organization 


Technical Proposal 
124 


 


the FTP site, the vendor compiles the documents needed for the file reviews to have the information 
available on the first day of the on-site review.  


STEP 7: COMPLETING READINESS REVIEW ACTIVITIES 
Opening Conference and Staff Interviews  
The first activity that occurs during the on-site review is the opening conference. HSAG staff members 
introduce themselves and explain their roles for the readiness review activities. The vendor staff 
members also introduce themselves and may share information about their plan operations. HSAG 
staff members review the proposed agenda with the vendor’s staff members to determine if any 
adjustments are needed to the agenda or the proposed interview times.  


After the opening conference, the readiness review interviews begin. HSAG meets with the key vendor 
staff members who perform activities associated with each standard to determine the processes for 
operationalizing the vendor’s policies and procedures. HSAG reviewers also ask questions to clarify the 
information submitted with the pre-on-site documents. HSAG conducts interviews with the vendor 
staff members to:  


 Gain a clear and concise understanding of the vendor’s ability to meet the regulatory 
requirements.  


 Answer questions from the vendor staff members about the review standards.  
 Receive clarification concerning any policies, procedures, and processes presented by the MCO. 
 Compare the information gained from reviewing the pre-on-site documents to information gained 


during the interviews.  
 Provide the opportunity for HSAG reviewers to request additional relevant documents that may 


not have been included in the pre-on-site documentation.  
 Process test claims in a live claims adjudication environment using the claims processing scenarios 


provided by HSAG. 
 Review claims monitoring and audit controls. 
 Review the MCO’s encounter data processes and systems.  


Collecting Other Accessory Information  
HSAG’s reviewers continually evaluate additional documentation provided during the on-site reviews. 
Additional documentation may be in the form of committee minutes, reports, documents, or records 
that were not submitted prior to the audit. HSAG reviewers log each document submitted by the 
vendor during the on-site review so it may be referenced later. 


When conducting the file review, HSAG evaluates the files with a vendor staff member present so the 
HSAG reviewer may ask the staff member questions and clarify questionable processes or areas of 
concern. The HSAG reviewer may identify missing documentation and allow the vendor staff member 
the opportunity to locate the missing information. An element is marked as deficient only if the staff 
member cannot locate the information needed to satisfy the element on the review tool.  


Closing Conference and Exit Interviews  
The final activity during the readiness review is the closing conference and the exit interviews. At the 
end of the readiness review, HSAG conducts a closing summation with the vendor staff to discuss 
HSAG’s comprehension of information obtained during the readiness review process. Vendor staff 
members may also answer additional questions and present supplementary documentation to clarify 
an area of concern noted by HSAG.  
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During the closing conference, HSAG provides information about the next steps in the readiness review 
process. Next steps involve analyzing the information obtained during the on-site review and 
compiling the findings from all the HSAG on-site reviewers. During the closing conference, HSAG 
communicates the approximate timeline for submitting the draft report to the DHCFP and the vendor, 
as well as the process for submitting a remediation or corrective action plan, should one be required.  


STEP 8: ANALYZING AND COMPILING FINDINGS  
From a review of documents, observations, and interviews with key staff during the readiness review, 
the HSAG reviewer assigned a score for each element and an aggregate score for each standard for 
the Operational Readiness Review Evaluation tool and the IS Readiness Desk Review tool. Certain 
elements are considered more critical to the successful launch of a managed care program, such as the 
ability to notify individuals of the services available and how to obtain those services, processing 
grievances and appeals, contracting with providers, and capturing enrollment and service information 
from the DHCFP’s MIS to process claims. Each element was given a score of Complete, Incomplete, or 
Incomplete—Critical.  


HSAG’s scoring included the following:  


 Complete indicates full compliance defined as both of the following: 


● All documentation listed under a regulatory provision, or component thereof, is present. 
● Staff members can provide responses to reviewers that are consistent with each other and 


with the policies and/or processes described in documentation. 


 Incomplete indicates noncompliance defined as either of the following: 
● No documentation is present, or documentation is unclear or contains conflicting information 


that does not address the regulatory requirement. 
● Staff members have little or no knowledge of processes or issues addressed by the regulatory 


provisions. 
● For those provisions with multiple components, key components of the provision cannot be 


identified and any findings of Incomplete result in an overall provision finding of incomplete, 
regardless of the findings noted for the remaining components. 


 Incomplete—Critical indicates noncompliance (previously defined) and requires the MCO to correct 
a deficiency prior to commencing services. 


STEP 9: REPORTING RESULTS  
Upon compiling the results from the readiness review and determining the level of completeness with 
each review element, HSAG creates a comprehensive readiness review report that includes a copy of 
the completed readiness review tools used for the review. The readiness review tools contain the 
findings for each element reviewed, as well as a description of the areas that are incomplete that 
require remediation. HSAG also includes a template the vendor uses to document the proposed 
remediation plans for each requirement that were found to be incomplete.  


Following editing and final review by the readiness review team, HSAG sends the report to DHCFP staff 
members, giving them the opportunity to review the report and provide feedback to HSAG. After 
HSAG receives feedback, HSAG sends the report with the remediation plan template to the vendor so 
they may review the report and provide a response to each area that was found to be incomplete.  
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STEP 10: FACILITATING REMEDIATION PLAN DEVELOPMENT AND APPROVAL  
The remediation plan template provided in HSAG’s readiness review report contains the findings and 
recommendation for each element found to be incomplete during the readiness review. The MCO must 
use the template provided in the report to submit its remediation plan to the DHCFP, which shall detail 
the MCO’s proposed plan to remediate all elements scored Incomplete or Incomplete—Critical. The 
DHCFP and HSAG typically allow the vendor two weeks to submit the remediation plan using the 
template provided in the report. While HSAG facilitates the process of collecting the information from 
the MCO to support its remediation plan, the DHCFP maintains ultimate authority for critical element 
designation and approving remediation plans submitted in response to the readiness review report.  


Once all areas found to be incomplete are remedied by the vendor, HSAG produces a final report that 
includes the remediation plan completed by the vendor and approved by the DHCFP. This is the final 
step in the readiness review. HSAG provides the report to the DHCFP and the vendor in hard copy and 
electronic format. HSAG understands the State retains ownership of all contract deliverables and has 
the unlimited rights to use, disclose, or duplicate all deliverables produced by HSAG.  


Technical Assistance to MCOs on Performance Measures 
Development 
HSAG recognizes that each MCO may be in a different developmental phase, may be staffed 
differently, and may offer various levels of sophistication and expertise. HSAG staff members will work 
closely with each MCO’s team in developing processes to understand the performance measure 
methodologies, implement activities and interventions to improve outcomes leading to improved 
performance measure results, and systems to report performance measure rates. To assist MCOs that 
are struggling with the performance measure processes, HSAG staff members will participate in 
frequent conference calls, provide information on best practices and opportunities, and provide 
suggestions to MCOs regarding external resources that may work collaboratively to improve 
performance and outcomes. 


HSAG finds it invaluable to emphasize the performance measure validation planning process. HSAG 
will provide the MCOs with technical assistance to develop performance measure processes that allow 
the MCOs to be successful in reporting all required performance measures in a manner suitable for 
validation.  


HEDIS Compliance Audits or Validation of Measures Using CMS 
Validating Performance Measures Protocol 
As the EQRO for the State of Nevada, HSAG is prepared to validate performance measures for the 
TANF/CHAP and CHIP expansion populations into the rural counties. HSAG will conduct the 
performance measure validation activities in accordance with 42 CFR §438.358(b)(1)(ii), using HEDIS 
specifications or population appropriate methodologies determined by the DHCFP. HSAG has been an 
NCQA-licensed HEDIS Compliance Audit Organization conducting HEDIS compliance audits since 1998. 
HSAG has five Certified HEDIS Compliance Auditors (CHCAs) on staff and has established working 
relationships with other CHCA consultants to ensure all customer validation needs are met in a timely 
manner.  


HSAG understands that while certain performance measures are based on HEDIS specifications, not all 
performance measures used by the managed care program are HEDIS measures that follow the HEDIS 
specifications. For example, some of the performance measures identified for the DBA/PAHP are not 
HEDIS measures, but they are still valuable indicators of performance for a DBA/PAHP. Should the 
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DHCFP decide to expand managed care to the rural counties, it might also consider expansion of the 
dental managed care program to the rural counties. HSAG is prepared to conduct HEDIS compliance 
audits of the MCOs, using the interactive data submission system (IDSS) to submit HEDIS performance 
measure rates to NCQA. HSAG is prepared to conduct performance measure validation of the 
DBA/PAHP following the CMS publication, EQR Protocol 2: Validation of Performance Measures: A 
Mandatory Protocol for External Quality Review (EQR), Version 2.0, September 2012. The certified 
HEDIS compliance audit HSAG performs for MCOs also aligns with the process outlined in the CMS 
protocol, but there are extra steps and nuances of a certified HEDIS compliance audit that are not 
specifically outlined in the CMS protocol, such as the IDSS submission. HSAG assures that the HEDIS 
compliance audit performed for the MCOs meets the requirements outlined in the federal regulations, 
as well as the CMS protocol. HSAG’s proposed approach for validating performance measures, using 
certified HEDIS compliance audits for MCOs and performance measure validation for the DBA/PAHP, is 
described in the paragraphs that follow. When the HEDIS compliance activity and performance 
measure validation activity align, HSAG’s description will refer to MCOs and the DBA/PAHP 
collectively as “vendors.” For any deviation, HSAG will specify to which vendor the process refers.  


Descriptions of the pre-on-site, on-site, and post-on-site activities to validate performance measures 
are similar to those described in Section 2.1.3.2 of this proposal with slight modifications detailed in 
each. 


ACTIVITY 1: PRE-ON-SITE VISIT ACTIVITIES  
Determine the measure(s) and associated specifications for validation 
HSAG will work with the DHCFP to identify the performance measure(s) for validation and to clarify 
measure specifications (e.g., sampling guidelines, eligible population criteria, and numerator and 
denominator identification) using the standardized measure specifications. HSAG also will assist in 
determining the best format to submit the measures.  


Prepare the vendor and communicate expectations 
HSAG has found it invaluable to emphasize the validation planning process so deadlines and 
expectations for deliverables are clearly identified and agreed upon. HSAG will provide the vendor 
with technical assistance to report all required performance measures in a manner suitable for 
validation. During the initial performance measure validation kick-off call, HSAG will introduce the 
validation team to the vendor and clearly define roles and responsibilities.  


Prepare documentation request 
HSAG will provide the DHCFP, for review and approval, a draft documentation request letter and an 
information collection tool that is appropriate for the audit. The two information collection tools are: 


 Information Systems Capabilities Assessment Tool (ISCAT), an information collection tool used for 
performance measure validation and outlined in the CMS protocol 


 Record of Administration, Data Management and Processes (Roadmap), an information collection 
tool prescribed by NCQA to conduct HEDIS compliance audits 


The request letter will detail all required documentation that is needed from the vendor and the 
associated timelines for completion. Once approved, HSAG will transmit the documentation request 
and ISCAT/Roadmap to the vendor. HSAG will instruct each vendor to complete either the ISCAT, as 
described in the CMS protocols, or the Roadmap as described NCQA HEDIS Compliance audit protocol, 
based on the vendor being audited. HSAG will modify the ISCAT, as necessary, to meet the validation 
requirements.  
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The ISCAT and Roadmap are information collection tools that inform the auditor about the vendor’s 
information management system. The ISCAT/Roadmap also collect information on data integration 
and processes used to determine rates for specific measures. The CMS protocols permit auditors to use 
the NCQA Roadmap in lieu of the ISCAT to collect information about a vendor and to complete the 
performance measure validation activity. The ISCAT may only be used for performance measure 
validation and may not be used for a HEDIS compliance audit. The ISCAT/Roadmap, along with 
supporting documentation that accompanies it, collects information about the vendor’s membership 
and healthcare delivery environment, data collection tools, common data formats, data file layouts, 
and results of any data validation studies. 


A review of the vendor’s ISCAT/Roadmap information will enable HSAG to prepare for on-site visits 
and clarify any outstanding issues. HSAG will provide technical assistance to each vendor, as needed, 
to complete the ISCAT/Roadmap and will work to minimize any burden that might be placed on the 
vendor’s staff to complete the documentation request. HSAG has a secure FTP site for the State and 
each vendor to transfer data and other documents related to the validation activity.  


Conduct CAHPS® sample frame validation 
Because some of the NCQA HEDIS-based measures can only be captured through a CAHPS survey, 
HSAG validates the sample frame for the CAHPS survey in accordance with the most recent version of 
NCQA’s HEDIS, Volume 5: HEDIS Compliance Audit: Standards, Policies and Procedures. The sample 
frame validation includes a review of specific reporting methods used for HEDIS/CAHPS measures, 
including:  


 Detailed evaluation of the computer programming (source code) used to generate the survey 
sample frame, ensuring its compliance with specifications for survey measures. If the sample 
frame was generated using a vendor whose measures were certified by NCQA, HSAG ensured that 
the sample frame method received a Pass status. 


 Detailed review of the survey sample frame file elements to verify compliance with the required 
layout specified in NCQA’s current Volume 3: Specifications for Survey Measures, and that the 
measure-specific eligibility flags were present as applicable. 


 Evaluation of membership data completeness. 
 Verification that the vendor’s survey was administered by an NCQA-Certified HEDIS Survey 


Vendor. 


HSAG completes the CAHPS sample frame validation activity as part of the MCO HEDIS compliance 
audit activities. 


Review source code 
In addition to the ISCAT/Roadmap responses, HSAG will obtain from the vendor the detailed source 
code and programming logic used to calculate each measure. HSAG programmers, assigned according 
to familiarity and expertise with the programming language used by each vendor, will conduct a 
detailed review of each line of code to ensure strict compliance with measure specifications, identify 
and estimate any potential bias, and identify any necessary corrections.  


Assess integrity of the vendor’s information systems (IS)  
Completing an IS capabilities assessment is a critical validation task that provides valuable feedback 
to the DHCFP and the vendor on the integrity of the information system and the completeness and 
accuracy of the data produced by that system. As part of the ISCAT/Roadmap, HSAG will receive 
detailed information regarding all data systems that feed into the collecting and reporting of 
performance measures, including patient data, provider data, claims/encounter data, survey data, 
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and data integration processes. The validation team will review submitted documents to identify 
system or procedural weaknesses that may impact the accuracy of the performance measure rates. 
HSAG will review this information before the on-site visit to assist in guiding the team toward specific 
areas of focus. 


Prepare the agenda for the vendor on-site review/interviews 
Performing an efficient and effective on-site review requires an agenda that assists the vendor in 
planning staff participation in interviews, gathering required documentation, and addressing logistical 
issues such as arranging locations for reviewers to conduct documentation review and interviews. An 
agenda will set the tone and expectations for the on-site visit, so all participants understand the time 
frames for the review. HSAG will send a final agenda to each vendor no later than two weeks before 
the on-site visit. 


HSAG will maintain ongoing dialogue with each vendor to enable the organization to prepare for the 
on-site visit adequately and for the visit to be productive. HSAG’s approach is supportive and 
educational with ongoing correspondence. 


ACTIVITY 2: ON-SITE VISIT ACTIVITIES 
The CMS and NCQA protocols require an on-site evaluation for the validation of performance 
measures. HSAG will conduct an on-site visit at each vendor as part of the validation activities. The on-
site visit will build on the findings from the pre-on-site document review of the information systems, 
the source code review, and the assessment of data provided. The on-site activities will include a 
review of systems that collect and create measure-related data and of data integration processes and 
performance calculation methodologies performed either in-house by the vendor or by its 
subcontractor. HSAG’s on-site review process will include the following activities as detailed on the 
agenda:  


Conduct opening meeting 
The opening meeting will include introductions between the HSAG auditor and the key staff involved 
in the performance measurement activities. The auditor will explain how he/she will conduct the 
review and discuss the purpose of the meeting, the required documentation, any queries to be 
performed, and the sharing of findings with the vendor. Additionally, meeting participants will revisit 
the agenda and discuss logistics. 


Review data management processes 
The goal of this session is to determine how the data sources are combined and how the analytic file is 
produced to report the selected performance measures. Session participants will review backup 
documentation on data integration and the HSAG auditor will interview staff members regarding 
software products used during data file production, sampling, and measure computation. The HSAG 
auditor also will review the data control and security procedures during this session.  


Review documentation processes 
Documentation review alone is generally insufficient to determine compliance, as content and actual 
performance of procedures in the documents typically can only be confirmed through interviews with 
the vendor’s personnel. The HSAG auditor will discuss the vendor’s documentation processes to collect, 
store, validate, and report the performance measure data. This session is interactive with key staff 
members, so the auditor can get a complete picture of all steps that generate the performance 
measures. The interviews will be used to confirm findings from the documentation review, expand or 
clarify outstanding issues, and ascertain that written policies and procedures are used and followed in 
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daily practice. The auditor will take notes throughout the interviews to document the review findings. 
Types of documentation reviewed will include the project work plan, data files, data dictionaries, 
testing and validation of output files, computer queries, policies and procedures, log files, and 
database/application manuals. 


Evaluate algorithmic compliance 
The on-site audit will include a complete information systems assessment that focuses on claims and 
encounter data, enrollment data, and provider data processing. Additionally, the HSAG auditor will 
evaluate the processes used to collect and calculate the performance measures, including accurate 
numerator and denominator identification and algorithmic compliance. This review will ensure that 
rate calculations are performed correctly, all data are combined appropriately, and numerator events 
are counted accurately.  


During this session, the HSAG auditor will use several review techniques, including staff interviews, 
primary source verification, and observation to examine the data collection and reporting processes. 


Report performance measures 
HSAG will ensure that the vendor has reported the performance measures to the DHCFP using the 
proper reporting tool and method of delivery, keeping in mind appropriate timelines. The HSAG 
auditor will ensure that all required measures have been reported as specified by the DHCFP and will 
note any deviations. The vendor will be instructed to correct any issues.  


Conduct closing conference 
At the conclusion of the on-site visit, HSAG will conduct a summation conference with key staff 
members. The intent of this meeting will be to summarize preliminary findings and outline the 
documentation requirements post-site visit. 


ACTIVITY 3: POST-SITE VISIT ACTIVITIES 
The focus of the post-site visit activities includes assessing the vendor’s corrective actions and the 
medical record review validation process as follows: 


Assess status of vendor corrective actions 
HSAG will track the verbal and written exchange of information throughout the audit and provide 
recommendations to improve or correct deficiencies. Furthermore, HSAG will ensure that each issue is 
resolved and will record the dates the vendor corrected the deficiencies and the date HSAG verified 
that the corrections were made.  


Perform medical record review validation 
The HSAG medical record review validation team includes experienced registered nurses and 
professional staff trained in hybrid methodology measure specifications and HIPAA protocols. 
Beginning with the audit kick-off call, the team will explain and assist each vendor through each step 
of the medical record review validation process. HSAG will work closely with each vendor to ensure all 
obstacles that could impact hybrid reported rates are identified and corrected early in the audit. 
Understanding the various challenges associated with medical record procurement and abstraction 
within a tight time frame, the medical record review validation team will provide guidance through 
the following steps: 


 Step 1: Participate in the initial pre-audit kick-off call. 
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 Step 2: Review and clarify all ISCAT/Roadmap responses pertaining to the vendor’s medical record 
review process, including reviewer training and quality assurance, medical record procurement 
approach, and data integration with administrative data and vendor oversight. 


 Step 3: Conduct a thorough review of the vendor’s selected data abstraction tools, functionality, 
and reviewer instructions. 


 Step 4: Request and review a convenience sample across all hybrid measures. This activity will 
take place early during the vendor’s medical record review process.  


Upon completing the convenience sample review, HSAG’s medical record review validation team will 
provide feedback to the vendor to ensure they are following accurate abstraction practices according 
to the HEDIS and non-HEDIS hybrid methodology measure specifications. HSAG will: 


 Provide ongoing support during medical record procurement and abstraction. 
 Conduct a final over-read review of multiple hybrid measures. 
 Provide corrective actions.  
 Assist with the final review of hybrid rates. 


Verification of vendor corrections, verification of patient-level detail file, and final rate review 
HSAG will notify each vendor of all findings as soon as possible to allow enough time for corrective 
action, if necessary. Once all requested follow-up items and any corrective actions are resolved, each 
vendor will receive a final IS Tracking Grid report that shows the result for each item. HSAG will review 
the final rates to assess data completeness and accuracy. HSAG also will provide the vendor with a 
results report that includes a comparison of the preliminary rates and the prior two years’ rates (if 
available), and shows how each rate compares with the national HEDIS benchmarks for HEDIS 
measures. Any significant increase or decrease in rates will be highlighted with the auditor’s 
feedback/questions. During final rate review, HSAG will compare the final rates with the preliminary 
rates and note any significant changes. If any errors are discovered during preliminary rate review, the 
auditor will review the final rates to ensure the errors were corrected. 


For HEDIS compliance audits, HSAG and the MCOs are required to use the interactive data submission 
system (IDSS) to report HEDIS rates to NCQA. As part of this process, HSAG will ensure that the MRR 
numerator counts in the IDSS submission(s) and rate templates match the lists that the MCO submits 
in May of each year. For performance measure validation, the HSAG verifies that the final rates 
reported by the vendor in the final rate sheet supplied by HSAG match the MRR numerator counts. If 
there are any discrepancies noted by HSAG, in either the IDSS or final rate sheet, the auditor will 
incorporate these findings and require the vendor to make corrections, as needed. If any vendor 
declines or is unable to revise a noncompliant methodology, the auditor will assess whether the 
noncompliance affects reporting and will advise the vendor that noncompliance may result in 
designating the measures Not Reportable (NR). Once the final rates are confirmed for the HEDIS 
compliance audit, the CHCA applies its auditor-lock to the IDSS, which is then submitted to NCQA. The 
auditor will include final measure scoring and any recommendations in the final audit report.  


Achieving Uniform Scoring 
HSAG uses the standardized rating methodology for performance measure validation as outlined in 
the current CMS protocol. The following is a list of the validation findings and their corresponding 
definitions used in assigning uniform ratings.  


 R = Report: Measure was compliant with state specifications. 
 NR = Not Reported: This designation is assigned to measures for which (1) the vendor rate was 


materially biased or (2) the vendor was not required to report. 
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 NB = No Benefit: Measure was not reported because the vendor did not offer the benefit required 
by the measure.  


 Additional ratings are also assigned to match the NCQA HEDIS compliance audit designations.  


The HSAG lead auditor ensures that audit team members accurately document their findings and that 
the findings support the rate designations assigned to the measures. Lead auditors confer with each 
other and debrief after each audit to confirm that each review is consistent in processes, findings, and 
scores across the various audit teams and across organizations. HSAG also subjects each report to a 
validation process that reviews for accuracy of scoring and analytic content, and for consistency across 
reports. 


Report findings 
Following the DHCFP’s review and approval of the organization-specific draft reports each year, HSAG 
will provide the vendor with their respective preliminary findings and draft performance measure 
validation reports, which will incorporate audit findings from the pre-on-site, on-site, and post-site 
visit activities. The report will consist of a description of the audit process and methodology, a review 
of standards and data sources, and recommendations for data collection and analysis. The measure 
validation section will include methods used to obtain documentation, an evaluation of information 
systems, measure-specific findings, the process to review final reported rates for potential bias, and 
aggregate and categorical review findings. The report will detail information system capabilities for 
performance measure data collection and will discuss additional data sources that could potentially be 
used for future performance measure reporting.  


HSAG also will present results of any corrected programming logic, including corrections to 
numerators, denominators, or sampling used for final measure calculation, as well as any required 
corrective actions. HSAG will include in the report a summary of major problems identified, corrective 
actions identified and implemented, follow-up on the corrective action results, and other 
recommendations to improve the quality of the vendor’s data.  


In addition, HSAG will present rate results indicating whether the validated measure is reportable or 
not reportable (due to a material bias in the calculated rate for a measure). Once approved, the 
DHCFP and each vendor will receive final organization-specific reports. HSAG’s final audit reports 
comply with all NCQA HEDIS compliance audit standards and CMS validation of performance 
measures reporting requirements, and they provide the vendor with valuable feedback and actionable 
recommendations for improving performance measure data collection and reporting activities. HSAG 
will include in the reports the performance measure rate trends and compare those results to national 
HEDIS and other benchmarks. 


HSAG can modify some of the above activities or include additional steps based on the DHCFP’s 
reporting specifications. HSAG’s approach to conducting audits allows for quick adjustments based on 
the State’s requirements to modify the report process as needed. 
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2.1.5.6 At the discretion of the DHCFP, the EQRO may be asked to provide additional technical assistance 
or consultative services related to EQR activities. All requests for technical assistance or 
consultative services shall be transmitted in writing from the DHCFP to the EQRO. Each request, at 
a minimum, will include the following:  
A. A description of the major functions, tasks, and activities required;  
B. The timeline/due date for any reports or identified deliverables;  
C. Specifications as to the medium and/or format of the desired deliverable;  
D. A listing of the EQRO's project requirements; and  
E. Any other instructions, definitions, specifications, requirements, outcomes, tangible items, or 


projects expected.  
The EQRO will submit to the DHCFP, for approval, its cost proposal for completing the technical 
assistance or consultative project according to the scope of work detailed in the DHCFP's request. 


HSAG understands and will comply with the requirements set forth in 2.1.5.6.A through E. 


TECHNICAL ASSISTANCE AND CONSULTATIVE SERVICES 
HSAG has collaborated with the DHCFP to provide technical assistance regarding the DHCFP’s 
managed care program since it began providing EQR services to the State of Nevada. While HSAG’s 
contract manager has facilitated most of the technical assistance provided to the DHCFP over the past 
nine years, HSAG’s EQR team brings a wealth of knowledge and expertise in the areas of performance 
measure development, validation, calculation, and reporting; performance improvement project 
facilitation and validation; biostatics and complex analytics; network analyses and validation; 
managed care rules and regulation interpretation; medical record review; survey development and 
administration; quality rating system development and deployment; managed care expansion; clinical 
studies; and encounter data validation. 


Approach to Providing Technical Assistance 
HSAG is prepared to work with the DHCFP to explore and define the technical assistance needs related 
to EQR activities. HSAG understands the DHCFP’s request for technical assistance will be on a case-by-
case basis. HSAG is prepared to provide education and technical assistance to the DHCFP to further its 
quality initiatives and DHHS priorities. HSAG is prepared to provide technical assistance that:  


 Addresses areas with the highest priority with the probability of producing improvement 
associated with (1) an aspect of care related to quality, access, timeliness, and/or member health 
outcomes; (2) improved performance related to meeting specific DHCFP contract requirements; 
and (3) strategies for engaging providers and members to embrace early detection of disease and 
illness, early intervention, prevention, and health promotion activities to achieve overall 
population health.  


 Facilitates vendor improvement activities in an area where performance has not met the DHCFP’s 
expectations.  


 Facilitates accurate and timely reporting of technical data to CMS or other stakeholders.  
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HSAG understands the DHCFP’s technical assistance requests may range from basic quality 
improvement methods to more complex needs, such as measure calculation, data analyses, and 
specialized reporting. HSAG is prepared to respond to the DHCFP’s requests for technical assistance for 
both the managed care and FFS programs. When requested, HSAG will submit a technical proposal 
that includes: 


 A description of the major functions, tasks, and activities to be accomplished by HSAG 
 The proposed timeline and associated due dates for any reports or deliverables that result from 


the activity 
 The specifications of the deliverable to be produced, which may include subgroup analyses defined 


by the DHCFP 
 A listing of HSAG’s project requirements, such as data file layouts and elements that must be 


contained in the data extract 
 All other associated instructions, definitions, or specifications that must be considered when 


conducting the activity 


Along with the technical proposal outlined above, HSAG will submit the cost proposal for completing 
the technical assistance that encompasses the parameters agreed upon by the DHCFP and HSAG staff 
members. 
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2.2 QUALIFICATIONS OF EXTERNAL QUALITY REVIEW 
ORGANIZATIONS 


The following are mandatory requirements needed to successfully meet the minimum standards of this RFP. These 
items are not negotiable. 


HSAG understands and attests that it meets and will continue to meet the standards and requirements 
set forth in 2.2.1 through 2.2.9 of this section. 


2.2.1 The vendor and all subcontractors must meet all requirements of 42 CFR 438.354 and the mandatory 
DHCFP contract requirements as follows:  
2.2.1.1 The vendor must have staff with demonstrated experience, knowledge and skills of:  


A. Medicaid recipients, policies, data systems, and processes;  
B. Managed care delivery systems, organizations, and financing;  


2.2.1.2 Quality assessment and improvement methods; and  
2.2.1.3 Research design and methodology, including statistical analysis. 


HSAG meets the EQRO competence requirements set forth in 42 CFR §438.354(b). In addition, HSAG’s 
subcontractor, DataStat, meets the competence requirements applicable to its subcontracted scope of 
services, as described in Section 3.2 of this proposal. HSAG maintains qualified staff with 
demonstrated experience, knowledge, and skills in the areas of Medicaid recipients, policies, data 
systems, and processes; managed care delivery systems, organizations, and financing; quality 
assessment and improvement methods; and research design and methodology, including statistical 
analysis. Moreover, HSAG requires its subcontractors to maintain staff with the experience, 
knowledge, and skills necessary to fulfill the subcontractor’s designated duties for its delegated scope 
of services.  


DEMONSTRATED EXPERIENCE, KNOWLEDGE, AND SKILLS 
Medicaid Recipients 
HSAG currently provides EQR or EQR-related activities in Nevada, Arizona, California, Colorado, 
Florida, Georgia, Hawaii, Illinois, Iowa, Michigan, New Hampshire, Ohio, Tennessee, Utah, Vermont, 
and Virginia, respectively. In HSAG’s experience, each state’s demographics, geography, availability 
and accessibility of appropriate providers, available resources to serve Medicaid and CHIP members, 
and state-contracted health plans are all critical factors that contribute to the success of the respective 
state’s Medicaid program to serve its recipients. For existing and continuing EQR customers, such as 
Nevada, HSAG remains current with state program changes (e.g., waivers and Medicaid expansions), 
changes in contractors, population-specific characteristics, healthcare challenges, state health 
priorities, and state or federal regulatory changes that impact the Medicaid and CHIP program and 
population. HSAG applies this knowledge to its quality assessment and improvement activities.  


As the current EQRO for the State of Nevada, HSAG consistently demonstrates its experience and 
knowledge of the Nevada Medicaid and Check Up program and population characteristics, while 
providing EQR activities tailored to the State’s needs and healthcare priorities and in alignment with 
the DHCFP’s quality strategy. 
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Medicaid Policies 
To ensure compliance with Medicaid policies and processes, HSAG staff members remain fully 
informed of applicable Medicaid and CHIP laws, regulations, policies, and trends. Additionally, they 
keep HSAG’s EQR contracted states informed of pertinent national healthcare issues, comparable 
states’ standards for Medicaid and CHIP managed care programs, and changes in federal 
requirements. HSAG’s staff members also remain abreast of other healthcare industry standards, such 
as those of the NCQA, the Joint Commission, the National Quality Forum, and the American Medical 
Association.  


HSAG’s staff members are fully versed and competent in CMS EQR protocols. In 2012, HSAG’s staff 
provided CMS with input and feedback on the protocols for conducting EQR activities. CMS 
incorporated all HSAG input into the current protocols related to performance improvement project 
(PIP) validation and performance measure validation. In 2017, CMS again sought HSAG’s assistance 
and feedback related to existing EQR protocols, as well as the new protocol under development for 
validating the adequacy of health plans’ provider networks. As new or revised regulations and 
protocols become effective, HSAG incorporates changes to its compliance review and other quality 
oversight procedures and projects to comply with the Medicaid and CHIP managed care regulations 
(Medicaid and CHIP Managed Care Final Rule [CMS 2390-P] effective July 5, 2016).  


HSAG’s senior staff members serve on national and local committees that address issues and policies 
germane to the Medicaid/CHIP program. The lessons learned, coupled with Medicaid policy 
information garnered from HSAG’s involvement in these panels and workgroups, is shared with 
HSAG’s State and Corporate Services leadership team to benefit EQRO customers; examples of HSAG’s 
involvement follow. 


Gretchen Thompson, MBA, CPHQ, serves as an executive director of HSAG’s State and Corporate 
Services division, and the Nevada contract manager. With more than 20 years of experience in 
healthcare administration and managed care, Ms. Thompson’s expertise spans Medicaid, Medicare, 
and other publicly funded healthcare systems. She has worked with both public and private entities to 
develop innovative healthcare programs that demonstrate improved quality of care for the 
population, as well as reduce program costs.  


Ms. Thompson advises states on the evaluation design plans for Section 1115 research and 
demonstration waivers and 1915(b) independent assessments, and assists states with reporting to 
CMS. She also provides oversight to the HSAG 1115 Demonstration Management and Evaluation 
team. Ms. Thompson and the 1115 team provide technical and analytic support to CMS for enhanced 
evaluation and monitoring of Section 1115 research and demonstration waivers. This includes 
developing guidance for data collection, analysis, and reporting so that states’ evaluations are 
scientifically valid and inform progress on the CMS Triple Aim. She provides consultative guidance to 
CMS on delivery system reform incentive project (DSRIP) evaluation, quality metrics and monitoring, 
and project valuation.  


At the request of CMS in 2015, Ms. Thompson served on the technical expert panel for the CMS Oral 
Health Performance Improvement Project (PIP) Initiative led by CMS in partnership with Mathematica 
Policy Research, the Children’s Dental Health Project, and the Center for Health Care Strategies (CHCS). 
For this initiative, Ms. Thompson reviewed and provided technical input to the Oral Health PIP 
Template, Oral Health PIP Manual for States, and Oral Health PIP Manual for Health Plans. Ms. 
Thompson also served on the expert panel during the Oral Health Improvement national webinar in 
May 2015.  
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Bonnie Marsh, MA, BSN, RN, currently serves as HSAG’s representative on the duals, MLTSS and 
Medicaid Innovation Accelerator Program (IAP), and IAP-Community Integration LTSS TEP. CMS 
contracted with Mathematica Policy Research to develop and implement standardized quality 
measures to support healthcare delivery reform efforts across CMS’ programs that serve Medicare-
Medicaid enrollees (also known as dual eligible beneficiaries) and Medicaid-only enrollees. The 
measures are intended to be meaningful, outcomes-based and not burdensome or duplicative of 
measures currently available. The role of the TEP is to provide feedback and recommendations to 
Mathematica Policy Research and its partners (the Project Team) throughout the measure 
development process. TEP members advise on priority measures for development, measure 
specifications, testing issues, and key considerations for implementation. 


At the request and invitation of CMS, Ms. Marsh presented a plenary session at the Second Annual 
CMS Medicaid/CHIP Quality Conference. In support of the conference theme of “Improving Care and 
Proving It,” HSAG co-presented, along with a State Medicaid Quality Director (a contractor for HSAG’s 
EQRO services), to showcase new and innovative performance improvement project techniques.  


Kim Elliott, PhD, CPHQ, CHCA, Executive Director, presently serves as a standing committee member 
on the NQF Primary Care and Chronic Illness Committee. Additionally, she serves as a subject matter 
expert and HSAG representative on four NQF Measure Applications Partnerships (MAP) work groups. 
The NQF MAP is a public-private partnership that provides input to the DHHS on the selection of 
performance measures for public reporting and performance-based payment programs, including the 
Medicare and Medicaid programs. The role of the MAP is to provide feedback and to make 
recommendations for NQF endorsement of performance measures. NQF-endorsed measures are used 
by CMS as Medicare performance measures and for the Medicaid adult and child Core Measure Sets. 
Dr. Elliott’s MAP work group involvement includes: 


 Post-Acute Care-Long-Term Care (PAC-LTC) Workgroup, Individual Subject Matter Expert (Voting), 
2014–Present 


 Pulmonary and Critical Care Workgroup, Individual Subject Matter Expert (Voting), 2014–2017 
 CMS Adult Core Measure Set Workgroup, Individual Subject Matter Expert (Voting), 2014–Present 
 CMS Child Core Measure Set Workgroup, Individual Subject Matter Expert (Voting), 2016–2017 


Medicaid Data Systems 
HSAG’s technical competence is evidenced by its work with a variety of Medicaid data systems and 
data processing procedures. HSAG analysts possess knowledge and extensive experience in managing 
and analyzing large data sets. For example, under its contract with the Ohio Department of Medicaid 
(ODM), HSAG has regularly managed membership data (including eligibility and enrollment), claims 
data (fee-for-service), and encounter data from Ohio’s Medicaid data system for the past five years. 
HSAG extracts the data received on mainframe tapes from ODM and uses SAS to translate these data 
from the SAS export file format to a standard text file format. HSAG then processes, indexes, and 
stores the data in an active data repository from which it performs all analytic activities. 


As the EQRO for Colorado, HSAG has maintained secure connections to, and received data from, 
Colorado’s Medicaid data warehouse systems (Cognos/Truven) since 2001. These systems contain 
member eligibility information, provider data, hospital claims, ambulatory claims, Early and Periodic 
Screening, Diagnosis, and Treatment (EPSDT) encounter data, and pharmacy data. HSAG’s 
responsibility includes scripting, accessing, downloading, and analyzing the data required to calculate 
the HEDIS measures requested by Colorado, as well as the annual CAHPS sample frames. 
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In Tennessee, TennCare (the State Medicaid agency) requires an annual evaluation of the adequacy of 
the complete TennCare provider network, which covers 1.4 million Medicaid managed care members. 
In addition, HSAG periodically evaluates the completeness and accuracy of the encounter and claims 
data that care providers submit. These ongoing processes require continual data management in 
terms of extraction, manipulation, warehousing, and analysis. 


Medicaid Processes 
Because of its multistate EQRO work, HSAG has gleaned in-depth understanding of the varying 
Medicaid managed care processes employed by states’ health plan contractors of all models and 
types. HSAG reviews MCOs, PIHPs, PAHPs, and PCCMs (collectively known as managed care entities or 
MCEs) for compliance with federal and state contract standards in the context of each state’s unique 
requirements, and with the overarching knowledge and understanding of the Medicaid managed care 
principles related to each operational process (e.g., credentialing, utilization management, provider 
network development).  


Managed Care Delivery Systems 
HSAG collaborates with a variety of managed care health plan types (i.e., MCO, PIHP, PAHP, and 
PCCM) and models (e.g., staff or employment models, administrative services only models, CMOs) to 
complete EQR activities across its various EQRO-contract states. HSAG has demonstrated experience 
working with the following: 


Primary Care Case Management Programs: As one example, HSAG has extensive experience working 
with the DHCFP’s care management organization (CMO), which CMS designated a primary care case 
management program. HSAG’s history working with DHCFP on CMO-related tasks first started in 2012, 
after the DHCFP issued RFP 1958 to procure the CMO. Soon after, HSAG’s executive director provided 
consultation to DHCFP staff members during the process of negotiating with CMS the special terms 
and conditions (STCs) of the Nevada 1115 research and demonstration waiver—which governs the 
HCGP. In March 2014, HSAG performed the readiness review of the DHCFP’s CMO to determine the 
CMO’s readiness to perform the obligations of its contract. In December 2014, HSAG completed the 
compliance review of the CMO to determine if the CMO fully met the provisions of its contract with the 
DHCFP. Since 2015, HSAG has validated the CMO’s non-pay-for-performance (non-P4P) performance 
measures and provided ongoing technical assistance to the DHCFP regarding the quality improvement 
activities required by the CMO.  


Medicaid FFS Programs: HSAG has provided EQR services for several states’ Medicaid FFS programs. 
The most notable are services for the Nevada Medicaid program since 1999; the Arizona Health Care 
Cost Containment System (AHCCCS, Arizona’s Medicaid program) beginning in 1990; Hawaii’s 
Medicaid program beginning in 2000; and Colorado’s Medicaid program since 2001. For these, HSAG 
undertakes projects, such as focused studies (e.g., prenatal care, immunization status, access to 
preventive care for persons with disabilities, and EPSDT services for children); HEDIS calculation or 
HEDIS report validation studies; consumer satisfaction surveys; clinical reviews of quality and 
appropriateness; medical utilization review for patients in hospitals and skilled nursing facilities; and 
long-term care level of care determinations.  


Delivery System Transformations, Expansions, and Transitions: HSAG has experience working with 
numerous states that have implemented significant changes to their Medicaid and/or CHIP delivery 
models or programs during HSAG’s tenure as an EQRO. HSAG has provided technical assistance and 
customized services to meet the states’ needs during these transitions. One such example follows: 
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 Hawaii Department of Human Services Med-QUEST Division (MQD): In 2009, Hawaii’s former FFS 
Medicaid population (ABD) was transitioned to managed care and members were enrolled into 
one of two new specialty health plans. For members requiring LTSS, the health plans were 
responsible for conducting functional assessments and submitting level of care (LOC) requests to 
HSAG for review and determination of the LOC. Working collaboratively with the MQD during the 
planning and transition phases, HSAG developed and launched a secure online, real-time Web 
application with interface capabilities for the Medicaid health plans and providers. The online 
application and data base provides an automated interface for submission of the LOC requests 
and significantly reduces the former paper-dependent process, makes information about the 
status of requests and their approval/denial readily available to users and to the State, and 
augments the array and timeliness of data-reporting capabilities. HSAG conducted numerous face-
to-face and webinar trainings on the application and the State’s LOC criteria for all Medicaid 
providers of long-term care services, the health plans, and the State. User registration grew 
quickly and exponentially, and HSAG and the MQD received numerous accolades regarding the 
shift to this online system, its ease of use, and the availability of resources and real-time 
information on the status of LOC requests. In 2015, Hawaii’s managed care model of service 
delivery transitioned to five integrated health plans responsible for all primary and acute covered 
services, as well as LTSS. HSAG again supported the State in this transition and adapted its EQR 
activities, tools, and reports to reflect the unique needs of the new integrated program.  


Managed Care Organizations 
HSAG performs EQR activities and services for numerous programs that contract with MCOs, PIHPs, 
PAHPs, PCCMs, primary care physician programs, care management organizations, and accountable 
care organizations. HSAG’s experience includes working with specialty organizations, such as dental 
health plans, behavioral health plans, health plans providing long-term services and supports, and 
health plans serving specialty populations, such as persons with intellectual/developmental 
disabilities, children/youth in foster care, and persons with HIV/AIDS. HSAG staff members possess a 
breadth of experience in assessing, designing, and implementing EQR activities for a multitude of 
managed care delivery systems and organization types, including staff model managed care plans, 
local initiative models, and county-organized health 
systems. In addition, numerous HSAG team members 
bring direct managed care experience to HSAG 
whenever they join the company. This working 
knowledge of Medicaid managed care organizations 
and processes at the state Medicaid agency and/or 
MCO/PIHP/PAHP/PCCM levels affords HSAG deep 
understanding of health plan processes, challenges, 
attributes, and incentives. 


Managed Care Financing 
Understanding the financing intricacies of Medicaid managed care organizations is critical to fully 
understanding a state’s EQR needs. HSAG staff members’ knowledge of both the capitated and FFS 
environments, along with incentive payment structures, enables HSAG to make realistic 
recommendations for improvement. Staff members assist states in developing quality improvement 
strategies consistent with a state’s financing mechanism, as well as developing financial incentive 
programs based on provider or health plan performance metrics.  


Both its knowledge of and experience with 
Nevada’s Medicaid managed care entities 
make HSAG’s Nevada EQRO project team 
uniquely prepared to work with the 
DHCFP and its contracted MCOs, PAHP, 
and CMO immediately upon contract 
award. 
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Executive Vice President, Richard Potter, has extensive experience in, and knowledge of, healthcare 
quality systems and performance-based contracting. Mr. Potter also has experience with multiple 
Medicaid reimbursement methodologies, such as capitated managed care, fee-for-service, premium 
sharing, and primary care administrative service fee reimbursement. As deputy director for AHCCCS, 
he worked with Arizona legislators to gain consensus on a defined benefit package, eligibility criteria, 
and member enrollment process for a $60 million State Premium Sharing Program that provided 
health insurance to uninsured working individuals and their families.  


HSAG recently worked with several state Medicaid agencies to revamp the pay-for-performance 
approach within their Medicaid programs. For example, HSAG developed a novel pay-for-performance 
program for Hawaii’s Med-QUEST Division, the State’s Medicaid agency. The program considered the 
variable membership mix of each plan; some of the plans were composed of nearly all TANF members, 
while other plans were composed primarily of ABD members. In addition to considering the mix of 
TANF and ABD members in each plan, HSAG developed a multi-tiered incentive structure derived from 
comparisons of performance measure rates relative to national benchmarks, as well as relative 
improvement in the year-over-year performance measure rates. HSAG’s measurement experts also 
worked with the State Medicaid agency to identify the most pertinent measures for inclusion in the 
managed care plan incentive program.  


In addition to working with state Medicaid agencies, HSAG collaborates with other state entities to 
develop innovative incentive programs for a variety of provider types. For example, HSAG is currently 
working with a State public health department to determine incentive payments to all Medicaid-
certified skilled nursing facilities within the State based on an evaluation of performance across a wide 
array of nursing home measures. HSAG was involved in selecting the measures and developing the 
payout structure.  


QUALITY ASSESSMENT AND IMPROVEMENT METHODS 
Several types of quality assessment and performance improvement methods with which HSAG staff 
members have extensive experience include: 


Facilitating quality improvement projects: HSAG facilitates quality improvement projects to improve 
quality, accessibility, and timeliness of care for individuals enrolled in Medicaid or CHIP programs. The 
HSAG PIP team members are subject matter experts with extensive experience implementing quality 
improvement techniques. For example, the PIP team supports the facilitation of quality and 
performance improvement projects in its EQRO-contract states and provides training and education to 
the health plans/state Medicaid agencies on: 


 Performing drill-down analysis of health plan data to identify opportunities for improvement 
 Process mapping 
 Conducting failure modes and effects analysis 
 Small-scale intervention testing using Plan-Do-Study-Act cycles 
 Developing methods for making fundamental change, such as benchmarking and learning from 


others; using technology; thinking critically, logically, and creatively about the current system; and 
using change concepts 


 Overcoming quality improvement obstacles 
 Developing improvement measures/metrics 
 Developing study designs/methodologies 
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HSAG also assists states and their health plans with performance improvement activities and projects 
for a variety of topics, such as: 


 Reducing avoidable emergency department visits 
 Improving coordination and communication of care between physical health and behavioral 


health plans 
 Improving care for members with diabetes 
 Ensuring timely initiation of LTSS 
 EPSDT services and improving childhood immunization rates 


HSAG’s findings of performance trends and the resulting quality improvement recommendations 
are often the catalyst for state-level policy changes, contract revisions, statewide improvement 
initiatives, and technical assistance forums. 


Assisting states with managed care state quality strategy development and revision: In accordance 
with 42 CFR §438.340, states that contract with managed care entities must draft and implement a 
written quality strategy to assess and improve the quality of healthcare and services furnished by the 
entities. The quality strategy must be reviewed and updated as needed, but no less than once every 
three years. Factors that prompt a review include changes resulting from legislative, state, federal, or 
other regulatory authority, and/or significant changes to the programmatic structure of the Medicaid 
program. HSAG remains abreast of CMS requirements for the quality strategy and advises states on 
developing their quality strategy in accordance with CMS’ Quality Strategy Toolkit for States. In 
addition, HSAG prepares presentations and briefs to update states on new regulations affecting the 
quality strategy.  


In addition to developing, revising, and annually evaluating Nevada’s Quality Strategy, HSAG has 
assisted Colorado, Hawaii, Illinois, Michigan, Tennessee, and Virginia in the initial development of 
each state’s quality assessment and improvement strategy. Specifically, HSAG makes 
recommendations for improvement in the care of Medicaid and CHIP members in managed care plans. 
Additionally, HSAG provides guidance and recommendations for future program development to 
achieve continuous quality improvement. It has conducted comprehensive evaluations of state quality 
strategies to determine compliance with the federal Medicaid managed care requirements and to 
make recommendations on the effectiveness of the strategies. This activity includes HSAG’s 
participation in quality assurance meetings convened by states to review the quality strategy with 
stakeholders, providers, and health plans.  


HSAG also facilitates stakeholder meetings, monitors project progress according to the proposed time 
frames to ensure the quality strategy is completed on time for CMS submission, and provides feedback 
and guidance on the initial draft. This technical assistance enables state Medicaid agencies to 
complete a quality strategy that provides an effective framework to accomplish their goals and 
objectives. 


Additionally, HSAG assists several states in the ongoing evaluation and revision of their quality 
strategies, using information and outcomes of various quality initiatives, as well as the results of the 
EQR-related activities HSAG performs for these states. 


Validating, calculating, and analyzing HEDIS and other performance measure data: Among the core 
principles of HSAG’s quality assessment efforts for Medicaid managed care programs is assuring 
health plans deliver the highest quality of care based on established standards and requirements. 
Much of HSAG’s monitoring involves compliance with established performance standards, such as 
HEDIS or other performance measures, thus allowing a comparison of the health plans’ performance 
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against one another and against national benchmarks. HSAG has conducted HEDIS compliance audits 
and performance measure validations since 1999, impacting healthcare quality for millions of 
Medicaid members.  


HSAG assists several state Medicaid agencies and their health plans with performance improvement 
using HEDIS-related data. HSAG provides the states and health plans with information on ways to 
improve performance pertaining to data collection techniques, data completeness, encounter/claims 
processing, and quality improvement work groups. Examples of these activities include: 


 HSAG provides input to the California Medicaid program on performance measure selection and 
performs on-site audits for the State’s Medi-Cal managed care program’s selected HEDIS and 
state-developed performance measures. HSAG provides technical assistance to 26 MCPs 
throughout the entire audit process and produces preliminary and final plan-specific audit reports 
for each MCP. For MCPs that also serve the MLTSS population, HSAG validates required 
performance measures reported for the Medi-Cal-only MLTSS population. 


 For the State of Colorado, HSAG conducts an on-site validation of performance measure audit and 
produces individual reports for each of the five behavioral health organizations (BHOs). 
Additionally, HSAG prepares annual HEDIS aggregate reports for Medicaid and CHIP that include 
rates for all physical health plans, and FFS populations. HSAG obtains HEDIS audit reports from the 
MCOs to calculate a total Colorado performance average. For each HEDIS measure, HSAG 
compares each MCO’s level of achievement with State standards, Colorado’s performance 
average, and national benchmarks to determine whether the results are statistically above, 
below, or equal to the average. The reports include an explanation of each measure and the HEDIS 
rates over the past three years, with an analysis of the trends and any limitations for each 
measure.  


 HSAG calculates performance measure rates for Arizona’s Medicaid program, AHCCCS’, acute care, 
long-term care, behavioral health services, and Children’s Rehabilitative Services programs. HSAG 
evaluates performance measures in the areas of care for children, care for women, behavioral 
health, care for chronic conditions, and access to care. Additionally, HSAG evaluates outcome 
measures in the areas of asthma, COPD, diabetes, and heart failure, as well as utilization 
measures monitoring emergency department utilization, inpatient utilization, mental health 
utilization, and 30-day readmission rates. 


 For the State of Hawaii, HSAG conducts validation of Medicaid performance measures and 
performs NCQA HEDIS Compliance Audits™ of the QUEST Integration (QI) health plans in 
accordance with CMS protocols and NCQA requirements. Validation of the performance measures 
provides findings related to the collection, calculation, and reporting of HEDIS and non-HEDIS 
performance measures. The compliance audits include an on-site review of the health plans’ 
information systems and a review of the processes used to collect and calculate the performance 
measures. HSAG also provides technical assistance for revising and modifying the technical 
specifications the State of Hawaii Med-QUEST Division (MQD) and QI health plans use to collect 
and report performance measures.  


Conducting medical record review for clinical and nonclinical quality of care focused studies: HSAG has 
conducted more than 1 million medical record reviews since it began this activity more than 30 years 
ago. In each of the completed studies, HSAG uses information from members’ medical records to 
develop actionable recommendations to improve the quality of care for Medicaid members. HSAG’s 
proven track record gives it the experience necessary to use medical record review to translate 
healthcare information into activities that improve health outcomes for Medicaid populations. Two 
examples of focused studies using medical record review follow. 
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 An annual focused clinical quality of care study on the immunization status of two-year-old 
children enrolled in AHCCCS. In a concerted effort to improve the immunization status of children 
and achieve the immunization goals established by Healthy People 2010, HSAG provided the MCOs 
with a tool for quality improvement in this area. The primary analysis provided results on the 
percentage of two-year-old members who were immunized age-appropriately for each of the six 
HEDIS quality indicators. HSAG provided tabulated results, along with additional analyses, to 
identify missed opportunities and the extent of partly immunized children, both by health plan and 
county. HSAG submitted a final report to AHCCCS, the governor, and the Arizona Legislature. 


 A focused study/quality improvement project for the management of diabetes to develop quality 
indicators to assist in planning intervention strategies and health education indicators for the 
diabetic population served by AHCCCS. During on-site reviews at physicians’ offices throughout the 
State, 48 data elements were collected on approximately 5,000 medical records. HSAG submitted 
a final report to AHCCCS that included a summary of 16 quality indicators grouped according to 
specific domains (e.g., physical exam indicators and laboratory processes). The report served as a 
tool to assist AHCCCS health plans in identifying opportunities and directing intervention efforts to 
improve the care provided to AHCCCS members. A follow-up study was conducted to track overall 
improvement. 


Developing and administering surveys: As an industry leader in measuring the effectiveness of 
healthcare, HSAG has extensive experience in survey management, instrument design, and report 
development. In 1995, HSAG began to develop health outcomes expertise with surveys that included 
patient-reported health status, quality of life, and satisfaction. HSAG quickly became a leader in the 
field by designing and conducting scientifically sound quality-of-life and outcomes studies and by 
collecting, analyzing, and reporting data for federal and state agencies, managed care plans, hospitals 
and academic medical centers, and private sector healthcare companies. 


HSAG’s extensive expertise with surveys enables it to efficiently and effectively integrate CAHPS and 
other survey results with findings derived from other quality improvement activities to achieve 
performance improvement. HSAG possesses a wealth of knowledge gleaned from performing CAHPS 
and related survey work for 14 state Medicaid agencies, including for the DHCFP. HSAG has 
administered more than 2 million surveys to adult and child Medicaid members in an array of 
programs (including disabled, TANF, and CHIP members), as well as surveys to evaluate special needs 
populations, such as the CAHPS Children with Chronic Conditions (CCC) module and Experience of Care 
and Health Outcomes (ECHO®) Survey.  


Conducting encounter data validation: HSAG’s experience in conducting encounter data evaluations 
spans more than 15 years and includes work in physical health, behavioral health, and dental 
healthcare. HSAG understands that validation of encounter data is critical to ensure data submitted 
are complete and accurate reflections of the care provided to Medicaid members so that states and 
health plans can develop improvement initiatives with data that are reliable and comparable across 
all health plans. For example: 


 As the EQRO for Colorado, HSAG analyzes claims and encounter data. Prior to conducting an 
analysis involving claims and encounter data, HSAG performs a comprehensive assessment across 
key data fields (e.g., dates of service, member ID, provider ID, provider name, diagnosis codes, 
procedure codes, and other common billing data fields). Additional activities include an evaluation 
of claims and encounter timeliness (i.e., claims lag triangle evaluation and monthly encounter 
data volume) and accuracy (i.e., diagnosis and procedure code sequencing and payment 
accuracy). 
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 HSAG conducts encounter data validation studies, including administrative and medical record 
reviews for the State of California. HSAG produces plan-specific and aggregate reports that 
summarize the findings and include recommendations for DHCS and the MCPs to ensure accurate, 
complete, and timely encounter data. As needed, HSAG provides technical assistance to the 
California Medicaid program regarding encounter data quality and completeness. HSAG produced 
an encounter data improvement guide for the MCOs that highlights the procedures and practices 
of MCOs that had high encounter data quality. The guide also provides useful tips and 
improvement strategies for MCOs that seek to improve encounter data quality and accuracy.  


 HSAG conducts encounter data validation on the Florida Medicaid agency’s (AHCA’s) and the 
MCOs’ encounter data for several service types, including dental, pharmacy, inpatient/outpatient, 
long-term care, and physician visits. HSAG evaluates the accuracy, completeness, and integrity of 
AHCA’s encounter data, as well as the encounter data that MCOs submit. HSAG also performs a 
medical record review that validates provider-reported encounter data against medical records, 
and provides technical assistance to MCOs and AHCA on data procurement and study findings. 
HSAG produces an annual aggregate report of the analysis, findings, and recommendations of the 
encounter data validation process.  


 For Nevada, HSAG initiated an encounter data validation study in August 2017. Although this 
study is ongoing at the time of this proposal, Nevada’s study includes an evaluation of the 
accuracy, completeness, and integrity of the DHCFP’s data for pharmacy, inpatient/outpatient, 
and physician visits.  


Developing Medicaid consumer report cards: CMS’ final rule on managed care in Medicaid and CHIP 
requires each state contracting with an MCO, PIHP, or PAHP to furnish services to Medicaid members 
to adopt the Medicaid managed care quality rating system (QRS) developed by CMS or adopt an 
alternative QRS. QRSs enable states to better measure and manage the quality of care and to assist 
consumers in selecting a health plan.  


HSAG uses its knowledge and experience to develop sound analytic and methodological techniques for 
producing QRSs and consumer information guides. HSAG’s goal in creating consumer report cards is to 
produce an effective, user-friendly tool to assist state Medicaid agencies with comparing health plan 
performance and assist beneficiaries in choosing the best plan based on their personal healthcare and 
service needs. Examples of HSAG’s QRS and consumer guide projects are as follows: 


 As part of the EQRO contract in Illinois, HSAG analyzed 2016 HEDIS results and 2016 CAHPS data 
from the health plans and used these results to create a consumer report card that compares plan 
performance. The report card shows how each plan does in providing care and services to their 
members for specific measures in key performance areas. 


 Through its EQRO contract with Ohio, HSAG measures the Medicaid MCPs’ performance using 
access, clinical, and informational performance measures for the ABD and covered families and 
children (CFC) populations. HSAG is responsible for working with Ohio to update measure 
specifications, calculate clinical and access performance measure rates, and report the findings for 
each MCP. HSAG also produces a consumer information guide annually reflecting Ohio MCPs’ 
performance scores.  


 HSAG has assisted the State of Michigan for several years with developing composites for the 
Michigan Medicaid Consumer Information Guide, which consists of integrating different types of 
performance measures.  
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RESEARCH DESIGN AND METHODOLOGY 
HSAG’s Data Science and Advanced Analytics division has extensive experience conducting analytical 
projects ranging from case review record sampling and statistical analyses to comprehensive clinical 
and nonclinical research projects. HSAG has more than 25 years of experience in healthcare 
informatics, research design, and reporting, including sampling, data management, and statistical 
analysis. Throughout its extensive history of administrating quality of care studies, HSAG has gained 
experience in a variety of study designs, clinical conditions, nonclinical areas of service, process and 
outcome measures, population characteristics, data collection and processing methodologies, 
statistical analyses, and provider/payer arrangements. From simple random samples to complex 
multi-stage cluster sampling, and from straightforward performance rates to risk-adjusted weighted 
averages, HSAG employs experienced analysts with the knowledge to apply appropriate analytic 
methods to ensure the highest quality studies. More importantly, HSAG’s analytic team can translate 
complex statistical concepts and quantitative and qualitative research into operational goals and 
standards and improvement activities. A key to HSAG’s success is its knowledge of research principles 
and analytic methods, coupled with the ability to apply them to real-world opportunities for 
improvement. 


HSAG’s Data Science and Advanced Analytics team provides both state and federal customers with 
support in the research areas of methodological design, validity and reliability assessment, data 
collection and management, statistical sampling, comprehensive data analysis, and customer-tailored 
report preparation. This team comprises more than 80 analytic professionals with expertise in 
healthcare informatics, research design, and reporting, including sampling, data management, 
medical record procurement and abstraction, and statistical analysis. These individuals are highly 
qualified, with bachelor- and master-level degrees in biostatistics, applied statistics, healthcare 
economics, epidemiology, and business. In addition, several senior program and management staff 
members hold doctoral degrees and backgrounds that include research and data analysis. 


Along with its knowledge of state Medicaid managed care data systems, HSAG has proven expertise in 
analyzing and improving Medicaid encounter data. For example, CMS approved the New Hampshire 
Health Protection Program (NHHPP) Premium Assistance Program for a three-year demonstration in 
2014. Under the demonstration, NHHPP beneficiaries received Medicaid benefits by purchasing 
Medicaid paid health insurance from a qualified health plan on the State’s health insurance exchange. 
HSAG is conducting an evaluation of the NHHPP, using data from several multiple-payer datasets to 
identify, measure, and analyze the performance and determine the cost-effectiveness of the program 
in the four performance domains identified by the State: Continuity of Coverage, Plan Variety, Cost-
Effective Coverage, and Uniform Provider Access. The multiple-payer datasets include fee-for-service 
claims and managed care encounters at the person level for the entire State. HSAG also uses person-
level eligibility data for the analysis. The analysis includes identifying and selecting appropriate 
comparison/control groups; data matching across datasets to create person-level summary datasets 
containing utilization and cost measures of interest, including administrative, medical, and total costs; 
and several measures related to health outcomes. 


SUBCONTRACTOR COMPETENCE AND QUALIFICATIONS: DATASTAT 
FOR OPTIONAL CAHPS SURVEY ADMINISTRATION 
HSAG has selected a highly qualified, experienced subcontractor, DataStat, to perform any optional 
survey administration activity. DataStat has worked with HSAG for more than 19 years to provide 
data collection services for CAHPS, as well as for other surveys, and has served as HSAG’s 
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subcontractor on all previous Nevada Medicaid survey activities. DataStat is a NCQA-certified HEDIS 
survey vendor based in Ann Arbor, Michigan. DataStat employs a research staff of more than 55 
professionals and operates a computer-assisted telephone interviewing (CATI) facility with 100 
stations and over 100 telephone operators. The strengths and competencies DataStat brings to the 
State are its combination of a professional design and analysis staff and its extensive data collection 
and processing capability. Additionally, DataStat has significant experience administering CAHPS 
surveys to Medicaid beneficiaries across the country in a wide array of languages, including 
specialized languages and populations, such as Armenian, Chinese, Farsi, Hmong, Ilocano, Khmer, 
Korean, Lao, Russian, Spanish, and Vietnamese, as well as specific tribal populations in Alaska.  


2.2.2 Sufficient physical, technological, and financial resources to conduct EQR or EQR-related activities 


HSAG understands and will comply with the requirements set forth in 2.2.2. 


SUFFICIENT RESOURCES 
Physical and Technological Resources 
HSAG has the facilities, support services, and office equipment capabilities necessary to conduct all 
required EQR and EQR-related activities. HSAG is headquartered in Phoenix, Arizona, with satellite 
offices in Glendale, California; Aurora, Colorado; Tampa, Florida; Honolulu, Hawaii; Columbus, Ohio; 
Oklahoma City, Oklahoma and Christiansted, U.S. Virgin Islands. Staff members at all locations remain 
connected through a secure shared network that houses the information system platforms necessary 
to support the HSAG staff in conducting EQR and related activities. Each of HSAG’s office locations is 
equipped with sufficient furniture, supplies, information technology software, computers and related 
equipment, phones, teleconferencing equipment, copiers, fax machines, and report production 
equipment.  


HSAG has a dedicated Information Technology (IT) department staffed with experienced software 
development and IT professionals who provide phone, network, data, application, and website 
capabilities for HSAG’s business operations with 24x7 support. HSAG’s high-performance IT systems 
are based on state-of-the-art technology and processes, and (due to the critical nature of the business, 
security and continuous availability) are foundational tenets in the design and operation of these 
systems. 


Financial Resources 
HSAG is a financially sound, woman-owned, employee-owned, well-managed organization. Founded 
in 1979, HSAG continues to maintain steady growth and a strong financial position. For fiscal year 
2017, HSAG’s combined revenues were $95.3 million, with the financial strength to maintain the 
activities and obligations of a contract resulting from award from Nevada’s DHHS DHCFP. HSAG’s 
financial statements are prepared by a certified public accountant and the organization follows 
generally accepted accounting principles. HSAG’s financial strength is a result of its ability to balance 
growth and working capital. The company’s sound financial status provides a solid foundation upon 
which it continues to expand the number and size of awarded contracts. 


HSAG has access to a line of credit with a maximum borrowing base of $6.15 million, and its working 
capital ratio has been well above industry norms for the last several years, as noted in Table 2.2.2-1 on 
the following page. 
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Table 2.2.2-1: Working Capital 


Year Ended 6/30 Working Capital 
Ratio 


Gross Revenues 


2017 1.87 $95,346,813 
2016 1.82 $84,562,648 
2015 1.74 $78,377,361 


HSAG is subject to the stringent requirements of the Federal Acquisition Regulation. HSAG certifies it 
has a government-approved accounting system and that both the accounting and estimating systems 
it uses comply with applicable contract cost principles and procedures. HSAG’s Cost Accounting 
Disclosure Statement has been audited and approved by the Defense Contract Audit Agency (DCAA), 
and the organization also undergoes an annual Incurred Cost Submission Audit performed by DCAA. 
HSAG uses CMS-approved cost accounting practices to accumulate, segregate, and report costs. 


SUBCONTRACTOR’S SUFFICIENCY OF RESOURCES: DATASTAT FOR 
OPTIONAL CAHPS SURVEY ADMINISTRATION 
DataStat possesses the necessary equipment, facilities, and resources to administer large-scale mail 
and telephone surveys, including in-house printing/production capabilities and modern, well-equipped 
CATI survey capabilities. DataStat has in-house groups that specialize in coding, data capture, file 
creation, editing, tabulation, customized programming, and advanced statistical consultation and 
analysis.  


DataStat typically handles over 100 active survey projects at any given time. The mail production 
system can go from blank paper to 50,000 completed mail packets per day, with 100 percent video 
scan accuracy. The DataStat CATI system handles approximately 60,000 hours of interviewing time 
each year.  


DataStat, has developed comprehensive survey management systems to provide complex sample 
control functions necessary for the successful implementation and administration of all surveys. In 
designing its systems, DataStat has drawn on its years of experience managing large, complex, mixed-
mode surveys. 


2.2.3 Other clinical and nonclinical skills necessary to carry out EQR or EQR-related activities and to oversee the 
work of any subcontractors. 


HSAG understands and will comply with the requirements set forth in 2.2.3. 


OTHER CLINICAL AND NONCLINICAL SKILLS 
HSAG employs both highly skilled clinical and nonclinical personnel to conduct EQR and EQR-related 
activities, and employs highly qualified management professionals to lead the organization. President 
and Chief Executive Officer, Mary Ellen Dalton, PhD, MBA, RN, CHCA, has more than 30 years of direct 
hands-on, executive-level experience managing healthcare projects, employing quality management 
and improvement methods for Medicaid health plans. HSAG’s Executive Vice President, Rick Potter, 
MBA, CPA, CHCA, brings more than 20 years of leadership experience in, and knowledge of, healthcare 
quality systems and managed care programs as they relate to performance-based contracting and 
Medicaid reimbursement systems. Additionally, HSAG’s executive team brings extensive 
administrative, financial, and clinical leadership experience managing multiple contracts 
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simultaneously for state and federal agencies. Numerous HSAG staff members hold advanced degrees, 
including clinical and nonclinical degrees, and/or licenses and certifications. They include registered 
nurses, social workers, medical doctors, occupational therapists, and PhDs. HSAG employs two full-
time chief medical officers currently licensed to practice medicine. In addition, HSAG maintains access 
to numerous credentialed specialists for peer review and other consultation needs.  


HSAG’s Oversight of Subcontractor DataStat 
The HSAG survey team project leader is in frequent contact with DataStat staff and maintains 
oversight of survey administration and related activities throughout the entire survey process. For 
survey administration activities, HSAG reviews sample selection for reasonability, reviews all mail 
materials prior to production and mailings, validates weekly disposition reports from the 
subcontractor during fielding, reviews CATI scripts prior to the telephone phase, reviews seed 
mailings, participates in CATI monitoring sessions and provides feedback to interviewers, and reviews 
the final raw data file generated by the subcontractor for accuracy and completeness. In addition, 
HSAG holds formal teleconferences with DataStat to discuss a project’s status and any issues or 
concerns.  


2.2.4 Independence. The EQRO and its subcontractors must be independent from the MCO, PAHP, or CMO 
entities. To qualify as “independent”:  
2.2.4.1 A State agency, department, university, or other State entity:  
2.2.4.2 May not have Medicaid purchasing or managed care licensing authority; and  
2.2.4.3 Must be governed by a Board or similar body the majority of whose members are not government 


employees. 


HSAG understands and attests that it complies with the requirements set forth in 2.2.4 and 2.2.4.1 
through 2.2.4.3. 


HSAG attests that it and its subcontractor, DataStat, are independent from the DHCFP and from the 
DHCFP-contracted MCOs, DBA/PAHP, and CMO entities they will review. Neither HSAG nor DataStat 
are a State agency, department, university, or other State entity; therefore, requirements 2.2.4.2 and 
2.2.4.3 are not applicable.  
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2.2.5 As described in (described in §438.354(c)(2)) an EQRO may not:  
2.2.5.1 Review any MCO, PIHP, PAHP, or PCCM entity or a competitor operating in the State, over which 


the EQRO exerts control or which exerts control over the EQRO (as used in this paragraph, 
“control” has the meaning given the term in 48 CFR 19.101) through: 
A. Stock ownership;  
B. Stock options and convertible debentures;  
C. Voting trusts;  
D. Common management, including interlocking management; and  
E. Contractual relationships. 


2.2.5.2 Deliver any health care services to Medicaid beneficiaries;  
2.2.5.3 Conduct, on the State's behalf, ongoing Medicaid managed care program operations related to 


oversight of the quality of MCO, PAHP, or CMO entity services, except for the related activities 
specified in §438.358;  


2.2.5.4 Review any MCO, PAHP or CMO entity for which it is conducting or has conducted an accreditation 
review within the previous 3 years; or  


2.2.5.5 Have a present, or known future, direct or indirect financial relationship with an MCO, PAHP, or 
CMO entity that it will review as an EQRO. 


HSAG understands and attests that it complies with the requirements set forth in 2.2.5 and 2.2.5.1 
through 2.2.5.5. 


HSAG further attests that it and its subcontractor, DataStat, meet the EQRO independence 
requirements set forth in §438.354(c)(2). Specifically, neither HSAG nor DataStat: 


 Exert control over or have control exerted over them by any Medicaid MCO, PIHP, PAHP, or PCCM 
entity or a competitor operating in Nevada through the following: 


● Stock ownership 
● Stock options and convertible debentures 
● Voting trusts 
● Common management, including interlocking management 
● Contractual relationships. 


As used here, “control” has the meaning provided in 48 CFR §19.101 [as referenced in 42 CFR 
§438.354(c)(2)(i)].  


 Deliver any healthcare services to Medicaid members. 
 Conduct, on the State’s behalf, ongoing Medicaid managed care program operations related to 


oversight of the quality of MCO, PAHP, or CMO services, except for the related activities specified 
in 42 CFR §438.358.  


 Review any MCO, PAHP or CMO entity for which it is conducting or has conducted an accreditation 
review within the previous 3 years (HSAG and DataStat do not perform accreditation reviews). 


 Have a present, or known future, direct or indirect financial relationship with an MCO, PAHP, or 
CMO that it will review as an EQRO or subcontractor. 


2.2.6 The vendor must designate a contract manager to work with the assigned DHCFP program specialist or 
contract monitor(s). 


HSAG understands and will comply with the requirements set forth in 2.2.6. 


Gretchen Thompson, MBA, CPHQ, will continue in her role as contract manager for the Nevada EQRO 
contract. Ms. Thompson, Executive Director of State and Corporate Services at HSAG (and the Nevada 
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contract manager), brings nine years of experience leading and performing EQR activities for the 
HSAG Nevada EQRO contract. She provides oversight for the development of all contract deliverables 
and is responsible for the quality of all work performed by project staff, which includes performance 
improvement project (PIP) validation, review of compliance of State and federal standards, HEDIS 
audits, network adequacy analysis, validation of the State’s quality assessment and performance 
improvement strategy, and performance measure development, calculation, and validation. 


Ms. Thompson and has more than 20 years of experience in healthcare administration and managed 
care with expertise in Medicaid, Medicare, and other publicly funded healthcare systems. During her 
tenure at HSAG, she has served as the contract manager for several states. She has worked with both 
public and private entities to develop innovative healthcare programs that demonstrate improved 
quality of care for the population, as well as reduced costs for the program. Ms. Thompson develops 
collaborative partnerships with state Medicaid agencies and internal and external stakeholders, 
advises states on the direction of their quality initiatives, advises states on the evaluation design plans 
for Section 1115 research and demonstration waivers and 1915(b) independent assessments, and 
assists states with reporting to CMS. Ms. Thompson’s complete resume is provided in Section VII – 
Attachment F – Proposed Staff Resume. 


As contract manager, Ms. Thompson will:  


 Serve as HSAG’s main point of contact working with the assigned DHCFP program specialist or 
contract monitor(s) 


 Facilitate internal team meetings (weekly during contract start-up and monthly after contract 
implementation), which will serve as the primary ongoing management mechanism to coordinate 
activities, delegate tasks, facilitate knowledge transfer among the staff members working on the 
various activities, and communicate lessons learned  


 Assume responsibility for the ongoing monitoring of DHCFP-approved timelines, work flows, and 
staff resources and will have the authority to commit additional resources, as needed, to meet all 
contractual requirements  


 Prepare and present regular status updates and progress reports to the DHCFP and other 
stakeholders on the status of EQR activities 


2.2.7 The awarded vendor is, or will subcontract with, a National Committee for Quality Assurance (NCQA) 
certified Consumer Assessment of Health Plans Survey (CAHPS) vendor, if this optional activity is assigned. 


HSAG understands and will comply with the requirements set forth in 2.2.7. 


HSAG has served as a CAHPS Survey Vendor since the inception of the program in 1999, and was the 
first EQRO to become an NCQA-certified HEDIS CAHPS Survey Vendor. As an experienced NCQA-
certified HEDIS survey vendor, HSAG ensures CAHPS surveys are administered and analysis conducted 
in adherence to NCQA HEDIS guidelines.  


HSAG subcontractor, DataStat, will conduct the CAHPS data collection for the Nevada EQR CAHPS 
activities. DataStat possesses the skills and qualifications to efficiently manage a high volume of 
surveys administered in a prescribed period and provide the most cost-effective and efficient 
administrative protocol possible. HSAG and DataStat have collaborated on CAHPS activities in 10 
states, over multiple years, surveying Medicaid populations and providers.  


Detailed information about HSAG’s methodology and approach to the administration or validation of 
consumer or provider surveys are provided in HSAG’s response to Sections 2.1.2.2 and 2.1.5.1 (D). 
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See Section VIII – Other Informational Material, Attachment F – HSAG’s NCQA HEDIS (CAHPS) Survey 
Vendor Certificate for a copy of HSAG’s certificate. 


See Section VIII – Other Informational Material, Attachment G – DataStat’s NCQA HEDIS (CAHPS) 
Survey Vendor Certificate for a copy of DataStat’s certificate. 


2.2.8 The awarded vendor is or has on staff, or will subcontract with, an NCQA- Certified Health Employer Data 
Information Set (HEDIS) Compliance Auditor. 


HSAG understands and will comply with the requirements set forth in 2.2.8. 


HSAG is one of just nine Licensed Organizations (LOs) certified by the NCQA, and one of three EQROs 
that are LOs to conduct HEDIS compliance audits. Furthermore, HSAG employs five Certified HEDIS 
Compliance Auditors (CHCAs) and has established working relationships with CHCA consultants to 
ensure all customer validation needs are met in a timely manner. Please refer to Section VIII Other 
Informational Material, Attachment H – Licensed Organization Certificate. 


2.2.9 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. 


In accordance with Amendment 1, RFP Section 2.2.9 to be deleted in its entirety. No response required. 
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2.3 VENDOR OPERATING STRUCTURE AND STAFFING 
2.3.1 The vendor must assure DHCFP that the organization is adequately staffed with experienced, qualified 


personnel. The vendor shall provide such assurances as follows:  
2.3.1.1 Provide DHCFP with an updated organizational chart whenever a significant change in the 


organization occurs. The organizational chart must depict each functional unit of the 
organization, numbers governing the interaction of staff, and relationships with all 
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; 


HSAG understands and will comply with the requirements set forth in 2.3.1 and 2.3.1.1. As 
demonstrated in our proposal, HSAG is adequately staffed with highly experienced team members. 


HSAG recognizes the importance of adequately staffing all Nevada EQR activities with well-qualified 
staff and assures the DHCFP it will meet the personnel commitments described in this proposal. HSAG 
has served as the EQRO for Nevada since 2000, and has a successful history of managing the Nevada 
EQRO contract, as well as other large-scale contracts. This success is achieved with: 


 A focused approach to managing projects that emphasizes efficient and effective achievement of 
specific outcomes 


 A team whose members possess outstanding credentials in terms of years of specialized 
experience, educational achievements, and professional certifications. Team members are 
assigned to each activity or task based on their skills and experience in the areas of public health 
program and policy, HEDIS compliance audits, biostatistics and data analysis, clinical expertise, 
technology and information systems expertise, medical record reviews, performance 
measurement, network adequacy, quality improvement project and cost management, and 
healthcare finance and fiscal control.  


 HSAG team members’ qualifications and expertise allow them to perform their assigned duties at 
the project leadership/coordination level, as well as at the level of subject matter experts, activity 
leads, and assigned staff members. 


 HSAG project leaders and coordinators have extensive qualifications, experience, and expertise in 
managing similarly large complex projects. Staff members have conducted projects for other state 
Medicaid agencies focused on the same subject matter as the scope of work for the DHCFP. 


The HSAG project team assigned to the Nevada EQRO contract is highly skilled and has experience 
with Nevada Medicaid, Nevada Check Up, and the Health Care Guidance Program (HCGP), as well as 
experience from multiple state EQRO contracts. Each activity team lead will serve as a subject matter 
expert under the direction and supervision of the assigned contract manager, Ms. Gretchen 
Thompson. Ms. Thompson, brings nine years of experience leading and performing EQR activities for 
the HSAG Nevada EQRO contract, and over 20 years of experience in healthcare administration and 
managed care with expertise in Medicaid, Medicare, and other publicly funded healthcare systems. 


HSAG commits to the key staff personnel as assigned in this proposal. If a vacancy does occur, 
proposed replacement personnel will have, at a minimum, the comparable skills and experience of the 
predecessor and will be sufficiently prepared to assume the duties required by the Nevada EQRO 
contract.  


Resumes for HSAG’s proposed staff for the Nevada EQRO contract are included in Section VII – 
Attachment F – Proposed Staff Resumes. The HSAG Nevada Project Team organizational chart, 
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provided in Section VIII – Other Informational Materials, Attachment I – Project Team Organizational 
Chart, provides an overview of the personnel assigned to the Nevada EQRO contract. 


2.3.1.2 The vendor must have in place the organizational, management, and administrative systems 
capable of fulfilling all contract requirements; and 


HSAG understands and will comply with the requirements set forth in 2.3.1.2. HSAG has in place the 
organizational, management, and administrative systems necessary to fulfill all contract 
requirements. 


HSAG has in place the organizational, management, and administrative systems necessary to fulfill all 
Nevada EQRO contract requirements. 


ORGANIZATIONAL SYSTEMS 
Physical Resources and Technology Systems 
HSAG has the facilities, support services, and office equipment necessary to conduct all required EQR 
and EQR-related activities. HSAG currently provides EQR or EQR-related activities in Nevada, Arizona, 
California, Colorado, Florida, Georgia, Hawaii, Illinois, Iowa, Michigan, New Hampshire, Ohio, 
Tennessee, Utah, Vermont, and Virginia. HSAG has more than 550 employees located at its 
headquarters in Phoenix, Arizona, and seven satellite offices located in Aurora, Colorado; Glendale, 
California; Tampa, Florida; Honolulu, Hawaii; Columbus, Ohio; Oklahoma City, Oklahoma; and 
Christiansted, U.S. Virgin Islands. 


HSAG has a dedicated Information Technology (IT) Department staffed with experienced software 
development and IT professionals who provide phone, network, data, application, and website 
capabilities for HSAG’s business operations with 24x7 support. HSAG’s IT systems are based on state-
of-the-art technology and processes. 


Human Resources 
HSAG has personnel policies and procedures to ensure it recruits, hires, trains, and retrains qualified 
staff members throughout the duration of the contract. By assigning a large, diverse, and experienced 
team to this project, HSAG’s organizational structure will enable knowledge transfer among staff 
members and teams to mitigate risks associated with vacancies that could occur. In addition, because 
of HSAG’s in-depth pool of talent, positions vacated for a brief period (e.g., vacation) will be backed up 
and supported internally by a similarly qualified individual familiar with the project.  


HSAG ensures that, if a circumstance occurs that would cause the replacement of the contract 
manager, the replacement will be comparably qualified and sufficiently prepared to assume the 
leadership duties of the contract. To ensure knowledge transfer occurs and the transition is smooth, a 
similarly qualified contract manager, with assistance from the HSAG Nevada EQR key personnel, 
assumes the contract manager duties for an interim period of time. The interim contract manager 
continues in this role until the permanent replacement has completed a thorough orientation and 
training and is fully prepared to assume the role as the Nevada contract manager. HSAG will present 
the résumé of the proposed replacement contract manager to the DHCFP for approval. 


HSAG consistently hires capable, responsible, and professional individuals through creative recruiting 
techniques. It recruits individuals with advanced degrees and additional specialized certifications in 
healthcare quality improvement (e.g., CPHQ, CPUR, Diplomate ABQAURP, NCQA-certified HEDIS 
compliance auditors). Recruitment begins with defining the position and developing a position 
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description. Job descriptions are prepared for every position by the appropriate project or technical 
staff in conjunction with the Human Resources (HR) Department. The job description identifies the 
responsibility, authority, experience, technical requirements, and degrees/certifications/licenses 
required to fulfill the position. Many of HSAG’s position descriptions are developed based on unique 
requirements of a project. HSAG uses the following processes to recruit qualified in-house staff 
members, consultants, and subcontractors: 


 Place ads in professional journals and newspapers, and on LinkedIn and other forms of social 
media, summarizing the duties, educational requirements, and experience required for the 
position 


 Obtain referrals from university personnel with whom HSAG maintains close working relationships 
 Sponsor doctoral candidates as interns at HSAG  
 Obtain referrals from customers and from current and former employees 
 Network with other professional organizations 


MANAGEMENT SYSTEMS 
HSAG is a unique organization of highly skilled and experienced senior healthcare professionals 
working with efficient, organized, and self-directed technical staff members. HSAG attracts staff with 
a working knowledge of Medicaid managed care processes at the state Medicaid agency and/or the 
MCO, PIHP, PAHP, and PCCM levels, which provides HSAG customers with a deep understanding of 
state and health plan processes, challenges, attributes, and incentives.  


The HSAG executive and senior leadership team for the Nevada EQRO contract includes: 


Mary Ellen Dalton, PhD, MBA, RN, CHCA President and Chief Executive Officer of HSAG, has more than 
35 years of experience in Medicare, Medicaid, and the private healthcare industry. She provides 
strategic vision and direction for HSAG and chairs the Board of Directors for the Quality Innovation 
Network-Quality Improvement Organization (QIN-QIO) covering contracts in Arizona, California, 
Florida, Ohio, and the U.S. Virgin Islands. Dr. Dalton also serves on the Board of Directors for four End 
Stage Renal Disease (ESRD) Networks. She has an extensive background in EQR, and oversees 
Medicaid contracts in 16 states. In addition, Dr. Dalton is responsible for satellite offices located in 
California, Colorado, Florida, Hawaii, Ohio, Oklahoma, and the U.S. Virgin Islands. 


As a NCQA-certified HEDIS compliance auditor, Dr. Dalton conducts audits of Medicaid, Medicare, and 
commercial health plans to ensure data collection and reporting procedures comply with HEDIS 
specifications. In addition, she is credentialed as a Diplomate of The American Board of Quality 
Assurance and Utilization Review Physicians (ABQAURP).  


Dr. Dalton serves on the Board of Directors of Health Current, formerly Arizona Health-e Connection 
(AzHEC). Moreover, she provides community service as a Board member for a non-profit organization, 
the Challenge Foundation, where she assists underprivileged children receive middle, high school, and 
college educations.  


Dr. Dalton earned her PhD in 2008 and MBA in 1999 from Arizona State University (ASU), located in 
Tempe, Arizona. She earned her Bachelor of Science in Allied Health-Specialty in Nursing from The 
Women's College of the University of Denver (formerly Colorado Women’s College), located in Denver, 
Colorado, in 1977. Dr. Dalton earned her Diploma in Nursing at Helene Fuld College of Nursing, 
Trenton, New Jersey, in 1970. She practiced Pediatric and Neonatal ICU nursing before entering the 
administrative and quality improvement fields.  
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Richard Potter, CPA, MBA, CHCA, Executive Vice President and Chief Operating Officer at HSAG, is 
responsible for overseeing HSAG’s Federal Division, including the Medicare Quality Innovation 
Network-Quality Improvement Organization (QIN-QIO) contracts.  


Mr. Potter, who has been with HSAG since 2003, has extensive experience in, and knowledge of, 
healthcare quality systems and managed care programs as they relate to performance based 
contracting, and in Medicaid reimbursement systems. As a principal with William M. Mercer, Inc., he 
managed projects to establish risk-adjusted rates, conducted operational and financial health plan 
reviews, managed quality assurance programs, developed capitation rates, and conducted health plan 
rate negotiations. As deputy director of the Arizona Health Care Cost Containment System (AHCCCS), 
Arizona’s Medicaid program, from 1990 to 1998, Mr. Potter designed, planned, and implemented 
Arizona’s CHIP, KidsCare. He also worked with Arizona State legislators to successfully gain consensus 
on a defined benefit package, eligibility criteria, and a member enrollment process for a $60 million 
State Premium Sharing Program that provided health insurance to uninsured working individuals and 
their families. From 1993 to 1996, Mr. Potter was responsible for financial and operational oversight 
of the AHCCCS acute care health plans, long-term care program contractors, and regional behavioral 
health authorities. While deputy director, he served as chair of CMS Medicaid Managed Care Technical 
Advisory Group from 1996 to 1998. 


Mr. Potter earned a Master of Business Administration from Arizona State University, located in 
Tempe, Arizona. He earned a Bachelor of Science in Accounting from California State University at 
Northridge, California. Mr. Potter is certified by the NCQA as a HEDIS Compliance Auditor. 


Tim Laios, MBA, MPH, Chief Data Officer and Vice President, Data Science and Advanced Analytics, 
with more than 20 years of experience leading activities on data and analytic contracts for various 
customers, including state and federal agencies and departments. He is recognized as a national 
leader in Medicaid surveys and Medicaid quality reporting systems and is currently serving as a 
technical expert on the CMS Technical Expert Panel (TEP) which focuses on the Medicaid and CHIP 
Managed Care Quality Rating System (MAC QRS).  


As the Vice President, Data Science and Advanced Analytics, Mr. Laios oversees a division with over 80 
healthcare professionals from a variety of backgrounds. In his current role, Mr. Laios manages 
numerous CMS contracts related to healthcare research, program evaluation, performance measure 
development, demonstrations, financial assessments, and performance evaluation. In addition to his 
work on CMS projects, Mr. Laios has worked with over 25 state Medicaid agencies during his career on 
a wide array of projects to assess the quality, access, timeliness, and cost-effectiveness of care 
provided to Medicaid beneficiaries. He currently oversees a wide array of Medicaid analytic activities, 
including health plan performance assessment, utilization evaluations, readiness reviews, special 
needs population focused studies, and administration of the CAHPS and other surveys, including 
quality of life and care management surveys. Over the course of his career, Mr. Laios has supervised 
the administration of over 2 million surveys to adult and child Medicaid members in a wide array of 
programs (including both disabled and TANF members), as well as surveys to evaluate special needs 
populations. He has managed the analysis and reporting of numerous consumer satisfaction surveys, 
including the CAHPS Medicaid Health Plan Survey, CAHPS-Children with Chronic Conditions (CCC) 
module, CAHPS PCMH Survey, and CAHPS Dental Plan Survey. He also has experience developing novel 
survey instruments that evaluate members’ experiences with various programs (e.g., care 
management) and provider satisfaction. 


Prior to his work at HSAG, Mr. Laios served as project management lead for the National Informatics 
Department at Mercer Human Resource Consulting Inc. where he developed the Healthcare Quality 
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and Disease Management Analytic Group to perform EQR, performance measurement, pay-for-
performance, and disease management. He also spent several years working in research at the 
University of California–Berkeley and for the San Francisco Burden of Disease Study. 


Mr. Laios earned a Master of Public Health with a concentration in epidemiology and a Bachelor of 
Arts in molecular and cell biology, from the University of California, located in Berkeley. He earned a 
Master in Business Administration with emphasis in healthcare management from Regis University, 
located in Denver, Colorado.  


Carol Smallwood, MPH, Senior Executive Director, HSAG State and Corporate Services division, has 
more than 30 years of healthcare industry experience with expertise in Medicaid managed care, 
behavioral health integration, and the affordable care act. She has served in an executive leadership 
capacity for both private and public healthcare entities, and has contributed to the growth and 
success of many different companies and projects. In her current role at HSAG, Ms. Smallwood 
manages a staff of over 60 professionals responsible for the day to day operations of multiple EQRO 
contracts in various states. Ms. Smallwood works with the executive directors responsible for each 
state to coordinate internal and external resources to achieve the contractual goals and objectives 
within the allotted budget and timeframe.  


Prior to joining HSAG in 2016, Ms. Smallwood was the vice president of the Customer Care Service for 
BlueCross BlueShield of Arizona where she planned and created the Customer Care Service Center to 
serve new members enrolled through the federally facilitated marketplace.  


Ms. Smallwood created the community outreach department to provide grassroots outreach and 
served over 100 community partners and their clientele. She served on the HEDIS workgroup and was 
appointed by the Board of Directors to serve on the Customer Experience Executive Team. Previously, 
Ms. Smallwood served as president/CEO for El Paso First Health Plans which served Medicaid and CHIP 
members in El Paso County and administered a healthcare program for the indigent. She also served 
as vice president of the El Paso County Hospital District. Ms. Smallwood was the acute care 
administrator for AHCCCS, where she was responsible for the oversight of the acute care health plans’ 
compliance with contract and Balanced Budget Act (BBA) requirements. 


Ms. Smallwood holds a Master of Public Health, with a concentration in Health Administration, from 
the University of Oklahoma, located in Norman, Oklahoma. She holds a Bachelor of Community Health 
from New Mexico State University, located in Las Cruces, New Mexico.  


Gretchen Thompson, MBA, CPHQ, Executive Director of State and Corporate Services, has more than 
20 years of experience in healthcare administration and managed care with expertise in Medicaid, 
Medicare, and other publicly funded healthcare systems. She has worked with both public and private 
entities to develop innovative healthcare programs that demonstrate improved quality of care for the 
population, as well as reduced costs for the program. In her current role at HSAG, Ms. Thompson is 
responsible for overseeing EQR contracts in several states. She provides oversight for the development 
of all project deliverables, and is responsible for the quality of all work performed by project staff, 
which includes performance improvement project (PIP) validation, review of compliance of state and 
federal standards, HEDIS audits, network adequacy analysis, and performance measure development, 
calculation, and validation. Ms. Thompson develops collaborative partnerships with state Medicaid 
agencies and internal and external stakeholders, advises states on the direction of the state’s quality 
initiatives, advises states on the evaluation design plans for Section 1115 research and demonstration 
waivers and 1915(b) independent assessments, and assists states with reporting to CMS. She also 
provides oversight to the HSAG 1115 Demonstration Management and Evaluation team. Ms. 
Thompson and the 1115 team provide technical and analytic support to CMS for enhanced evaluation 
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and monitoring of Section 1115 research and demonstration waivers. This includes developing 
guidance for data collection, analysis, and reporting so that states’ evaluations are scientifically valid 
and inform progress on the CMS Triple Aim. She provides consultative guidance to CMS on delivery 
system reform incentive project (DSRIP) evaluation, quality metrics and monitoring, and project 
valuation. At the request of CMS in 2015, Ms. Thompson served on the technical expert panel for the 
CMS Oral Health Performance Improvement Project (PIP) Initiative led by CMS in partnership with 
Mathematica Policy Research, the Children’s Dental Health Project, and the Center for Health Care 
Strategies (CHCS). For this initiative, Ms. Thompson reviewed and provided technical input to the Oral 
Health PIP Template, Oral Health PIP Manual for States, and Oral Health PIP Manual for Health Plans. 
Ms. Thompson also served on the expert panel during the Oral Health Improvement national webinar 
in May 2015. Previously, Ms. Thompson had been responsible for oversight of the multidisciplinary PIP 
validation team comprised of clinicians, biostatisticians, and epidemiologists who validate PIPs for 14 
states. She also provided oversight of the performance measure validation (PMV)/HEDIS audit team, 
which audited more than 75 managed care entities annually.  


Ms. Thompson earned a Master of Business Administration from the University of Phoenix, located in 
Phoenix, Arizona. She earned a Bachelor of Arts in Psychology from Arizona State University, located 
in Tempe, Arizona. She is also a Certified Professional in Healthcare Quality from the Healthcare 
Quality Certification Commission. 


Mariyah Badani, MBA, CHCA, Director of Audits, has oversight responsibility for the validation of 
HEDIS and performance measures activities for the Nevada EQRO contract. Her current responsibilities 
include conducting HEDIS compliance audits and performance measure validation audits, developing 
audit tools, training new auditors, and managing all aspects of the audit process. Ms. Badani has 14 
years of experience working with quality initiatives and performance measure validation in the 
healthcare industry, and more than 24 years of experience in business management with expertise in 
coordinating and facilitating complex, highly visible, strategic projects that span functional areas with 
emphasis on cost reduction with increased quality. Her experience includes working collaboratively 
with government and contractor staffs on project readiness. This includes not only assisting states in 
identifying appropriate population-specific measures but also providing technical assistance in 
creating measures. Ms. Badani oversees designated HEDIS compliance audits, performance measure 
validation, and other state projects through various stages that include recruitment and selection, 
orientation and training, project design, data abstraction, data collection, and monitoring. Ms. Badani 
has conducted audits on Medicaid, Medicare, and commercial health plans, and has performed pay-
for-performance audits for provider groups and for Medicare-Medicaid plans on behalf of CMS.  


Ms. Badani has a Bachelor of Arts degree in psychology and economics, and a Bachelor of Laws degree 
from the University of Bombay. She also obtained an MBA from Arizona State University and is a 
certified HEDIS compliance auditor (CHCA). 


Christi Melendez, RN, CPHQ, Director of Performance Improvement Projects (PIPs), is responsible for 
conducting and leading all PIP validation activities and tasks performed by the HSAG PIP Team and 
ensures that all department and corporate goals and objectives are met. She has more than 30 years 
of experience in the healthcare industry, with expertise in quality improvement, PIPs, technical 
assistance, on-site training, healthcare policy and processes, clinical case management, and in 
working directly with Medicaid populations. Ms. Melendez provides research leadership, analytic 
expertise, technical interpretive writing, and staff mentoring, as well as ensuring the scientific 
soundness of study design, analysis, and interpretations of a variety of healthcare studies. She 
represents the company as needed at regional and national levels.  
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Ms. Melendez is a registered nurse with an Associate of Science degree in nursing from Cypress 
College in California. She also is a Certified Professional in Healthcare Quality (CPHQ). 


Amber Saldivar, MHSM, BS, Director, leads HSAG’s CAHPS and other survey administration activities. 
Ms. Saldivar has more than 11 years of experience in the healthcare industry with expertise in 
research, analysis, and reporting. Ms. Saldivar has extensive knowledge and experience with 
analyzing data at various organizational levels including analyses performed at the patient and 
provider levels. She has expertise in survey analytic activities, including CAHPS, quality of life, and 
provider surveys. She has assisted state Medicaid agencies with various EQR activities for over 9 years. 
Previously, Ms. Saldivar provided support for the national State Financial Alignment Demonstration 
and managed the development of performance measures for the capitated and managed FFS models 
so that states and CMS can monitor performance.  


Ms. Saldivar earned a Master of Health Sector Management and a Bachelor of Science in finance from 
Arizona State University, located in Tempe, Arizona. 


Amy Kearney, BA, Director, provides management and leadership to the teams conducting the 
network adequacy validation, focused studies, and validation of encounter data (EDV) activities. With 
more than 26 years of healthcare industry experience, Ms. Kearney currently directs and coordinates 
analyst work activities related to projects in support of EQR activities. For more than four years, she 
has overseen the development and completion of numerous annual EDVs, network adequacy studies, 
and focused studies. She has experience with all EDV tasks within the CMS protocols and works with 
states to determine the specific activities to best support each state’s evolving encounter data 
landscape. She provides research leadership, analytic expertise, and mentoring to junior-level staff 
members. Ms. Kearney acts as an internal and external liaison for analytic activities by planning, 
executing, and monitoring projects; supervising staff members; managing customer relations; and 
providing technical assistance. She assists in developing and implementing staff training related to 
conducting EQR activities, study design, and execution. Ms. Kearney is accountable for ensuring 
completion of assigned analytic tasks according to contract specifications and ensuring completed 
tasks meet budget requirements.  


Ms. Kearney earned a Bachelor of Arts degree in business administration at the University of New 
Mexico–Anderson School of Management.  


Raymond Berens, BA, Associate Director, leads HSAG’s HEDIS calculations and quality rating system 
teams. Mr. Berens’ responsibilities include working with HSAG customers to develop methodologies 
and provide meaningful input to states throughout the development, execution, and reporting of 
healthcare quality projects. Mr. Berens has over 6 years of experience performing analyses of 
healthcare data, conducting statistical assessments for several state Medicaid agencies, and 
calculating performance measures utilizing administrative claims data and CAHPS survey data tools. 
He has expertise in developing state Medicaid P4P program algorithms, selecting metrics for inclusion 
in payment algorithms, and determining P4P incentive payments. Mr. Berens also oversees all analysis 
and reporting for the Quality Rating Systems that HSAG produces for Illinois, Michigan, Ohio, and 
Virginia.  


Mr. Berens earned his Bachelor of Arts degree in mathematics from Arizona State University. 


Project Management and Oversight 
HSAG’s approach to project management is based on a matrix style, wherein Gretchen Thompson, 
MBA, CPHQ, will serve as the contract manager for the Nevada EQR activities and will maintain 
oversight of the Nevada EQRO contract. Ms. Thompson will be ultimately responsible and accountable 
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for the project’s success and the DHCFP satisfaction. Under her direction, task teams will function to 
fulfill the requirements of the EQR services contract, including all EQR activities, meetings, reporting, 
and communications with the DHCFP and MCOs. Each activity lead will serve as a subject matter 
expert and will work jointly with Ms. Thompson to provide policy advice and support to the DHCFP, as 
requested. 


Each HSAG activity lead, designated as key personnel on the organizational chart included in Section 
VIII – Other Informational Materials, Attachment I – Project Team Organizational Chart, will be 
responsible for overseeing the work produced by each functional area’s task team and will report the 
status of each task to the contract manager. Each activity lead is a highly skilled senior healthcare 
professional experienced in the areas he or she oversees, and are supported by a dedicated team of 
experienced staff members who possess skills and credentials pertinent to the task area. HSAG’s 
activity leads serve as the DHCFP’s consultants, providing knowledge and expert advice on Medicaid 
managed care issues, policies, and national best practices related to the EQR activities they perform. 


In addition to communications through formal update meetings, the DHCFP will receive prompt and 
personal communications throughout the term of the contract. These communications will serve as an 
avenue to address the DHCFP’s questions and to discuss any developments as they arise. HSAG will 
keep the DHCFP informed of each task’s progress, barriers, successes, and outstanding issues as 
monitoring procedures unfold. Jointly, the contract manager and the activity lead will present 
forward-looking ideas to the DHCFP and offer suggestions for enhancements and, as needed, problem-
solving.  


ADMINISTRATIVE SYSTEMS 
Staff Training 
Before beginning each Nevada EQRO activity or project, the contract manager will conduct an 
orientation meeting with all internal staff members assigned to the project. The purpose of this 
meeting is to review timelines, work assignments, and the scope of project activities and 
methodologies, and to answer any questions about the Nevada Medicaid, Nevada Check Up, and the 
Health Care Guidance Program, as applicable.  


The contract manager will also provide specific training to staff members to address the unique 
characteristics of healthcare in Nevada. To provide adequate training for the project staff and 
continuity for all projects, HSAG uses a skills/competency checklist to ensure individuals assigned to 
projects possess the necessary skills and competency for the assigned work. The checklist assists 
management in providing necessary competency-based orientation, training, and cross-training for 
the project staff.  


Peer Review 
HSAG uses a process of internal peer review to ensure uniform scoring in its EQR activities. All subject 
matter experts at HSAG (e.g., compliance, PMV, PIP, and network adequacy validation team 
members) undergo rigorous training before working with specific states to ensure they are 
knowledgeable about state-specific contractual requirements in addition to the federal managed care 
regulations and CMS protocols for the EQR activity. HSAG develops and uses standardized review tools 
and scoring methodologies. All data collection tools are developed using federal managed care 
regulations and contract requirements and are based on DHCFP-approved monitoring method(s). Each 
HSAG draft report is subjected to a validation process that reviews for accuracy of scoring and analytic 
content, and for consistency across reports. For compliance activities, HSAG assigns an activity lead for 
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each health plan compliance review. The activity lead is responsible for ensuring consistency of 
reviewers’ monitoring methodology, scoring, and reporting across health plans.  


Project Activity Monitoring 
HSAG will provide monthly progress reports, organized by EQR task, that summarize the EQR activities 
to date. The progress report will provide an “accomplishments” column with the status of each activity 
task and deliverable as of the close of the previous month. In addition, the report will include a listing 
of “goals” for the subsequent month and any barriers or outstanding issues that should be addressed. 
The report will assist the DHCFP and the HSAG contract manager to plan and prepare for all necessary 
steps in the project work plan, ensuring a clearly communicated and coordinated approach. The 
progress report also will serve as a tracking and monitoring tool for use in HSAG’s internal quality 
control process. In tandem with production of the progress report, HSAG will schedule and conduct 
telephonic meetings with key DHCFP contacts to review progress, answer questions, review and clarify 
expectations for the following month, and discuss and address any possible barriers that may pose a 
risk to timely completion of a timeline milestone or a deliverable. HSAG uses monthly reports and 
meetings for all its EQRO contract states, and they find this to be an excellent way to identify progress, 
mitigate barriers, and communicate expectations.  


Report Development 
For each EQR activity with reporting requirements, HSAG will develop standardized reporting 
templates for the DHCFP’s review, comment, and approval. While reporting on EQR activity results 
requires certain standardized information elements or sections, HSAG has learned that its state 
Medicaid agency contractors appreciate the opportunity to receive customized reports that meet the 
needs of the state and its stakeholders. Therefore, HSAG proposes to work closely with the DHCFP 
upon contract implementation to determine reporting preferences and develop reporting templates to 
meet those needs and preferences.  


HSAG will work closely with the DHCFP to ensure it understands and conforms to the DHCFP’s 
reporting preferences and requirements. HSAG subjects reports to internal editorial and validation 
processes to ensure information is accurate and complete, and to ensure the use of reliable processes 
to analyze and report data and results. Following these processes results in comprehensive reports 
that are accurate, have valid analytical interpretation, and are of the highest quality.  


The HSAG Reports Team, a group of dedicated technical writers and editors, process reports through 
their final form. The team members bring years of combined higher education and professional 
experience related to the field. In forming this team, HSAG selected its members because of their 
college-level training in applicable subjects and their undergraduate and higher degrees in English and 
in technical and science writing. Team members also have experience in medical and technical 
publishing and in industry-standard software tools. They maintain their professional skills and keep 
pace with advances in relevant fields by participating in professional knowledge-sharing activities. 


HSAG’s written procedures, guidelines, and tracking tools ensure reports (1) meet all timelines and 
requirements for the deliverable; (2) are professional, accurate, complete, and understandable; and 
(3) meet the customer’s needs and preferences. Written procedures include staff members’ roles and 
specific steps for: 


 Report planning and creating a timeline.  
 Developing the report template.  
 Drafting the report. 
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 Editing the report and validating the information. 
 Finalizing the report. 
 Delivering the final product to the customer. 


2.3.1.3 The vendor is accountable for and must oversee all subcontractor functions. 


HSAG understands and will comply with the requirements set forth in 2.3.1.3. 


HSAG has carefully selected its subcontractor, matching strengths to the particular activity. The HSAG 
contract manager has overall responsibility and accountability for all delegated activities and 
deliverables. The activity lead under whose direct supervision the subcontractor will perform orients 
the subcontractor on the contract requirements and delegated responsibilities to ensure tasks and 
deliverables meet the customers’ needs. HSAG’s intensive oversight and monitoring of its 
subcontractors for project management and cost-effectiveness ensures a fully integrated, streamlined, 
and seamless work process. HSAG performs site visits to each subcontractor location as needed, and 
maintains regularly scheduled status updates during the term of the contract. For some activities, 
HSAG holds formal weekly teleconferences to discuss the project’s status.  


HSAG reviews and approves all work products from subcontractors before the product or information 
is used in any deliverable submitted to the state Medicaid agency or its managed care organizations. 
HSAG is the point of contact for all communication with the state Medicaid agency and the managed 
care entities. The subcontractor does not communicate directly with the state at any time. 


HSAG has final responsibility and accountability for its subcontractor and the work performed to meet 
the requirements of the contract with a state. 


HSAG assures the DHCFP that it will follow these accountability and oversight procedures while using 
DataStat as a subcontractor for the CAHPS activities described in this proposal. 


  







  


 


State of Nevada Purchasing Division 
Response to Request for Proposal 3491, External Quality Review Organization 


Technical Proposal 
162 


 


2.4 IMPLEMENTATION 
2.4.1 The vendor shall develop and submit to DHCFP for approval, no later than one month after notification 


that the vendor has been awarded the Contract, a detailed work plan and timeline for performing the 
obligations set forth in the Contract for the first contract year. 


HSAG understands and will comply with the requirements set forth in 2.4.1. 


HSAG will develop and submit to the DHCFP for its review and approval an annual written 
comprehensive work plan and project timeline for implementing the EQRO activities set forth in the 
contract. No later than one month after notification of contract award, HSAG will submit a work plan 
and timeline for the first contract year. The detailed work plan and project timeline will adhere to the 
following outline:  


 EQR mandatory and optional activities for which HSAG is engaged in the first contract year 
 Specific task within each activity 
 Timeline for each task 
 Responsible party for each task 


HSAG has successfully prepared work plans for the DHCFP in this manner for several years, and uses 
the workplan and project timeline to monitor activity and task timelines, deliverables, and milestones, 
as well as to provide an overview of all program activities. At the beginning of the project, HSAG 
establishes milestones for each activity and deliverable. The project timeline documents all tasks and 
deliverables for each activity in chronological order by due date, including all reviews, reports, on-site 
visits, and activities required to complete each task. HSAG monitors each task and records progress on 
the project timeline. The activity leads maintain responsibility for overseeing the work produced by 
their assigned activity teams and report the status of each activity task to the contract manager.  


HSAG will not begin EQR activities until the DHCFP gives final approval of the work plan and project 
timeline. If the DHCFP does not approve the plan and timeline, HSAG will resubmit a revised plan and 
timeline within 10 calendar days of receiving the DHCFP’s request for revision.  


2.4.2 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 stage of readiness to perform all Contract obligations. 
All such updates shall be reviewed and approved by the DHCFP. 


HSAG understands and will comply with the requirements set forth in 2.4.2. 


The contract manager and activity leads review the workplan and project timeline throughout the life 
of the activity. When issues arise that may jeopardize meeting timelines, the contract manager will 
notify the DHCFP. HSAG generally sees three recurring problems when confronting timeline delays. 
First, MCOs may have difficulty meeting tight deadlines due to staff turnover; second, MCOs may 
encounter unexpected information system problems; and third, there may be a lack of complete claims 
or encounter data from either the MCO or the state customer that is needed for specific activities. 


HSAG will provide the DHCFP with updates to the initial work plan and timeline on scheduled monthly 
progress calls, identifying any adjustments made to either and describe its current stage of readiness 
to perform all contract obligations. The contract manager will discuss all recommended modifications 
to the work plan or project timeline with the DHCFP and seek approval for the modifications.  
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2.4.3 Unless otherwise agreed to by the DHCFP, submit to the DHCFP, within a minimum of ten (10) working 
days of the service start date, all deliverables to permit any DHCFP identified modifications. The DHCFP 
will have a maximum of twenty (20) working days upon receipt in which to respond with modifications to 
the vendor. If the DHCFP does not respond by the twentieth work day after receipt of the deliverable, the 
DHCFP’s approval of the submission will be assumed to be granted. 


HSAG understands and will comply with the requirements set forth in 2.4.3. 


HSAG will supply a list of all deliverables for which it requests modifications be made within 10 
working days of the service start date. HSAG understands the DHCFP will have 20 working days from 
the receipt of the request to respond to the requested modifications/revisions. If the DHCFP does not 
respond by the 20th working day after receipt, HSAG will assume the DHCFP’s approval of the 
submission is granted. 
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2.5 PRESENTATION OF FINDINGS 
The awarded vendor must obtain 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. 


HSAG understands and will comply with the requirements set forth in 2.5.  


HSAG will obtain the DHCFP’s approval prior to publishing or making formal public presentations of 
statistical or analytical material that includes information about enrolled recipients. Unless instructed 
otherwise by the DHCFP, HSAG will only include aggregate information about enrolled recipients so 
that individual recipient privacy is protected. Historically, the DHCFP has provided aggregate 
enrollment counts for the managed care program, stratified by managed care vendor, county of 
residence, race and ethnicity, and age-bands. HSAG uses this information to describe the 
demographics of the enrolled managed care population in the annual EQR technical report, as well as 
the DHCFP’s quality strategy. HSAG will continue to ensure the material protects specific individual 
recipient privacy and confidentiality to the extent required by both federal and State law and 
regulation. 
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2.6 HIPAA COMPLIANCE REQUIREMENTS 
2.6.1 The vendor represents and warrants that:  


2.6.1.1 It will conform to all applicable Health Insurance Portability and Accountability Act (HIPAA) 
requirements and regulations no later than the compliance date of each of those requirements 
or regulations; 


HSAG understands and will comply with the requirements set forth in 2.6.1.1. 


HSAG has implemented a thorough Health Insurance Portability and Accountability Act (HIPAA) 
compliance and protection program that exceeds federal requirements and includes recurring training 
for all employees, as well as policies and procedures that address the physical and electronic security 
and day-to-day operations for protecting sensitive health information. HSAG will ensure all data is 
collected, stored, transmitted, and reported with proven security and data. Given the sensitive nature 
of the information HSAG is responsible for reviewing, only authorized staff will have access to health 
information as needed using the most current and authorized data security technologies and 
processes, such as FTP, Federal Information Processing Standard (FIPS) compliant 256-bit Triple Data 
Encryption Standard (DES) SSL certificates, encrypted network data storage, encrypted hard disk 
drives, and dual factor authentication for remote access. 


2.6.1.2 It will ensure compliance with all HIPAA standards for themselves and any Business 
Associate(s), including transaction, code sets, identifier, privacy, confidentiality, and security 
standards, by the effective date of those rules; 


HSAG understands and will comply with the requirements set forth in 2.6.1.2. 


HSAG employees and subcontractors sign a Code of Conduct Agreement stating they will abide by all 
HIPAA, Health Information Technology for Economic and Clinical Health (HITECH), contractual 
requirements, and HSAG Confidentiality Policies which includes transaction, code sets, identifier, 
privacy, confidentiality, and security standards. 


2.6.1.3 As a Business Associate, the Vendor and all subcontractors will comply with the Business 
Associate Addendum, (“BAA”) found in Attachment J that is made a part of the contract. 


HSAG understands and will comply with the requirements set forth in 2.6.1.3. 


HSAG will comply with the Business Associate Addendum (BAA) provided by the State of Nevada. 
Additionally, any vendor or subcontractor will be held accountable to the same standards included in 
the Agreement. 
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Section VI – Company Background and 
References  


3.1 VENDOR INFORMATION 
3.1.1 Vendors shall provide a company profile in the table format below. 


In accordance with requirement 3.1, Health Services Advisory Group, Inc.’s (HSAG’s) company profile is 
provided in the table that follows. 


Question Response 
Company name: Health Services Advisory Group, Inc. 
Ownership (sole proprietor, partnership, etc.): Corporation 
State of incorporation: Arizona 
Date of incorporation: 1982 
# of years in business: 36 
List of top officers: Mary Ellen Dalton, PhD, MBA, RN 


President and Chief Executive Officer 


Joellen Tenison, CPA, MBA 
Vice President, Administration and Chief Financial 
Officer, HSH 


Rick Potter, CPA, MBA, CHCA 
Chief Operating Officer,  
Executive Vice President 


Mary Fermazin, MD, MPA 
Chief Medical Officer,  
Vice President, Health Policy & Quality 
Measurement 


Howard Pitluk, MD, MPH, FACS  
Chief Medical Officer and Vice President 


Jennifer Goodman, JD, SHRM-OP, PHR 
Chief Human Resources Officer 


Tim Laios, MBA, MPH 
Chief Data Officer, Vice President, DSAA 


Dave Kantrud, BS 
Chief Information Officer 


Andrea Silvey, PhD, MSN 
Chief Quality Improvement Officer 


Location of company headquarters, to include 
City and State: 


3133 E. Camelback Road, Suite 100 
Phoenix, Arizona 85016 


Location(s) of the office that shall provide the 
services described in this RFP: 


3133 E. Camelback Road, Suite 100 
Phoenix, Arizona 85016 
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Question Response 
Number of employees locally with the expertise 
to support the requirements identified in this RFP: 


HSAG employs 163 employees at its Phoenix 
corporate headquarters, all of whom possess the 
experience and expertise necessary to support the 
requirements identified in this RFP. This includes 
both project and support staff. 


Number of employees nationally with the 
expertise to support the requirements in this RFP: 


HSAG employs 209 employees nationally in its 
project offices with the expertise to support the 
requirements in this RFP. 


Location(s) from which employees shall be 
assigned for this project: 


HSAG will assign employees from its Phoenix, 
Arizona corporate headquarters, located at: 
3133 E. Camelback Road, Suite 100 
Phoenix, Arizona 85016 


 


3.1.2 A Nevada-based business may apply for a five percent (5%) preference on its proposal. This preference 
may apply if a business has its principal place of business within Nevada. This preference cannot be 
combined with any other preference, granted for the award of a contract using federal funds, or granted for 
the award of a contract procured on a multi-state basis. To claim this preference a business must submit a 
letter with its proposal showing that it qualifies for the preference. 


HSAG is not a Nevada-based business and is not claiming this preference. 


3.1.3 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of another state 
shall 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. 


HSAG is currently registered with the State of Nevada, Secretary of State’s Office as a foreign 
corporation since February 17, 2000. 


3.1.4 The selected vendor, prior to doing business in the State of Nevada, shall 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. 


HSAG is licensed to conduct business in the State of Nevada, as noted in the response that follows. 


Question Response 
Nevada Business License Number: NV20001213956 
Legal Entity Name: Health Services Advisory Group, Inc. 


 


Is “Legal Entity Name” the same name as vendor is doing business as? 
 


Yes X No  


 


If “No”, provide explanation. 


This item is not applicable.  
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3.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?  
 


Yes X No  


 
If “Yes”, complete the following table for each State agency for whom the work was performed. Table can be 
duplicated for each contract being identified. 


HSAG is providing the information requested in Table 3.1.5-1 that follows. 


Table 3.1.5-1: State Agency Contacts 


Question Response 
Name of State agency: Department of Health and Human 


Services, Division of Health Care 
Financing and Policy 


State agency contact name: Theresa Carsten 
Dates when services were performed: 7/1/2009-6/30/2018 
Type of duties performed: External Quality Review Organization 
Total dollar value of the contract: $4,702,495.85 


 


3.1.6 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? 


This item is not applicable. 


If you employ (a) any person who is a current employee of an agency of the State of Nevada, or (b) any person who 
has been an employee of an agency of the State of Nevada within the past two (2) years, and if such person shall be 
performing or producing the services which you shall be contracted to provide under this contract, you shall disclose 
the identity of each such person in your response to this RFP, and specify the services that each person shall be 
expected to perform. 


This item is not applicable. 


3.1.7 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 shall also be disclosed. 


HSAG understands and will comply with the requirements set forth in 3.1.7. 


HSAG has had no significant prior or ongoing contract failures, contract breaches, civil or criminal 
litigation wherein HSAG is alleged to be liable or held liable in a matter involving a contract with the 
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State of Nevada or any other governmental entity. HSAG has no pending claim or litigation occurring 
within the past six years which may adversely affect HSAG’s ability to perform or fulfill its obligations 
if a contract is awarded as a result of this RFP. 


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. 


This item is not applicable. 


Question Response 
Date of alleged contract failure or 
breach: 


Not applicable 


Parties involved: Not applicable 
Description of the contract failure, 
contract breach, or litigation, including 
the products or services involved: 


Not applicable 


Amount in controversy: Not applicable 
Resolution or current status of the 
dispute: 


Not applicable 


If the matter has resulted in a court 
case: 


Court Case Number 
Not applicable Not applicable 


Status of the litigation: Not applicable 
 


3.1.8 Vendors shall review and provide if awarded a contract the insurance requirements as specified in 
Attachment D, Insurance Schedule for RFP 3491. 


HSAG understands and will comply with the requirements set forth in 3.1.8. 


If awarded a contract, HSAG will review and provide the insurance requirements specified in 
Attachment D, Insurance Schedule for RFP 3491. 
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3.1.9 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. 


HSAG’S QUALIFICATIONS TO PROVIDE THE SERVICES 
HSAG has carefully studied the DHCFP’s Request for Proposal (RFP) and is confident that it is eminently 
qualified and capable of providing the services required in the manner most advantageous to Nevada 
Medicaid and Check Up members and the DHCFP. Specifically, HSAG employs highly qualified staff 
with expertise and experience in providing the requested services, as described in detail in this 
proposal in Section V, Scope of Work, and Section VII, Proposed Staff Resumes. 


For more than two decades, HSAG has actively engaged in evaluating the quality, timeliness, and 
access to care and services received by individuals enrolled in Medicaid managed care. HSAG provides 
external quality review (EQR) services in 16 states and is the external quality review organization 
(EQRO) in 15 of those states. Further, HSAG has provided external quality review (EQR) services to the 
State of Nevada since 2000. As a highly qualified EQRO and the State’s incumbent, HSAG is 
distinguished from other organizations, as evidenced by the following. 


HSAG has: 


 Served as the EQRO for the Nevada Department of Health and Human Services/DHCFP for more 
than 18 years. In that time, HSAG has: 


● Demonstrated its knowledge of Nevada Medicaid and Check Up requirements, managed care 
principles, 1115 research and demonstration waivers, and of Nevada’s Medicaid and Check Up 
programs as well as DHCFP’s contracted health plans. 


● Completed production of all required tasks and deliverables in a timely manner. 
● Established excellent working relationships with the DHCFP’s assigned contract staff.  
● Facilitated quality initiatives that resulted in:  


○ Reduced inappropriate emergency department usage  
○ Improved performance across Quality Strategy goals and objectives  
○ Early identification of effective intervention strategies that improved performance in areas 


related to: child health, prenatal care, and mental health follow-up 
○ Improved contract compliance by managed care vendors 


 Experience working with a variety of health plan models and with organizations that meet the 
CMS definitions of managed care organization (MCO), prepaid inpatient health plan (PIHP), 
prepaid ambulatory health plan (PAHP), accountable care organization (ACO), primary care case 
management (PCCM) entity, as well as other delivery models. HSAG’s experience includes support 
to states and their contractors as new health plan model types, such as the care management 
organization (CMO) in Nevada, or new populations are integrated into a state’s managed care 
program. 


 A unique perspective, given its EQR involvement in 16 states, to share with the DHCFP and its 
MCOs, DBA/PAHP, and CMO, or future vendor, lessons learned, as well as benchmarks and trends, 
derived from its extensive EQR activities and data. HSAG can compare a large volume of data from 
across the states, use lessons learned from other states in implementing programs and managing 
contractors, and connect the DHCFP with key contacts from other states.  


 Extensive experience with Medicaid managed care programs that provide primary and preventive 
care, managed long-term services and supports (MLTSS), behavioral healthcare and substance use 
disorder services, dental services, and other specialty services. Additionally, HSAG’s experience 
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includes collaborating with states’ various managed care special needs populations, including 
aged, blind, and disabled (ABD) populations who require long-term services and supports, and 
individuals in the Medicaid expansion eligibility groups. 


 Experience conducting readiness reviews prior to new program implementation and prior to newly 
contracted health plans’ “go-live” date; ongoing monitoring following implementation; and 
review of capacity of the new health plans’ medical, behavioral health, dental, and/or long-term 
care provider networks.  


 Significant experience in assisting states with, and understands the associated challenges for, 
Medicaid managed care program implementation and waiver modifications, as well as expansion 
to statewide or multiregional coverage.  


 Received national recognition for its quality measure development, evaluation, and policy 
expertise. The HSAG team has been developing clinical quality measures for the CMS reporting 
programs for over 10 years. HSAG has developed and maintained 12 measures that have received 
National Quality Forum (NQF) endorsement and currently holds contracts to develop and maintain 
measures for both the CMS Inpatient Psychiatric Facility Quality Reporting (IPFQR) Program and 
Qualified Health Plans (QHPs) in the Health Insurance Marketplace.  


 Since 2012, led the National Impact Assessment of Quality and Efficiency Measures, a triennial 
report mandated under the Affordable Care Act. This report encompasses the evaluation of the 
impact of CMS quality measures across 25 reporting programs, and provides policy 
recommendations to strengthen quality measurement nationally.15 HSAG was also recently tasked 
by CMS to develop the CMS Quality Measure Development Plan (MDP),16 which serves as the 
strategic framework for measure development for the Quality Payment Program, as mandated 
under the Medicare Access and CHIP Reauthorization Act of 2015 (MACRA). 


HSAG’s commitment to quality is best summarized in its Mission Statement:  


We embody quality in all we do: in the services we provide, in the knowledge we share, and 
in the relationships we build with providers, patients, families, and caregivers. Quality is our 
way of doing business and directs all of our actions and work. 


HSAG BACKGROUND AND HISTORY 
In 1979—following the federal government’s implementation of the professional standards review 
organization (PSRO)—HSAG was established by a group of medical professionals whose mutual goal 
was to make a difference in healthcare quality improvement. This resulted when President Richard 
Nixon signed landmark legislation (Public Law 92-603) establishing a peer review system responsible 
for the comprehensive and ongoing review of services provided under Medicare and Medicaid. The 
PSRO program was subsequently modified to focus on quality improvement, and HSAG became a 
quality improvement organization (QIO) for Arizona in 1984. 


The Balanced Budget Act of 1997 (BBA) added to the Social Security Act a new section that pertained 
to Medicaid managed care monitoring. This legislation created the requirement that states 
contracting with Medicaid managed care organizations must arrange for external quality review 
performed by a qualified external quality review organization. For more than 20 years, HSAG has 
competitively bid on and been awarded EQRO and EQR-related services contracts. 


                                                           
15 https://www.cms.gov/medicare/quality-initiatives-patient-assessment-instruments/qualitymeasures/national-impact-
assessment-of-the-centers-for-medicare-and-medicaid-services-cms-quality-measures-reports.html. 
16 https://www.cms.gov/medicare/quality-initiatives-patient-assessment-instruments/value-based-programs/macra-mips-
and-apms/macra-mips-and-apms.html. 



https://www.cms.gov/medicare/quality-initiatives-patient-assessment-instruments/qualitymeasures/national-impact-assessment-of-the-centers-for-medicare-and-medicaid-services-cms-quality-measures-reports.html

https://www.cms.gov/medicare/quality-initiatives-patient-assessment-instruments/qualitymeasures/national-impact-assessment-of-the-centers-for-medicare-and-medicaid-services-cms-quality-measures-reports.html

https://www.cms.gov/medicare/quality-initiatives-patient-assessment-instruments/value-based-programs/macra-mips-and-apms/macra-mips-and-apms.html

https://www.cms.gov/medicare/quality-initiatives-patient-assessment-instruments/value-based-programs/macra-mips-and-apms/macra-mips-and-apms.html
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Since its inception, HSAG has provided innovative leadership on healthcare quality improvement 
projects for federal, state, and private sector customers, and is one of the most experienced quality 
improvement and external quality review organizations in the nation. Today, HSAG is recognized as an 
agent of change in the healthcare industry because of its successful collaboration with states, health 
plans, and providers across the continuum of care. HSAG’s primary roles include providing quality 
assessment and improvement information and initiatives as: 


 A Medicaid external quality review organization 
 A Medicare Quality Innovation Network-Quality Improvement Organization (QIN-QIO) 
 An End-Stage Renal Disease (ESRD) Network contractor 


In addition, HSAG performs audit services as a Licensed Organization to conduct NCQA HEDIS® 
Compliance Audits™ 17), numerous national projects (e.g., CAHPS®18 Hospital Survey [HCAHPS] and 
CAHPS for accountable care organizations), and other healthcare quality-related services (e.g., quality 
improvement plan development, independent waiver assessments). 


Medicaid External Quality Review Organization  
As the largest EQRO in the nation, HSAG currently provides EQR services in 16 states: Nevada, Arizona, 
California, Colorado, Florida, Georgia, Hawaii, Illinois, Iowa, Michigan, New Hampshire, Ohio, 
Tennessee, Utah, Vermont, and Virginia, respectively. HSAG serves as the EQRO in 15 of those states. 
Collectively, these states enroll more than 13 million Medicaid recipients, representing approximately 
45 percent of the nation's Medicaid population. HSAG works collaboratively with state Medicaid 
agencies for which it performs EQR services to help improve the quality of care provided to Medicaid 
recipients. Moreover, HSAG collaborates with each state’s staff to develop state quality improvement 
plans and to design initiatives that result in measurable outcomes. HSAG is actively engaged in 
evaluating the quality of care that Medicaid recipients receive, and has provided EQR-related services 
for more than 23 consecutive years for Medicaid agencies. 


HSAG provides EQR services that include validation of PIPs, validation of performance measures, 
monitoring compliance with standards in accordance with the federal and state guidelines, validation 
of network adequacy, production of the EQR technical report, and optional activities (such as 
validation of encounter data, focused studies, development of quality rating systems, and consumer 
and provider satisfaction surveys) as set out in the BBA and its resulting EQR regulations. HSAG 
performs EQRO functions in accordance with federal and state laws, regulations, CMS protocols, state-
specific contract requirements, and policies applicable to managed care programs.  


Quality Innovation Network-Quality Improvement Organization for 
Medicare 
HSAG remains Arizona’s QIO since its first contract was awarded in 1984. In 2003, HSAG became the 
QIO for Florida and, in 2008, it became the QIO for California. Effective July 2014, CMS regionalized the 
QIO program through a competitive bidding process and awarded HSAG the largest QIN-QIO contract 
in the nation. HSAG’s QIN-QIO region comprises Arizona, California, Florida, Ohio, and the U.S. Virgin 
Islands, respectively, which contain approximately 25 percent of the nation’s Medicare beneficiaries. 


As the QIN-QIO for these five areas, HSAG collaborates with patients, families, caregivers, hospitals, 
nursing homes, home health agencies, physician offices, and other stakeholders to improve healthcare 
for Medicare beneficiaries. HSAG collaborates with communities and providers on strategic initiatives 
                                                           
17 NCQA HEDIS Compliance Audit is a trademark of the National Committee for Quality Assurance (NCQA). 
18 CAHPS® is a registered trademark of the Agency for Healthcare Research and Quality (AHRQ). 
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and projects to implement improvements in the quality of care available throughout the spectrum of 
care for Medicare recipients. QIN-QIO projects drive quality by providing technical assistance, 
convening learning and action networks, and collecting and analyzing data for improvement. 


Pay for Performance (P4P) and Incentive Programs 
HSAG recently worked with several state Medicaid agencies to revamp the pay-for-performance 
approach within their Medicaid programs. For example, HSAG developed a novel pay-for-performance 
program for Hawaii’s Med-QUEST Division, the State’s Medicaid agency. The program considered the 
variable membership mix of each plan; some of the plans were composed of nearly all TANF members, 
while other plans were composed primarily of ABD members. In addition to considering the mix of 
TANF and ABD members in each plan, HSAG developed a multi-tiered incentive structure derived from 
comparisons of performance measure rates relative to national benchmarks, as well as relative 
improvement in the year-over-year performance measure rates. HSAG also worked with the State to 
identify the most pertinent measures for inclusion in the managed care plan incentive program.  


In addition to working with state Medicaid agencies, HSAG collaborates with other state entities to 
develop innovative incentive programs for a variety of provider types. For example, HSAG is currently 
working with a State public health department to determine incentive payments to all Medicaid-
certified skilled nursing facilities within the State based on an evaluation of performance across a wide 
array of nursing home measures. HSAG was involved in selecting the measures and payout structure. 


Advanced Analytics for Quality Improvement 
HSAG’s Data Science and Advanced Analytics department has extensive experience conducting 
analytical projects ranging from case review record sampling and statistical analyses to 
comprehensive clinical and nonclinical research projects. HSAG has more than 25 years of experience 
in healthcare informatics, research design, and reporting, including sampling, data management, and 
statistical analysis. Throughout its extensive history of administrating quality of care studies, HSAG 
has gained experience in a variety of study designs, clinical conditions, nonclinical areas of service, 
process and outcome measures, population characteristics, data collection and processing 
methodologies, statistical analyses, and provider/payer arrangements. From simple random samples 
to complex multi-stage cluster sampling, and from straightforward performance rates to risk-adjusted 
weighted averages, HSAG employs experienced analysts with the knowledge to apply appropriate 
analytic methods to ensure the highest quality studies. More importantly, HSAG’s analytic team can 
translate complex statistical concepts and quantitative and qualitative research into operational goals 
and standards and improvement activities. A key to HSAG’s success is its knowledge of research 
principles and analytic methods, coupled with the ability to apply them to real-world opportunities for 
improvement. 


To further demonstrate its experience, Table 3.1.9-1 that follows provides a list of HSAG’s EQR services 
by state. Categorized by state Medicaid agency contract, this table includes the mandatory, optional, 
and other EQR activities HSAG provides for each state contract that are similar to those outlined in this 
RFP. HSAG’s number of years of experience with each state is provided in the last column.  
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Table 3.1.9-1: HSAG’s Experience Performing External Quality Review Contract Activities 


State Medicaid 
Agency/Department 
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Nevada, Division of Health Care 
Financing and Policy                18 


Arizona, Arizona Health Care Cost 
Containment System                13 


California, Department of Health 
Care Services               10 


Colorado, Department of Health 
Care Policy and Financing                16 


Florida, Agency for Health Care 
Administration                11 


Georgia, Department of 
Community Health                10 


Hawaii, Department of Human 
Services, Med-QUEST Division                17 


Illinois, Department of Health and 
Family Services                14 


Iowa, Department of Human 
Services                2 


Michigan, Department of Health 
and Human Services (MDHHS), 
Managed Care Plan Division 


              14 


Michigan, MDHHS, 
Behavioral Health and 
Developmental Disabilities 
Administration 


              15 


New Hampshire, Department of 
Health and Human Services, Office 
of Medicaid Business and Policy  


              5 


Ohio, Department of Medicaid                14 


Tennessee, Bureau of TennCare 
(HSAG is a Subcontractor to the 
EQRO) 


              17 


Utah, Department of Health                7 


Vermont, Agency of Human 
Services               11 


Virginia, Department of Medical 
Assistance Services               4 
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3.1.10 Provide a brief description of the length of time vendor has been providing services described in this RFP to 
the public and/or private sector. 


For more than 23 consecutive years, HSAG has actively engaged in evaluating the quality of care that 
Medicaid recipients receive, and has provided EQR and EQR-related services since the CMS revised the 
EQR protocols in 2003. In its role as an EQRO, HSAG has provided the mandatory and optional services 
described in this RFP for its various contracted state Medicaid agencies, many of which have been 
customers for over 10 years. The preceding table (Table 3.1.9-1) depicts HSAG’s current EQRO 
activities for 16 states (17 separate contracts) and the total number of years to-date HSAG has 
provided services for each contract. Additionally, HSAG began performing CAHPS analysis and 
reporting for the State of Minnesota in July 2016. For nearly 20 years, HSAG has performed HEDIS 
compliance audits for private sector health plans.  


3.1.11 Financial information and documentation to be included in accordance with Section 8.5, Part III – 
Confidential Financial Information.  
3.1.11.1 Dun and Bradstreet Number  
3.1.11.2 Federal Tax Identification Number 
3.1.11.3 The last two (2) years and current year interim: 


A. Profit and Loss Statement  
B. Balance Statement 


Dun and Bradstreet Number 
HSAG’s Dun and Bradstreet number is 11–4443260. 


Federal Tax Identification Number 
HSAG’s federal tax identification number is 86–0440007. 


The Last Two (2) Years and Current Year Interim 
HSAG is a subsidiary of Health Services Holdings, Inc. (HSH). Included in Section VIII – Other 
Informational Material, Attachment J – Current Year Interim; Attachment K – 2017 Fiscal Year 
Financial Statements, and Attachment L – 2016 Fiscal Year Financial Statements are HSH’s audited 
financial statements for the years ended June 30, 2017 and June 30, 2016, and the current year interim 
Profit and Loss Statement and Balance Sheet as of December 31, 2017 as documentation 
demonstrating that HSAG possesses the financial resources sufficient to conduct this project. 


PROFIT AND LOSS STATEMENT 
The HSH audited financial statements include HSAG’s June 30, 2017 Profit and Loss Statement in the 
Consolidating Statement of Income and Retained Earnings on page 16 and HSAG’s June 30, 2016 Profit 
and Loss Statement in the Consolidating Statement of Income and Retained Earnings on page 16. 
HSAG’s current year interim Profit and Loss Statement as of December 31, 2017 is included as a 
separate document. 


Please refer to Section VIII – Other Informational Material, Attachment J – Current Year Interim; 
Attachment K – 2017 Fiscal Year Financial Statements; and Attachment L – 2016 Fiscal Year Financial 
Statements for HSAG’s profit and loss statement. 
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BALANCE STATEMENT 
The HSH audited financial statements include HSAG’s June 30, 2017 Balance Sheet in the Consolidating 
Balance Sheet on page 15 and HSAG’s June 30, 2016 Balance Sheet in the Consolidating Balance Sheet 
on page 15. HSAG’s current year interim Balance Sheet as of December 31, 2017 is included as a 
separate document. 


Please refer to Section VIII – Other Informational Material, Attachment J – Current Year Interim; 
Attachment K – 2017 Fiscal Year Financial Statements; and Attachment L – 2016 Fiscal Year Financial 
Statements for HSAG’s balance statement.  
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3.2 SUBCONTRACTOR INFORMATION 
Subcontractors are defined as a third party, not directly employed by the contractor, who shall provide services 
identified in this RFP. This does not include third parties who provide support or incidental services to the contractor. 


HSAG understands and will comply with the requirements set forth in 3.2. 


3.2.1 Does this proposal include the use of subcontractors? 
 


Yes X No  


HSAG will use a subcontractor for the optional activity, Consumer and/or Provider Surveys of Quality 
Care. 


If “Yes”, vendor shall: 
3.2.1.1 Identify specific subcontractors and the specific requirements of this RFP for which each proposed 


subcontractor shall perform services. 


HSAG has carefully selected a highly qualified, experienced subcontractor, DataStat, Inc. (DataStat), to 
assist with all survey administration activities. DataStat has served as HSAG’s subcontractor on all 
previous Nevada Medicaid survey activities. DataStat is located in Ann Arbor, Michigan and has 
worked with HSAG for approximately 20 years in providing data collection services for Consumer 
Assessment of Healthcare Providers and Systems (CAHPS®) as well as for other surveys.19 DataStat is 
a National Committee for Quality Assurance (NCQA)-certified Healthcare Effectiveness Data and 
Information Set (HEDIS®) CAHPS vendor and has the capacity to handle large-scale mailing and 
computer assisted telephone interviewing (CATI) survey administrations20. 


3.2.1.2 If any tasks are to be completed by subcontractor(s), vendors shall: 
A.  Describe how the work of any subcontractor(s) shall be supervised, channels of 


communication shall be maintained and compliance with contract terms assured; and 
B.  Describe your previous experience with subcontractor(s). 


HSAG will supervise DataStat, Inc. during all survey-related activities. HSAG will ensure channels of 
communication are maintained between HSAG and the subcontractor. In addition, HSAG will assure 
compliance with contract terms.  


SUPERVISION OF SUBCONTRACTORS 
The HSAG survey team is in frequent contact with staff at DataStat, and maintains survey vendor 
oversight of DataStat’s survey administration activities throughout the duration of the activity. HSAG 
reviews sample selection for reasonability, all mail materials prior to production and mailings, 
validates weekly disposition reports from the subcontractor during fielding, reviews CATI scripts 
before the beginning of the telephone phase, reviews seed mailings, participates in CATI monitoring 
sessions and provides feedback to interviewers, and reviews the final raw data file generated by the 
subcontractor for accuracy and completeness. In addition, HSAG holds formal teleconferences with 
DataStat to discuss the project’s status and discuss any issues or concerns.  


                                                           
19 CAHPS® is a registered trademark of the Agency for Healthcare Research and Quality (AHRQ). 
20 HEDIS® is a registered trademark of the National Committee for Quality Assurance (NCQA). 
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PREVIOUS EXPERIENCE WITH SUBCONTRACTORS 
DataStat is a proven partner in HSAG’s survey work with multiple state Medicaid EQRO contracts and 
federal CMS contracts. HSAG and DataStat have collaborated on CAHPS or survey-related projects for 
the following state Medicaid agencies and customers: 


 Nevada (CAHPS Survey) 
 Arizona (CAHPS Survey, Home- and Community-Based Services [HCBS] CAHPS Survey) 
 California (CAHPS Survey) 
 Colorado (CAHPS Survey, ECHO Survey, CAHPS Patient-Centered Medical Home [PCMH] Survey) 
 Hawaii (CAHPS Survey, Provider Survey) 
 Michigan (CAHPS Survey, Children’s Special Health Care Services [CSHCS] Survey) 
 New Hampshire (CAHPS Survey) 
 Ohio (CAHPS Survey, Care Management Survey, Quality of Life Survey, Provider Survey) 
 Virginia (CAHPS Survey) 
 Centers for Medicare & Medicaid (CMS)/NORC (Financial Alignment Initiative [FAI] CAHPS Survey) 
 CMS (End-stage renal disease [ESRD] Grievance Satisfaction Survey) 


3.2.1.3 Provide the same information for any proposed subcontractors as requested in Section 3.1, Vendor 
Information. 


HSAG has provided the same information for proposed subcontractor, DataStat, Inc., in Section 3.1, 
Vendor information, DataStat, Inc. 


3.2.1.4 Vendor shall not allow any subcontractor to commence work until all insurance required of the 
subcontractor is provided to the vendor. 


HSAG understands and will comply with the requirements set forth in 3.2.1.4. 


3.2.1.5 Vendor shall 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 3.2, 
Subcontractor Information. The vendor shall receive agency approval prior to subcontractor 
commencing work. 


HSAG understands and will comply with the requirements set forth in 3.2.1.5. 
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3.3 BUSINESS REFERENCES 
3.3.1 Vendors shall provide a minimum of three (3) business references from similar projects performed for private 


and/or public sector clients within the last three (3) years. 


HSAG has provided RFP Attachment E, Reference Questionnaire, to selected references for completion. 


Iowa  
Organization Bureau of Managed Care Services and Supports 


Iowa Medicaid Enterprise 
Iowa Department of Human Services 


Hawaii  
Organization Med-QUEST Division,  


State of Hawaii, Department of Human Services 
New Hampshire  
Organization New Hampshire Department of Health and Human Services, Office of 


Quality Assurance and Improvement 


 


3.3.2 Vendors shall submit Attachment E, Reference Questionnaire to their business references. 


HSAG has provided RFP Attachment E, Reference Questionnaire, to its business references for 
completion. 


HSAG has provided RFP Attachment E, Reference Questionnaire, to its subcontractor DataStat, for 
completion by its business references. 


3.3.3 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 7, 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.  


HSAG understands and will comply with the requirements set forth in 3.3.3. 


3.3.4 The State reserves the right to contact and verify any and all references listed regarding the quality and 
degree of satisfaction for such performance. 


HSAG understands the requirement set forth in 3.3.4. 
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3.4 VENDOR STAFF RESUMES 
A resume shall be completed for each proposed key personnel responsible for performance under any contract 
resulting from this RFP per Attachment F, Proposed Staff Resume. 


In accordance with requirement 3.4, resumes for each proposed key personnel responsible for 
performance under this contract are provided in Section VII, Attachment F – Proposed Staff Resumes. 


Key personnel resumes for subcontractor, DataStat, are provided as Section VII, Attachment F – 
Proposed Staff Resumes, of HSAG’s response. 
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3.1 – VENDOR INFORMATION – DATASTAT, INC. 
3.1.1 Vendors shall provide a company profile in the table format below. 


In accordance with requirement 3.1.1, vendor information for each proposed subcontractor follows.  


Question Response 
Company name: DataStat, Inc. 
Ownership (sole proprietor, partnership, etc.): Partnership 
State of incorporation: Michigan 
Date of incorporation: March 1988 
# of years in business: 30 
List of top officers: James E. Jeffery, President; Kimberly A Wheeler, 


Chief Operating Officer 
Location of company headquarters, to include 
City and State: 


3975 Research Park Dr. 
Ann Arbor, MI 48108 


Location(s) of the office that shall provide the 
services described in this RFP: 


3975 Research Park Dr. 
Ann Arbor, MI 48108 


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: 


43 


Location(s) from which employees shall be 
assigned for this project: 


3975 Research Park Dr. 
Ann Arbor, MI 48108 


 
3.1.2 A Nevada-based business may apply for a five percent (5%) preference on its proposal. This preference 


may apply if a business has its principal place of business within Nevada. This preference cannot be 
combined with any other preference, granted for the award of a contract using federal funds, or granted for 
the award of a contract procured on a multi-state basis. To claim this preference a business must submit a 
letter with its proposal showing that it qualifies for the preference. 


Because DataStat, Inc. is not a Nevada-based business and is not claiming this preference, this 
requirement is not applicable. 


3.1.3 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of another state 
shall 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. 


HSAG will be the prime vendor for this contract. DataStat, Inc. will serve as HSAG’s subcontractor. 
HSAG is currently registered with the State of Nevada, Secretary of State’s Office as a foreign 
corporation since February 17, 2000. 
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3.1.4 The selected vendor, prior to doing business in the State of Nevada, shall 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. 


HSAG is the prime vendor for this contract, and DataStat, Inc. will serve as its subcontractor. HSAG is 
licensed to conduct business in the State of Nevada. Please refer to HSAG’s response to Section 3.1.4 of 
this proposal wherein HSAG provides its Nevada Business License Number and associated information. 


Question Response 
Nevada Business License Number: Not applicable  
Legal Entity Name: DataStat, Inc. 


 


Is “Legal Entity Name” the same name as vendor is doing business as? 


 


Yes 
 


No  X 


 


If “No”, provide explanation. 


This item is not applicable. 


3.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?  


HSAG is the prime vendor for this contract, while DataStat, Inc. will serve as its subcontractor. 
DataStat has never 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. 


This item is not applicable. 


3.1.6 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? 


This item is not applicable. 
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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 shall be 
performing or producing the services which you shall be contracted to provide under this contract, you shall disclose 
the identity of each such person in your response to this RFP, and specify the services that each person shall be 
expected to perform. 


This item is not applicable. 


3.1.7 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 shall also be disclosed. 


DataStat has not had any significant prior on ongoing contract failures, contract breaches, civil or 
criminal litigation wherein the vendor is alleged to be liable or held liable in a matter involving a 
contract with the State of Nevada or any other governmental entity. 


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. 


This item is not applicable. 


3.1.8 Vendors shall review and provide if awarded a contract the insurance requirements as specified in 
Attachment D, Insurance Schedule for RFP 3491. 


DataStat has provided the information requested in Attachment D. 


3.1.9 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. 


DataStat, Inc., located in Ann Arbor, Michigan, has worked with HSAG for more than 19 years in 
providing data collection services for CAHPS, as well as for other surveys. DataStat is a proven partner 
in most of HSAG’s survey work with multiple state Medicaid EQRO contracts, including Nevada, and 
federal CMS contracts. 


DataStat is an NCQA-certified CAHPS survey vendor. DataStat has an automated, high-capacity mail 
facility; a Computer Assisted Telephone Interviewing (CATI) facility with 100 stations and over 100 
telephone interviewers; and a Web survey facility that runs from in-house servers and is protected by 
full firewall security and 256-bit encryption. Designed in-house, all facilities are located under one 
roof. DataStat typically handles over 100 active survey projects at any given time. The mail production 
system can move from blank paper to 50,000 completed mail packets per day, with 100 percent video 
scan accuracy. The DataStat CATI system handles approximately 60,000 hours of interviewing time 
each year. Furthermore, the Web survey system has collected hundreds of thousands of interviews 
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over the past several years. HSAG’s subcontractor possesses the following equipment, facilities, 
specialty staff qualifications, and services: 


 All of the necessary equipment and facilities for administering large-scale mail surveys including 
in-house printing/production capabilities 


 Modern, well-equipped CATI survey capabilities 
 Extensive data processing and computing resources 
 In-house groups that specialize in coding, data capture, file creation, editing, tabulation, 


customized programming, and advanced statistical consultation and analysis 


In addition, DataStat employs a rigorous confidentiality policy: 


 The survey management system it employs has been structured such that each element is 
accessible to only a few key managers, each of whom has signed confidentiality agreements as a 
condition of employment with the subcontractor. Access to confidential information by 
unauthorized persons is prevented by having password protected electronic files, locked filing 
cabinets, and secured areas for storage of data. 


 Protocols for identifying security breaches and instituting corrective actions are in place. 
 At DataStat, an electronic security system protects the building. The doors are keyed according to 


a keying plan that provides employees access only to areas that are appropriate to their needs. 
Only company principals and the facility manager have access to all areas. Visitors must sign in 
and out and must be accompanied by an employee once past the reception area. 


 DataStat is HIPAA compliant with all requirements to date and on schedule to be compliant with 
all future requirements.  


The CAHPS staff at HSAG are in frequent contact with staff at DataStat and maintain survey vendor 
oversight of DataStat’s survey administration activities throughout the entire process. HSAG reviews 
sample selection for reasonability, all mail materials prior to production and mailings, validates 
weekly disposition reports from the subcontractor during fielding, reviews CATI scripts before the 
beginning of the telephone phase, reviews seed mailings, participates in CATI monitoring sessions and 
provides feedback to interviewers, and reviews the final raw data file generated by the subcontractor 
for accuracy and completeness. In addition, HSAG hosts a bi-weekly call with DataStat to review the 
progress of survey activities and discuss any issues and address any questions. 


Background and History 
DataStat is a leading provider of survey research services for health and public policy. DataStat 
routinely conducts survey projects for states, health plans and coalitions, and is very active in the 
ongoing development of the CAHPS family of instruments. Each year DataStat works with hundreds of 
health plans to conduct CAHPS and Health Outcomes Survey (HOS) projects. 


DataStat’s response rates for CAHPS and HOS surveys are consistently among the best. DataStat 
achieves its rates by building careful attention and detailed intention into each step of each process.  


With in-house control of all software, hardware, interviewing and research staff, and all survey 
processes, DataStat is continuously monitoring and improving every step, from sampling, mail 
material production and assembly, to CATI programming, interviewers’ skills, and report design and 
production. DataStat’s survey management systems—for sample preparation, mail production, CATI 
fielding, data management, and reporting production—are fully integrated. They are robust enough 
to accommodate the many active projects that are ongoing at any one point, yet flexible and sensitive 
enough to allow customization at each stage, simultaneously, for each project. 
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DataStat has long been involved with the CAHPS family of surveys. One key area has been in the 
development of CAHPS tools and protocols for non-English languages. DataStat was the first survey 
organization to implement multi-lingual projects. Over the years, DataStat has maintained the 
distinction of ensuring data of high reliability in CAHPS surveys translated into Spanish, Korean, 
Chinese (including Cantonese and Mandarin for telephone follow-up), Hmong, Tagalog, Somali, Farsi, 
and Russian. DataStat continues to work closely with CAHPS Consortium members who specialize in 
multi-lingual surveying to conduct field testing, qualitative research and analysis, and project 
implementation for stakeholders across the country.  


A second area of CAHPS work is the development of new materials and protocols, such as the recently 
released health literacy module designed for implementation in health plan, hospital and provider 
environments. DataStat was at the forefront of the medical group- and provider-level survey 
development as well. DataStat was part of the first implementation of the group-level CAHPS data 
collection and analysis conducted in Massachusetts with Partners Community Health Plan in 1998. 
This developmental work continued in California, providing the underpinnings of the pay-for-
performance initiatives that are now commonplace, and extended to the ACES field testing with 
medical groups in the Harvard Vanguard network. All of these efforts over the past decade validated 
the clinician and group survey methodologies and ultimately led to their adoption in the C&G survey 
tools, sponsored by the CAHPS Consortium.  


Projects that DataStat has conducted over the years vary widely in size and scope: from a single 
academic organization, for example, field testing a single instrument among several hundred selected 
respondents using a uni-modal protocol, to hundreds of healthcare organizations and hundreds of 
thousands of respondents state- or nation-wide, using a multi-modal protocol and requiring a 
multitude of aggregate or individualized custom graphical reports.  


DataStat has broad experience and expertise in state-level CAHPS projects. Over the past 15 years 
DataStat has increasingly specialized in large-scale, state-level projects, such as the statewide CAHPS 
surveys (HEDIS and non-HEDIS; commercial and Medicaid; with adults, children, Medicare, and other 
specialized populations) that we now conduct for Utah, New York, Ohio, Minnesota, Washington 
State, Hawaii, and California. Selected sample sizes for these projects range from 50,000 or so, to well 
over 100,000, which means that DataStat handles sample frames that are several orders of magnitude 
larger. Most of these projects run concurrently, with all materials and data collection tools produced 
and managed in-house.  


The following are some of DataStat’s selected profiles: 


 Health Services Advisory Group (HSAG) – statewide surveys. DataStat has a long-standing 
collaboration with HSAG, an Arizona-based QIO. DataStat and HSAG began work together in 1999 
on several Medicaid program surveys. This ongoing collaboration has since expanded to statewide 
surveys of Medicaid populations across the country, including Nevada, Arizona, Colorado, 
California, Washington, Michigan, Ohio, and Hawaii 


 State of Oregon – Oregon Medical Assistance Program. Since 2001, DataStat has been chosen to 
implement the CAHPS surveys for the State of Oregon Medicaid, Fee-for-Service, and low-income 
medical assistance programs. Using an enhanced approach to recommendations by NCQA and the 
CAHPS Consortium, we use a multi-wave mail plus telephone follow-up mixed methodology to 
collect the experiences of these beneficiaries.  


 State of Utah – DHS Office of Healthcare Statistics. DataStat has worked with the State of Utah 
since the early 1990’s surveying the adult and child Medicaid populations. Utah was one of the 
very early adopters of the CAHPS survey, and began using it in telephone surveys in 1995. 
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DataStat has enjoyed a long and successful relationship with OHCS and the Medicaid plans in 
Utah.  


 New York State Department of Health (NYSDOH) – CAHPS Adult Medicaid Survey Project. Since 
2009, DataStat has been awarded the contract for conducting the CAHPS Adult Medicaid survey 
project for the NYSDOH. For each survey administration, approximately 35,000 enrollees are 
sampled across 15-20 managed care organizations. The project uses the current year CAHPS adult 
Medicaid survey instrument, with additional custom items, for approximately 64 total questions. 
DataStat implements a mixed-mode protocol consisting of four mailing waves and a telephone 
follow-up; some years have included a $5 check incentive mailed to respondents who completed a 
survey. Project data are reported to the National CAHPS Benchmarking Database.  


 New York State Department of Health – Adult and Child PCMH CAHPS Survey Project. DataStat 
was selected to conduct the Clinician and Group with PCMH CAHPS Survey for the NYSDOH. The 
2013 project was a pilot that consisted of adult and child samples (N=6,000) drawn from PCMH 
and non-PCMH practices, and used a mixed-mode (3 wave mail plus phone) data collection in 
English and Spanish. Analysis compared experience of care in PCMH and non-PCMH practices.  


 In 2015, Data was selected to conduct 5 consecutive years of data collection in conjunction with 
Public Consulting Group and focused on the Delivery System Reform Incentive Payment Program 
(DSRIP). The DSRIP survey project surveys the adult populations enrolled in 25 NYSDOH Preferred 
Provider Systems (PPS); N=37,500. The DSRIP project uses the 2015 C&G CAHPS survey instrument, 
with some modifications, for approximately 47 total questions, and a mixed mode (mail and 
telephone) survey protocol in English and pre-identified Spanish. Custom state and PPS-level 
reports were developed and delivered along with the dataset. 


 RAND – Work-Associated Carpal Tunnel Syndrome Survey Project. In collaboration with the 
Worker’s Compensation program for California, RAND conducted a study to assess the value of 
higher quality medical care for Kaiser Permanente members in their treatment of carpel tunnel 
syndrome (CTS) diagnosed as a verified result of job performance. Approximately 810 individuals 
were recruited by Kaiser Permanente into the study, and participated in a baseline interview and, 
for those who completed the baseline, a follow-up CATI interview 18 months later. Interviewing 
was in English or in Spanish. DataStat consulted on the instrument design and programmed the 
CATI script, took it through pretest administration to its final version, administered the survey to 
the full recruited sample at baseline, designed the tracking process of completed cases for the 
follow-up phase, and conducted the follow-up survey. DataStat provided feedback and a final 
dataset to RAND at the close of the project. 


 RAND – PCMH CAHPS for FQHC Advanced Primary Care Demonstration Survey Project. DataStat is 
currently working with the RAND Corporation (RAND) on its Federally Qualified Health Center 
Advanced Primary Care Demonstration Survey. The intent of this project is to provide objective, 
independent performance information to RAND and the CMS regarding patient experience of care 
received at FQHC sites. The project is using the CAHPS PCMH instrument with some custom items, 
and a mixed mode data collection: 4-wave mail with telephone follow-up. The target population is 
Medicare beneficiaries—including dual eligibles—for a total of 30,647 cases. The survey is being 
conducted in English and Spanish, and accepts proxy respondents who respond on behalf of the 
named respondent. A follow-up survey will be conducted in 12 months with respondents in the 
baseline survey. 


 Minnesota Department of Human Services (DHS) – Statewide CAHPS Medicaid Project. DataStat 
has worked closely with the Minnesota DHS on several statewide projects since 1999. Foremost is 
the statewide CAHPS survey of the adult Medicaid population, first awarded to DataStat in 2006, 
and conducted annually through the present. The goal of the project is to assess consumer 
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satisfaction with access and quality of care provided by managed care organizations to enrollees 
in nine different health plans across six different programs.  


Beyond CAHPS and HOS projects, the majority of DataStat’s work consists of survey projects conducted 
in collaboration with researchers from academia, foundations, state and federal agencies, and similar 
research organizations. Customers include Harvard Medical School, the CDC, the RAND Corporation, 
the MacArthur Foundation, the NIMH, NCQA, and CMS. DataStat’s customer list represents the 
leading organizations in health services research; projects on which DataStat has collaborated have 
garnered national attention and recognition. 


3.1.10 Provide a brief description of the length of time vendor has been providing services described in this RFP to 
the public and/or private sector. 


DataStat has provided survey data collection expertise and services for more than 30 years. 


3.1.11 Financial information and documentation to be included in accordance with Section 8.5, Part III – 
Confidential Financial Information.  
3.1.11.1 Dun and Bradstreet Number  
3.1.11.2 Federal Tax Identification Number 
3.1.11.3 The last two (2) years and current year interim: 


A. Profit and Loss Statement  
B. Balance Statement 


Dun and Bradstreet Number 
DataStat’s Dun and Bradstreet number is 19-267-8969. 


Federal Tax Identification Number 
DataStat’s federal tax identification number is 38-2791120. 


Last Two (2) Years and Current Year Interim 
DataStat is a privately held firm and does not produce an audited financial statement. An independent 
CPA produces a compilation statement annually, as an adjunct to tax preparation. The line item for 
Deferred Income Tax is a composite estimate produced based on multiple-source accounting advice.  


Because DataStat is closely held and all company shareholders are active partners in the firm, the 
bottom line results are managed on a year-to-year basis. Incremental capitalization, although rarely 
needed, is available from company partners as an element of the operating agreement. 


DataStat has been in operation for over 30 years, has essentially no long-term debt, adequate bank 
financing, and a stable financial position. Banking references are available, as appropriate. 


PROFIT AND LOSS STATEMENT 
This requirement is not applicable. 


BALANCE STATEMENT 
Please refer to Part III – Confidential Financial Information, Attachment A – Fiscal Year 2014-2016 
Balance Sheet for balance statements. 
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Section VII – Attachment F – Proposed Staff 
Resumes 


A.  Vendors shall include all proposed staff resumes per Section 3.4, Vendor Staff Resumes in this section.  


HSAG is providing resumes for proposed staff listed below beginning on the following page. 


Name Page # Name Page # 
Key Staff 


Gretchen Thompson, MBA, CPHQ VII.2 Amy Kearney, BA VII.10 
Mariyah Badani, MBA, CHCA VII.6 Christi Melendez, ANS, RN, CPHA VII.13 
Raymond Berens, BA VII.8 Amber Saldivar, MHSM VII.16 


Other Staff 
Leslie Arendell, MS VII.20 Liwen (Laura) Jia, MS VII.53 
Alana Berrett, MPH VII.23 Julia Lewis, BA VII.56 
Eliza Buyong, MS VII.25 Jim (Jiaju) Liu, MS VII.59 
Debbie Chotkevys, DHA, MBA VII.28 Megan McLawhorn, MPH VII.61 
Cheena David, BS VII.31 Jennifer Montano, VII.63 
Jade Dietzman, BS VII.34 Kari Pikus, BS VII.66 
Kim Elliott, PhD, CPHQ, CHCA VII.36 Pooja Rangan, MPH, MBBS VII.68 
Nicole Fair, MS VII.40 Maureen Sharp, MPH, RN, PMP, CPC VII.71 
Tammy GianFrancisco VII.42 Robin Tigert, BS VII.74 
Mariana Grass, MPH VII.46 Lauren Young, MPH, CPH VII.77 
Donald Grostic, MS VII.48 Tanzida Zaman, MPH VII.80 
Lacy Hinton, AASN, RN VII.51 Kim Zhang, MSBA VII.82 


 


B.  This section shall also include any subcontractor proposed staff resumes, if applicable. 


HSAG is providing a key staff resume for its subcontractor DataStat, Inc. 


Name Page # 
Key Staff 


Marielle Weindorf, BA VII.85 
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Health Services Advisory Group, Inc. 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Gretchen Thompson, MBA, CPHQ Key Personnel: 
(Yes/No) Yes 


Individual’s Title Executive Director, State and Corporate Services 
# of Years in Classification: 12 # of Years with Firm: 9 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Ms. Thompson has more than 20 years of experience in healthcare administration and managed 
care, with expertise in Medicaid, Medicare, and other publicly funded healthcare systems. She 
collaborates with both public and private entities to develop innovative healthcare programs that 
demonstrate improved quality of care for respective populations, as well as reduce program 
costs. Ms. Thompson has served as executive director for the Nevada DHCFP EQRO contract 
since 2009. 
 


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. 
 
Timeframe: March 2009 to Present 
Company Name: Health Services Advisory Group, Inc. 
Company Location: Phoenix, Arizona 
Position Title: Executive Director, State and Corporate Services 
Contract / Project: State of Nevada Division of Health Care Financing and Policy (EQRO 


contract) 
 
Contract / Project Details: Provides oversight of the development of all EQRO project 


deliverables for the State of Nevada; responsible for the quality of all 
work performed by project staff, including performance improvement 
project (PIP) validation, review of compliance with State and federal 
standards, Healthcare Effectiveness Data and Information Set 
(HEDIS®) audits, network adequacy analysis, and performance 
measure development, calculation, and validation; develops 
collaborative partnerships with the State’s Medicaid agencies and 
internal and external stakeholders; advises the State on the direction 
of its quality initiatives; advises the State on the evaluation design 
plans for Section 1115 research and demonstration waivers and 
1915(b) independent assessments; assists the State with reporting to 
the Centers for Medicare and Medicaid Services (CMS) 


 
Timeframe: January 2009 to September 2012 
Company Name: Health Services Advisory Group, Inc. 
Company Location: Phoenix, Arizona 
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Position Title: Executive Director, State and Corporate Services 
Contract / Project: State of Florida Agency for Health Care Administration (EQRO 


contract) 
 
Contract / Project Details: Provided oversight of the development of all EQRO project 


deliverables for the State of Florida; responsible for the quality of all 
work performed by project staff, including performance improvement 
project (PIP) validation, review of compliance with state and federal 
standards, HEDIS audits, network adequacy analysis, and 
performance measure development, calculation, and validation; 
developed collaborative partnerships with the State’s Medicaid 
agencies and internal and external stakeholders; advised the State on 
the direction of its quality initiatives; advised the State on the 
evaluation design plans for Section 1115 research and demonstration 
waivers and 1915(b) independent assessments; assisted the State 
with reporting to the Centers for Medicare and Medicaid Services 
(CMS) 


 
Timeframe: December 2010 to August 2013 
Company Name: Health Services Advisory Group, Inc. 
Company Location: Phoenix, Arizona 
Position Title: Executive Director, State and Corporate Services 
 
Contract / Project: State of California Department of Health Care Services (EQRO 


contract) 
 State of Colorado Department of Health Care Policy and Financing 


(EQRO contract)  
State of Florida Agency for Health Care Administration (EQRO 
contract) 
State of Georgia Department of Community Health (EQRO contract) 
State of Hawaii Department of Human Services (EQRO contract) 
State of Illinois Department of Healthcare and Family Services (EQRO 
contract) 
State of Nevada Division of Health Care Financing and Policy (EQRO 
contract) 
State of California Department of Health Care Services (EQRO 
contract) 
State of Vermont Agency of Human Services (EQRO contract) 


 
Contract / Project Details: Responsible for the EQRO oversight of a multi-disciplinary PIP 


validation team comprising clinicians, biostatisticians, and 
epidemiologists who validated PIPs for the above-referenced state 
Medicaid managed care programs; provided oversight of the 
performance measure validation (PMV) HEDIS audit team, which 
audited more than 75 managed care entities annually 


 
Timeframe: September 2012 to Present  
Company Name: Health Services Advisory Group, Inc. 
Company Location: Phoenix, Arizona 
Position Title: Executive Director, State and Corporate Services 
Contract / Project: CMS MACPIE Subcontract to NORC at the University of Chicago 
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Contract / Project Details: Provides oversight of the HSAG 1115 Demonstration Management 
and Evaluation team which provides technical and analytic support to 
CMS for enhanced evaluation and monitoring of Section 1115 
research and demonstration waivers, including developing guidance 
for data collection, analysis, and reporting to help assure states’ 
evaluations are scientifically valid and inform progress on the CMS 
Triple Aim; provides consultative guidance to CMS on delivery 
system reform incentive project (DSRIP) evaluation, quality metrics 
and monitoring, and project valuation 


 
Timeframe: September 2005 to January 2009 
Company Name: Pinnacle Strategies, LLC 
Company Location: Chandler, Arizona 
Position Title: Principal Consultant 
 
Contract / Project Details: Provided professional consulting services to healthcare 


organizations, EQROs, and government entities on the following 
topics: Medicaid and Medicaid/Medicare integrated programs; 
healthcare policy; state and federal regulatory compliance; 
evaluations for 1915(b) waivers; improving healthcare for seniors and 
individuals with disabilities; modernizing the social service system 
for individuals with disabilities; and removing disincentives to work 
for individuals with disabilities; provided market research, strategic 
direction, and business development consulting for a national 
Medicaid managed care organization; selected by the National 
Advisory Board on Improving Health Care Services for Seniors and 
People with Disabilities to author the community mobilization 
whitepaper, “Declaration for Independence: A Call to Transform 
Health and Long Term Services for Seniors and People with 
Disabilities;” served as a technical expert member of the Heinz Family 
Philanthropies consulting team for projects involving healthcare 
reform and pharmaceutical purchasing strategies 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
University of Phoenix, Phoenix, Arizona, Master of Business Administration, 2001 
Arizona State University, Tempe, Arizona, Bachelor of Arts in Psychology, 1997 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Certified Professional in Health Care Quality (CPHQ) by the Healthcare Quality Certification 
Commission, 2000 to Present 
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REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.   


 
Reference #1 


Name 
Title 


Cheryl Austein Casnoff, MPH 
Senior Fellow 


Organization NORC at the University of Chicago 
Phone 
Fax 


301.634.9510 Mobile: 301.908.5398 
None 


Email Casnoff-cheryl@norc.org  
Reference #2 


Name 
Title 


Gloria MacDonald, CPA 
Retired 


Organization (Previously Chief, Program Research and Development, Nevada Division of 
Health Care Financing and Policy) 


Phone 
Fax 


775.544.0342 
None 


Email gmacrex79@charter.net  
Reference #3 


Name 
Title 


Ruthanne Wahlheim, BS, CPHQ 
Associate Director 


Organization Empowerment Systems, Inc. 
Phone 
Fax 


480.367.6937 ext. 107 Mobile: 480.236.3809 
None 


Email rwahlheim@empowermentsystems.org  
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Health Services Advisory Group, Inc. 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Mariyah Badani, MBA, CHCA Key Personnel: 
(Yes/No) Yes 


Individual’s Title Director, Audits, State and Corporate Services 
# of Years in Classification: 4 # of Years with Firm: 5 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Ms. Badani has more than 15 years of experience in the healthcare industry, and more than 24 
years of business management experience and expertise in coordinating and facilitating 
complex, highly visible, strategic projects that span functional areas with emphasis on cost 
reduction with increased quality. Her experience includes working collaboratively with 
government and contractor staffs on project readiness. 
 


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. 
 
Timeframe: July 2014 to Present 
Company Name: Health Services Advisory Group, Inc. 
Company Location: Phoenix, Arizona 
Position Title: Director, Audits 
 
Contract / Project: State of Nevada Department of Health and Human Services, Division 


of Health Care Financing and Policy (EQRO contract) 
 State of California Department of Health Care Services (EQRO 


contract) 
 State of Hawaii Department of Human Services (ERQO contract) 
 State of Illinois Department of Healthcare and Family Services (ERQO 


contract) 
 Commonwealth of Virginia Department of Medical Assistance 


Services (EQRO contract) 
 State of Vermont Agency of Human Services (EQRO contract) 
 
Contract / Project Details: Responsible for assisting states with ensuring the successful 


completion of the validation of performance measures, including 
identifying appropriate population specific measures and providing 
technical assistance in creating measures as needed; provides 
additional guidance provided in the form of training to State staff, as 
well as the managed care organizations, to ensure validation leads to 
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reportable and actionable rates; contributes to the EQRO technical 
report, as prescribed in 45 CFR §438.364. 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
Arizona State University, Tempe, Arizona, Executive Master of Business Administration, 2007 
University of Mumbai, Mumbai, Maharashtra, India, Bachelor of Arts, Psychology and Economics, 
1991 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Certified Six Sigma Black Belt, 2011 
Certified HEDIS® Compliance Auditor (CHCA), 2015 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 


Reference #1 
Name 
Title 


Michael Kriofsky  
Vice President, Operations 


Organization UMR (a UnitedHealthcare company) 
Phone 
Fax 


715.841.7037 
None 


Email Mike.kriofsky@umr.com  
Reference #2 


Name 
Title 


Maneet Sahni    
Sr. Director, Client Services 


Organization Optum Global Solutions 
Phone 
Fax 


952.205.0862 / 952.715.8337 
None 


Email maneetsahni@optum.com    
Reference #3 


Name 
Title 


Valerie Collier 
Quality Program Manager 


Organization Virginia Department of Medical Assistance Services (DMAS) 
Phone 
Fax 


804.786.2273 
None 


Email Valerie.Collier@dmas.virginia.gov  
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Health Services Advisory Group, Inc. 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Raymond Berens, BA Key Personnel: 
(Yes/No) Yes 


Individual’s Title Associate Director, Data Science and Advanced Analytics 
# of Years in Classification: 6.5 # of Years with Firm: 6.5 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Mr. Berens has experience performing analyses of healthcare data and conducting statistical 
assessments for several state Medicaid agencies. He calculates performance measures using 
administrative and Consumer Assessment of Healthcare Providers and Systems (CAHPS®) 
survey data. Additionally, Mr. Berens has experience developing state Medicaid pay-for-
performance (P4P) program algorithms, selecting metrics to include in payment algorithms, and 
determining P4P incentive payments. He evaluates programs across a myriad of evaluation units, 
including analyses performed at the health plan, nursing home, health home, and/or hospital 
levels. Mr. Berens applies his in-depth understanding of mathematics and symbolic logic to 
practice, while conducting statistical analysis tasks and functions. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
 
Timeframe: September 2011 to Present 
Company Name: Health Services Advisory Group, Inc. 
Company Location: Phoenix, Arizona 
Position Title: Associate Director 
 
Contract / Project: State of Nevada Division of Health Care Financing and Policy (EQRO 


contract) 
 State of New Hampshire Department of Health and Human Services 


(EQRO contract) 
  Commonwealth of Virginia Department of Medical Assistance 


Services (EQRO contract) 
 State of Colorado Department of Health Care Policy and Financing 


(EQRO contract) 
 State of Arizona Health Care Cost Containment System (EQRO 


contract) 
State of Illinois Department of Healthcare and Family Services (EQRO 
contract) 
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State of Michigan Department of Health and Human Services (EQRO 
contract) 
State of Ohio Department of Medicaid (EQRO contract) 
State of California Department of Public Health Quality and 
Accountability Supplemental Payment Program 
 


Contract / Project Details: Assists states with performance measure calculation and/or Quality 
Rating System activities, including assistance with the review and 
selection of performance measures, data collection, data validation, 
performance measure calculation, rate reviews, deliverable 
preparation, and presentation of results to stakeholders; contributes 
to EQRO technical report, as prescribed in 45 CFR §438.364 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
Arizona State University, Tempe, Arizona, Bachelor of Arts, Mathematics, magna cum laude, 2004 
 


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.   
 


Reference #1 
Name 
Title 


Michael Shults 
Consultant 


Organization California Department of Public Health 
Phone 
Fax 


916.319.9571 
None 


Email Michael.Shults@cdph.ca.gov  
Reference #2 


Name 
Title 


Sylvia Riperton-Lewis 
Chief, Bureau of Quality Management 


Organization Illinois Department of Healthcare and Family Services 
Phone 
Fax 


312.793.1357 
None 


Email Sylvia.RipertonLewis@Illinois.gov  
Reference #3 


Name 
Title 


Guoyong Wang 
Research Scientist III 


Organization California Department of Health Care Services 
Phone 
Fax 


916.449.5334 
None 


Email Guoyong.Wang@dhcs.ca.gov    
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Health Services Advisory Group, Inc. 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Amy Kearney, BA Key Personnel: 
(Yes/No) Yes 


Individual’s Title Director, Data Science and Advanced Analytics 
# of Years in Classification: 4.5 # of Years with Firm: 4.75 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Ms. Kearney has more than 27 years of experience in the healthcare industry and  Medicaid, and 
oversees the development and completion of annual encounter data validation studies, focused 
studies, and network adequacy studies for numerous state customers. 


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. 
 
Timeframe: April 2013 to Present 
Company Name: Health Services Advisory Group, Inc. 
Company Location: Phoenix, Arizona 
Position Title: Director, Data Science and Advanced Analytics 
 
Contract / Project: State of Nevada Department of Health and Human Services Division 


of Health Care Financing and Policy (EQRO contract) 
State of Arkansas Department of Medicaid Services (Data Mining and 
Program Evaluation contract)  
State of California Department of Health Care Services (EQRO 
contract) 
State of Colorado Department of Health Care Policy and Financing 
(EQRO contract) 
State of Florida Agency for Health Care Administration, (EQRO 
contract) 
State of Illinois Department of Healthcare and Family Services (EQRO 
contract) 
State of Iowa Department of Human Services (EQRO contract) 
State of New Hampshire Office of Medicaid Business and Policy 
Department of Health and Human Services (EQRO contract) 
State of Ohio Department of Medicaid (EQRO contract) 
State of Tennessee Division of TennCare (EQR subcontract) 
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Commonwealth of Virginia Department of Medical Assistance 
Services (EQRO contract) 
 


Contract / Project Details: Directs and coordinates analyst work activities related to Data 
Science and Advance Analytics division projects in support of 
external quality review (EQR) activities; provides research leadership, 
analytic expertise, and mentoring to analytical staff regarding 
encounter data validation studies, focused studies, and network 
adequacy studies in various states; serves as an internal and external 
liaison for analytic activities by planning, executing, and monitoring 
projects; supervises staff; manages customer relations; provides 
technical assistance; maintains and monitors company-customer 
relationships and ongoing customer satisfaction for assigned 
contracts; assists in the development and implementation of staff 
training related to conducting EQR activities, study design and 
execution; ensures completion of assigned analytic tasks according 
to contract specifications, contributes to the EQRO technical report 
as prescribed in 45 CFR §438.364. 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


University of New Mexico-Anderson School of Management, Albuquerque, New Mexico, Bachelor 
of Business Administration, 1996 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


Certified, Licensed Analyst of the Predictive Index® System, 2005 
TriWest Project Management Certification, 2008 
TriWest Lean Six Sigma Yellow Belt Certification, 2009 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 


Reference #1 
Name 
Title 


Anna Lee Amarnath, MD, MPH 
Medical Program Consultant & Section Chief, Medi-Cal Managed Care 


Organization California Department of Health Care Services 
Phone 
Fax 


916.449.5039 
None 


Email AnnaLee.Amarnath@dhcs.ca.gov  
Reference #2 


Name 
Title 


Jason Holst 
Quality Improvement Analyst,  
Bureau of Managed Care Services and Supports 


Organization Iowa Department of Human Services 
Phone 
Fax 


515.974.3070 
None 


Email jholst@dhs.state.ia.us 
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Reference #3 


Name 
Title 


Rachel La Croix, Ph.D., PMP 
AHC Administrator, Performance Evaluation and Research Unit 


Organization Bureau of Medicaid Quality, Agency for Health Care Administration 
Phone 
Fax 


850.412.4670 
None 


Email Rachel.LaCroix@ahca.myflorida.com 
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Health Services Advisory Group, Inc. (HSAG) 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Christi L. Melendez, ASN, RN, CPHQ Key Personnel: 
(Yes/No) Yes 


Individual’s Title Director, Performance Improvement Projects (PIPs) 
# of Years in Classification: 12 # of Years with Firm: 17 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Ms. Melendez has more than 30 years of experience in the healthcare industry, with expertise that 
spans quality improvement, performance improvement projects (PIPs), technical assistance, on-
site training, healthcare policy and processes, and clinical case management, and direct 
collaboration with Medicaid and Medicare populations. 
 


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. 
 
Timeframe: January 2006 to Present 
Company Name: Health Services Advisory Group, Inc. 
Company Location: Phoenix, Arizona 
Position Title: Director, Performance Improvement Projects (PIPs) 
 
Contract / Project: State of Nevada Division of Health Care Financing and Policy (EQRO 


contract) 
State of California Department of Health Care Services (EQRO 
contract) 


 State of Colorado Department of Health Care Policy and Financing 
(EQRO contract)  
State of Florida Agency for Health Care Administration (EQRO 
contract) 
State of Georgia Department of Community Health (EQRO contract) 
State of Hawaii Department of Human Services (EQRO contract) 
State of Illinois Department of Healthcare and Family Services (EQRO 
contract) 
State of Iowa Department of Human Services (EQRO contract) 
State of New Hampshire Department of Health and Human Services 
(EQRO contract) 
State of Ohio Department of Medicaid (EQRO contract) 
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State of Utah Department of Health (EQRO contract) 
State of Vermont Agency of Human Services (EQRO contract) 
Commonwealth of Virginia Department of Medical Assistance 
Services (EQRO contract) 


 
Contract / Project Details: Successfully conducts performance improvement project 


implementation and validation activities; provides oversight of all PIP-
related deliverables and activities; provides guidance on topic 
selection, methodological and analytic expertise, and quality 
improvement science tools and methods expertise; performs 
technical interpretive writing; develops PIP templates and 
instructional guides for the health plans; conducts on-site meeting 
facilitation, webinar trainings (upcoming speaker at the 2018 National 
CMS Quality Conference); provides ongoing technical assistance for 
health plan and state staff, guides health plans through the transition 
to the rapid cycle PIP approach upon request by the state, and 
contributes to the EQRO technical report, as prescribed in 45 CFR 
§438.364  


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
Cypress College, Cypress, California, Associate of Science, Nursing, 1986 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Licensed Registered Nurse 
Certified Professional in Healthcare Quality (CPHQ) by the Healthcare Quality Certification Board, 
2009 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 


Reference #1 
Name 
Title 


Rachel La Croix, Ph.D., PMP 
AHC Administrator, Performance Evaluation and Research Unit 
Bureau of Medicaid Quality 


Organization Agency for Health Care Administration 
Phone 
Fax 


850.412.4670 
None 


Email Rachel.LaCroix@ahca.myflorida.com 
Reference #2 


Name 
Title 


Danielle Culp, Quality Health Improvement Specialist 
Quality and Health Improvement Unit 


Organization Colorado Department of Health Care Policy and Financing 
Phone 
Fax 


303.866.5897 
None 


Email Danielle.Culp@state.co.us 
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Reference #3 


Name 
Title 


Tom Curtis, Quality Manager 
Managed Care Plan Division, 7th Floor 


Organization Michigan Department of Health and Human Services 
Phone 
Fax 


517.284.1149 
517.241.8231 


Email CurtisT2@michigan.gov 
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Health Services Advisory Group, Inc. 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Amber Saldivar, MHSM, BS Key Personnel: 
(Yes/No) Yes 


Individual’s Title Director, Data Science and Advanced Analytics 
# of Years in Classification: 11 # of Years with Firm: 13 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Ms. Saldivar has more than 13 years of experience in the healthcare industry with expertise in 
research, analysis, and reporting. She has extensive knowledge and experience with analyzing 
data at various organizational levels including analyses performed at the patient, provider, 
hospital, and nursing home levels. Ms. Saldivar has expertise in survey analytic activities, 
including Consumer Assessment of Healthcare Providers and Systems (CAHPS®), quality of life, 
and provider surveys. She has assisted state Medicaid agencies with various external quality 
review (EQR) activities for over 11 years. 
 
Ms. Saldivar has extensive experience working with Medicaid programs to analyze and evaluate 
aggregated information on timeliness, access, and quality of healthcare services furnished to 
Medicaid beneficiaries. She is responsible for the day-to-day oversight of the data management 
and analysis functions for several Medicaid EQR projects, involving the administration of 
thousands of annual surveys to adult Medicaid beneficiaries, child Medicaid beneficiaries, and/or 
children with chronic conditions on behalf of several state Medicaid agencies. Ms. Saldivar is 
also responsible for developing sound sampling and analytic methodologies to ensure survey 
results yield meaningful information. 
 
As part of the Centers for Medicare & Medicaid Services’ (CMS) Financial Alignment Initiative 
(FAI) Support contract to integrate care for dual eligible individuals, Ms. Saldivar managed the 
development of performance measures for the capitated and managed fee-for-service (MFFS) 
models so that states and CMS can monitor performance. Additionally, she oversees analytic 
activities on HSAG’s Quality Innovation Network-Quality Improvement Organization (QIN-QIO) 
contracts. Ms. Saldivar’s team produces hospital-specific analyses and provides technical 
assistance to support QIN-QIO goals for Medicare beneficiaries such as improving beneficiary 
and family-centered care; reducing healthcare-associated infections, healthcare-acquired 
conditions, and adverse drug events; and improving prevention and early diagnosis.  
 


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. 
 
Timeframe: July 2006 to Present 
Company Name: Health Services Advisory Group, Inc. 
Company Location: Phoenix, Arizona 
Position Title: Director, Data Science and Advanced Analytics 
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Contract / Project: State of Nevada Department of Health and Human Services, Division 


of Health Care Financing and Policy 
State of California Department of Health Care Services (EQRO 
contract) 


 State of Colorado Department of Health Care Policy and Financing 
(EQRO contract)  
State of Hawaii Department of Human Services (ERQO contract) 
State of Ohio Department of Medicaid (ERQO contract) 
State of Arizona Healthcare Cost Containment System (EQRO 
contract) 
Centers for Medicare & Medicaid Services (QIN-QIO contract)  


 
Contract / Project Details: Oversees all Medicaid EQR survey responsibilities, including CAHPS 


and provider surveys; directs and oversees all Medicaid-targeted 
survey activities, including Medicaid managed care programs and 
CHIP programs, to analyze and evaluate aggregated information on 
timeliness, access, and quality of healthcare services furnished to 
Medicaid beneficiaries; provides technical assistance to states on 
CAHPS and provider survey activities, contributes to the EQRO 
technical report as prescribed in 45 CFR §438.364, oversees analytic 
activities on HSAG’s QIN-QIO contracts; produces hospital-specific 
analyses and provides technical assistance to support QIN-QIO goals 
for Medicare beneficiaries, such as improving beneficiary and family-
centered care, reducing healthcare-associated infections, healthcare- 
acquired conditions, and adverse drug events, and improving 
prevention and early diagnosis  


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
Arizona State University, Tempe, Arizona, Master of Health Sector Management, 2005 
Arizona State University, Tempe, Arizona, Bachelor of Science, Finance, 2003 
 


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.   
 


Reference #1 
Name 
Title 


Mary Anne Butcher 
HSAG IDIQ, AZ, CA and OH Contracting Officer Representative  
Division of Quality Improvement Region X 


Organization Centers for Medicare & Medicaid Services 
Phone 
Fax 


206.615.2376 
None 


Email Maryanne.butcher@cms.hhs.gov 
 


Response to Request for Proposal 3491 – Health Services Advisory Group, Inc. VII.17



mailto:Maryanne.butcher@cms.hhs.gov





Revised:  04-05-17 Resume Form Page 3 of 3 


Reference #2 
Name 
Title 


Russell Kennedy 
Quality and Compliance Specialist 


Organization Colorado Department of Healthcare Policy and Financing 
Phone 
Fax 


303.866.3340 
None 


Email Russell.kennedy@state.co.us 
Reference #3 


Name 
Title 


Tammy Simon 
Medicaid Health Systems Administrator 


Organization Ohio Department of Medicaid 
Phone 
Fax 


614.752.4572 
None 


Email Tammy.simon@medicaid.ohio.gov  
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Response to Request for Proposal 3491 – Health Services Advisory Group, Inc. VII.19







Revised:  04-05-17 Resume Form Page 1 of 3 


PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Health Services Advisory Group, Inc.  


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Leslie Arendell, MS, BA Key Personnel: 
(Yes/No) No 


Individual’s Title Associate Director, Data Science and Advanced Analytics 
# of Years in Classification: 3.5 # of Years with Firm: 5.5 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Ms. Arendell has more than 15 years of experience working in epidemiological research and data 
analysis with expertise in study design, analysis planning, statistical analysis, and report writing. 
She has expertise and experience with Medicare and Medicaid programs and data systems.  
Ms. Arendell has substantial data management and data analysis experience, including work with 
large datasets. She is experienced in both written and verbal presentations to the scientific and 
non-scientific communities. 
 


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. 
 
Timeframe: November 2014 to Present 
Company Name: Health Services Advisory Group, Inc. 
Company Location: Phoenix, Arizona 
Position Title: Associate Director, Data Science and Advanced Analytics 
 
Contract / Project: State of Arkansas Division of Medical Services (Data Mining and 


Program Evaluation contract) 
State of California Department of Health Care Services (EQRO 
contract) 
State of Florida Agency for Health Care Administration (EQRO 
contract) 
State of Illinois Department of Healthcare and Family Services (EQRO 
contract) 
State of Iowa Department of Human Services (EQRO contract) 


 State of Tennessee Bureau of TennCare (EQR subcontract) 
 
Contract / Project Details: Prepares methodologies and analytic plans for network adequacy 


assessments, focused studies and data mining projects; leads 
analytic projects, including methodology preparation, planning and 
conducting data analysis, analytic validation, deliverable preparation 
and staff supervision   
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Timeframe: June 2012 to October 2014 
Company Name: Health Services Advisory Group, Inc. 
Company Location: Phoenix, Arizona 
Position Title: Associate Director, Research and Analysis Team 
Contract / Project: CMS Measures Impact Assessment 
 
Contract / Project Details: Led team of analysts responsible for conducting analyses for triennial 


CMS assessment of the impact of quality and efficiency measures; 
maintained up-to-date knowledge and understanding of all data types 
to support quality measures; maintained proficiency in complex 
statistical and data analytic issues related to measure development, 
implementation, and maintenance; provided collegial leadership on 
the team and provides timely and responsive support to CMS, CMS-
measure contractors, and other organizations when necessary; 
evaluated quality measures with statistical calculations and maintains 
up-to-date knowledge on various statistical issues and statistical 
programming methodology related to quality measurement 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
University of Arizona, Tucson, Arizona, Master of Science, Epidemiology, 2001 
Wittenberg University, Springfield, Ohio, Bachelor of Arts, Biology and Spanish, 1999 
 


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.   
 


Reference #1 
Name 
Title 


Anna Lee Amarnath, MD, MPH 
Medical Program Consultant & Section Chief 
Medi-Cal Managed Care 


Organization California Department of Health Care Services  
Phone 
Fax 


916.449.5015  
None 


Email AnnaLee.Amarnath@dhcs.ca.gov  
Reference #2 


Name 
Title 


Gina Redford 
Manager, Analytic Services 


Organization AFMC 
Phone 
Fax 


501.212.8722 
None 


Email Gina.Redford@afmc.org 
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Reference #3 


Name 
Title 


Mark Plunkett, PhD 
Senior Analyst 


Organization American Hospital Association 
Phone 
Fax 


602.319.8835 
None 


Email mplunkett@aha.org 
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Health Services Advisory Group, Inc. 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Alana Berrett, MPH, BA Key Personnel: 
(Yes/No) No 


Individual’s Title Associate Director, Data Science and Advanced Analytics 
# of Years in Classification: 6 # of Years with Firm: 6 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
With more than 13 years of healthcare and public health industry experience, Ms. Berrett is an 
experienced epidemiologist and statistical analyst, with expertise in managing and coordinating 
analytical work in support of external quality review activities, as well as the cleaning and 
analysis of large datasets using SAS. 
 


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. 
 
Timeframe: December 2011 to Present 
Company Name: Health Services Advisory Group, Inc. 
Company Location: Phoenix, Arizona 
Position Title: Associate Director, Data Science and Advanced Analytics 
 
Contract / Project: State of Nevada Division of Health Care Financing and Policy (EQRO 


contract) 
State of Arkansas Department of Medicaid Services (Data Mining and 
Program Evaluation contract) 
State of California Department of Health Care Services (EQRO 
contract) 
State of Colorado Department of Health Care Policy and Financing 
(EQRO contract) 
State of Florida Agency for Health Care Administration (EQRO 
contract) 
State of Illinois Department of Healthcare and Family Services (EQRO 
contract) 
State of Iowa Department of Human Services (EQRO contract) 
State of Michigan Department of Health & Human Services (EQRO 
contract) 
State of Ohio Department of Medicaid (EQRO contract) 
State of Tennessee Bureau of TennCare (EQR subcontract) 
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Commonwealth of Virginia Department of Medical Assistance 
Services (EQRO contract) 
 


Contract / Project Details: Supports EQRO and EQR-like contracts with state Medicaid agencies 
by successfully designing and conducting focused studies, 
encounter data validation studies, and network adequacy 
assessments, including staff supervision, deliverable preparation, 
and customer communications 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
University of Arizona, Tucson, Arizona, Master of Public Health, Epidemiology, 2006 
Washington University in St. Louis, St. Louis, Missouri, Bachelor of Arts, History, 2004 
 


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.   
 


Reference #1 
Name 
Title 


Jerry Ware 
Quality and Compliance Specialist 
Quality and Health Improvement Unit 


Organization Colorado Department of Health Care Policy and Financing 
Phone 
Fax 


303.866.2335 
None 


Email Jerry.Ware@state.co.us 
Reference #2 


Name 
Title 


Valerie Collier 
Quality Program Manager 
Division of Health Care Services 


Organization Virginia Department of Medical Assistance Services 
Phone 
Fax 


804.786.2273 
None 


Email Valerie.Collier@dmas.virginia.gov 
Reference #3 


Name 
Title 


Anna Lee Amarnath, MD, MPH 
Medical Program Consultant & Section Chief 
Medi-Cal Managed Care 


Organization California Department of Health Care Services 
Phone 
Fax 


916.449.5039 
None 


Email AnnaLee.Amarnath@dhcs.ca.gov 
 


Response to Request for Proposal 3491 – Health Services Advisory Group, Inc. VII.24







Revised:  04-05-17 Resume Form Page 1 of 3 


PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Health Services Advisory Group, Inc. 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Eliza Buyong, MS Key Personnel: 
(Yes/No) No 


Individual’s Title Healthcare Analyst III, Data Science and Advanced Analytics 
# of Years in Classification: 13.5 # of Years with Firm: 13.5 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Ms. Buyong has more than 20 years of experience in the healthcare industry as a healthcare 
analyst and educator, with expertise in education, data analysis, and report generation using 
Statistical Analysis Systems (SAS). Ms. Buyong worked as a healthcare analyst for the 
Pennsylvania Health Care Cost Containment Council developing and implementing statistical 
methodology and models for various council studies. Prior to her healthcare industry roles, she 
served as a secondary education-level educator in the disciplines of mathematics and statistics. 
Fluent in algebra, calculus, and other forms of advanced mathematics, Ms. Buyong structured 
course curricula for engineers, business students, and students of the health sciences. 
 
As a healthcare analyst and SAS programmer at Health Services Advisory Group, Inc.,  
Ms. Buyong is responsible for data management, development of study methodology, conducting 
accurate and verified descriptive and statistical analysis of patterns of care and outcomes, 
validating results from other analysts, interpreting study results, and preparing reports for 
dissemination and presentations. She conducts literature searches/reviews, designs statistical 
analysis plans, and defines case selection criteria and variable parameters. She has also 
conducted various analyses using Healthcare Effectiveness Data and Information Set (HEDIS®) 
data files, and worked on several telephone survey and various data mining projects.  
 


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. 
 
Timeframe: July 2003 to Present 
Company Name: Health Services Advisory Group, Inc. 
Company Location: Phoenix, Arizona 
Position Title: Healthcare Analyst III, Data Science and Advanced Analytics 
 
Contract / Project: State of Nevada Department of Health and Human Services Division 


of Health Care Financing and Policy (EQRO contract) 
State of Arkansas Department of Medicaid Services (Data Mining and 
Program Evaluation contract) 
State of Colorado Department of Health Care Policy and Financing 
(EQRO contract) 
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State of California Department of Health Care Services (EQRO 
contract) 
State of Florida Agency for Health Care Administration (EQRO 
contract) 
State of Michigan Department of Health & Human Services (EQRO 
contract) 
State of Ohio Department of Medicaid (EQRO contract) 
Commonwealth of Virginia Department of Medical Assistance 
Services (EQRO contract) 
 


Contract / Project Details: Conducts encounter data validation studies associated with several 
of the state contracts listed above; successfully completes encounter 
data validation-related tasks: develops study methodology; prepares 
data submission requirements documents; performs administrative 
profile analysis; performs comparative analysis among state’s, 
MCOs’, and PBMs’ data; prepares sample cases for medical record 
review procurement; assists with electronic tool design; performs 
analysis on abstracted data; conducts on-site audit and desk reviews 
of discrepant sample cases; provides technical assistance to the 
health plans; summarizes study findings and recommendations into a 
report; supports several of the EQRO contracts listed above for 
various other activities, including focused studies and network 
adequacy assessments 


 
Timeframe: 1998 to 2004 
Company Name: Pennsylvania Health Care Cost Containment Council 
Company Location: Harrisburg, Pennsylvania 
Position Title: Statistical Analyst 
Contract / Project: C-Section Deliveries in Pennsylvania and Hospital Performance 


  
Contract / Project Details: Developed and implemented statistical methodology for complex 


research and evaluation studies; reviewed risk adjustment 
methodology for outcomes reporting; performed statistical analysis; 
made recommendations pertaining to study design and clinical 
issues; and assisted in interpreting key findings for council’s flagship 
public and commissioned reports; performed statistical analysis on 
administrative hospital discharge data to review data quality; 
identifying problems and making recommendations for resolutions.   


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
Bowling Green State University, Bowling Green, Ohio, Master of Science, Applied Statistics, 1985 
Northern Illinois University, DeKalb, Illinois, Bachelor of Science, Mathematics, 1983 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
None 
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REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 


Reference #1 
Name 
Title 


Rachel M. La Croix, Ph.D., PMP 
AHC Administrator, Performance Evaluation and Research Unit 
Bureau of Medicaid Quality 


Organization Florida Agency for Health Care Administration 
Phone 
Fax 


850.412.4670 
None 


Email Rachel.LaCroix@ahca.myflorida.com 
Reference #2 


Name 
Title 


Flossie Wolf 
Director, Health Policy Research 


Organization PA Health Care Cost Containment Council, Commonwealth of Pennsylvania 
Phone 
Fax 


717.232.6787 
717.232.3821 


Email fwolf@phc4.org 
Reference #3 


Name 
Title 


Judy Yip, Ph.D. 
Institutional Research Analyst 


Organization Northland Pioneer College 
Phone 
Fax 


605.509.3026 
None 


Email dmctyl@yahoo.com 
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Health Services Advisory Group, Inc. 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Debra L. Chotkevys, DHA, MBA Key Personnel: 
(Yes/No) No 


Individual’s Title Executive Director, State and Corporate Services 
# of Years in Classification: 18 # of Years with Firm: 14.4 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Dr. Chotkevys has more than 30 years of healthcare industry experience, with expertise in 
compliance activities, hospital administration, physician services, marketing, credentialing, office 
site reviews, Healthcare Effectiveness Data and Information Set (HEDIS®) audits, medical record 
abstraction, and accreditation standards. She has been involved in external quality reviews 
(EQRs) for Medicaid managed care for the past 18 years, reviewing quality and operational 
standards and performing project management. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
 
Timeframe: October 2003 to Present 
Company Name: Health Services Advisory Group, Inc. 
Company Location: Phoenix, Arizona 
Position Title: Executive Director 
 
Contract / Project: State of Nevada Department of Health and Human Services, Division 


of Health Care Financing and Policy (EQRO contract) 
 State of Florida Agency for Health Care Administration (EQRO 


contract) 
 State of Georgia Department of Community Health (EQRO contract) 
 State of Illinois Department of Healthcare and Family Services (EQRO 


contract) 
State of New Hampshire Department of Health and Human Services 
(EQRO contract) 
State of Ohio Department of Medicaid (EQRO contract) 
State of Vermont Agency of Human Services (EQRO contract) 
State of Tennessee Bureau of TennCare (EQRO subcontractor) 
 


Contract / Project Details: Provides leadership and overall project management for EQR 
services for the Vermont, New Hampshire, and Tennessee contracts; 
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participates in annual on-site reviews of health plans; instrumental in 
the design and development of focused studies performed by HSAG 
and works to ensure completion of EQR projects, as required by 
established timelines; coordinates with HSAG healthcare analysts to 
ensure interpretations of focused studies include state-specific 
information; attends meetings with states, MCOs, and stakeholders to 
present findings from focused studies, administrative reviews, case 
management program reviews, encounter data studies, focused 
studies, consumer satisfaction survey results, and performance 
measures; conducts frequent telephonic meetings with states to 
coordinate EQR tasks conducted by HSAG teams; performs 
compliance reviews, MCO readiness reviews, case management 
system reviews, and call center reviews; provides numerous hours of 
technical assistance to the MCOs and state staff members 


 
Timeframe: January 2000 to October 2003 
Company Name: Delmarva Foundation for Medical Care, Inc. 
Company Location: Easton, Maryland 
Position Title: Director 
 
Contract / Project: State of Ohio (EQRO Contract) 
 State of Michigan (EQRO Contract) 
 State of West Virginia (EQRO Contract) 


 
Contract / Project Details: Responsible for the overall operations of the EQR contract for three 


states; worked with the states, MCOs, and providers to assess and 
monitor care delivered to the Medicaid population; conducted medical 
record abstraction for quality studies, performed on-site reviews at 
the MCOs, and provided technical assistance to MCOs and state 
Medicaid bureaus; projects included reviewing quality and 
operational standards of the MCOs to ensure compliance with 
provider contracts and federal requirements during annual on-site 
audits; assisted in implementation of a waiver program to include 
medical record reviews for quality audits, provider site visits, and 
credentialing; designed and developed quality studies to monitor 
care; worked with scientists, physicians, and health analysts to 
interpret data; researched current literature and wrote reports for 
quality studies; presented findings to state committees and MCO 
representatives; for the Easton, Maryland office, prepared responses 
to requests for proposals for new business opportunities at the state, 
regional, and national levels with various state agencies and the 
Centers for Medicare & Medicaid Services (CMS); revised 
credentialing system for Delmarva’s network of physicians and allied 
health 


 
Timeframe: 1993–1999 
Company Name: Aperture Credentialing, Inc. 
Company Location: Louisville, Kentucky 
Position Title: Director 
Contract / Project: Provider Credentialing, Office Site Reviews, and Medical Record 


Abstractions 
 
Contract / Project Details: Responsible for the management of projects involving physician 


credentialing, physician office site reviews, and medical record 
abstractions; daily tasks included 1) hiring and training registered 
nurses nationwide to assist in credentialing activities, HEDIS audits, 
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and quality studies for MCOs; 2) utilizing a centralized scheduling 
team concept to schedule nurse reviewers for provider on-site 
surveys; 3) developing, implementing, and maintaining quality 
standards; 4) assisting with sales activities to generate new business; 
and 5) performing delegated audits according to NCQA, Joint 
Commission on Accreditation of Healthcare Organizations (JCAHO), 
and the URAC standards 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
University of Phoenix, Phoenix, Arizona, Doctor of Health Administration, 2009 
Baldwin–Wallace College, Berea, Ohio, Master of Business Administration, 1977 
Wittenberg University, Springfield, Ohio, Bachelor of Music, 1970 
 


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.   
 


Reference #1 
Name 
Title 


Shawn E. Skaflestad, PhD 
Quality Improvement Manager 


Organization Vermont Agency of Human Services 
Phone 
Fax 


802.241.0961 
802.241.0450 


Email Shawn.Skaflestad@vermont.gov 
Reference #2 


Name 
Title 


Lisa Horn, MILR 
President 


Organization Horn Research LLC 
Phone 
Fax 


607.316.2748 
888.316.1851 


Email lisa@hornresearch.com 
Reference #3 


Name 
Title 


John Couzins, MPH, CHCA 
EQRO Director 


Organization Qsource 
Phone 
Fax 


866.514.8595 
615.244.2018 


Email jcouzins@Qsource.org 
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Health Services Advisory Group, Inc. 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Cheena David, BS Key Personnel: 
(Yes/No) No 


Individual’s Title Healthcare Analyst 1, Data Science and Advanced Analytics 
# of Years in Classification: 5 # of Years with Firm: 5 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Ms. David has more than five years of experience in the healthcare industry with extensive 
expertise in analytics and creative thinking, which she applies to support project management 
activities for informatics projects. She supports data activities by conducting and interpreting 
primary analyses, conducting secondary and exploratory analyses, and performing data 
validation for 10 state Medicaid agencies’ Consumer Assessment of Healthcare Providers and 
Systems (CAHPS®) and survey-related projects. Additionally, Ms. David is responsible for 
generating results on characteristics, operations, trends, and types of providers that Patient 
Safety Organizations (PSOs) serve, as stated in their PSO profile.                                                                                                                                                                                                                                      
 


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. 
 
Timeframe: November 2015 to Present 
Company Name: Health Services Advisory Group, Inc. 
Company Location: Phoenix, Arizona 
Position Title: Healthcare Analyst 1 
 
Contract / Project: State of Arizona Health Care Cost Containment System (AHCCCS) 


(EQRO contract) 
State of Colorado Department of Health Care Policy and Financing 
(EQRO contract) 
State of California Department of Health Care Services (EQRO 
contract) 
State of Hawaii Department of Human Services (EQRO contract) 
State of Illinois Department of Healthcare and Family Services (EQRO 
contract)  
State of New Hampshire Department of Health and Human Services 
(EQRO contract)  
State of Ohio Department of Medicaid (EQRO contract) 
Commonwealth of Virginia Department of Medical Assistance 
Services (DMAS) (EQRO contract) 
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Centers for Medicare & Medicaid Services (CMS) Financial Alignment 
Initiative  
 


Contract / Project Details: Responsible for analytic survey activities for multiple states by 
evaluating CAHPS and survey data in calculating measure rates using 
standardized specifications; performs data analysis on PSO profile in 
determining the characteristics and trends of each PSOs; assesses 
patient safety event data to attain findings as part of strategic quality 
improvement  


 
Timeframe: April 2015 to October 2015 
Company Name: Health Services Advisory Group, Inc. 
Company Location: Phoenix, Arizona 
Position Title: Analytic Specialist 
 
Contract / Project: State of Arizona AHCCCS (EQRO contract) 


State of Illinois Department of Healthcare and Family Services (EQRO 
contract)  
State of New Hampshire Department of Health and Human Services 
(EQRO contract) 
Commonwealth of Virginia DMAS (EQRO contract) 
AHRQ-PSOPPC contract 
 


Contract / Project Details: Performed analytic validation and ad hoc analyses for survey 
activities for multiple states; assisted lead analysts in validating, 
cleaning, and analyzing survey data  


 
Timeframe: July 2013 to April 2015 
Company Name: Health Services Advisory Group, Inc. 
Company Location: Phoenix, Arizona 
Position Title: Administrative Assistant 
 
Contract / Project: State of Arizona AHCCCS (EQRO contract) 


State of Colorado Department of Health Care Policy & Financing 
(EQRO contract) 
State of Illinois Department of Healthcare and Family Services (EQRO 
contract)  
State of New Hampshire Department of Health and Human Services 
(EQRO contract) 
State of Washington Department of Social and Health Services 
Medical Assistance Administration (EQR services subcontract) 
 


Contract / Project Details: Created survey data reports for monitoring survey data collection 
process and assisted in analytic validation, using healthcare 
specifications in calculating measure rates; performed overall project 
management and updates to deliverable information in databases; 
coordinated meetings; scheduled conferences; and performed report 
validation  


 
Timeframe: November 2012 to June 2013 
Company Name: Health Services Advisory Group, Inc. 
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Company Location: Phoenix, Arizona 
Position Title: Administrative Support Specialist 
 
Contract / Project: State of Arizona AHCCCS (EQRO contract) 


State of Colorado Department of Health Care Policy & Financing 
(EQRO contract) 
State of Illinois Department of Healthcare and Family Services (EQRO 
contract)  
State of New Hampshire Department of Health and Human Services 
(EQRO contract) 
State of Washington Department of Social and Health Services 
Medical Assistance Administration (EQR services subcontract) 
 


Contract / Project Details: Performed overall project management and daily updates to 
deliverable information in database; coordinated meetings; scheduled 
conferences; validated internal and external reports; provided project 
support to several informatics projects  


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
University of Santo Tomas, Manila, Philippines, Bachelor of Science, Business Administration–
Business Economics, 2012 
 


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.   
 


Reference #1 
Name 
Title 


Raymond Berens 
Associate Director 


Organization Health Services Advisory Group, Inc. 
Phone 
Fax 


602.801.6828 
602.801.6051 


Email rberens@hsag.com  
Reference #2 


Name 
Title 


Amber Saldivar 
Director 


Organization Health Services Advisory Group, Inc.  
Phone 
Fax 


602.801.6822 
602.801.6051 


Email asaldivar@hsag.com  
Reference #3 


Name 
Title 


Jiaju Liu 
Analyst 2 


Organization Health Services Advisory Group, Inc.  
Phone 
Fax 


602.801.6882 
602.801.6051 


Email jliu@hsag.com  
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Health Services Advisory Group, Inc. (HSAG) 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Jade Dietzman, BS Key Personnel: 
(Yes/No) No 


Individual’s Title Project Support Specialist, Data Science and Advanced Analytics 
# of Years in Classification: <1 # of Years with Firm: <1 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Ms. Dietzman has 10 years of experience in providing administrative and project support, with 
expertise in developing and facilitating internal department procedures, researching and 
analyzing data, and medical terminology. 
 


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. 
 
Timeframe: November 2017 to Present 
Company Name: Health Services Advisory Group, Inc. 
Company Location: Phoenix, Arizona 
Position Title: Project Support Specialist, DSAA 
 
Contract / Project: State of Nevada Division of Health Care Financing and Policy (EQRO) 


contract)  
State of California Department of Health Care Services (EQRO 
contract) 
State of Florida Agency for Health Care Administration (EQRO 
contract) 
State of Iowa Department of Human Services (EQRO contract) 
State of New Hampshire Department of Health and Human Services 
(EQRO contract) 
State of Tennessee Bureau of TennCare (EQR services subcontract) 
Commonwealth of Virginia Department of Medical Assistance 
Services (EQRO contract) 
 


Contract / Project Details: Assists project staff with coordination of daily project activities; 
provides project support through project updates; performs report 
population and validation; performs medical record tracking, secret 
shopping, and reveal shopper survey calls; performs deliverable 
preparation 
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EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
Arizona State University, Phoenix, Arizona, Bachelor of Science, Psychology, 2015 
Grand Canyon University, Phoenix, Arizona, master’s studies in healthcare management,  
(in-progress) 
 


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.   
 


Reference #1 
Name 
Title 


Cecilia Mendoza-Henshaw 
Business Manager 


Organization Oasis Discovery Partners 
Phone 
Fax 


480.620.9833 
None 


Email cmh@oasisdiscovery.com 
Reference #2 


Name 
Title 


Megan Koren 
Finance Director 


Organization Cresa Global, Inc. 
Phone 
Fax 


760.586.9677 
None 


Email mkoren@cresa.com  
Reference #3 


Name 
Title 


Shannon Reed 
Principal Consultant 


Organization CommonSource 
Phone 
Fax 


713.824.7192 
None 


Email shannon@commonsource.com  
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Health Services Advisory Group, Inc. 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Kim M. Elliott, PhD, CPHQ, CHCA Key Personnel: 
(Yes/No) No 


Individual’s Title Executive Director, HEDIS and Performance Measures (PM) Audits Team, State 
and Corporate Services 


# of Years in Classification: 25 # of Years with Firm: 2 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Dr. Elliott has more than 25 years of experience in the healthcare industry, with expertise that 
spans organizational management, stakeholder relationship development, systems 
improvements, audits and surveys, quality management, and performance improvements. She is 
a national and local speaker on quality, maternal and child health, and intersection of quality and 
program integrity topics. Dr. Elliott has advanced knowledge of managed care programs, as well 
as commercial, Medicaid, and Medicare products. 
 


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. 
 
Timeframe: November 2016 to Present 
Company Name: Health Services Advisory Group, Inc. 
Company Location: Phoenix, Arizona 
Position Title: Executive Director, HEDIS and PM Audits 
 
Contract / Project: State EQRO contracts 
 CMS Financial Alignment Initiative contract 
 CMS Medicare VBP4P contracts 
 Private HEDIS contracts 
 URAC Pharmacy Organization Data Validation contracts 
 State of Georgia (EQRO contract) 
 
Contract / Project Details: Directs the HEDIS and PM Audits Team for HSAG’s external quality 


review organization (EQRO) contracts in various states; coordinates 
internal and external resources to achieve goals and objectives of the 
contracts; responsible for accurate and timely completion of activities 
and deliverables; applies NCQA requirements, as well as state and 
federal Medicaid managed care regulations to daily activities; 
provides overall management of audit projects, budgets, and financial 
oversight; directs medical record review and audit processes for 
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validation of Healthcare Effectiveness Data and Information Set  
(HEDIS®), CMS Core Measure sets, and state-specific performance 
measures; analyzes data, measures project progress against project 
requirements, objectives, and success criteria; makes 
recommendations and develops strategies and solutions; serves as 
director of state EQRO contracts  


 
Timeframe: March 2016 to December 2016 
Company Name: Health Services Advisory Group, Inc. 
Company Location: Phoenix, Arizona 
Position Title: Director, State and Corporate Services 
 
Contract / Project: State of Iowa Department of Human Services (EQRO contract) 


State of Michigan (EQRO behavioral health contract) 
 State of Michigan (EQRO physical health contract) 
 State of Georgia Department of Community Health (EQRO contract) 
 
Contract / Project Details: Provided oversight of EQRO contracts in various states and 


coordinated internal and external resources to achieve contract goals 
and objectives; provided oversight throughout all stages of the 
contracts, including responding to RFPs, project initiation, 
recruitment selection, orientation, training, staff supervision, 
customer relations, project planning and budgeting, completion of 
field work, and report preparation and finalization; accountable for 
state and subcontract communications, staffing, and completion of all 
contracted EQRO activities; provided technical assistance to state 
Medicaid and managed care plan staff members related to all EQR 
activities and provided actionable recommendations, when 
applicable, on quality improvement strategies 


 
Timeframe: July 2001 to March 2016 
Company Name: Arizona Health Care Cost Containment System (AHCCCS) 
Company Location: Phoenix, Arizona 
Position Title: Administrator, Clinical Quality Management 
Contract / Project: Medicaid and CHIP Program Key Staff Position 
 
Contract / Project Details: Led the Clinical Quality Management team (34 professional and non-


professional staff) comprising quality management and quality 
improvement; maternal and child health/early, periodic, screening, 
diagnostic and treatment (EPSDT); behavioral health quality, and 
electronic health record incentive project teams for the Medicaid and 
CHIP Program (AHCCCS) in Arizona; led quality and clinical efforts 
related to acute, long-term care, special needs, behavioral health, 
foster children, and developmentally disabled populations; assumed 
leadership in the development and implementation of the State's 
quality strategy in compliance with the Centers for Medicare and 
Medicare Services (CMS) requirements, and in alignment with the 
Agency's strategic plan focused on improving quality of care, 
member and provider satisfaction, cost effectiveness, and 
administrative efficiency; led federal, State, and legislative reporting 
related to quality activities and performance metrics; led the quality 
management, quality improvement, and maternal and child health 
teams, as well as the Medical Management area, to maintain clinical 
policies according to the standard of care and in compliance with 
federal and State requirements, and in accordance with the Arizona 
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Waiver and the Arizona State Plan; recommended and led the 
transition of quality and performance metrics from a process driven 
set, to outcomes measures that include measures required by CMS, 
those required to evaluate the effectiveness of program integration 
and measures that are meaningful to all lines of business in the 
Medicaid program; led the development and implementation of 
performance improvement projects that resulted in improved care, 
outcomes, administrative, and cost efficiencies; developed and 
implemented a quality management program that focused on 
individual and systemic issues, improved care and services 
throughout the system of care, addressed care needed today and 
challenging member needs, and improved processes for health and 
safety in emergency situations; developed the first medical 
management/utilization management policies for the AHCCCS 
managed care program; represented the Agency at the federal, State, 
and local level, including work with community organizations, other 
State agencies, federal programs, and stakeholder groups with a 
focus on aligning and achieving positive outcomes in a win-win 
environment; served on federal subject matter expert panels 
including those focused on CMS Core Measure sets, access to care, 
upper respiratory and critical care and long-term care 


 
Timeframe: June 1999 to July 2001 
Company Name: Arizona Physicians IPA (A United Healthcare company) 
Company Location: Phoenix, Arizona 
Position Title: Director, Prevention and Wellness 
Contract / Project: Medicaid and CHIP managed care contract with AHCCCS 
 
Contract / Project Details: Responsible for meeting State and federal requirements for an acute 


care, long-term care, and developmentally disabled population; 
provided leadership, direction, and management of the quality 
management, prevention and wellness, maternal and child health, and 
behavioral health programs for the acute, long-term care, 
developmentally disabled, CHIP healthcare group, and children with 
special healthcare needs (CSHCN) programs; developed, managed, 
and implemented quality metrics including HEDIS quality measures, 
Medicaid measures, audits, studies, and report cards; co-led the 
National Committee for Quality Assurance (NCQA) accreditation 
process and was responsible for annual HEDIS audits; developed and 
implemented care coordination and disease management programs 
for chronic conditions including diabetes, asthma, hypertension, and 
congestive heart failure; led quality review, peer review, and 
compliance review teams to meet federal/state requirements, and was 
selected by United Corporate to train United Healthcare Medicaid 
program staff nationwide on the development and implementation of 
preventive health programs, outreach programs, EPSDT 
requirements, and the development of corrective actions plans 


 
Timeframe: September 1985 to May 1999 
Company Name: CIGNA Health Care 
Company Location: Phoenix, Arizona 
Position Title: Provider Relations and Contracting Representative 
Contract / Project: Commercial, Medicare, and Medicaid contracts 
 
Contract / Project Details: Responsible for developing and growing a successful provider 


relations and contracting area in a new private practice model for a 
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traditionally facility-based (staff model) managed care organization; 
successfully expanded provider network state-wide through 
negotiations with non-managed care providers, and participated in a 
team to develop and implement some of the first value-based or pay-
for-performance based payment models; developed and implemented 
provider report or score cards focusing on areas of opportunities in 
utilization management by wellness or disease state 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
Honolulu University, Honolulu, Hawaii, Doctor of Philosophy, Health Sciences, Emphasis in 
Preventive Health, 2001 
 
University of Phoenix, Phoenix, Arizona, Master of Arts, Organizational Management, 1988 
 
University of Phoenix, Phoenix, Arizona, Bachelor of Science, Business Administration, 1986 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Certified HEDIS Compliance Auditor (CHCA), 2017 
Certified Professional in Health Care Quality, National Association of Health Care Quality, 1999 
Certification in the Science of Improvement, Quality Improvement and Patient Safety, Institute for 
Healthcare Improvement, Open School, 2016 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 


Reference #1 
Name 
Title 


Marc Leib, M.D., J.D. 
Anesthesiologist/Consultant Medical Director 


Organization Consultant, former Chief Medical Officer AHCCCS 
Phone 
Fax 


602.708.8455 
None 


Email mlleib@att.net 
Reference #2 


Name 
Title 


Albena Baharieva, M.D. 
Internal Medicine/Consultant Medical Director 


Organization Private Consultant, Medicaid, Medicare, and Commercial 
Phone 
Fax 


602.350.0460 
None 


Email albenabah@gmail.com  
Reference #3 


Name 
Title 


Peggy Stemmler, M.D. 
Pediatrician/Consultant 


Organization Frameshift Group 
Phone 
Fax 


602.909.2991 
None 


Email peggy@frameshiftgroup.com  
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Health Services Advisory Group, Inc. 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Nicole Fair, MS Key Personnel: 
(Yes/No) No 


Individual’s Title Analytics Manager, Data Science and Advanced Analytics 
# 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. 


 
Ms. Fair has more than eight years of administrative, project coordination, and project 
management experience with expertise in technical and professional writing. She conducts 
extensive reviews of all deliverables prior to submission to customers to ensure quality and 
timely products.  
 


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. 
 
Timeframe: February 2016 to Present 
Company Name: Health Services Advisory Group, Inc. 
Company Location: Phoenix, Arizona 
Position Title: Analytics Manager  
 
Contract / Project: State of Nevada Division of Health Care Financing an Policy (EQRO 


contract) 
State of Illinois Department of Healthcare and Family Services (EQRO 
contract) 
State of Iowa Department of Human Services (EQRO contract)  
State of Michigan Department of Health and Human Services (EQRO 
contract) 
State of Ohio Department of Medicaid (EQRO contract) 
State of Virginia Department of Medical Assistance Services (EQRO 
contract) 
 


Contract / Project Details: Supports performance measure calculation activities through 
defining measure specifications, assisting with measure selection, 
developing data requests, collecting data, and extensively reviewing 
deliverables for the states of Nevada, Iowa, and Virginia; performs 
technical writing activities for Ohio EQRO contract, including 
constructing, writing, and extensively reviewing and validating 
reports and documents; manages development and production of 
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Quality Rating Systems (QRSs) for several states, including Illinois, 
Iowa, Michigan, Ohio, and Virginia; responsibilities include data 
collection, methodology development, template development, 
deliverable preparation, and presentation of results to stakeholders; 
assists with performance measure calculation activities, data 
collection, measure specification development, and reporting  


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
Grand Canyon University, Phoenix, Arizona, Masters of Science, Healthcare Administration, 2017 
Syracuse University, Syracuse, New York, Bachelor of Science, Biology, and Writing and 
Rhetoric, 2013 
 


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.   
 


Reference #1 
Name 
Title 


Jason Holst 
Quality Improvement Analyst  


Organization Iowa Department of Human Services  
Phone 
Fax 


515.974.3070 
None 


Email jholst@dhs.state.ia.us  
Reference #2 


Name 
Title 


Latanya Crawford 
Managed Care Quality Analyst 


Organization Virginia Department of Medical Assistance and Services 
Phone 
Fax 


804.593.2459 
None 


Email Latanya.crawford@dmas.virginia.gov 
Reference #3 


Name 
Title 


Mark Rizzutti 
Analytics Manager   


Organization Ohio Department of Medicaid  
Phone 
Fax 


614.752.4592 
None 


Email Mark.Rizzutti@medicaid.ohio.gov  
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Health Services Advisory Group, Inc. 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Tammy GianFrancisco Key Personnel: 
(Yes/No) No 


Individual’s Title HEDIS Manager, State and Corporate Services 
# of Years in Classification: 15  # of Years with Firm: 15 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Ms. GianFrancisco has more than 15 years of experience in the healthcare industry with expertise 
in project management, coordination of the Healthcare Effectiveness Data and Information Set 
(HEDIS®) performance measure validation (PMV), and pay-for-performance (PfP) audit activities 
throughout all stages of the process. 
 


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. 
 
Timeframe: June 2014 to Present 
Company Name: Health Services Advisory Group, Inc. 
Company Location: Phoenix, Arizona 
Position Title: HEDIS Manager, State and Corporate Audits Team 
 
Contract / Project: State of Nevada Division of Health Care Financing and Policy (EQRO 


contract) 
State of California Department of Health Care Services (EQRO 
contract) 
State of Hawaii Department of Human Services, Med-QUEST Division 
(EQRO contract) 
State of Illinois Department of Healthcare and Family Services (EQRO 
contract) 
Georgia Department of Community Health (EQRO contract) 
State of Colorado Department of Health Care Policy and Financing 
(EQRO contract) 
State of Florida Agency for Health Care Administration (EQRO 
contract)  
State of Iowa Department of Health Services (EQRO contract) 
State of Michigan Department of Health and Human Services (EQRO 
contract) 
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State of New Hampshire Department of Health and Human Services 
(EQRO contract)  
State of Tennessee Bureau of TennCare (EQR services, subcontract)  
State of Utah Department of Health (EQRO contract)  
Commonwealth of Virginia Department of Medical Assistance 
Services (EQRO contract) 
State of Vermont Agency of Human Services (EQRO contract) 
HEDIS Compliance Audits  
Value-Based Pay for Performance Audit Reviews  
CMS Medicare Part C and Part D Data Validation Audits  
Validation of Performance Measure Audits   


 
Contract / Project Details: Assists the director with oversight of the day-to-day operations of 


audit activities, including HEDIS and Performance Measure Validation 
(PMV) audits for state and private customers, value-based pay for 
performance (VBP4P), and CMS Medicare Part C and Part D data 
validation audits for private customers; manages timelines for all 
aspects of audit activities; assists with contract preparation and 
proposals; manages source code review activities; prepares audit-
related documentation and tools, report writing, and validation; 
manages rate review activities and final audit report production for 
HEDIS and VBP4P audits; responsible for project planning and 
meeting project timelines and deliverables  


 
Timeframe: March 2003 to June 2014  
Company Name: Health Services Advisory Group, Inc.  
Company Location: Phoenix, Arizona  
Position Title: Project Leader, Audits/State and Corporate Services  
 
Contract / Project: State of Nevada Division of Health Care Financing and Policy (EQRO 


contract) 
California Department of Health Care Services (EQRO contract)  
State of Colorado Department of Health Care Policy and Financing 
(EQRO contract)  
State of Florida Agency for Health Care Administration (EQRO 
contract)  
State of Georgia Department of Community Health (EQRO contract) 
State of Hawaii Department of Human Services (EQRO contract) 
State of Illinois Department of Healthcare and Family Services (EQRO 
contract)  
State of Michigan Department of Health and Human Services (EQRO 
contract) 
State of New Hampshire Department of Health and Human Services 
(EQRO contract)  
State of Tennessee Bureau of TennCare (EQR services, subcontract) 
State of Utah Department of Health (EQRO contract)  
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State of Vermont Agency of Human Services (EQRO contract) 
Commonwealth of Virginia Department of Medical Assistance 
Services (EQRO contract) 
HEDIS Compliance Audits  
Value-Based Pay for Performance Audit Reviews  
CMS Medicare Part C and Part D Data Validation Audits  
Validation of Performance Measure Audits 


Contract / Project Details: Coordinated and participated in audit activities in all stages of the 
process for private contracts and state external quality review 
organization (EQRO) contracts; drafted audit correspondence; 
managed the audit schedule; supported process development;  


 managed source code review process for the PMV, HEDIS, and 
VBP4P audit activities, ensuring use of accurate specifications; 


 monitored completion of all audit activities; developed and adhered to 
project timelines; ensured state, plan-specific, and National 
Committee for Quality Assurance guidelines were met, when 
applicable; updated executive directors for state EQRO contracts on 
the progress of audit activities, and developed and maintained audit 
contact lists at the state and plan levels; assisted the performance 
improvement project (PIP) team with validation of reported HEDIS and 
PMV rates to help ensure accuracy and to determine discrepancies 
with PIP rate submissions; provided technical and audit assistance to 
state audit clients, health plans, and internal departments; provided 
administrative support to the audit team   


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
None 
 


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.   
 


Reference #1 
Name 
Title 


Wendy Talbot, MPH, CHCA 
Director, Measure Validation  


Organization National Committee of Quality Assurance 
Phone 
Fax 


202.955.1708 
None 


Email talbot@ncqa.org  
Reference #2 


Name 
Title 


Patience Hoag, RHIT, CHCA, CHDA, CCS, CCS-P, CPHQ 
Director of Audits and Special Projects  


Organization Aqurate Health Data, Inc. 
Phone 
Fax 


602.614.0996 
None 


Email phoag@aquratedata.com  
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Reference #3 
Name 
Title 


Jennifer Lenz, MPH, CHCA 
President 


Organization QRS, LLC 
Phone 
Fax 


480.438.1886 
None 


Email jlenz@qrs.email  
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Health Services Advisory Group, Inc. 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Mariana Grass, MPH, BBS Key Personnel: 
(Yes/No) No 


Individual’s Title Analytics Coordinator, Data Sciences and Advanced Analytics 
# of Years in Classification: 2.5 # of Years with Firm: 2.5 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Ms. Grass has more than eleven years of experience in the healthcare industry, with expertise in 
statistical analyses, quality analysis and reporting, and healthcare laboratory operations.  
 


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. 
 
Timeframe: November 2016 to Present 
Company Name: Health Services Advisory Group, Inc. 
Company Location: Phoenix, Arizona 
Position Title: Analytics Coordinator 
 
Contract / Project: State of Arizona Health Care Cost Containment System (EQRO 


contract) 
Colorado Department of Health Care Policy and Financing (EQRO 
contract) 
Iowa Department of Human Services (EQRO contract) 


 
Contract / Project Details: Assists states with performance measure calculation activities, 


including assistance with the review and selection of performance 
measures, data collection, data validation, performance measure 
calculation, rate reviews, deliverable preparation, and presentation of 
results to stakeholders 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
A.T. Still University, School of Health Management, Kirksville, Missouri, Master of Public Health, 
Education Research focus, 2011 
Midwestern University, Glendale, Arizona, Bachelor of Biomedical Sciences, College of Health 
Sciences, 2006 
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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.   
 


Reference #1 
Name 
Title 


Curt Curnow 
Quality and Health Improvement Section Manager 


Organization Colorado Health Care Policy and Financing 
Phone 
Fax 


303.866.5879 
303.866.5879 


Email Curt.Curnow@state.co.us 
Reference #2 


Name 
Title 


Dawn Sica 
Quality Improvement Coordinator 


Organization Arizona Health Care Cost Containment System Administration 
Phone 
Fax 


602.417.4823 
602.417.4855 


Email Dawn.Sica@azahcccs.gov 
Reference #3 


Name 
Title 


Jamie Robin 
Quality Improvement Manager 


Organization Arizona Health Care Cost Containment System Administration 
Phone 
Fax 


602.417.4717 
602.417.4855 


Email Jamie.Robin@azahcccs.gov  
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Health Services Advisory Group, Inc. 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Donald Grostic, MS Key Personnel: 
(Yes/No) No 


Individual’s Title Associate Director, Performance Improvement Project Methodologies 
# 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. 


 
Mr. Grostic has 25 years of experience in the healthcare industry with expertise in quality 
improvement, data analysis, statistical reporting, and database management in the managed care 
environment and expertise in quality of care studies, utilization analysis and reporting, and 
Healthcare Effectiveness Data and Information Set (HEDIS®) measures. 
 


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. 
 
Timeframe: January 2006 to Present 
Company Name: Health Services Advisory Group, Inc. 
Company Location: Phoenix, Arizona 
Position Title: Associate Director, Performance Improvement Projects 


Methodologies (PIPs) 
 
Contract / Project: State of Nevada Division of Health Care Financing and Policy (EQRO 


contract) 
State of California Department of Health Care Services (EQRO 
contract) 


 State of Colorado Department of Health Care Policy and Financing 
(EQRO contract)  
State of Florida Agency for Health Care Administration (EQRO 
contract) 
State of Georgia Department of Community Health (EQRO contract) 
State of Hawaii Department of Human Services (EQRO contract) 
State of Illinois Department of Healthcare and Family Services (EQRO 
contract) 
State of Iowa Department of Human Services (EQRO contract) 
State of New Hampshire Department of Health and Human Services 
(EQRO contract) 
State of Ohio Department of Medicaid (EQRO contract) 
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State of Utah Department of Health (EQRO contract) 
State of Vermont Agency of Human Services (EQRO contract) 
Commonwealth of Virginia Department of Medical Assistance 
Services (EQRO contract) 
 


Contract / Project Details: Successfully conducts performance improvement project 
implementation and validation activities; provides analytic expertise 
and research leadership for the PIP Team; responsible for providing 
analytic expertise and technical interpretive writing; ensuring the 
scientific soundness of study design, analysis, and interpretations of 
a variety of healthcare studies; serves as an internal and external 
liaison for PIP validation and analytic activities by planning, 
executing, and monitoring projects, managing customer relations, 
and providing technical assistance to state external quality review 
customers and health plans; provides analytical expertise for quality 
improvement projects utilizing several quality improvement tools 
including key driver diagrams, failure modes and effects analysis, run 
charts, and control charts through on-site meeting facilitation, 
webinar trainings and conference calls 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
University of Vermont, Burlington, Vermont, Master of Science, Biostatistics, 1993 
University of Vermont, Burlington, Vermont, Bachelor of Science, Mathematics, 1991 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Certified in the Institute for Healthcare Improvement (IHI) quality improvement science 
techniques, IHI Open School, 2017 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 


Reference #1 
Name 
Title 


Rachel La Croix, Ph.D., PMP 
AHC Administrator, Performance Evaluation and Research Unit 
Bureau of Medicaid Quality 


Organization Agency for Health Care Administration 
Phone 
Fax 


850.412.4670 
None 


Email Rachel.LaCroix@ahca.myflorida.com 
Reference #2 


Name 
Title 


Anna Lee Amarnath 
Chief Medical Quality and Oversight  


Organization California Department of Health Care Services  
Phone 
Fax 


916.449.5039  
None 


Email AnnaLee.Amarnath@dhcs.ca.gov  
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Reference #3 


Name 
Title 


Debra L. Chotkevys, DHA, MBA 
Executive Director, Professional Services   


Organization Health Services Advisory Group, Inc.  
Phone 
Fax 


614.477.1563  
None 


Email dchotkevys@hsag.com  
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Health Services Advisory Group, Inc. 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Lacey Hinton, AASN, RN Key Personnel: 
(Yes/No) No 


Individual’s Title Analytics Manager I, Data Science and Advanced Analytics 
# of Years in Classification: 4.5 # of Years with Firm: 6 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Ms. Hinton has more than six years of experience in the healthcare industry managing, 
coordinating, and supporting analytic and project activities, as well as working in the clinical 
nurse setting. She is experienced with Medicaid and external quality review organizations 
(EQROs). Ms. Hinton applies management skills to support Medicaid and EQRO work activities 
for senior leadership and project management staff. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
 
Timeframe: September 2013 to Present 
Company Name: Health Services Advisory Group, Inc. 
Company Location: Phoenix, Arizona 
Position Title: Analytics Manager I 
 
Contract / Project: State of Nevada Division of Health Care Financing and Policy (EQRO 


contract) 
State of California Department of Health Care Services (EQRO 
contract) 


 State of Colorado Department of Health Care Policy and Financing 
(EQRO contract)  
State of Florida Agency for Health Care Administration (EQRO 
contract) 
State of Illinois Department of Healthcare and Family Services (EQRO 
contract) 
State of Iowa Department of Human Services (EQRO contract) 
State of New Hampshire Department of Health and Human Services 
(EQRO contract) 
State of Ohio Department of Medicaid (EQRO contract) 
State of Tennessee Bureau of TennCare (EQRO contract) 
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Commonwealth of Virginia Department of Medical Assistance 
Services (EQRO contract) 


 
Contract / Project Details: Provides project management support to internal project staff and 


external customers and/or subcontractors related to medical record 
procurement, encounter data validation, network adequacy, focused 
study activities; performs project management of secret shopper and 
revealed shopper surveys, medical record procurement, tracking, and 
abstraction processes, report population and validation, and 
deliverable preparation 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
Estrella Mountain Community College, Avondale, Arizona, Associate in Applied Science in 
Nursing, 2010 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Licensed Registered Nurse, 2010 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 


Reference #1 
Name 
Title 


Karen E Williamson 
Medical Records Quality Control Auditor 


Organization M. Davis and Company, Inc. (MDAC) 
Phone 
Fax 


202.829.5973 
None 


Email karenw@mdavisco.com  
Reference #2 


Name 
Title 


Anna Lee Amarnath 
Medical Program Consultant, Chief Medical Quality & Oversight Section 
Managed Care Quality and Monitoring Division 


Organization California Department of Health Care Services (DHCS) 
Phone 
Fax 


916.449.5015 
None  


Email AnnaLee.Amarnath@dhcs.ca.gov  
Reference #3 


Name 
Title 


Gina Redford 
Manager, Analytic Services 


Organization AFMC 
Phone 
Fax 


501.212.8722 
None 


Email Gina.Redford@afmc.org  
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Health Services Advisory Group, Inc. 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Liwen (Laura) Jia, MS Key Personnel: 
(Yes/No) No 


Individual’s Title Sr. Healthcare Analyst, Data Science and Advanced Analytics 
# of Years in Classification: 11 # of Years with Firm: 11 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Ms. Jia has more than 11 years of experience in the healthcare industry, with expertise in study 
design, statistics, data validation, application design and testing, and research analyses for 
patterns of care and focused studies. She is proficient in SAS and other statistical programs. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 
 
Timeframe: October 2006 to Present 
Company Name: Health Services Advisory Group, Inc. 
Company Location: Phoenix, Arizona 
Position Title: Sr. Healthcare Analyst, Data Science and Advanced Analytics 
 
Contract / Project: State of Nevada Division of Health Care Financing and Policy (EQRO 


contract) 
State of Arkansas Department of Medicaid Services (Data Mining and 
Program Evaluation contract) 
State of Arizona Department of Health Services (Case Review 
contract) 
State of California Department of Health Care Services (EQRO 
contract) 
State of Colorado Department of Health Care Policy and Financing 
(EQRO contract) 
State of Florida Agency for Health Care Administration (EQRO 
contract) 
State of Georgia Department of Community Health (EQRO contract) 
State of Hawaii Department of Human Services (EQRO contract)  
State of Illinois Department of Healthcare and Family Services (EQRO 
contract) 
State of Iowa Department of Human Services (EQRO contract) 
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State of Michigan Department of Health and Human Services (EQRO 
contract) 
State of New Hampshire Office Department of Health and Human 
Services (EQRO contract) 
State of Ohio Department of Medicaid (EQRO contract) 
State of Tennessee Division of TennCare (EQR subcontract) 
Commonwealth of Virginia Department of Medical Assistance 
Services (EQRO contract) 
 


Contract / Project Details: Supports EQRO and EQR-like contracts with state Medicaid agencies 
by successfully designing and conducting encounter data validation 
studies, focused studies, and network adequacy assessments, 
including staff supervision, deliverable preparation, and customer 
communications 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
University of North Carolina, Charlotte, North Carolina, Master of Science, Mathematics, 2005  
University of Chicago, Chicago, Illinois, Master of Science, Chemistry, 2000  
University of Science and Technology of China, Hefei, Anhui, China, Bachelor of Science, 
Chemical Physics, 1999 
 


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.   
 


Reference #1 
Name 
Title 


Anna Lee Amarnath, MD, MPH 
Medical Program Consultant and Section Chief, Medi-Cal Managed Care 


Organization California Department of Health Care Services 
Phone 
Fax 


916.449.5039 
None 


Email AnnaLee.Amarnath@dhcs.ca.gov 
Reference #2 


Name 
Title 


Jason Holst 
Quality Improvement Analyst, Bureau of Managed Care Services and Supports 


Organization Iowa Department of Human Services 
Phone 
Fax 


515.974.3070 
515.725.1360 


Email jholst@dhs.state.ia.us 
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Reference #3 


Name 
Title 


Judy Yip-Reyes, PhD 
Institutional Research Analyst 


Organization Northland Pioneer College 
Phone 
Fax 


602.509.3026 
None 


Email dmctyl@yahoo.com 
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Health Services Advisory Group, Inc. 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Julia Lewis, BA Key Personnel: 
(Yes/No) No 


Individual’s Title Analytics Manager I, Data Science and Advanced Analytics 
# of Years in Classification: 4.4 # of Years with Firm: 4.4 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Ms. Lewis has more than four years of experience in the healthcare industry providing project 
coordination and managerial activities, including research, schedule preparation, and 
communications with external customers, subcontractors, and project staff. She also has more 
than 11 years of administrative and customer service experience. Ms. Lewis presently manages 
the day-to-day analytic and project related activities for HSAG’s external quality review 
organization (EQRO) contracts, including Consumer Assessment of Healthcare Providers and 
Systems (CAHPS®) surveys and Healthcare Effectiveness Data and Information Set (HEDIS®) 
performance measures reporting for several states. 
 


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. 
 
Timeframe: July 2017 to Present 
Company Name: Health Services Advisory Group, Inc. 
Company Location: Phoenix, Arizona 
Position Title: Analytics Manager 
 
Contract / Project: State of Nevada Department of Health and Human Services, Division 


of Health Care Financing and Policy (EQRO contract) 
State of Arizona Health Care Cost Containment System (EQRO 
contract) 
State of California Department of Health Care Services (EQRO 
contract) 
State of Colorado Department of Health Care Policy and Financing 
(EQRO contract) 


 State of Hawaii Department of Human Services, Med-QUEST Division 
(EQRO contract) 
State of Illinois Department of Healthcare and Family Services (EQRO 
contract) 
State of Iowa Department of Human Services (EQRO contract) 


 State of Ohio Department of Medicaid (EQRO contract) 
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Contract / Project Details: Assists with CAHPS Surveys and other survey administrations; day-


to-day activities include coordination and management, appropriate 
and accurate reporting of results, establishing internal and external 
timelines, writing and validation of reports, and ensuring timely 
receipt of deliverables  


 
Timeframe: January 2015 to July 2017 
Company Name: Health Services Advisory Group, Inc. 
Company Location: Phoenix, Arizona 
Position Title: Analytics Coordinator 
 
Contract / Project: State of Arizona Health Care Cost Containment System (EQRO 


contract) 
State of California Department of Health Care Services (EQRO 
contract) 
State of Colorado Department of Health Care Policy & Financing 
(EQRO contract) 
State of Michigan Department of Health and Human Services (EQRO 
contract) 


 State of Ohio Department of Medicaid (EQRO contract) 
 


Contract / Project Details: Assisted with CAHPS surveys and other survey administrations, 
along with HEDIS performance measures reporting; provided strong 
coordination and management skills, and appropriate and accurate 
reporting of results; established internal and external timelines; 
performed writing and validation of reports, and ensured timely 
receipt of deliverables 


 
Timeframe: November 2013 to January 2015 
Company Name: Health Services Advisory Group, Inc. 
Company Location: Phoenix, Arizona 
Position Title: Project Coordinator 
Contract / Project: Partnership for Patients (PfP) 
 
Contract / Project Details: Assisted with CAHPS Surveys and other survey administrations, 


along with HEDIS performance measures reporting; provided strong 
coordination skills, and appropriate and accurate reporting of results; 
established internal and external timelines; performed writing and 
validation of reports, and ensured timely receipt of deliverables 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
San Diego State University, San Diego, California, Bachelor of Arts, Sociology, 2013 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
None 
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REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.   


 
Reference #1 


Name 
Title 


Paivi Beverly 
Departmental Technician 


Organization Michigan Department of Health and Human Services (MDHHS) 
Phone 
Fax 


517.284.1155 
None      


Email BeverlyP@michigan.gov 
Reference #2 


Name 
Title 


Russell Kennedy 
Quality and Compliance Specialist 


Organization Colorado Department of Health Care Policy & Financing (The Department) 
Phone 
Fax 


303.866.3340 
None 


Email russell.kennedy@state.co.us 
Reference #3 


Name 
Title 


Suzanne Turla 
Nurse Consultant 


Organization State of Hawaii Department of Human Services, Med-QUEST Division (The MQD) 
Phone 
Fax 


808.692.8110 
None 


Email sturla@dhs.hawaii.gov 
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Health Services Advisory Group, Inc. 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Jim (Jiaju) Liu, MS, BS Key Personnel: 
(Yes/No) No 


Individual’s Title Informatics Analyst II, Data Science and Advanced Analytics 
# of Years in Classification: 2.4 # of Years with Firm: 2.7 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Mr. Liu’s primary responsibilities include data analysis for nine state Medicaid agencies’ 
Consumer Assessment of Healthcare Providers and Systems (CAHPS®) surveys and survey-
related projects. He supports data activities by interpreting primary analyses, conducting 
secondary and exploratory analyses, and performing data validation. Mr. Liu’s expertise spans 
statistical theory, computational statistics, project management, applied linear regression, 
multivariate analysis, categorical data analysis, and predictive modeling. 
 


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. 
 
Timeframe: July 2015 to Present 
Company Name: Health Services Advisory Group, Inc. 
Company Location: Phoenix, Arizona 
Position Title: Analyst II 
 
Contract / Project: State of Nevada Department of Health and Human Services, Division 


of Health Care Financing and Policy (EQRO contract) 
State of California Department of Health Care Services (EQRO 
contract) 
State of Colorado Department of Health Care Policy & Financing 
(EQRO contract) 
State of Arizona Health Cost Containment System (EQRO contract) 
State of Hawaii Department of Human Services (EQRO contract) 
State of Illinois Department of Healthcare and Family Services (EQRO 
contract) 
State of Ohio Department of Medicaid (EQRO contract) 
Commonwealth of Virginia Department of Medical Assistance 
Services (EQRO contract) 
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Contract / Project Details: Conducts data analysis for CAHPS activities, including data 
validation, star rating calculation, statistical testing, data visualization  


 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
Arizona State University, Tempe, Arizona, Master of Science, Statistics, 2015 
Southeast University, Nanjing, China, Bachelor of Science, Statistics, 2013 
 


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.   
 


Reference #1 
Name 
Title 


Amber Saldivar 
Director 


Organization Health Services Advisory Group, Inc. 
Phone 
Fax 


602.801.6822 
602.801.6051 


Email ASaldivar@hsag.com  
Reference #2 


Name 
Title 


Tim Laios 
Vice President & Chief Data Officer 


Organization Health Services Advisory Group, Inc. 
Phone 
Fax 


602.801.6810 
602.801.6051 


Email TLaios@hsag.com  
Reference #3 


Name 
Title 


Kari Pikus 
Analytics Manager 


Organization Health Services Advisory Group, Inc. 
Phone 
Fax 


602.801.6817 
602.801.6051 


Email KPikus@hsag.com  
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Health Services Advisory Group, Inc. 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Megan K. McLawhorn, MPH Key Personnel: 
(Yes/No) No 


Individual’s Title Informatics Analyst III, Data Science and Advanced Analytics 
# of Years in Classification: 2 # of Years with Firm: 3.6 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Ms. McLawhorn has more than three years of healthcare industry experience in small- and large-
scale data analysis for public health and healthcare related projects, and meets with customers 
to clearly understand the scope of their needs.  
 


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. 
 
Timeframe: February 2016 to Present 
Company Name: Health Services Advisory Group, Inc. 
Company Location: Phoenix, Arizona 
Position Title: Informatics Analyst III 
 
Contract / Project: State of Nevada Division of Health Care Financing and Policy (EQRO 


contract)  
 State of New Hampshire Department of Health and Human Services 


(EQRO contract) 
 State of Ohio Department of Medicaid (EQRO contract) 
  Commonwealth of Virginia Department of Medical Assistance 


Services (EQRO contract) 
 
Contract / Project Details: Performs acquisition, validation, warehousing, and analysis of data, 


with focus on medical and prescription drug claims, as well as 
eligibility and enrollment data; develops and calculates CMS and 
state-specific measure specifications evaluating nursing facility 
utilization, along with Agency for Healthcare Research and Quality 
(AHRQ) pediatric and prevention quality indicators; calculates state 
performance measures based on NCQA HEDIS® specifications; 
compiles and automates reports for stakeholders on a routine basis 
that provide meaningful information to those who provide healthcare 
services to improve quality of care and health outcomes  
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EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
University of Arizona, Tucson, Arizona, Master of Public Health, Epidemiology, 2014 
University of Arizona, Tucson, Arizona, Bachelor of Science of Public Health, 2012 
 


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.   
 


Reference #1 
Name 
Title 


Mark Rizzutti 
Analytics Manager 


Organization Ohio Department of Medicaid 
Phone 
Fax 


614.752.4592 
None 


Email Mark.Rizzutti@medicaid.ohio.gov  
Reference #2 


Name 
Title 


Mike Steiner 
Value-Based Health Care Manager 


Organization Ohio Department of Medicaid 
Phone 
Fax 


614.752.3753 
None 


Email Michael.Steiner@medicaid.ohio.gov  
Reference #3 


Name 
Title 


Graham Briggs 
Assistant Director 


Organization Infectious Diseases and Epidemiology Section at Pinal County Public Health 
Phone 
Fax 


520.866.7325 
None 


Email Graham.Briggs@pinalcountyaz.gov 
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Health Services Advisory Group, Inc. 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Jennifer Montano Key Personnel: 
(Yes/No) No 


Individual’s Title Project Manager, State and Corporate Services 
# of Years in Classification: 27.7 # of Years with Firm: 27.7 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Ms. Montano has more than 27 years of experience in the healthcare industry with expertise in 
performance improvement projects (PIPs), administrative support and project coordination/ 
management, and expertise in the administration and coordination of federal and state contracts. 
 


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. 
 
Timeframe: June 2015 to Present  
Company Name: Health Services Advisory Group, Inc. 
Company Location: Phoenix, Arizona 
Position Title: Project Manager 
 
Contract / Project: State of Nevada Division of Health Care Financing and Policy (EQRO 


contract) 
State of New Hampshire Department of Health and Human Services 
(EQRO contract) 
State of Tennessee Bureau of TennCare (EQR-related services) 


 
Contract / Project Details: Provides day-to-day project management of the PIP team; maintains 


master database of PIP validation tools and provides technical 
support to health plans throughout their PIP process; assists in the 
editing and formatting of PIP validation tools and reports, and 
maintains several PIP tracking documents; serves as a liaison with 
health plans and state agencies to coordinate meetings, webinars, 
technical assistance calls and file transfer protocol (FTP) assistance; 
provides administrative support to all members of the PIP team as 
needed, including the executive directors for several external quality 
review organization (EQRO) contracts; responsible for compliance 
review database assistance, report production and formatting, FTP 
site maintenance, timeline monitoring, as well as meeting 
coordination, travel scheduling, and expense report processing 
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Timeframe: 1991 to 2015 
Company Name: Health Services Advisory Group, Inc. 
Company Location: Phoenix, Arizona 
Position Title: Project Coordinator, Administrative Assistant, Staff Secretary, 


Medical Records File Clerk 
 
Contract / Project: Various EQRO contracts 
 Corporate Xerox contract 
 QIO contract 
 
Contract / Project Details: Provided project coordination and administrative support to the 


executive director and the project director for external quality review 
organization (EQRO) contracts for Nevada, Florida, and Tennessee; 
responsible for compliance review database assistance, report 
production and formatting, file transfer protocol (FTP) site 
maintenance, timeline monitoring, as well as meeting coordination 
and travel scheduling; supported the corporate communications 
team, including creating, producing, and maintaining corporate 
marketing materials, business cards, and corporate stationary for all 
HSAG office locations; created and edited flyers, posters, ads, report 
covers and brochures; provided Federal Division administrative 
support to the director, health education and publications, director, 
health communications, as well as the communications project 
manager; maintained corporate Xerox Account; monitored and 
coordinated Xerox contract activities, including new equipment 
purchases, equipment updates, equipment moves, off-site production 
assistance, and staff coverage; responsible for monthly invoice 
reconciliation and account job coding for the production center in the 
Phoenix, Arizona location; assisted in production of several RFPs for 
state, federal, and private contracts 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
None 
 


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.   
 


Reference #1 
Name 
Title 


Debra L. Chotkevys, DHA, MBA 
Executive Director, Professional Services 


Organization Health Services Advisory Group, Inc. 
Phone 
Fax 


614.477.1563 
None 


Email dchotkevys@hsag.com 
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Reference #2 


Name 
Title 


Tina Crane 
Kindergarten Teacher 


Organization Deer Valley Unified School District #97 
Phone 
Fax 


623.376.6840 work, 602.818.8859 cell 
None 


Email tina.crane@dvusd.org  
Reference #3 


Name 
Title 


Matt Perfette 
Realtor/Soccer Coach  


Organization West USA Realty/CCV Stars  
Phone 
Fax 


623.623.6116 cell 
None 


Email m.perfette@yahoo.com   
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Health Services Advisory Group, Inc. 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Kari Pikus, BS Key Personnel: 
(Yes/No) No 


Individual’s Title  Analytics Manager II, Data Science and Advanced Analytics 
# of Years in Classification: 9.9 # of Years with Firm: 9.9 
 


BRIEF SUMMARY  
OF PROFESSIONAL EXPERIENCE 


Information should include a brief summary of the proposed individual’s professional experience. 
 
Ms. Pikus has more than nine years of industry experience, and presently manages day-to-day 
analytic and project-related activities for HSAG’s external quality review organization (EQRO) 
contracts, including Consumer Assessment of Healthcare Providers and Systems (CAHPS®) 
surveys for several states. In addition, she provides management support and assistance to the 
California Department of Public Health (CDPH) with the implementation and evaluation of the 
Skilled Nursing Facility Quality and Accountability Supplemental Program (SNF QASP). Ms. Pikus 
coordinates and manages several EQRO projects that evaluate aggregated information on 
timeliness, access, and quality of healthcare services furnished to Medicaid enrollees. She 
assists with the day-to-day management, reporting, and data validation of various activities. 
Through this work, Ms. Pikus has gained in-depth understanding of various Medicaid 
populations. 
 


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. 
 
Timeframe: May 2008 to Present 
Company Name: Health Services Advisory Group, Inc. 
Company Location: Phoenix, Arizona 
Position Title: Analytics Manager II 
 
Contract / Project: State of Nevada Department of Health and Human Services, Division 


of Health Care Financing and Policy (EQRO contract) 
State of Arizona Arizona Health Care Cost Containment System 
(EQRO contract) 
State of California Department of Health Care Services (EQRO 
contract) 
State of Colorado Department of Health Care Policy and Financing 
(EQRO contract) 
State of Hawaii Department of Human Services (EQRO contract) 
State of Illinois Department of Healthcare and Family Services (EQRO 
contract) 
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State of Ohio Department of Medicaid (EQRO contract) 
Commonwealth of Virginia Department of Medical Assistance 
Services (EQRO contract) 
 


Contract / Project Details: Assists states with the administration of consumer satisfaction 
surveys, such as CAHPS surveys, provider surveys, quality of life 
surveys, and care management surveys; assists with the 
development of survey instruments and appropriate sampling 
methodologies for surveys; assists with oversight on all phases of 
survey administration and data collection; assists with managing the 
data analysis and reporting of survey results; conducts presentation 
of results to stakeholders, when necessary 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
Arizona State University, Tempe, Arizona, Bachelor of Science, Computer Information Systems, 
2004 
 


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.   
 
Reference #1 
Name 
Title 


Suzanne Turla 
Nurse Consultant 


Organization The State of Hawaii Department of Human Services Med-QUEST Division 
Phone 
Fax 


808.692.8110 
808.692.8087 


Email sturla@dhs.hawaii.gov  
Reference #2 
Name 
Title 


Wendi Medina 
Manager, Bureau of Quality Management 


Organization Illinois Department of Healthcare and Family Services 
Phone 
Fax 


217.557.9268 
217.557.8800 


Email Wendie.Medina@illinois.gov  
Reference #3 
Name 
Title 


Valerie Collier 
Quality Program Manager 


Organization Virginia Department of Medical Assistance Services 
Phone 
Fax 


804.786.2273 
804.786.5779 


Email Valerie.Collier@dmas.virginia.gov  
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Health Services Advisory Group, Inc. 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Pooja Rangan, MPH, MBBS Key Personnel: 
(Yes/No) No 


Individual’s Title Analyst II, Data Science and Advanced Analytics 
# of Years in Classification: 1 # of Years with Firm: 1 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Ms. Rangan has more than seven years of clinical and research experience in the public health 
and healthcare industries, with expertise in healthcare analytics, program planning and 
implementation, policies and procedures, and direct clinical care. In her current role, she 
provides analytic support for performance measure calculation projects across multiple state 
evaluations. Ms. Rangan assists performance measure calculation projects for Virginia, Iowa, 
Colorado, Arizona and Colorado. Additionally, she supports the Quality Rating System (QRS) 
calculations for Michigan, Ohio, Virginia, and Illinois. The QRS results are provided to consumers 
within each state to aid them when choosing a health plan. She is also involved in the New 
Hampshire Premium Evaluation and Iowa Potentially Preventable Events (PPEs) project.  
 


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. 
 
Timeframe: April 2017 to Present 
Company Name: Health Services Advisory Group, Inc. 
Company Location: Phoenix, Arizona 
Position Title: Informatics Analyst II 
 
Contract / Project: State of Illinois Department of Healthcare and Family Services (EQRO 


contract)  
State of Iowa Department of Human Services (EQRO contract) 


 State of Ohio Department of Medicaid (EQRO contract) 
 State of Michigan Department of Health and Human Services (EQRO 


contract) 
Commonwealth of Virginia Department of Medical Assistance 
Services (EQRO contract) 
  


Contract / Project Details: Assists with performance measure calculation activities, data 
extraction and transformation, data validation, data diagnostics, 
performance measure calculation; analyzes performance measure 
results and Consumer Assessment of Healthcare Providers and 
System (CAHPS®) survey results to assess plan performance and 
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prepare deliverable for the QRS result calculation; validates 
propensity score matching and statistical testing to evaluate the 
impact of the NH PAP program on health outcomes; assists with 
Potentially Preventable Events (PPEs) activities to include assistance 
with identifying the PPEs, assessing the pattern, stratifying, and 
analyzing data for disparities  


 
Timeframe: November 2014 to March 2017 
Company Name: Office of Assessment and Evaluation, Arizona Department of Health 


Services 
Company Location: Phoenix, Arizona 
Position Title: Epidemiologist Specialist II 
 
Contract / Project: Maternal Infant Early Childhood Home Visiting Project 


Health Start project 
High Risk Perinatal Program/Newborn Intensive Care Program 
(HRPP/NICP) 
 


Contract / Project Details: Assisted the state with program evaluation activities, including review 
and selection of performance measure, data collection, survey 
conduction, database management, analysis, annual reports 
preparation, and presentation to stakeholders; conducted health 
surveillance activities, including designing, conducting, and 
analyzing surveys, assessing rates, and creating needs assessments  


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
Drexel School of Public Health, Philadelphia, Pennsylvania, Master of Public Health, 
Epidemiology, and Biostatistics, 2014 
 
Kasturba Medical College, Manipal University, Karnataka, India, Bachelor of Medicine and 
Bachelor of Surgery (MBBS), 2010 
 


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.   
 


Reference #1 
Name 
Title 


Enid Quintana Torres 
Epidemiology Program Manager 


Organization Arizona Department of Health Services 
Phone 
Fax 


800.232.1676 
602.542.1843 


Email Enid.quintana-torres@azdhs.gov  
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Reference #2 


Name 
Title 


Manjiri Joshi 
Program Research Specialist 


Organization Health Research Inc/ New York State Department of Health 
Phone 
Fax 


402.707.0138 
None 


Email Manjiri.vj@gmail.com  
Reference #3 


Name 
Title 


Sara Rumann 
Health Start Program Manager 


Organization Arizona Department of Health Services 
Phone 
Fax 


602.364.1421 
602.364.1494 


Email Sara.rumann@azdhs.gov  
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Health Services Advisory Group, Inc. 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Maureen Sharp, MPH, BSBA, AASN, RN,  
PMP, CPC 


Key Personnel: 
(Yes/No) No 


Individual’s Title Director, State and Corporate Services 
# of Years in Classification: 13 # of Years with Firm: 1.25 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Ms. Sharp has more than 25 years of experience in the healthcare industry, with expertise in 
multi-state health policy and Medicaid consulting, project management, healthcare claims and 
reporting, and financial management. As director of State and Corporate Services, she is 
responsible for providing professional communications with assigned customers and ensuring 
deliverables are of the highest quality. Ms. Sharp applies state and federal Medicaid managed 
care regulations to activities, adheres to project communication plans, and complies with all 
reporting requirements so that projects are on task, on time, and within budget. This includes 
drafting project budgets, performing financial oversight, management of risk factors, and the 
escalation of unresolved issues. She analyzes data, makes recommendations, develops 
strategies and solutions, and measures progress against objectives and success criteria.  
Ms. Sharp also leads compliance reviews of Medicaid managed care organizations (MCOs). In 
this role, she develops and maintains effective working relationships with internal and external 
stakeholders and facilitates large collaborative stakeholder groups. 
 


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. 
 
Timeframe: November 2016 to Present 
Company Name: Health Services Advisory Group, Inc. 
Company Location: Phoenix, Arizona 
Position Title: Director, State and Corporate Services 
 
Contract / Project: State of Nevada Department of Health and Human Services, Division 


of Health Care Financing and Policy (EQRO contract) 
State of Iowa Department of Human Services (EQRO contract) 
State of Michigan Department of Health and Human Services (EQRO 
contract) 
 


 
Contract / Project Details:  Provides professional communications with assigned customers and 


ensuring deliverables are of the highest quality; accountable for oral 
and written communications as a primary point of contact for the 
customer; applies state and federal Medicaid managed care 
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regulations to activities; adheres to project communication plans; 
complies with all reporting requirements so that projects are on task, 
on time, and within budget, including drafting project budgets, 
performing financial oversight, management of risk factors, and the 
escalation of unresolved issues; analyzes data, makes 
recommendations, develops strategies and solutions, and measures 
progress against objectives and success criteria; leads compliance 
reviews and readiness reviews of Medicaid managed care 
organizations (MCOs); and develops and maintains effective working 
relationships with internal and external stakeholders and facilitates 
large collaborative stakeholder groups 


 
Timeframe: November 2013 to October 2016 
Company Name: Burns & Associates 
Company Location: Phoenix, AZ 
Position Title: Senior Consultant (Project Manager) 
 
Contract / Project Details: Team leader and participant on Medicaid customer engagements 


focused on managing new initiatives/projects; developed project 
plans, performed quantitative/qualitative analysis, researched 
regulatory issues, and collaborated on implementation; facilitated 
monthly customer steering meetings and team building, and created 
and managed timeline and final reports, including analysis reports  


  
Timeframe: February 2011 to November 2013 
Company Name: Arizona Health Care Cost Containment System (AHCCCS) 
Company Location: Phoenix, AZ 
Position Title: Administrator, Office of Medical Policy, Analytics and Coding 
 
Contract / Project Details: Led multi-functional operations and skilled staff totaling 11 data 


analysts, IT developers, RN/CPC and other professionals; planned, 
implemented, and assessed efforts with a focus on overseeing 
design/development of custom reports to meet agency needs; teamed 
with legal staff to comply with privacy regulations; anticipated needs 
and ensured relevant data and reports to guide strategic decision 
making on a $9B Medicaid program serving 1.2 million members to 
improve cost effectiveness, care coordination, and care quality   


 
Timeframe: April 2005 to February 2011 
Company Name: Arizona Health Care Cost Containment System (AHCCCS) 
Company Location: Phoenix, AZ 
Position Title: Medical Policy Manager, Office of Medical Policy, Analytics and 


Coding 
 
Contract / Project Details: Provided direction and oversight of the AHCCCS Medical Policy 


Manual, including research and analysis; member of the agency team 
that developed the AZ Administrative code; chairman of the inter-
divisional, executive-level AHCCCS Policy Committee, tasked with 
medical policy decisions; provided oversight and monitoring for 
implementation of new or revised CPT/HCPCS and ICD-9 
(subsequently transitioned to ICD-10) diagnosis codes utilized in the 
AHCCCS system; served as subject matter expert on program 
clinical/medical coding and provided research and analysis on both 
clinical and new technology issues 
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EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
University of Arizona, Tucson, Arizona, Master of Public Health, 2002 
 
University of Arizona, Tucson, Arizona, Bachelor of Science in Business Administration-
Accounting and Finance, 1988 
 
Scottsdale Community College, Scottsdale, Arizona Associate of Applied Science-Nursing, 1996 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Registered Nurse, State of Arizona, 1996 
Gerontology Certification, Arizona State University, Tempe, AZ, 2003 
Certified Professional Coder, CPC, 2007 
Project Management Professional, PMP, 2015 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 


Reference #1 
Name 
Title 


Jason Holst 
Quality Improvement Analyst 


Organization Bureau of Managed Care Services and Supports 
Iowa Medicaid Enterprise 
Iowa Department of Human Services 


Phone 
Fax 


515.974.3070 
515.725.1360 


Email Jholst@dhs.state.ia.us  
Reference #2 


Name 
Title 


Tom Curtis 
Quality Manager 


Organization Managed Care Plan Division 
Michigan Department of Health and Human Services 


Phone 
Fax 


517.284.1152 
517.241.5713 


Email CurtisT2@michigan.gov 
Reference #3 


Name 
Title 


Kathleen M. Haines 
Manager 


Organization Performance Measurement Section 
Behavioral Health and Development Disabilities Administration 
Michigan Department of Health and Human Services 


Phone 
Fax 


515.335.0179 
517.335.5376 


Email HainesK@michigan.gov  
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Health Services Advisory Group, Inc. 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Robin Tigert, BS Key Personnel: 
(Yes/No) No 


Individual’s Title Informatics Analyst I, Data Science and Advanced Analytics 
# of Years in Classification: 3 # of Years with Firm: 5 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Ms. Tigert has more than five years of experience in the healthcare industry, with expertise in 
project management, bioinformatics, and federal regulations and procedures. She presently 
serves as an analyst for the Healthcare Effectiveness Data and Information Set (HEDIS®) 
reporting team, which is responsible for producing annual technical and aggregate reports for 
state Medicaid agencies as part of the external quality review organization (EQRO) contracts for 
multiple states. Ms. Tigert analyzes HEDIS and non-HEDIS measure data for the states of Arizona, 
California, Colorado, Florida, Hawaii, Illinois, Iowa, Michigan, Utah, Vermont, and Virginia, 
respectively. In relation to the state EQRO activities, Ms. Tigert works closely with internal 
National Committee for Quality Assurance (NCQA) certified HEDIS auditors and is the lead 
analyst on HEDIS Compliance Audit activities, such as Interactive Data Submission System 
(IDSS) file rate review and Consumer Assessment of Healthcare Providers and Systems 
(CAHPS®) survey sample frame validation. Ms. Tigert also serves as lead analyst on Centers for 
the Medicare & Medicaid Services’ (CMS) Financial Alignment Initiative (FAI) contract in 
collaboration with the National Opinion Research Center (NORC) at the University of Chicago for 
capitated model tasks. These tasks include analysis and evaluation of rejected pharmacy claims 
submitted by health plans participating in the FAI, and the production of plan-specific and 
comprehensive reports for CMS. 
 


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. 
 
Timeframe: July 2015 to Present 
Company Name: Health Services Advisory Group, Inc. 
Company Location: Phoenix, Arizona 
Position Title: Analyst 
 
Contract / Project: State of Arizona Health Care Cost Containment System (EQRO 


contract) 
State of California Department of HealthCare Services (EQRO 
contract) 
State of Colorado Department of Health Care Policy and Financing 
(EQRO contract) 
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State of Florida Agency for Health Care Administration (EQRO 
contract) 
State of Hawaii Department of Human Services (EQRO contract) 
Illinois Department of Healthcare and Family Services (EQRO 
contract) 
State of Iowa Department of Human Services (EQRO contract) 
State of Michigan Department of Health and Human Services (EQRO 
contract) 
State of Utah Department of Health (EQRO contract) 
State of Vermont Agency of Human Services (EQRO contract) 
Commonwealth of Virginia Department of Medical Assistance 
Services (EQRO contract) 
 


Contract / Project Details: Assists states with performance measure calculation activities; 
assists with review and selection of performance measures, data 
validation, performance measure calculation, rate reviews, statistical 
testing and trending deliverable preparation, and presentation of 
results to stakeholders 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
Stockton University, Galloway Township, New Jersey, Bachelor of Science in Biology, 2008 
 


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.   
 


Reference #1 
Name 
Title 


Shawni Smith 
Regional Director, Quality and Systems Improvement 


Organization American Heart Association 
Phone 
Fax 


213.291.7146 
None 


Email Shawni.smith@heart.org 
Reference #2 


Name 
Title 


Lauren Gavin 
Health Insurance Specialist, Medicare-Medicaid Coordination 
Office 


Organization CMS 
Phone 
Fax 


202.205.9270 
None 


Email Lauren.Gavin@cms.hhs.gov  
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Reference #3 


Name 
Title 


Mary Jane Giesey 
Senior Research Analyst, Health Care Research 


Organization NORC at the University of Chicago 
Phone 
Fax 


301.634.9547 
None 


Email giesey-maryjane@norc.org  
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Health Services Advisory Group, Inc. 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Lauren Young, MPH, BA, CPH Key Personnel: 
(Yes/No) No 


Individual’s Title Healthcare Analyst, Data Science and Advanced Analytics 
# of Years in Classification: 2.75 # of Years with Firm: 2.75 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Ms. Young has more than four years of experience in the healthcare industry, with expertise in 
quantitative and statistical analysis, including the management and transformation of event-
based data, as well as the collection and management of study participant data. As a healthcare 
analyst, she is responsible for conducting research and literature review, performing quantitative 
and statistical analysis, and drafting reports for assigned projects for state Medicaid customers. 
She validates results from other analysts and assists in designing methodology and analysis 
plans. Ms. Young is accountable for reviewing and synthesizing healthcare literature, suggesting 
recommendations, and drafting reports based on study findings, and uses SAS to evaluate a 
wide array of data types. She performs analysis, develops study methodology and statistical 
models, determines sample sizes, manipulates complex databases, as well as tracks and 
evaluates patterns of care and outcomes. Ms. Young identifies problem areas, develops 
solutions, and stays abreast of changes in database methods, variable definitions, processes of 
healthcare delivery, and current analytic methodologies. 
 


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. 
 
Timeframe: October 2015 to Present 
Company Name: Health Services Advisory Group, Inc. 
Company Location: Phoenix, Arizona 
Position Title: Health Data Analyst II 
 
Contract / Project: State of Nevada Department of Health and Human Services, Division 


of Health Care Financing and Policy (EQRO contract) 
State of California Department of Health Care Services (EQRO 
contract)  
State of Colorado Department of Health Care Policy and Financing 
(EQRO contract) 
State of New Hampshire Department of Health and Human Services 
(EQRO contract) 
Commonwealth of Virginia Department of Medical Assistance 
Services (EQRO contract) 
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Contract / Project Details: Assists with the design and execution of encounter data validation 
(EDV), focused studies, and network adequacy assessments; 
conducts data analyses, including data review and measure 
calculation; develops project deliverables such as reports, 
presentations and workbooks; communicates directly with customers 
regarding project scope and status updates 


 
Timeframe: August 2013 to May 2015 
Company Name: Arizona Department of Health Services 
Company Location: Phoenix, Arizona 
Position Title: Epidemiologist II 
Contract / Project: Sexually Transmitted Disease (STD) Control, Disease Integration and 


Services, Bureau of Epidemiology & Disease Control 
 


Contract / Project Details: Contributed to design and management of statewide surveillance 
database; conducted disease specific monitoring activities at the 
state level; coordinated disease monitoring and investigation with 
county offices; contributed to annual reporting for federal and state 
oversight; developed drug-resistance surveillance plans; and 
participated in original research submitted for publication 


 
Timeframe: August 2012 to August 2013 
Company Name: Florida Birth Defects Surveillance Program 
Company Location: Tampa, Florida 
Position Title: Medical Records Abstractor and Statistical Data Analyst 
Contract / Project: Birth Defects Surveillance Projects 
 
Contract / Project Details: Contributed to management of multiple surveillance databases for 


projects; collected data; participated in research activities, including 
research submitted for publication  


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
College of Public Health at the University of South Florida, Tampa, Florida, Master of Public 
Health, Epidemiology, 2012 
Indiana University Bloomington, Bloomington, Indiana, Bachelor of Arts, Chemistry and Spanish; 
minors in Portuguese, Latin American, and Caribbean Studies, 2010 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Certified in Public Health (CPH), National Board of Public Health Examiners, 2012 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 


Reference #1 
Name 
Title 


Jerry Ware 
Quality and Compliance Specialist, Quality Health Improvement Unit 


Organization Colorado Department of Health Care Policy and Financing 
Phone 
Fax 


303.866.2335 
None 


Email jerry.ware@state.co.us 
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Reference #2 
Name 
Title 


Valerie Collier 
Quality Program Manager 


Organization Commonwealth of Virginia, Department of Medical Assistance Services 
Phone 
Fax 


804.786.2273 
None 


Email Valerie.collier@dmas.virginia.gov  
Reference #3 


Name 
Title 


Lisa Villarroel, MD, MPH 
Medical Director, Bureau of Epidemiology and Disease Control 


Organization Arizona Department of Health Services 
Phone 
Fax 


602.364.3385 
None 


Email lisa.villarroel@azdhs.gov  
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Health Services Advisory Group, Inc. 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Tanzida Zaman, MPH Key Personnel: 
(Yes/No) No 


Individual’s Title Healthcare Analyst I, Data Science and Advanced Analytics 
# 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. 


 
With more than two years of healthcare industry experience in research, surveys, and data 
analysis, Ms. Zaman works in the state analytics operational area, which focuses on Healthcare 
Effectiveness Data and Information Set (HEDIS®) reporting, network adequacy studies, and 
encounter data validation studies. This work requires conducting complex statistical analyses, 
SAS programming, and concise communication of findings. Ms. Zaman conducts analytic 
validations and assists in designing statistical analysis plans and defining case selection criteria 
and variable parameters. She develops, writes, and maintains SAS computer programs, modifies 
and interprets primary analyses, conducts secondary and exploratory analyses, assists in the 
development and application of appropriate statistical models, determines sample sizes, 
manipulates databases and tracks, and evaluates patterns of care and outcomes. 
 


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. 
 
Timeframe: July 2017 to Present 
Company Name: Health Services Advisory Group, Inc. 
Company Location: Phoenix, Arizona 
Position Title: Healthcare Analyst 
 
Contract / Project: State of Nevada Division of Health Care Financing and Policy (EQRO 


contract) 
State of California Department of Health Care Services (EQRO 
contract) 
State of New Hampshire Department of Health and Human Services 
(EQRO contract) 
State of Ohio Department of Medicaid (EQRO contract) 
State of Tennessee Bureau of TennCare (EQR services subcontract) 
 


Contract / Project Details: Supports EQRO contracts with state Medicaid agencies by 
successfully collaborating with project lead staff to conduct and 
validate analyses and deliverables for focused studies, encounter 
data validation studies, and network adequacy assessments; perform 
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project activities, including drafting project methodologies, data 
collection, data validation, study indicator calculation, and deliverable 
preparation 


 
Timeframe: January 2017 to June 2017 
Company Name: Health Services Advisory Group, Inc. 
Company Location: Phoenix, Arizona 
Position Title: Healthcare Analyst 
Contract / Project: Hospital Consumer Assessment of Healthcare Providers and Systems 


(HCAHPS) 
 


Contract / Project Details: Assisted in maintaining and creating SAS programs used for creating 
reports; conducted analyses for research questions used to 
accurately calculate HCAHPS scores; investigated technical 
assistance inquiries related to HCAHPS data for hospitals and survey 
vendors 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
University of Arizona, Mel and Enid Zuckerman College of Public Health, Tucson, Arizona, Master 
of Public Health, Epidemiology, 2016 
University of Arizona, Tucson, Arizona, Bachelor of Science in Health Science, Physiology, 2014 
University of Arizona, Tucson, Bachelor of Arts, Middle Eastern and North African Studies, 2014 
 


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.   
 


Reference #1 
Name 
Title 


Elizabeth Jacobs 
Professor and Program Director, Epidemiology 


Organization University of Arizona 
Phone 
Fax 


520.626.0341 
None 


Email jacobse@email.arizona.edu  
Reference #2 


Name 
Title 


Kimberly Fassl 
Assistant Director, Student Behavioral Education 


Organization University of Arizona 
Phone 
Fax 


520.626.4868 
None 


Email kfassl@email.arizona.edu  
Reference #3 


Name 
Title 


Emily Dykstra 
Director, Introductory Biology Labs 


Organization University of Arizona 
Phone 
Fax 


520.621.0626 
None 


Email edykstra@email.arizona.edu  
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Health Services Advisory Group, Inc. 


 
Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Kim (Yuexin) Zhang, MSBA Key Personnel: 
(Yes/No) No 


Individual’s Title Healthcare Analyst, Data Science and Advanced Analytics 
# of Years in Classification: 1.5 # of Years with Firm: 1.5 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Ms. Zhang has technical experience working with healthcare data analytics, SAS, and process 
mapping, with expertise in media analysis, marketing primary research, and digital visualization. 
As a healthcare analyst, her primary responsibilities include analytic development work on 
numerous projects for the State Analytics Team. Ms. Zhang uses SAS to evaluate a wide array of 
data types and performs analyses according to analysis plans. She assists in developing study 
methodologies, determining sample sizes, manipulating complex databases, as well as tracking 
and evaluating patterns of care and outcomes.  
 


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. 
 
Timeframe: September 2016 to Present 
Company Name: Health Services Advisory Group, Inc. 
Company Location: Phoenix, Arizona 
Position Title: Healthcare Analyst, Data Science and Advanced Analytics 
 
Contract / Project: State of California Department of Health Care Services (EQRO 


contract) 
State of Colorado Department of Health Care Policy and Financing 
(EQRO contract) 
State of Iowa Department of Human Services (EQRO contract) 
State of New Hampshire Department of Health and Human Services 
(EQRO contract) 
State of Ohio Department of Medicaid (EQRO contract) 
State of Tennessee Bureau of TennCare (EQR services subcontract)  
 


Contract / Project Details: Supports EQRO contracts with state Medicaid agencies by 
successfully collaborating with project lead staff to conduct and 
validate analyses and deliverables for focused studies, encounter 
data validation studies, and network adequacy assessment; specific 
tasks vary by project and include (but are not limited to) data 
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collection, data validation, study indicator calculation, rate review, 
and deliverable preparation 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
Arizona State University, Tempe, Arizona, Master of Science in Business Analytics, 2016 
Guangdong University of Foreign Studies, Guangzhou, China, Bachelor of Science in Marketing, 
2015 
 
Professional Training 
 
Johns Hopkins University, Online, The Data Scientist’s Toolbox, Certificate Program, January 
2017 
Duke University, Online, Data Visualization and Communication with Tableau, Certificate 
Program, December 2016 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
SAS Base 9 Programmer, 2015 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
 


Reference #1 
Name 
Title 


Yue Yuan  
Analyst 


Organization Elegran Real Estate 
Phone 
Fax 


212.729.5712 
None 


Email info@elegran.com 
Reference #2 


Name 
Title 


Mary Fachman 
Assistant Director 


Organization Arizona State University, W.P. Carey School of Business, Career Services 
Department 


Phone 
Fax 


480.727.3430 
None 


Email Mary.m.fachman@asu.edu 
Reference #3 


Name 
Title 


Ben Conner 
SAS Developer, Data Science and Advanced Analytics 


Organization Health Services Advisory Group, Inc. 
Phone 
Fax 


602.801.6526 
None 


Email BConner@hsag.com  
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Subcontractor: 
DataStat, Inc. Key Staff Resume 
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Health Services Advisory Group, Inc. 


 
Check the appropriate box if 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: Marielle S. Weindorf Key Personnel: 
(Yes/No) Yes 


Individual’s Title Health Care Research Director 
# of Years in Classification: 20 # of Years with Firm: 23 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Ms. Weindorf joined DataStat in 1995 where she presently manages contractual and budgetary 
issues with DataStat customers. At the outset of projects, she is typically the primary customer 
contact, consulting on the design and implementation of the project, and remains a participant in 
ongoing project management of projects throughout the project life cycle. Ms. Weindorf is very 
familiar with all the methodological and protocol issues surrounding the organization and 
execution of statewide health plan, medical group, physician-level, and hospital projects, and has 
provided project control and customer liaison support for many of DataStat’s large-scale 
projects. In addition, Ms. Weindorf serves as DataStat’s chief liaison with the NCQA on all issues 
related to CAHPS® HEDIS® administration. 
 


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. 
 
Timeframe: September 1995 to Present 
Company Name: DataStat, Inc. 
Company Location: Ann Arbor, Michigan 
Position Title: Healthcare Research Director 
 
Contract / Project: Subcontractor to Health Services Advisory Group EQRO contracts, 


including:  
State of Nevada (CAHPS surveys) 
State of Arizona Health Care Cost Containment System (CAHPS 
surveys, Home- and Community-Based Services [HCBS] CAHPS 
survey) 
State of California (CAHPS surveys) 
State of Colorado (CAHPS Surveys, Patient-Centered Medical Home 
[PCMH] CAHPS surveys, ECHO survey) 
State of Hawaii (CAHPS surveys) 
State of Illinois (CAHPS surveys) 
State of Ohio (CAHPS surveys, Provider survey, Care Management 
survey, Quality of Life survey) 
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Commonwealth of Virginia (CAHPS surveys) 


 
Contract / Project Details: Conducts a variety of consumer satisfaction surveys, such as CAHPS 


surveys, provider surveys, quality of life surveys, and care 
management surveys, for state EQRO customers; manages 
contractual and budgetary issues; serves as primary customer 
contact and remains as consultant in ongoing management over 
project life cycle, through attendance at status meetings and as 
consultant for report design; has expertise covering the 
methodological and protocol issues involved in the organization and 
execution of statewide health plan, medical group, physician level 
and hospital projects; provides executive oversight, project control 
and customer liaison support for these projects, with an emphasis on 
projects in academic settings, as well as complex survey projects 
requiring specialized sample and protocol design 


 
Timeframe: 1995 to Present  
Company Name: DataStat, Inc. 
Company Location: Ann Arbor, Michigan  
Position Title: Healthcare Research Director 
Contract / Project: State of Minnesota Department of Human Services: Adult Medicaid 


CAHPS Survey Project 
  
Contract / Project Details: Conducts CAHPS survey project for Minnesota DHS; goal of this 


project is to assess consumer satisfaction with access and quality of 
care provided by managed care organizations (MCOs) to 
approximately 24,000 enrollees in nine different health plans across 
six different programs 


 
Timeframe: 1995 to Present  
Company Name: DataStat, Inc. 
Company Location: Ann Arbor, Michigan  
Position Title: Healthcare Research Director 
Contract / Project: New York State Department of Health (NYSDOH): CAHPS Adult 


Medicaid Survey Project 
  
Contract / Project Details: Statewide CAHPS Adult or Child Medicaid survey project which 


entails surveying the adult population enrolled in the NYSDOH 
Medicaid program. A total of approximately 35,000 enrollees are 
sampled across 20 to 25 managed care organizations serving the 
community, some of which are exclusively Medicaid providers, while 
others provide healthcare services to both Medicaid and Commercial 
populations. The project uses the current CAHPS Adult survey 
instrument, released by the National Committee for Quality Assurance 
(NCQA), with the addition of NYSDOH specific questions. DataStat 
employs a mixed mode survey protocol consisting of four mailing 
waves accompanied by Computer Assisted Telephone Interviewing 
(CATI) follow-up. Project data are reported to the National CAHPS 
Benchmarking Database.  We produce individual plan and aggregate 
reports, with extensive customized analysis and graphical 
presentations. 


 
Timeframe: 1995 to Present  
Company Name: DataStat, Inc. 
Company Location: Ann Arbor, Michigan 
Position Title: Healthcare Research Director 
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Contract / Project: CMS Health Outcomes Survey: Modified 
  
Contract / Project Details: Directs and manages all aspects of this project, performed for NCQA 


under contract to the Centers for Medicare & Medicaid Services 
(CMS), with the goal of assessing the health and function of the most 
frail and elderly Medicare population; project requires coordination 
with RTI to generate and validate sampling processes; coordinating 
50+ health plans in contracting and generating appropriate member 
lists and required survey materials; works with the project team to 
develop sampling and field strategies; prepares field and 
methodology documentation; manages NCQA data submission 
processes; and coordinates task leaders for mail, CATI, and data 
management processes.   


 
Timeframe: 1995 to Present  
Company Name: DataStat, Inc. 
Company Location: Ann Arbor, Michigan 
Position Title: Healthcare Research Director 
Contract / Project: CMS Health Outcomes Survey 
  
Contract / Project Details: Directs and manages all aspects of projects performed for individual 


health plans as a component of NCQA accreditation; HOS project 
assesses the health of select Medicare populations and monitors 
changes in functional status, using an outcomes measurement basis; 
works with project team to develop sampling and field strategies; 
prepares field and methodology documentation; manages NCQA data 
submission processes; coordinates task leaders for mail, CATI, and 
data management processes   


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
University of Michigan, Ann Arbor, MI, Bachelor of Arts, Political Science, 1987 
 


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.   
 


Reference #1 
Name 
Title 


Anne Schettine 
Director, Quality Measurement 


Organization NY State Department of Health, Office of Health Insurance Programs  
Phone 
Fax 


518.486.9012 
None 


Email ams13@health.state.ny.us  
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Reference #2 


Name 
Title 


Beverly Weidmer 
Survey Director 


Organization RAND Corporation 
Phone 
Fax 


310.393.0411 x6788 
None 


Email Beverly_Weidmer@rand.org   
Reference #3 


Name 
Title 


Norman Thurston, Ph.D. 
Director Office of Health Care Statistics 


Organization Utah Department of Health 
Phone 
Fax 


801.538.7052 
None 


Email nthurston@utah.gov 
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EXTERNAL QUALITY REVIEW SUMMARY RESULTS 
As referenced in Section V, 2.1.3.5. 
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2. Introduction 


In accordance with 42 CFR 438.350 and 438.356, each State that contracts with managed care 
organizations (MCOs) must ensure that a qualified external quality review organization (EQRO) 
performs an annual external quality review (EQR) for each contracting MCO. In accordance with these 
rules, the DHCFP contracted with HSAG as the EQRO for the State of Nevada to conduct the 
mandatory EQR activities as set forth in 42 CFR 438.358. The mandatory EQR activities were internal 
quality assurance program (IQAP) compliance monitoring, validation of performance measures, and 
validation of performance improvement projects (PIPs). The purpose of external quality review is to 
assess each MCO’s strengths and weaknesses and provide an overall assessment and evaluation of the 
quality, timeliness of, and access to, care and services that each MCO provides.   


IQAP Compliance Monitoring 


SFY 2014–2015 was the first year of a three-year cycle of reviews. The purpose of the internal quality 
assurance program (IQAP) compliance monitoring review was to determine each MCO’s compliance 
with federal and the State’s managed care standards in the areas of access, structure and operations, and 
measurement and improvement. For any areas that did not achieve full compliance, MCOs were 
required to submit a corrective action plan to DHCFP. The corrective action plans were reviewed and 
approved in the second year of the three-year cycle, SFY 2015–2016. SFY 2016–2017 was the last year 
of the three-year cycle of IQAP compliance monitoring. There were no outstanding areas to review in 
the third year. SFY 2017–2018 will initiate a new three-year cycle of IQAP compliance reviews. 


Validation of HEDIS Performance Measures 


HSAG conducted Healthcare Effectiveness Data and Information Set (HEDIS®1) compliance audits to 
validate the performance measures required by the State. Each MCO calculated and reported its 
performance measure rate using HEDIS methodology for each contractually required performance 
measure. HSAG validated the performance measure results and found that all measures were produced 
according to HEDIS specifications. This Summary Report displays the performance measure results for 
the MCOs as well as the Statewide results (Amerigroup and HPN combined). This report also displays 
the results of the FY 2015–2016 Annual Quality Strategy Evaluation, which includes the HEDIS 2015 
rate, QISMC goal, HEDIS 2016 rate and an indication if the QISMC goal was attained.  


Validation of PIPs 


Nevada MCOs are contractually required to conduct and submit to HSAG for validation, PIPs. In SFY 
2015–2016, the DHCFP selected two PIP topics for the MCOs: Weight Assessment and Counseling for 
Nutrition and Physical Activity for Children and Adolescents, and Behavioral Health Hospital 


                                                 


1 HEDIS® is a registered trademark of the National Committee for Quality Assurance (NCQA).  
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Readmissions. The topics addressed CMS requirements related to quality outcomes, specifically the 
quality and timeliness of and access to care and services. HSAG validated the PIP Modules submitted by 
the MCOs. Both MCOs completed all five PIP Modules and the SFY 2016-2017 PIPs are closed. 


Additional detail about the information contained in this summary report may be found in the SFY 
2016-2017 External Quality Review Technical Report, which will be posted to the DHCFP website in 
November 2017. Additional details about the quality activities implemented by MCOs, including MCO-
administered Consumer Assessment of Healthcare Providers and Systems (CAHPS®) survey results, and 
a follow-up on prior year’s recommendations are also contained in the SFY 2016-2017 External Quality 
Review Technical Report. 
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3. Growth of the Nevada Managed Care Program 


In January 2014, the DHCFP expanded Medicaid coverage to persons with incomes up to 138 percent of 
the federal poverty level, which was allowed under the Affordable Care Act. The number of persons 
who enrolled in Medicaid as a result of the expansion greatly exceeded the DHCFP’s original 
expectations. The majority of newly eligible persons reside in the managed care catchment areas; 
therefore, both MCOs experienced significant increases in enrollment compared to prior years.  


Table 3-1 below presents the managed care enrollment numbers as of June each year from 2013 through 
2017.  


Table 3-1—Nevada Medicaid and Check Up Managed Care Demographics 


Gender/Age Band June 2013 
Members 


June 2014 
Members 


June 2015 
Members 


June 2016 
Members 


June 2017 
Members 


Total Medicaid 174,932 321,001 384,983 429,132 455,080 
Total CHIP 18,523 20,774 18,073 21,252 22,960 
Total Medicaid and CHIP 193,455 341,775 403,056 450,384 478,040 


As the table shows, the number of persons enrolled in managed care more than doubled from 2013 to 2015. 
From 2013 to 2017, the population served in managed care grew by more than 147 percent. 
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4. HEDIS 2017 Summary of Performance 


Figure 4-1 below shows the percentage of Medicaid population rates for HEDIS 2017 for the statewide 
weighted average, Amerigroup, and HPN as compared to HEDIS National Medicaid Percentiles. 


Figure 4-1: Comparison of Nevada MCO 2017 Medicaid Performance Measures  
to HEDIS Medicaid National Percentiles 


 
Note: Percentages may not total 100 percent due to rounding. 


Figure 4-2 below shows the percentage of Nevada Check Up rates for HEDIS 2017 for the statewide 
weighted average, Amerigroup, and HPN as compared to HEDIS National Medicaid Percentiles. 


Figure 4-2: Comparison of Nevada MCO 2016 Check Up Performance Measures  
to HEDIS Medicaid National Percentiles 
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Nevada Medicaid HEDIS Rates and Percentile Ranking 


Table 4-2 presents the HEDIS 2017 MCO-specific rates and the statewide weighted average Medicaid 
rates along with star ratings based on rate comparisons to the national Medicaid percentiles for HEDIS 
2016. Measure results were compared to benchmarks and rated using the following star ratings: 


Table 4-1—HEDIS Star Ratings 
 Star Rating Performance Level 


HHHHH


 At or above the national Medicaid 90th percentile 
 HHHH At or above the national Medicaid 75th percentile but below the 90th percentile 
 HHH At or above the national Medicaid 50th percentile but below the 75th percentile 
 HH At or above the national Medicaid 25th percentile but below the 50th percentile 
 H Below the national Medicaid 25th percentile 


 
Table 4-2—HEDIS 2017 Results for Medicaid 


HEDIS Measure AGP HPN Medicaid 


Access to Care    


Children and Adolescents’ Access to Primary Care Practitioners (CAP)    


Ages 12–24 Months 93.83% 
 


95.17% 
 


94.55% 
 


Ages 25 Months–6 Years 82.25% 
 


83.81% 
 


83.08% 
 


Ages 7–11 Years 86.59% 
 


87.57% 
 


87.16% 
 


Ages 12–19 Years 82.95% 
 


85.51% 
 


84.54% 
 


Annual Dental Visit (ADV)    


Total 51.63% 
 


53.85% 
 


52.91% 
 


Children’s Preventive Care    


Adolescent Well-Care Visits (AWC)    


Adolescent Well-Care Visits 47.69% 
 


44.77% 
 


45.88% 
 


Childhood Immunization Status (CIS)    


Combination 2 72.92% 
 


73.72% 
 


73.33% 
 


Combination 3 67.13% 
 


71.05% 
 


69.12% 
 


Combination 4 66.67% 
 


71.05% 
 


68.90% 
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HEDIS Measure AGP HPN Medicaid 


Combination 5 56.71% 
 


61.07% 
 


58.93% 
 


Combination 6 36.11% 
 


34.79% 
 


35.44% 
 


Combination 7 56.25% 
 


61.07% 
 


58.71% 
 


Combination 8 36.11% 
 


34.79% 
 


35.44% 
 


Combination 9 32.18% 
 


30.41% 
 


31.28% 
 


Combination 10 32.18% 
 


30.41% 
 


31.28% 
 


Immunizations for Adolescents (IMA)    


Combination 1 (Meningococcal, Tdap) 79.40% 
 


80.78% 
 


80.25% 
 


Combination 2 (Meningococcal, Tdap, HPV) 26.85% 
NC 


27.49% 
NC 


27.25% 
NC 


Well-Child Visits in the First 15 Months of Life (W15)    


Six or More Well-Child Visits 62.50% 
 


62.77% 
 


62.64% 
 


Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life (W34)    


Well-Child Visits in the Third, Fourth, Fifth, and Sixth 
Years of Life 


68.72% 
 


65.21% 
 


66.85% 
 


Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents (WCC) 


   


BMI Percentile—Total 70.14% 
 


71.78% 
 


71.10% 
 


Counseling for Nutrition—Total 62.73% 
 


62.29% 
 


62.47% 
 


Counseling for Physical Activity—Total 56.48% 
 


59.61% 
 


58.31% 
 


Maternity Care    


Prenatal and Postpartum Care (PPC)    


Timeliness of Prenatal Care 83.33% 
 


72.75% 
 


77.85% 
 


Postpartum Care 62.50% 
 


59.12% 
 


60.75% 
 


Frequency of Ongoing Prenatal Care (FPC)    


<21 Percent of Expected Visits* 5.56% 
 


11.19% 
 


8.47% 
 


≥81 Percent of Expected Visits 62.50% 
 


60.83% 
 


61.63% 
 


Care for Chronic Conditions    
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HEDIS Measure AGP HPN Medicaid 


Comprehensive Diabetes Care (CDC)    


Hemoglobin A1c (HbA1c) Testing 81.02% 
 


82.73% 
 


82.10% 
 


HbA1c Poor Control (>9.0%)* 46.30% 
 


42.82% 
 


44.10% 
 


HbA1c Control (<8.0%) 45.60% 
 


48.42% 
 


47.38% 
 


Eye Exam (Retinal) Performed 59.49% 
 


61.31% 
 


60.64% 
 


Medical Attention for Nephropathy 90.28% 
 


90.75% 
 


90.58% 
 


Blood Pressure Control (<140/90 mm Hg) 61.11% 
 


50.36% 
 


54.33% 
 


Medication Management for People with Asthma (MMA)    


Medication Compliance 50%—Total1 56.19% 
 


53.37% 
 


54.52% 
 


Medication Compliance 75%—Total 32.16% 
 


32.81% 
 


32.54% 
 


Behavioral Health    


Follow-Up After Hospitalization for Mental Illness (FUH)    


7-Day Follow-Up 79.81% 
 


79.16% 
 


79.52% 
 


30-Day Follow-Up 84.98% 
 


84.20% 
 


84.63% 
 


Follow-Up Care for Children Prescribed Attention Deficit Hyperactivity Disorder (ADHD) 
Medication (ADD)    


Initiation Phase 43.51% 
 


43.68% 
 


43.60% 
 


Continuation and Maintenance Phase 64.91% 
 


49.28% 
 


56.35% 
 


Use of Multiple Concurrent Antipsychotics in Children and Adolescents (APC)2,*    


Total 3.74% 
 


2.26% 
 


2.92% 
 


* A lower rate indicates better performance for this measure. 
1  Quality Compass percentiles were not available for this measure; therefore, NCQA’s HEDIS Audit Means and Percentiles 


was used as the comparative source for national Medicaid percentiles for this measure. 
2  Due to changes in NCQA’s HEDIS 2017 technical specifications for this measure, exercise caution when comparing 


HEDIS 2017 rates for this measure to the national percentiles, since these values were derived using the HEDIS 2016 
Technical Specifications. 


NC (i.e., Not Compared) indicates the HEDIS 2017 rate was not compared to benchmarks either because national Medicaid 
percentiles were not available or because the measure is presented only for information purposes and comparisons to 
benchmarks are not appropriate. 
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Nevada Check Up HEDIS Rates and Percentile Ranking 


Table 4-3 presents the HEDIS 2017 MCO-specific rates and the statewide weighted average Nevada 
Check Up rates along with star ratings based on comparisons of the rates to the national Medicaid 
percentiles for HEDIS 2016. 


Table 4-3—HEDIS 2017 Results for Nevada Check Up 
HEDIS Measure AGP HPN NV Check Up 


Access to Care    


Children and Adolescents’ Access to Primary Care Practitioners (CAP)    


Ages 12–24 Months 98.18% 
 


98.50% 
 


98.36% 
 


Ages 25 Months–6 Years 89.45% 
 


89.61% 
 


89.54% 
 


Ages 7–11 Years 91.83% 
 


92.98% 
 


92.55% 
 


Ages 12–19 Years 91.08% 
 


91.29% 
 


91.22% 
 


Annual Dental Visit (ADV)    


Total 67.81% 
 


68.88% 
 


68.48% 
 


Children’s Preventive Care    


Adolescent Well-Care Visits (AWC)    


Adolescent Well-Care Visits 60.88% 
 


54.74% 
 


56.79% 
 


Childhood Immunization Status (CIS)    


Combination 2 91.16% 
 


84.38% 
 


87.39% 
 


Combination 3 82.87% 
 


82.14% 
 


82.47% 
 


Combination 4 81.22% 
 


82.14% 
 


81.73% 
 


Combination 5 72.93% 
 


71.88% 
 


72.34% 
 


Combination 6 47.51% 
 


41.52% 
 


44.18% 
 


Combination 7 72.38% 
 


71.88% 
 


72.10% 
 


Combination 8 47.51% 
 


41.52% 
 


44.18% 
 


Combination 9 44.75% 
 


37.50% 
 


40.72% 
 


Combination 10 44.75% 
 


37.50% 
 


40.72% 
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HEDIS Measure AGP HPN NV Check Up 


Immunizations for Adolescents (IMA)    


Combination 1 (Meningococcal, Tdap) 83.61% 
 


87.59% 
 


86.28% 
 


Combination 2 (Meningococcal, Tdap, HPV) 38.46% 
NC 


38.69% 
NC 


38.61% 
NC 


Well-Child Visits in the First 15 Months of Life (W15)    


Six or More Well-Child Visits 78.92% 
 


63.49% 
 


70.70% 
 


Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life (W34)    


Well-Child Visits in the Third, Fourth, Fifth, and Sixth 
Years of Life 


76.16% 
 


67.64% 
 


71.34% 
 


Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents (WCC) 


   


BMI Percentile—Total 71.30% 
 


73.24% 
 


72.52% 
 


Counseling for Nutrition—Total 65.28% 
 


61.07% 
 


62.61% 
 


Counseling for Physical Activity—Total 59.72% 
 


58.39% 
 


58.88% 
 


Care for Chronic Conditions    


Medication Management for People with Asthma (MMA)    


Medication Compliance 50%—Total1 58.43% 
 


51.02% 
 


53.81% 
 


Medication Compliance 75%—Total 24.72% 
 


27.89% 
 


26.69% 
 


Behavioral Health    


Follow-Up After Hospitalization for Mental Illness (FUH)    


7-Day Follow-Up 82.50% 
 


NA 80.00% 
 


30-Day Follow-Up 97.50% 
 


NA 92.31% 
 


Follow-Up Care for Children Prescribed ADHD Medication (ADD)    


Initiation Phase 41.67% 
 


48.89% 
 


45.68% 
 


Continuation and Maintenance Phase NA NA NA 


Use of Multiple Concurrent Antipsychotics in Children and Adolescents (APC)2,*    


Total NA NA 5.71% 
 


* A lower rate indicates better performance for this measure. 
1 Quality Compass percentiles were not available for this measure; therefore, NCQA’s HEDIS Audit Means and Percentiles 


was used as the comparative source for national Medicaid percentiles for this measure. 
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2 Due to changes in NCQA’s HEDIS 2017 technical specifications for this measure, exercise caution when comparing 
HEDIS 2017 rates for this measure to the national percentiles, since these values were derived using the HEDIS 2016 
Technical Specifications. 


NC (i.e., Not Compared) indicates the HEDIS 2017 rate was not compared to benchmarks either because national Medicaid 
percentiles were not available or because the measure is presented only for information purposes and comparisons to 
benchmarks are not appropriate. 


NA (i.e., Small Denominator) indicates the health plan(s) followed the specifications, but the denominator was too small 
(<30) to report a valid rate. 
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Plan-Specific Medicaid Results Trended from 2015 to 2017 


Table 4-4 and Table 4-5 present MCO-specific Medicaid results from 2015 to 2017. For measures for 
which lower rates suggest better performance (i.e., Frequency of Ongoing Prenatal Care—<21 Percent 
of Expected Visits; Comprehensive Diabetes Care—HbA1c Poor Control (>9.0%); Use of Multiple 
Concurrent Antipsychotics in Children and Adolescents—Total), a decrease in the rate from 2015 to 
2017 represents performance improvement and an increase in the rate from 2015 to 2017 represents 
performance decline.  


Amerigroup Results 
Table 4-4—Medicaid HEDIS Performance Measures Results for Amerigroup 


HEDIS Measure 
HEDIS 
2015 
Rate 


HEDIS 
2016 
Rate 


HEDIS 
2017 
Rate 


2015–2017 
Rate 


Comparison 


Access to Care     


Children and Adolescents’ Access to Primary Care Practitioners (CAP)     


Ages 12–24 Months 91.14% 94.15% 93.83% 2.69 


Ages 25 Months–6 Years 81.30% 83.55% 82.25% 0.95 


Ages 7–11 Years 85.60% 87.12% 86.59% 0.99 


Ages 12–19 Years 81.53% 83.76% 82.95% 1.42 


Annual Dental Visit (ADV)     


Total 45.62% 53.21% 51.63% 6.01 


Children’s Preventive Care     


Adolescent Well-Care Visits (AWC)     


Adolescent Well-Care Visits 42.13% 38.43% 47.69% 5.56 


Childhood Immunization Status (CIS)     


Combination 2 66.20% 73.15% 72.92% 6.72 


Combination 3 60.88% 66.67% 67.13% 6.25 


Combination 4 58.80% 65.28% 66.67% 7.87 


Combination 5 50.23% 57.18% 56.71% 6.48 


Combination 6 33.33% 32.41% 36.11% 2.78 


Combination 7 48.38% 56.48% 56.25% 7.87 


Combination 8 33.10% 32.41% 36.11% 3.01 


Combination 9 28.24% 29.63% 32.18% 3.94 


Combination 10 28.01% 29.63% 32.18% 4.17 
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HEDIS Measure 
HEDIS 
2015 
Rate 


HEDIS 
2016 
Rate 


HEDIS 
2017 
Rate 


2015–2017 
Rate 


Comparison 


Immunizations for Adolescents (IMA)     


Combination 1 (Meningococcal, Tdap) — 71.93% 79.40% NC 


Combination 2 (Meningococcal, Tdap, HPV) — — 26.85% NC 


Well-Child Visits in the First 15 Months of Life (W15)     


Six or More Well-Child Visits 50.58% 52.78% 62.50% 11.92 


Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life (W34)     


Well-Child Visits in the Third, Fourth, Fifth, and Sixth 
Years of Life 65.66% 66.33% 68.72% 3.06 


Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents (WCC)     


BMI Percentile—Total — 64.12% 70.14% NC 


Counseling for Nutrition—Total — 54.40% 62.73% NC 


Counseling for Physical Activity—Total1 — 43.75% 56.48% NC 


Maternity Care     


Prenatal and Postpartum Care (PPC)     


Timeliness of Prenatal Care 69.77% 75.41% 83.33% 13.56 


Postpartum Care 46.74% 53.16% 62.50% 15.76 


Frequency of Ongoing Prenatal Care (FPC)     


<21 Percent of Expected Visits* 15.81% 17.80% 5.56% -10.25 


≥81 Percent of Expected Visits 52.33% 56.44% 62.50% 10.17 


Care for Chronic Conditions     


Comprehensive Diabetes Care (CDC)1     


Hemoglobin A1c (HbA1c) Testing 81.90% 79.63% 81.02% -0.88 


HbA1c Poor Control (>9.0%)* 46.40% 46.76% 46.30% -0.10 


HbA1c Control (<8.0%) 43.16% 46.30% 45.60% 2.44 


Eye Exam (Retinal) Performed 55.45% 55.09% 59.49% 4.04 


Medical Attention for Nephropathy 75.17% 89.58% 90.28% 15.11 


Blood Pressure Control (<140/90 mm Hg) 62.18% 55.32% 61.11% -1.07 


Medication Management for People with Asthma (MMA)     


Medication Compliance 50%—Total — 50.22% 56.19% NC 


Medication Compliance 75%—Total — 26.84% 32.16% NC 
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HEDIS Measure 
HEDIS 
2015 
Rate 


HEDIS 
2016 
Rate 


HEDIS 
2017 
Rate 


2015–2017 
Rate 


Comparison 


Behavioral Health     


Follow-Up After Hospitalization for Mental Illness (FUH)     


7-Day Follow-Up 53.02% 52.99% 79.81% 26.79 


30-Day Follow-Up 63.14% 64.55% 84.98% 21.84 


Follow-Up Care for Children Prescribed ADHD Medication (ADD)     


Initiation Phase — 36.68% 43.51% NC 


Continuation and Maintenance Phase — 40.91% 64.91% NC 


Use of Multiple Concurrent Antipsychotics in Children and Adolescents (APC)2,*     


Total — 0.00% 3.74% NC 
1 Due to changes in NCQA’s HEDIS 2016 technical specifications for this measure, exercise caution when comparing HEDIS 2015 to 


HEDIS 2016 and 2017 rates. 
2 Due to changes in NCQA’s HEDIS 2017 technical specifications for this measure, exercise caution when comparing HEDIS 2017 to 


prior years’ rates. 
* A lower rate indicates better performance for this measure. 
— Indicates the rate is not presented in the table above because reporting the measure was not required for the respective reporting 


year. 
NC (i.e., Not Compared) indicates the HEDIS 2015 and HEDIS 2017 rates were not available for comparison. 
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HPN Results 
Table 4-5—Medicaid HEDIS Performance Measures Results for HPN 


HEDIS Measure 
HEDIS 
2015 
Rate 


HEDIS 
2016 
Rate 


HEDIS 
2017 
Rate 


2015–2017 
Rate 


Comparison 


Access to Care     


Children and Adolescents’ Access to Primary Care Practitioners (CAP)      


Ages 12–24 Months 91.42% 94.80% 95.17% 3.75 


Ages 25 Months–6 Years 79.24% 84.29% 83.81% 4.57 


Ages 7–11 Years 83.93% 87.36% 87.57% 3.64 


Ages 12–19 Years 80.80% 85.21% 85.51% 4.71 


Annual Dental Visit (ADV)     


Total 51.12% 55.03% 53.85% 2.73 


Children’s Preventive Care     


Adolescent Well-Care Visits (AWC)     


Adolescent Well-Care Visits 37.47% 44.04% 44.77% 7.30 


Childhood Immunization Status (CIS)     


Combination 2 70.80% 74.94% 73.72% 2.92 


Combination 3 66.18% 70.32% 71.05% 4.87 


Combination 4 66.18% 70.07% 71.05% 4.87 


Combination 5 53.04% 55.72% 61.07% 8.03 


Combination 6 39.42% 38.44% 34.79% -4.63 


Combination 7 53.04% 55.72% 61.07% 8.03 


Combination 8 39.42% 38.44% 34.79% -4.63 


Combination 9 32.36% 31.14% 30.41% -1.95 


Combination 10 32.36% 31.14% 30.41% -1.95 


Immunizations for Adolescents (IMA)     


Combination 1 (Meningococcal, Tdap) — 79.81% 80.78% NC 


Combination 2 (Meningococcal, Tdap, HPV) — — 27.49% NC 


Well-Child Visits in the First 15 Months of Life (W15)     


Six or More Well-Child Visits 51.58% 53.77% 62.77% 11.19 
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HEDIS Measure 
HEDIS 
2015 
Rate 


HEDIS 
2016 
Rate 


HEDIS 
2017 
Rate 


2015–2017 
Rate 


Comparison 


Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life (W34)     


Well-Child Visits in the Third, Fourth, Fifth, and 
Sixth Years of Life 60.83% 64.48% 65.21% 4.38 


Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents 
(WCC)     


BMI Percentile—Total — 70.32% 71.78% NC 


Counseling for Nutrition—Total — 57.91% 62.29% NC 


Counseling for Physical Activity—Total1 — 52.07% 59.61% NC 


Maternity Care     


Prenatal and Postpartum Care (PPC)     


Timeliness of Prenatal Care 77.62% 73.97% 72.75% -4.87 


Postpartum Care 58.88% 57.18% 59.12% 0.24 


Frequency of Ongoing Prenatal Care (FPC)     


<21 Percent of Expected Visits* 17.03% 14.60% 11.19% -5.84 


≥81 Percent of Expected Visits 51.34% 52.07% 60.83% 9.49 


Care for Chronic Conditions     


Comprehensive Diabetes Care (CDC)1     


Hemoglobin A1c (HbA1c) Testing 84.18% 85.64% 82.73% -1.45 


HbA1c Poor Control (>9.0%)* 44.53% 45.74% 42.82% -1.71 


HbA1c Control (<8.0%) 43.80% 46.47% 48.42% 4.62 


Eye Exam (Retinal) Performed 55.96% 56.93% 61.31% 5.35 


Medical Attention for Nephropathy 82.73% 92.21% 90.75% 8.02 


Blood Pressure Control (<140/90 mm Hg) 70.32% 60.83% 50.36% -19.96 


Medication Management for People with Asthma (MMA)     


Medication Compliance 50%—Total — 46.96% 53.37% NC 


Medication Compliance 75%—Total — 24.14% 32.81% NC 


Behavioral Health     


Follow-Up After Hospitalization for Mental Illness (FUH)     


7-Day Follow-Up 48.49% 56.51% 79.16% 30.67 


30-Day Follow-Up 66.89% 69.41% 84.20% 17.31 
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HEDIS Measure 
HEDIS 
2015 
Rate 


HEDIS 
2016 
Rate 


HEDIS 
2017 
Rate 


2015–2017 
Rate 


Comparison 


Follow-Up Care for Children Prescribed ADHD Medication (ADD)     


Initiation Phase — 46.65% 43.68% NC 


Continuation and Maintenance Phase — 58.02% 49.28% NC 


Use of Multiple Concurrent Antipsychotics in Children and Adolescents (APC)2,*     


Total — 1.80% 2.26% NC 
1 Due to changes in NCQA’s HEDIS 2016 technical specifications for this measure, exercise caution when comparing HEDIS 2015 to 


HEDIS 2016 and 2017 rates. 
2 Due to changes in NCQA’s HEDIS 2017 technical specifications for this measure, exercise caution when comparing HEDIS 2017 to 


prior years’ rates. 
* A lower rate indicates better performance for this measure. 
— Indicates the rate is not presented in the table above because reporting the measure was not required for the respective reporting 


year. 
NC (i.e., Not Compared) indicates the HEDIS 2015 and HEDIS 2017 rates were not available for comparison. 
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Plan-Specific Nevada Check Up Results Trended from 2015 to 2017 


Table 4-6 and Table 4-7 present MCO-specific Nevada Check Up results from 2015 to 2017. For 
measures for which lower rates suggest better performance (i.e., Use of Multiple Concurrent 
Antipsychotics in Children and Adolescents—Total), a decrease in the rate from 2015 to 2017 represents 
performance improvement and an increase in the rate from 2015 to 2017 represents performance 
decline.  


Amerigroup Results 
Table 4-6—Nevada Check Up HEDIS Performance Measures Results for Amerigroup 


HEDIS Measure 
HEDIS 
2015 
Rate 


HEDIS 
2016 
Rate 


HEDIS 
2017 
Rate 


2015–2017 
Rate 


Comparison 


Access to Care     


Children and Adolescents’ Access to Primary Care Practitioners (CAP)     


Ages 12–24 Months 95.83% 98.73% 98.18% 2.35 


Ages 25 Months–6 Years 90.48% 89.53% 89.45% -1.03 


Ages 7–11 Years 92.62% 92.91% 91.83% -0.79 


Ages 12–19 Years 92.18% 88.95% 91.08% -1.10 


Annual Dental Visit (ADV)     


Total 64.48% 67.05% 67.81% 3.33 


Children’s Preventive Care     


Adolescent Well-Care Visits (AWC)     


Adolescent Well-Care Visits 56.48% 56.34% 60.88% 4.40 


Childhood Immunization Status (CIS)     


Combination 2 74.55% 85.90% 91.16% 16.61 


Combination 3 73.64% 78.21% 82.87% 9.23 


Combination 4 73.64% 77.56% 81.22% 7.58 


Combination 5 54.55% 68.59% 72.93% 18.38 


Combination 6 45.45% 46.79% 47.51% 2.06 


Combination 7 54.55% 67.95% 72.38% 17.83 


Combination 8 45.45% 46.79% 47.51% 2.06 


Combination 9 32.73% 42.95% 44.75% 12.02 


Combination 10 32.73% 42.95% 44.75% 12.02 


Immunizations for Adolescents (IMA)     
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HEDIS Measure 
HEDIS 
2015 
Rate 


HEDIS 
2016 
Rate 


HEDIS 
2017 
Rate 


2015–2017 
Rate 


Comparison 


Combination 1 (Meningococcal, Tdap) — 81.61% 83.61% NC 


Combination 2 (Meningococcal, Tdap, HPV) — — 38.46% NC 


Well-Child Visits in the First 15 Months of Life (W15)     


Six or More Well-Child Visits 70.37% 78.05% 78.92% 8.55 


Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life (W34)     


Well-Child Visits in the Third, Fourth, Fifth, and Sixth 
Years of Life 71.30% 70.28% 76.16% 4.86 


Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents (WCC) 


    


BMI Percentile—Total — 62.04% 71.30% NC 


Counseling for Nutrition—Total — 55.56% 65.28% NC 


Counseling for Physical Activity—Total1 — 47.69% 59.72% NC 


Care for Chronic Conditions     


Medication Management for People with Asthma (MMA)     


Medication Compliance 50%—Total — 47.76% 58.43% NC 


Medication Compliance 75%—Total — 26.87% 24.72% NC 


Behavioral Health     


Follow-Up After Hospitalization for Mental Illness (FUH)     


7-Day Follow-Up NA 84.85% 82.50% NC 


30-Day Follow-Up NA 93.94% 97.50% NC 


Follow-Up Care for Children Prescribed ADHD Medication (ADD)     


Initiation Phase — NA 41.67% NC 


Continuation and Maintenance Phase — NA NA NC 


Use of Multiple Concurrent Antipsychotics in Children and Adolescents (APC)2,*     


Total — NA NA NC 
1 Due to changes in NCQA’s HEDIS 2016 technical specifications for this measure, exercise caution when comparing HEDIS 2015 to 


HEDIS 2016 and 2017 rates. 
2 Due to changes in NCQA’s HEDIS 2017 technical specifications for this measure, exercise caution when comparing HEDIS 2017 to 


prior years’ rates. 
* A lower rate indicates better performance for this measure. 
— Indicates the rate is not presented in the table because reporting the measure was not required for the respective reporting year. 
NC (i.e., Not Compared) indicates the HEDIS 2015 and HEDIS 2017 rates were not available for comparison. 
NA (i.e., Not Applicable due to a small denominator) indicates the health plan followed the specifications, but the denominator was too 


small (<30) to report a valid rate. 
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HPN Results 
Table 4-7—Nevada Check Up HEDIS Performance Measures Results for HPN 


HEDIS Measure 
HEDIS 
2015 
Rate 


HEDIS 
2016 
Rate 


HEDIS 
2017 
Rate 


2015–2017 
Rate 


Comparison 


Access to Care     


Children and Adolescents’ Access to Primary Care Practitioners (CAP)     


Ages 12–24 Months 94.70% 99.48% 98.50% 3.80 


Ages 25 Months–6 Years 87.20% 89.55% 89.61% 2.41 


Ages 7–11 Years 93.83% 93.54% 92.98% -0.85 


Ages 12–19 Years 90.79% 90.78% 91.29% 0.50 


Annual Dental Visit (ADV)     


Total 69.50% 70.11% 68.88% -0.62 


Children’s Preventive Care     


Adolescent Well-Care Visits (AWC)     


Adolescent Well-Care Visits 55.47% 52.83% 54.74% -0.73 


Childhood Immunization Status (CIS)     


Combination 2 83.46% 87.93% 84.38% 0.92 


Combination 3 77.17% 84.48% 82.14% 4.97 


Combination 4 76.38% 83.91% 82.14% 5.76 


Combination 5 66.14% 79.89% 71.88% 5.74 


Combination 6 48.03% 52.30% 41.52% -6.51 


Combination 7 65.35% 79.31% 71.88% 6.53 


Combination 8 47.24% 51.72% 41.52% -5.72 


Combination 9 42.52% 50.00% 37.50% -5.02 


Combination 10 41.73% 49.43% 37.50% -4.23 


Immunizations for Adolescents (IMA)     


Combination 1 (Meningococcal, Tdap) — 87.35% 87.59% NC 


Combination 2 (Meningococcal, Tdap, HPV) — — 38.69% NC 


Well-Child Visits in the First 15 Months of Life (W15)     


Six or More Well-Child Visits 60.00% 68.00% 63.49% 3.49 


Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life (W34)     


Well-Child Visits in the Third, Fourth, Fifth, and Sixth 
Years of Life 71.95% 70.13% 67.64% -4.31 
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HEDIS Measure 
HEDIS 
2015 
Rate 


HEDIS 
2016 
Rate 


HEDIS 
2017 
Rate 


2015–2017 
Rate 


Comparison 


Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents (WCC)     


BMI Percentile—Total — 72.02% 73.24% NC 


Counseling for Nutrition—Total — 60.34% 61.07% NC 


Counseling for Physical Activity—Total1 — 57.18% 58.39% NC 


Care for Chronic Conditions     


Medication Management for People with Asthma (MMA)     


Medication Compliance 50%—Total — 47.62% 51.02% NC 


Medication Compliance 75%—Total — 26.98% 27.89% NC 


Behavioral Health     


Follow-Up After Hospitalization for Mental Illness (FUH)     


7-Day Follow-Up NA NA NA NC 


30-Day Follow-Up NA NA NA NC 


Follow-Up Care for Children Prescribed ADHD Medication (ADD)     


Initiation Phase — 39.53% 48.89% NC 


Continuation and Maintenance Phase — NA NA NC 


Use of Multiple Concurrent Antipsychotics in Children and Adolescents (APC)2,*     


Total — NA NA NC 
1 Due to changes in NCQA’s HEDIS 2016 technical specifications for this measure, exercise caution when comparing HEDIS 2015 to 


HEDIS 2016 and 2017 rates. 
2 Due to changes in NCQA’s HEDIS 2017 technical specifications for this measure, exercise caution when comparing HEDIS 2017 to 


prior years’ rates. 
* A lower rate indicates better performance for this measure. 
— Indicates the rate is not presented in the table because reporting the measure was not required for the respective reporting year. 
NC (i.e., Not Compared) indicates the HEDIS 2015 and HEDIS 2017 rates were not available for comparison. 
NA (i.e., Small Denominator) indicates the health plan followed the specifications, but the denominator was too small (<30) to report a 


valid rate. 
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5. Quality Strategy Evaluation 


To continually track the progress of achieving the goals and objectives outlined in the Quality Strategy, 
HSAG developed the Quality Strategy Tracking Table. The Quality Strategy Tracking Table lists each 
of the six goals and the objectives used to measure achievement of the goals. SFY 2014–2015 marked 
the baseline year of measurement for the Quality Strategy goals and objectives and also establishes the 
QISMC goal for each of the objectives, except where indicated. Table 5-1 below shows the MCOs’ 
achievement of goals and objectives in SFY 2016–2017.  


Table 5-1: Summary of Achievement of  
SFY 2016–2017 Quality Strategy Goals and Objectives 


Metric Amerigroup 
Medicaid 


Amerigroup 
Check Up 


HPN 
Medicaid 


HPN  
Check Up 


Number of Comparable Rates  
(Baseline to Current Year) 41 28 41 27 


Number of Rates That Improved 
28/41 
(68%) 


20/28 
(71%) 


24/41 
(59%) 


10/27 
(37%) 


Number of Rates That Stayed the Same 
3/41 
(7%) 


3/28 
(11%) 


3/41 
(7%) 


3/27 
(11%) 


Number of Rates That Achieved 
QISMC Goal 


25/41 
(61%) 


20/28 
(71%) 


25/41 
(61%) 


10/27 
(37%) 


Number of Rates That Declined 
10/41 
(24%) 


5/28 
(18%) 


14/41 
(34%) 


14/27 
(52%) 


 
Attachment A details the 2015 baseline measurement for each objective, the QISMC goal, and the 
HEDIS 2017 rate for each MCO. 
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6. Overall Conclusions and Summary of Next Steps 


Of the three areas most critical to external quality review as stated in the federal regulations—access to 
and timeliness and quality of care furnished by the MCOs—the MCOs demonstrated mixed results with 
performance measures that fell within all three domains.  


Quality of Care 


The MCOs demonstrated above average performance for many quality-related performance measures. 
The most notable performance, however, was with Follow-Up After Hospitalization for Mental Illness, 
where both Amerigroup and HPN achieved rates above the national Medicaid 90th percentile for both the 
7-day and 30-day indicators. 


Both MCOs demonstrated opportunities for improvement with several quality-related measures. The 
measures listed below fell below the national Medicaid 25th percentile. 


Amerigroup 
• Comprehensive Diabetes Care—HbA1c Testing 
• Use of Multiple Concurrent Antipsychotics in Children and Adolescents 


HPN 
• Comprehensive Diabetes Care—HbA1c Testing 
• Comprehensive Diabetes Care—Blood Pressure Control (140/90 mmHg) 


Next Steps 


During the January 2018 meeting, Amerigroup and HPN should each present the respective MCO’s 
evaluation of performance that led to the improvement with the measure, Follow-Up After 
Hospitalization for Mental Illness. The MCOs should describe: 


• The previous analyses that were performed to identify appropriate interventions to be applied. 
• The interventions that were applied and those that had the greatest effect. 
• The MCO’s strategy, including any planned interventions that haven’t yet been applied, to ensure the 


improvement is sustained long-term. 


For measures that fell below the national Medicaid 25th percentile, MCOs should present:  


• Analyses of numerator noncompliance and notation of any disparities in geographic location, race, 
ethnicity, age-band, or gender. 


• If possible, provide a comparison of the accuracy of contact information between numerator 
compliant members and those members that were not numerator compliant for the measure. 


• The potential causes that can be addressed by the MCO to improve rates for these measures. 
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• The planned interventions to improve rates.
• The MCO’s evaluation plan to evaluate the effectiveness of interventions early so the MCO doesn’t


waste time and resources on ineffective interventions.


Access to and Timeliness of Care 


The quality evaluations performed by Amerigroup and HPN indicated that the supply of available 
providers may have been strained by the increase in Medicaid managed care membership from 2013 to 
2017. An increase in the membership without a concomitant increase in available provider appointments 
has the potential to negatively impact access-related performance measures, like Children’s and 
Adolescents’ Access to Primary Care Practitioners, which demonstrated an opportunity for 
improvement for both MCOs and Timeliness of Prenatal Care, which was an opportunity for 
improvement for HPN. A perceived lack of available appointments for members also has the potential to 
affect access-related measures collected through the Consumer Assessment of Healthcare Providers and 
Systems (CAHPS®) survey. 


Next Steps 


During SFY 2016-2017, Amerigroup and HPN presented strategies each MCO implemented to increase 
availability of providers. Those strategies included using mobile health clinics, expanding office hours 
in primary care provider locations, and increasing the number of provider relations consultants to initiate 
the contracting process with new providers. The new MCO contract, which began on July 1, 2017, 
requires all MCOs to individually complete secret shopper surveys to assess the availability of 
appointments. For the April 2018 meeting, all MCOs shall present: 


• The MCO’s methodology and timeline for completing the secret shopper survey, including but not
limited to:
– The sampling approach to generate the list of provider locations that will be surveyed (include


number of oversampling).
– The provider types to be surveyed and total number of surveys to be completed by type.
– An example survey script that will be used.
– An example of the type of clinical scenarios used by provider specialty.
– The analysis plan the MCO will use to determine if appointment availability standards were met


or within acceptable ranges where appointment availability standards were not defined by the
MCO contract.


The SFY 2014-2015 Provider Network Access Analyses report contains the most recent managed care 
secret shopper survey performed by HSAG. MCO staff members may access the report at the following 
link to learn more about the methodology used for the study, although MCOs may use a different survey 
methodology: http://dhcfp.nv.gov/uploadedFiles/dhcfpnvgov/content/Members/BLU/NV2014-
2015_NetAdeqReport_F1.pdf.  
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Appendix A. Goals and Objectives Tracking 


Nevada 2016–2017 Quality Strategy 
Goals and Objectives for Medicaid 


Unless otherwise indicated, all objectives will follow the QISMC methodology to improve rates. 


Goal 1: Improve the Health and Wellness of Nevada’s Medicaid Population by Increasing the Use of Preventive Services. 


  AGP 
2016 


QISMC 
Goal 


AGP 
2017 


HPN 
2016 


QISMC 
Goal 


HPN 
2017 


Objective 1.1a: Increase children and adolescents’ access to PCPs (12–24 months). 94.15% 92.03% 93.83% 94.80% 92.28% 95.17% 


Objective 1.1b: Increase children and adolescents’ access to PCPs (25 months–6 years). 83.55% 83.17% 82.25% 84.29% 81.32% 83.81% 


Objective 1.1c: Increase children and adolescents’ access to PCPs (7–11 years). 87.12% 87.04% 86.59% 87.36% 85.54% 87.57% 


Objective 1.1d: Increase children and adolescents’ access to PCPs (12–19 years). 83.76% 83.38% 82.95% 85.21% 82.72% 85.51% 


Objective 1.2: Increase well-child visits (0–15 months). 52.78% 55.52% 62.50% 53.77% 56.42% 62.77% 


Objective 1.3: Increase well-child visits (3–6 years). 66.33% 69.09% 68.72% 64.48% 64.75% 65.21% 


Objective 1.4a:  Increase weight assessment and counseling for nutrition and physical 
activity for children/adolescents (BMI percentile).  64.12% 67.71%† 70.14% 70.32% 73.29%† 71.78% 


Objective 1.4b:  Increase weight assessment and counseling for nutrition and physical 
activity for children/adolescents (counseling for nutrition).  54.40% 58.96%† 62.73% 57.91% 62.12%† 62.29% 


Objective 1.4c:  Increase weight assessment and counseling for nutrition and physical 
activity for children/adolescents (counseling for physical activity).  43.75% 49.38%† 56.48% 52.07% 56.86%† 59.61% 


Objective 1.5: Increase immunizations for adolescents. 71.93% 74.74%† 79.40% 79.81% 81.83%† 80.78% 


Objective 1.6: Increase annual dental visits for children. 53.21% 51.06% 51.63% 55.03% 56.01% 53.85% 


Objective 1.7: Increase human papillomavirus vaccine for female adolescents. 24.59% 32.13%† R* 29.68% 36.71%† R* 


Objective 1.8: Increase adolescent well-care visits. 38.43% 47.92% 47.69% 44.04% 43.72% 44.77% 
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Goal 1: Improve the Health and Wellness of Nevada’s Medicaid Population by Increasing the Use of Preventive Services. 


  AGP 
2016 


QISMC 
Goal 


AGP 
2017 


HPN 
2016 


QISMC 
Goal 


HPN 
2017 


Objective 1.9a: Increase childhood immunization status (Combination 2). 73.15% 69.58% 72.92% 74.94% 73.72% 73.72% 


Objective 1.9b: Increase childhood immunization status (Combination 3). 66.67% 64.79% 67.13% 70.32% 69.56% 71.05% 


Objective 1.9c: Increase childhood immunization status (Combination 4). 65.28% 62.92% 66.67% 70.07% 69.56% 71.05% 


Objective 1.9d: Increase childhood immunization status (Combination 5). 57.18% 55.21% 56.71% 55.72% 57.74% 61.07% 


Objective 1.9e: Increase childhood immunization status (Combination 6). 32.41% 40.00% 36.11% 38.44% 45.48% 34.79% 


Objective 1.9f: Increase childhood immunization status (Combination 7). 56.48% 53.54% 56.25% 55.72% 57.74% 61.07% 


Objective 1.9g: Increase childhood immunization status (Combination 8). 32.41% 39.79% 36.11% 38.44% 45.48% 34.79% 


Objective 1.9h: Increase childhood immunization status (Combination 9). 29.63% 35.42% 32.18% 31.14% 39.12% 30.41% 


Objective 1.9i: Increase childhood immunization status (Combination 10). 29.63% 35.21% 32.18% 31.14% 39.12% 30.41% 
 


Goal 2: Increase Use of Evidence-Based Practices for Members With Chronic Conditions. 


  AGP 
2016 


QISMC 
Goal 


AGP 
2017 


HPN 
2016 


QISMC 
Goal 


HPN 
2017 


Objective 2.1: Increase rate of HbA1c testing for members with diabetes. 79.63% 83.71% 81.02% 85.64% 85.76% 82.73% 


Objective 2.2: Decrease rate of HbA1c poor control (>9.0%) for members with 
diabetes. ** 46.76% 41.76% 46.30% 45.74% 40.08% 42.82% 


Objective 2.3: Increase rate of HbA1c good control (<8.0%) for members with 
diabetes. 46.30% 48.84% 45.60% 46.47% 49.42% 48.42% 


Objective 2.4: Increase rate of eye exams performed for members with diabetes. 55.09% 59.91% 59.49% 56.93% 60.36% 61.31% 


Objective 2.5: Increase medical attention for nephropathy for members with 
diabetes.  89.58% 77.65% 90.28% 92.21% 84.46% 90.75% 


Objective 2.6: Increase blood pressure control (<140/90 mm Hg) for members with 
diabetes. 55.32% 65.96% 61.11% 60.83% 73.29% 50.36% 
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Goal 2: Increase Use of Evidence-Based Practices for Members With Chronic Conditions. 


  AGP 
2016 


QISMC 
Goal 


AGP 
2017 


HPN 
2016 


QISMC 
Goal 


HPN 
2017 


Objective 2.7a: Increase medication management for people with asthma—
medication compliance 50 percent. 50.22% 55.20%† 56.19% 46.96% 52.26%† 53.37% 


Objective 2.7b: Increase medication management for people with asthma—
medication compliance 75 percent. 26.84% 34.16%† 32.16% 24.14% 31.73%† 32.81% 


 


Goal 3: Reduce and/or Eliminate Health Care Disparities for Medicaid Recipients. 


  AGP 
2016 


QISMC 
Goal 


AGP 
2017 


HPN 
2016 


QISMC 
Goal 


HPN 
2017 


Objective 3.1: Ensure that health plans maintain, submit for review, and annually 
revise cultural competency plans. Met Met Met Met Met Met 


Objective 3.2: Stratify data for performance measures by race and ethnicity to 
determine where disparities exist. Continually identify, organize, and 
target interventions to reduce disparities and improve access to 
appropriate services for the Medicaid and Nevada Check Up 
population. 


Met Met Met Met Met Met 


Objective 3.3: Ensure that each MCO submits an annual evaluation of its cultural 
competency programs to the DHCFP. The MCOs must receive a 100 
percent Met compliance score for all criteria listed in the MCO 
contract for cultural competency program development, maintenance, 
and evaluation. 


Met Met Met Met Met Met 


 


Goal 4:  Improve the Health and Wellness of New Mothers and Infants and Increase New-Mother Education About Family Planning and 
Newborn Health and Wellness.  


  AGP 
2016 


QISMC 
Goal 


AGP 
2017 


HPN 
2016 


QISMC 
Goal 


HPN 
2017 


Objective 4.1: Increase the rate of postpartum visits. 53.16% 52.07% 62.50% 57.18% 62.99% 59.12% 


Objective 4.2: Increase timeliness of prenatal care. 75.41% 72.79% 83.33% 73.97% 79.86% 72.75% 
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Goal 4:  Improve the Health and Wellness of New Mothers and Infants and Increase New-Mother Education About Family Planning and 
Newborn Health and Wellness.  


  AGP 
2016 


QISMC 
Goal 


AGP 
2017 


HPN 
2016 


QISMC 
Goal 


HPN 
2017 


Objective 4.3: Increase frequency of prenatal care visits (≥ 81 percent of visits). 56.44% 57.10% 62.50% 52.07% 56.21% 60.83% 


Objective 4.4: Increase frequency of prenatal care visits (<21 percent of visits). **  17.80% 14.23% 5.56% 14.60% 15.33% 11.19% 
 


Goal 5:  Increase Use of Evidence-Based Practices for Members With Behavioral Health Conditions. 


  AGP 
2016 


QISMC 
Goal 


AGP 
2017 


HPN 
2016 


QISMC 
Goal 


HPN 
2017 


Objective 5.1a: Increase follow-up care for children prescribed attention-
deficit/hyperactivity (ADHD) medication—initiation phase. 36.68% 43.01%† 43.51% 46.65% 51.99%† 43.68% 


Objective 5.1b: Increase follow-up care for children prescribed attention-
deficit/hyperactivity (ADHD) medication—continuation and 
maintenance phase. 


40.91% 46.82%† 64.91% 58.02% 62.22%† 49.28% 


Objective 5.2: Reduce use of multiple concurrent antipsychotics in children and 
adolescents. ** 0.00% *** 3.74% 1.80% 1.62%† 2.26% 


Objective 5.3: Reduce behavioral health-related hospital readmissions within 30 
days of discharge.  *N/A Complete Complete *N/A Complete Complete 


Objective 5.4: Increase follow-up after hospitalization for mental illness within 7 
days of discharge. 52.99% 57.72% 79.81% 56.51% 53.64% 79.16% 


Objective 5.5: Increase follow-up after hospitalization for mental illness within 30 
days of discharge. 64.55% 66.83% 84.98% 69.41% 70.20% 84.20% 
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Goal 6: Increase Reporting of CMS Quality Measures for Medicaid. 


  DHCFP 2015 
Reporting 


DHCFP 2016 
Reporting 


DHCFP 2017 
Reporting 


Objective 6.1: Increase number of CMS adult core measures reported to MACPro 
(non-QISMC). 4 5 N/A** 


Objective 6.2: Increase number of CMS child core measures reported to MACPro 
(non-QISMC).   7 13 N/A** 


Green shading indicates the QISMC goal was met. 
** Indicates an inverse performance indicator where a lower rate demonstrates better performance for this measure. 
*** Indicates that QISMC goal could not be established based on prior performance. 
*N/A indicates that the PIP had not progressed to the measurement stage at the time of this report.  
N/A** indicates that information was not available at the time of this report. 
† indicates that the indicator was not required in 2015; therefore, the QISMC goal was set based on 2016 results. 
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Nevada 2016–2017 Quality Strategy 
Goals and Objectives for Nevada Check Up 


Unless otherwise indicated, all objectives will follow the QISMC methodology to improve rates. 


Goal 1: Improve the Health and Wellness of the Nevada Check Up Population by Increasing the Use of Preventive Services. 


  AGP 
2016 


QISMC 
Goal 


AGP 
2017 


HPN 
2016 


QISMC 
Goal 


HPN 
2017 


Objective 1.1a: Increase children and adolescents’ access to PCPs (12–24 months). 98.73% 96.25% 98.18% 99.48% 95.23% 98.50% 


Objective 1.1b: Increase children and adolescents’ access to PCPs (25 months–6 
years). 89.53% 91.43% 89.45% 89.55% 88.48% 89.61% 


Objective 1.1c: Increase children and adolescents’ access to PCPs (7–11 years). 92.91% 93.36% 91.83% 93.54% 94.45% 92.98% 


Objective 1.1d: Increase children and adolescents’ access to PCPs (12–19 years). 88.95% 92.96% 91.08% 90.78% 91.71% 91.29% 


Objective 1.2: Increase well-child visits (0–15 months). 78.05% 73.33% 78.92% 68.00% 64.00% 63.49% 


Objective 1.3: Increase well-child visits (3–6 years). 70.28% 74.17% 76.16% 70.13% 74.76% 67.64% 


Objective 1.4a: Increase weight assessment and counseling for nutrition and 
physical activity for children/adolescents (BMI percentile).  62.04% 65.84%† 71.30% 72.02% 74.82%† 73.24% 


Objective 1.4b: Increase weight assessment and counseling for nutrition and 
physical activity for children/adolescents (counseling for nutrition).  55.56% 60.00%† 65.28% 60.34% 64.31%† 61.07% 


Objective 1.4c: Increase weight assessment and counseling for nutrition and 
physical activity for children/adolescents (counseling for physical 
activity).  


47.69% 52.92%† 59.72% 57.18% 61.46%† 58.39% 


Objective 1.5: Increase immunizations for adolescents. 81.61% 83.45%† 83.61% 87.35% 88.62%† 87.59% 


Objective 1.6: Increase annual dental visits for children. 67.05% 68.03% 67.81% 70.11% 72.55% 68.88% 


Objective 1.7: Increase human papillomavirus vaccine for female adolescents. 34.11% 40.70%† R* 42.62% 48.36%† R* 


Objective 1.8: Increase adolescent well-care visits. 56.34% 60.83% 60.88% 52.83% 59.92% 54.74% 
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Goal 1: Improve the Health and Wellness of the Nevada Check Up Population by Increasing the Use of Preventive Services. 


  AGP 
2016 


QISMC 
Goal 


AGP 
2017 


HPN 
2016 


QISMC 
Goal 


HPN 
2017 


Objective 1.9a: Increase childhood immunization status (Combination 2). 85.90% 77.10% 91.16% 87.93% 85.11% 84.38% 


Objective 1.9b: Increase childhood immunization status (Combination 3). 78.21% 76.28% 82.87% 84.48% 79.45% 82.14% 


Objective 1.9c: Increase childhood immunization status (Combination 4). 77.56% 76.28% 81.22% 83.91% 78.74% 82.14% 


Objective 1.9d: Increase childhood immunization status (Combination 5). 68.59% 59.10% 72.93% 79.89% 69.53% 71.88% 


Objective 1.9e: Increase childhood immunization status (Combination 6). 46.79% 50.91% 47.51% 52.30% 53.23% 41.52% 


Objective 1.9f: Increase childhood immunization status (Combination 7). 67.95% 59.10% 72.38% 79.31% 68.82% 71.88% 


Objective 1.9g: Increase childhood immunization status (Combination 8). 46.79% 50.91% 47.51% 51.72% 52.52% 41.52% 


Objective 1.9h: Increase childhood immunization status (Combination 9). 42.95% 39.46% 44.75% 50.00% 48.27% 37.50% 


Objective 1.9i: Increase childhood immunization status (Combination 10). 42.95% 39.46% 44.75% 49.43% 47.56% 37.50% 
 


Goal 2: Increase Use of Evidence-Based Practices for Members With Chronic Conditions. 


  AGP 
2016 


QISMC 
Goal 


AGP 
2017 


HPN 
2016 


QISMC 
Goal 


HPN 
2017 


Objective 2.1: Increase rate of HbA1c testing for members with diabetes. — — — — — — 


Objective 2.2: Decrease rate of HbA1c poor control (>9.0%) for members with 
diabetes. ** — — — — — — 


Objective 2.3: Increase rate of HbA1c good control (<8.0%) for members with 
diabetes. — — — — — — 


Objective 2.4: Increase rate of eye exams performed for members with diabetes. — — — — — — 


Objective 2.5: Increase medical attention for nephropathy for members with diabetes.  — — — — — — 


Objective 2.6: Increase blood pressure control (<140/90 mm Hg) for members 
with diabetes. — — — — — — 
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Goal 2: Increase Use of Evidence-Based Practices for Members With Chronic Conditions. 


  AGP 
2016 


QISMC 
Goal 


AGP 
2017 


HPN 
2016 


QISMC 
Goal 


HPN 
2017 


Objective 2.7a: Increase medication management for people with asthma—
medication compliance 50 percent. 47.76% 52.98%† 58.43% 47.62% 52.86%† 51.02% 


Objective 2.7b: Increase medication management for people with asthma—
medication compliance 75 percent. 26.87% 34.18%† 24.72% 26.98% 34.28%† 27.89% 


 


Goal 3: Reduce and/or Eliminate Health Care Disparities for Nevada Check Up Recipients. 


  AGP 
2016 


QISMC 
Goal 


AGP 
2017 


HPN 
2016 


QISMC 
Goal 


HPN 
2017 


Objective 3.1: Ensure that health plans maintain, submit for review, and annually 
revise cultural competency plans. Met Met Met Met Met Met 


Objective 3.2: Stratify data for performance measures by race and ethnicity to 
determine where disparities exist. Continually identify, organize, 
and target interventions to reduce disparities and improve access to 
appropriate services for the Medicaid and Nevada Check Up 
populations. 


Met Met Met Met Met Met 


Objective 3.3: Ensure that each MCO submits an annual evaluation of its cultural 
competency programs to the DHCFP. The MCOs must receive a 
100 percent Met compliance score for all criteria listed in the MCO 
contract for cultural competency program development, 
maintenance, and evaluation. 


Met Met Met Met Met Met 
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Goal 4:  Improve the Health and Wellness of New Mothers and Infants and Increase New-Mother Education About Family Planning and 
Newborn Health and Wellness.  


  AGP 
2016 


QISMC 
Goal 


AGP 
2017 


HPN 
2016 


QISMC 
Goal 


HPN 
2017 


Objective 4.1: Increase the rate of postpartum visits. — — — — — — 


Objective 4.2: Increase timeliness of prenatal care. — — — — — — 


Objective 4.3: Increase frequency of prenatal care visits (≥ 81 percent of visits). — — — — — — 


Objective 4.4: Increase frequency of prenatal care visits (<21 percent of visits). **  — — — — — — 
 


Goal 5:  Increase Use of Evidence-Based Practices for Members with Behavioral Health Conditions. 


  AGP 
2016 


QISMC 
Goal 


AGP 
2017 


HPN 
2016 


QISMC 
Goal 


HPN 
2017 


Objective 5.1a: Increase follow-up care for children prescribed attention-
deficit/hyperactivity (ADHD) medication—initiation phase. NR NC 41.67% 39.53% 45.58%† 48.89% 


Objective 5.1b: Increase follow-up care for children prescribed attention-
deficit/hyperactivity (ADHD) medication—continuation and 
maintenance phase. 


NR NC NR NR NC NR 


Objective 5.2: Reduce use of multiple concurrent antipsychotics in children and 
adolescents. ** NR NC NR NR NC NR 


Objective 5.3: Reduce behavioral health-related hospital readmissions within 30 
days of discharge. (One of MCOs’ PIPs. Improvement TBD by 
MCO PIP goals.) 


*N/A *N/A Complete *N/A *N/A Complete 


Objective 5.4: Increase follow-up after hospitalization for mental illness within 7 
days of discharge. 84.85% 86.37%† 82.50% NR NC NR 


Objective 5.5: Increase follow-up after hospitalization for mental illness within 30 
days of discharge. 93.94% 94.55%† 97.50% NR NC NR 
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Goal 6: Increase Reporting of CMS Quality Measures.  


  DHCFP 2015 
Reporting 


DHCFP 2016 
Reporting 


DHCFP 2017 
Reporting 


Objective 6.1: Increase number of CMS child core measures reported to MACPro 
(non-QISMC).   7 15 N/A** 


Green shading indicates the QISMC goal was met. 
** indicates an inverse performance indicator where a lower rate demonstrates better performance for this measure. 
*N/A indicates that a rate was not available as the PIP has not progressed to the measurement stage at the time of this report.  
N/A** indicates that information was not available at the time of this report. 
“—” indicates that the measure was not required for the Nevada Check Up population; therefore, no rate is provided.    
NR indicates that no rate was reported. 
† indicates that the indicator was not required in 2015; therefore, the QISMC goal was set based on 2016 results. 
NC indicates that a QISMC goal could not be calculated based on the prior rate. 
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Attachment B 
QAPI GOALS AND OBJECTIVES TRACKING TABLE 
As referenced in Section V, 2.1.3.5 and Section V, 2.1.3.6. 
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Goals and Objectives Tracking Table 


Nevada 2016–2017 Quality Strategy 
Goals and Objectives for Medicaid 


Unless otherwise indicated, all objectives will follow the QISMC methodology to improve rates. 


Goal 1: Improve the Health and Wellness of Nevada’s Medicaid Population by Increasing the Use of Preventive Services. 


  AGP 
2016 


QISMC 
Goal 


AGP 
2017 


HPN 
2016 


QISMC 
Goal 


HPN 
2017 


Objective 1.1a: Increase children and adolescents’ access to PCPs (12–24 months). 94.15% 92.03% 93.83% 94.80% 92.28% 95.17% 


Objective 1.1b: Increase children and adolescents’ access to PCPs (25 months–6 years). 83.55% 83.17% 82.25% 84.29% 81.32% 83.81% 


Objective 1.1c: Increase children and adolescents’ access to PCPs (7–11 years). 87.12% 87.04% 86.59% 87.36% 85.54% 87.57% 


Objective 1.1d: Increase children and adolescents’ access to PCPs (12–19 years). 83.76% 83.38% 82.95% 85.21% 82.72% 85.51% 


Objective 1.2: Increase well-child visits (0–15 months). 52.78% 55.52% 62.50% 53.77% 56.42% 62.77% 


Objective 1.3: Increase well-child visits (3–6 years). 66.33% 69.09% 68.72% 64.48% 64.75% 65.21% 


Objective 1.4a:  Increase weight assessment and counseling for nutrition and physical 


activity for children/adolescents (BMI percentile).  
64.12% 67.71%† 70.14% 70.32% 73.29%† 71.78% 


Objective 1.4b:  Increase weight assessment and counseling for nutrition and physical 


activity for children/adolescents (counseling for nutrition).  
54.40% 58.96%† 62.73% 57.91% 62.12%† 62.29% 


Objective 1.4c:  Increase weight assessment and counseling for nutrition and physical 


activity for children/adolescents (counseling for physical activity).  
43.75% 49.38%† 56.48% 52.07% 56.86%† 59.61% 


Objective 1.5: Increase immunizations for adolescents. 71.93% 74.74%† 79.40% 79.81% 81.83%† 80.78% 


Objective 1.6: Increase annual dental visits for children. 53.21% 51.06% 51.63% 55.03% 56.01% 53.85% 


Objective 1.7: Increase human papillomavirus vaccine for female adolescents. 24.59% 32.13%† R* 29.68% 36.71%† R* 
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Goal 1: Improve the Health and Wellness of Nevada’s Medicaid Population by Increasing the Use of Preventive Services. 


  AGP 
2016 


QISMC 
Goal 


AGP 
2017 


HPN 
2016 


QISMC 
Goal 


HPN 
2017 


Objective 1.8: Increase adolescent well-care visits. 38.43% 47.92% 47.69% 44.04% 43.72% 44.77% 


Objective 1.9a: Increase childhood immunization status (Combination 2). 73.15% 69.58% 72.92% 74.94% 73.72% 73.72% 


Objective 1.9b: Increase childhood immunization status (Combination 3). 66.67% 64.79% 67.13% 70.32% 69.56% 71.05% 


Objective 1.9c: Increase childhood immunization status (Combination 4). 65.28% 62.92% 66.67% 70.07% 69.56% 71.05% 


Objective 1.9d: Increase childhood immunization status (Combination 5). 57.18% 55.21% 56.71% 55.72% 57.74% 61.07% 


Objective 1.9e: Increase childhood immunization status (Combination 6). 32.41% 40.00% 36.11% 38.44% 45.48% 34.79% 


Objective 1.9f: Increase childhood immunization status (Combination 7). 56.48% 53.54% 56.25% 55.72% 57.74% 61.07% 


Objective 1.9g: Increase childhood immunization status (Combination 8). 32.41% 39.79% 36.11% 38.44% 45.48% 34.79% 


Objective 1.9h: Increase childhood immunization status (Combination 9). 29.63% 35.42% 32.18% 31.14% 39.12% 30.41% 


Objective 1.9i: Increase childhood immunization status (Combination 10). 29.63% 35.21% 32.18% 31.14% 39.12% 30.41% 
 


Goal 2: Increase Use of Evidence-Based Practices for Members With Chronic Conditions. 


  
AGP 
2016 


QISMC 
Goal 


AGP 
2017 


HPN 
2016 


QISMC 
Goal 


HPN 
2017 


Objective 2.1: Increase rate of HbA1c testing for members with diabetes. 79.63% 83.71% 81.02% 85.64% 85.76% 82.73% 


Objective 2.2: Decrease rate of HbA1c poor control (>9.0%) for members with 


diabetes. ** 
46.76% 41.76% 46.30% 45.74% 40.08% 42.82% 


Objective 2.3: Increase rate of HbA1c good control (<8.0%) for members with 


diabetes. 
46.30% 48.84% 45.60% 46.47% 49.42% 48.42% 


Objective 2.4: Increase rate of eye exams performed for members with diabetes. 55.09% 59.91% 59.49% 56.93% 60.36% 61.31% 


Objective 2.5: Increase medical attention for nephropathy for members with 


diabetes.  
89.58% 77.65% 90.28% 92.21% 84.46% 90.75% 
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Goal 2: Increase Use of Evidence-Based Practices for Members With Chronic Conditions. 


  
AGP 
2016 


QISMC 
Goal 


AGP 
2017 


HPN 
2016 


QISMC 
Goal 


HPN 
2017 


Objective 2.6: Increase blood pressure control (<140/90 mm Hg) for members with 


diabetes. 
55.32% 65.96% 61.11% 60.83% 73.29% 50.36% 


Objective 2.7a: Increase medication management for people with asthma—


medication compliance 50 percent. 
50.22% 55.20%† 56.19% 46.96% 52.26%† 53.37% 


Objective 2.7b: Increase medication management for people with asthma—


medication compliance 75 percent. 
26.84% 34.16%† 32.16% 24.14% 31.73%† 32.81% 


 


Goal 3: Reduce and/or Eliminate Health Care Disparities for Medicaid Recipients. 


  AGP 
2016 


QISMC 
Goal 


AGP 
2017 


HPN 
2016 


QISMC 
Goal 


HPN 
2017 


Objective 3.1: Ensure that health plans maintain, submit for review, and annually 


revise cultural competency plans. 
Met Met Met Met Met Met 


Objective 3.2: Stratify data for performance measures by race and ethnicity to 


determine where disparities exist. Continually identify, organize, and 


target interventions to reduce disparities and improve access to 


appropriate services for the Medicaid and Nevada Check Up 


population. 


Met Met Met Met Met Met 


Objective 3.3: Ensure that each MCO submits an annual evaluation of its cultural 


competency programs to the DHCFP. The MCOs must receive a 100 


percent Met compliance score for all criteria listed in the MCO 


contract for cultural competency program development, maintenance, 


and evaluation. 


Met Met Met Met Met Met 
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Goal 4:  Improve the Health and Wellness of New Mothers and Infants and Increase New-Mother Education About Family Planning and 
Newborn Health and Wellness.  


  AGP 
2016 


QISMC 
Goal 


AGP 
2017 


HPN 
2016 


QISMC 
Goal 


HPN 
2017 


Objective 4.1: Increase the rate of postpartum visits. 53.16% 52.07% 62.50% 57.18% 62.99% 59.12% 


Objective 4.2: Increase timeliness of prenatal care. 75.41% 72.79% 83.33% 73.97% 79.86% 72.75% 


Objective 4.3: Increase frequency of prenatal care visits (≥ 81 percent of visits). 56.44% 57.10% 62.50% 52.07% 56.21% 60.83% 


Objective 4.4: Increase frequency of prenatal care visits (<21 percent of visits). **  17.80% 14.23% 5.56% 14.60% 15.33% 11.19% 
 


Goal 5:  Increase Use of Evidence-Based Practices for Members With Behavioral Health Conditions. 


  AGP 
2016 


QISMC 
Goal 


AGP 
2017 


HPN 
2016 


QISMC 
Goal 


HPN 
2017 


Objective 5.1a: Increase follow-up care for children prescribed attention-


deficit/hyperactivity (ADHD) medication—initiation phase. 
36.68% 43.01%† 43.51% 46.65% 51.99%† 43.68% 


Objective 5.1b: Increase follow-up care for children prescribed attention-


deficit/hyperactivity (ADHD) medication—continuation and 


maintenance phase. 


40.91% 46.82%† 64.91% 58.02% 62.22%† 49.28% 


Objective 5.2: Reduce use of multiple concurrent antipsychotics in children and 


adolescents. ** 
0.00% *** 3.74% 1.80% 1.62%† 2.26% 


Objective 5.3: Reduce behavioral health-related hospital readmissions within 30 


days of discharge.  
*N/A Complete Complete *N/A Complete Complete 


Objective 5.4: Increase follow-up after hospitalization for mental illness within 7 


days of discharge. 
52.99% 57.72% 79.81% 56.51% 53.64% 79.16% 


Objective 5.5: Increase follow-up after hospitalization for mental illness within 30 


days of discharge. 
64.55% 66.83% 84.98% 69.41% 70.20% 84.20% 
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Goal 6: Increase Reporting of CMS Quality Measures for Medicaid. 


  DHCFP 2015 
Reporting 


DHCFP 2016 
Reporting 


DHCFP 2017 
Reporting 


Objective 6.1: Increase number of CMS adult core measures reported to MACPro 


(non-QISMC). 
4 5 N/A** 


Objective 6.2: Increase number of CMS child core measures reported to MACPro 


(non-QISMC).   
7 13 N/A** 


Green shading indicates the QISMC goal was met. 


** Indicates an inverse performance indicator where a lower rate demonstrates better performance for this measure. 


*** Indicates that QISMC goal could not be established based on prior performance. 


*N/A indicates that the PIP had not progressed to the measurement stage at the time of this report.  


N/A** indicates that information was not available at the time of this report. 


† indicates that the indicator was not required in 2015; therefore, the QISMC goal was set based on 2016 results. 


R* Indicates that NCQA retired the indicator. 
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Nevada 2016–2017 Quality Strategy 
Goals and Objectives for Nevada Check Up 


Unless otherwise indicated, all objectives will follow the QISMC methodology to improve rates. 


Goal 1: Improve the Health and Wellness of the Nevada Check Up Population by Increasing the Use of Preventive Services. 


  AGP 
2016 


QISMC 
Goal 


AGP 
2017 


HPN 
2016 


QISMC 
Goal 


HPN 
2017 


Objective 1.1a: Increase children and adolescents’ access to PCPs (12–24 months). 98.73% 96.25% 98.18% 99.48% 95.23% 98.50% 


Objective 1.1b: Increase children and adolescents’ access to PCPs (25 months–6 


years). 
89.53% 91.43% 89.45% 89.55% 88.48% 89.61% 


Objective 1.1c: Increase children and adolescents’ access to PCPs (7–11 years). 92.91% 93.36% 91.83% 93.54% 94.45% 92.98% 


Objective 1.1d: Increase children and adolescents’ access to PCPs (12–19 years). 88.95% 92.96% 91.08% 90.78% 91.71% 91.29% 


Objective 1.2: Increase well-child visits (0–15 months). 78.05% 73.33% 78.92% 68.00% 64.00% 63.49% 


Objective 1.3: Increase well-child visits (3–6 years). 70.28% 74.17% 76.16% 70.13% 74.76% 67.64% 


Objective 1.4a: Increase weight assessment and counseling for nutrition and 


physical activity for children/adolescents (BMI percentile).  
62.04% 65.84%† 71.30% 72.02% 74.82%† 73.24% 


Objective 1.4b: Increase weight assessment and counseling for nutrition and 


physical activity for children/adolescents (counseling for nutrition).  
55.56% 60.00%† 65.28% 60.34% 64.31%† 61.07% 


Objective 1.4c: Increase weight assessment and counseling for nutrition and 


physical activity for children/adolescents (counseling for physical 


activity).  


47.69% 52.92%† 59.72% 57.18% 61.46%† 58.39% 


Objective 1.5: Increase immunizations for adolescents. 81.61% 83.45%† 83.61% 87.35% 88.62%† 87.59% 


Objective 1.6: Increase annual dental visits for children. 67.05% 68.03% 67.81% 70.11% 72.55% 68.88% 


Objective 1.7: Increase human papillomavirus vaccine for female adolescents. 34.11% 40.70%† R* 42.62% 48.36%† R* 


Objective 1.8: Increase adolescent well-care visits. 56.34% 60.83% 60.88% 52.83% 59.92% 54.74% 
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Goal 1: Improve the Health and Wellness of the Nevada Check Up Population by Increasing the Use of Preventive Services. 


  AGP 
2016 


QISMC 
Goal 


AGP 
2017 


HPN 
2016 


QISMC 
Goal 


HPN 
2017 


Objective 1.9a: Increase childhood immunization status (Combination 2). 85.90% 77.10% 91.16% 87.93% 85.11% 84.38% 


Objective 1.9b: Increase childhood immunization status (Combination 3). 78.21% 76.28% 82.87% 84.48% 79.45% 82.14% 


Objective 1.9c: Increase childhood immunization status (Combination 4). 77.56% 76.28% 81.22% 83.91% 78.74% 82.14% 


Objective 1.9d: Increase childhood immunization status (Combination 5). 68.59% 59.10% 72.93% 79.89% 69.53% 71.88% 


Objective 1.9e: Increase childhood immunization status (Combination 6). 46.79% 50.91% 47.51% 52.30% 53.23% 41.52% 


Objective 1.9f: Increase childhood immunization status (Combination 7). 67.95% 59.10% 72.38% 79.31% 68.82% 71.88% 


Objective 1.9g: Increase childhood immunization status (Combination 8). 46.79% 50.91% 47.51% 51.72% 52.52% 41.52% 


Objective 1.9h: Increase childhood immunization status (Combination 9). 42.95% 39.46% 44.75% 50.00% 48.27% 37.50% 


Objective 1.9i: Increase childhood immunization status (Combination 10). 42.95% 39.46% 44.75% 49.43% 47.56% 37.50% 
 


Goal 2: Increase Use of Evidence-Based Practices for Members With Chronic Conditions. 


  AGP 
2016 


QISMC 
Goal 


AGP 
2017 


HPN 
2016 


QISMC 
Goal 


HPN 
2017 


Objective 2.1: Increase rate of HbA1c testing for members with diabetes. — — — — — — 


Objective 2.2: Decrease rate of HbA1c poor control (>9.0%) for members with 


diabetes. ** 
— — — — — — 


Objective 2.3: Increase rate of HbA1c good control (<8.0%) for members with 


diabetes. 
— — — — — — 


Objective 2.4: Increase rate of eye exams performed for members with diabetes. — — — — — — 


Objective 2.5: Increase medical attention for nephropathy for members with diabetes.  — — — — — — 


Objective 2.6: Increase blood pressure control (<140/90 mm Hg) for members 


with diabetes. 
— — — — — — 
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Goal 2: Increase Use of Evidence-Based Practices for Members With Chronic Conditions. 


  AGP 
2016 


QISMC 
Goal 


AGP 
2017 


HPN 
2016 


QISMC 
Goal 


HPN 
2017 


Objective 2.7a: Increase medication management for people with asthma—


medication compliance 50 percent. 
47.76% 52.98%† 58.43% 47.62% 52.86%† 51.02% 


Objective 2.7b: Increase medication management for people with asthma—


medication compliance 75 percent. 
26.87% 34.18%† 24.72% 26.98% 34.28%† 27.89% 


 


Goal 3: Reduce and/or Eliminate Health Care Disparities for Nevada Check Up Recipients. 


  AGP 
2016 


QISMC 
Goal 


AGP 
2017 


HPN 
2016 


QISMC 
Goal 


HPN 
2017 


Objective 3.1: Ensure that health plans maintain, submit for review, and annually 


revise cultural competency plans. 
Met Met Met Met Met Met 


Objective 3.2: Stratify data for performance measures by race and ethnicity to 


determine where disparities exist. Continually identify, organize, 


and target interventions to reduce disparities and improve access to 


appropriate services for the Medicaid and Nevada Check Up 


populations. 


Met Met Met Met Met Met 


Objective 3.3: Ensure that each MCO submits an annual evaluation of its cultural 


competency programs to the DHCFP. The MCOs must receive a 


100 percent Met compliance score for all criteria listed in the MCO 


contract for cultural competency program development, 


maintenance, and evaluation. 


Met Met Met Met Met Met 
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Goal 4:  Improve the Health and Wellness of New Mothers and Infants and Increase New-Mother Education About Family Planning and 
Newborn Health and Wellness.  


  AGP 
2016 


QISMC 
Goal 


AGP 
2017 


HPN 
2016 


QISMC 
Goal 


HPN 
2017 


Objective 4.1: Increase the rate of postpartum visits. — — — — — — 


Objective 4.2: Increase timeliness of prenatal care. — — — — — — 


Objective 4.3: Increase frequency of prenatal care visits (≥ 81 percent of visits). — — — — — — 


Objective 4.4: Increase frequency of prenatal care visits (<21 percent of visits). **  — — — — — — 
 


Goal 5:  Increase Use of Evidence-Based Practices for Members with Behavioral Health Conditions. 


  AGP 
2016 


QISMC 
Goal 


AGP 
2017 


HPN 
2016 


QISMC 
Goal 


HPN 
2017 


Objective 5.1a: Increase follow-up care for children prescribed attention-


deficit/hyperactivity (ADHD) medication—initiation phase. 
NR NC 41.67% 39.53% 45.58%† 48.89% 


Objective 5.1b: Increase follow-up care for children prescribed attention-


deficit/hyperactivity (ADHD) medication—continuation and 


maintenance phase. 


NR NC NR NR NC NR 


Objective 5.2: Reduce use of multiple concurrent antipsychotics in children and 


adolescents. ** 
NR NC NR NR NC NR 


Objective 5.3: Reduce behavioral health-related hospital readmissions within 30 


days of discharge. (One of MCOs’ PIPs. Improvement TBD by 


MCO PIP goals.) 


*N/A *N/A Complete *N/A *N/A Complete 


Objective 5.4: Increase follow-up after hospitalization for mental illness within 7 


days of discharge. 
84.85% 86.37%† 82.50% NR NC NR 


Objective 5.5: Increase follow-up after hospitalization for mental illness within 30 


days of discharge. 
93.94% 94.55%† 97.50% NR NC NR 
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Goal 6: Increase Reporting of CMS Quality Measures.  


  DHCFP 2015 
Reporting 


DHCFP 2016 
Reporting 


DHCFP 2017 
Reporting 


Objective 6.1: Increase number of CMS child core measures reported to MACPro 


(non-QISMC).   
7 15 N/A** 


Green shading indicates the QISMC goal was met. 


** indicates an inverse performance indicator where a lower rate demonstrates better performance for this measure. 


*N/A indicates that a rate was not available as the PIP has not progressed to the measurement stage at the time of this report.  


N/A** indicates that information was not available at the time of this report. 


“—” indicates that the measure was not required for the Nevada Check Up population; therefore, no rate is provided.    


NR indicates that no rate was reported. 


† indicates that the indicator was not required in 2015; therefore, the QISMC goal was set based on 2016 results. 


NC indicates that a QISMC goal could not be calculated based on the prior rate. 


R* Indicates that NCQA retired the indicator. 
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1. Executive Summary 


Overview of the SFY 2015–2016 External Quality Review 


The Balanced Budget Act of 1997 (BBA), Public Law 105-33, requires states to prepare an annual 
technical report that describes the manner in which data were aggregated and analyzed and how 
conclusions were drawn as to the quality and timeliness of, and access to, care and services furnished by 
the states’ managed care organizations (MCOs). The data come from activities conducted in accordance 
with the Code of Federal Regulations (CFR) at 42 CFR §438.358. To meet these requirements, the State 
of Nevada, Department of Health and Human Services, Division of Health Care Financing and Policy 
(the DHCFP), contracted with Health Services Advisory Group, Inc. (HSAG), an external quality review 
organization (EQRO). HSAG has served as the EQRO for the DHCFP since 2000. 


The goal of the managed care program is to maintain a successful partnership with quality health plans 
to provide care to recipients while focusing on continual quality improvement. The Nevada-enrolled 
recipient population encompasses the Family Medical Coverage (FMC), Temporary Assistance for 
Needy Families (TANF), and Child Health Assurance Program (CHAP) assistance groups as well as the 
Children’s Health Insurance Program (CHIP) population, which is referred to as Nevada Check Up.  


The Nevada Medicaid MCOs included in the state fiscal year (SFY) 2016–2017 external quality review 
(EQR) were Amerigroup Nevada, Inc. (Amerigroup), and Health Plan of Nevada (HPN), which 
operate in both Clark and Washoe counties. Effective January 1, 2014, Nevada expanded its Medicaid 
program to allow persons with incomes up to 138 percent of the federal poverty level to enroll in 
Medicaid. Since the majority of persons in the newly eligible population reside in managed care 
catchment areas, many persons eligible as a result of Medicaid expansion have enrolled with one of the 
two MCOs offered in the Nevada Medicaid managed care program. The expansion of enrollment was 
much higher than the DHCFP originally anticipated. In June 2013, enrollment in managed care was 
193,455 and in June 2017, enrollment in managed care was 478,040, which is a 147 percent increase. 


The SFY 2016–2017 EQR Technical Report includes a review of recipients’ access to care and the 
quality of services received by recipients of Title XIX, Medicaid, and Title XXI, CHIP. The report 
focuses on three EQR activities, which were federally required during the time period. As described in 
42 CFR §438.358, these activities are:  


• Compliance monitoring evaluation. 
• Validation of performance measures.  
• Validation of performance improvement projects (PIPs). 


In addition to the mandatory activities, HSAG performed the following activities at the request of the 
DHCFP: 
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• Evaluated the State’s quality strategy and the managed care program’s achievement of the goals and 
objectives identified in the strategy. HSAG’s evaluation of the activities that occurred in support of 
the State’s quality strategy is presented in Section 2.  


• Provided an analysis of the results of CAHPS activities conducted by the MCOs, which is presented 
in Section 7. 


• Provided technical assistance to the DHCFP with activities related to the Nevada Comprehensive 
Care Waiver (NCCW) program, the fee-for-service care management program that resulted from 
Nevada’s section 1115(a) Medicaid research and demonstration waiver approved by CMS. The 
DHCFP contracted with a care management organization (CMO) to provide care management 
services to the enrolled population. The CMO’s care management program is called the Health Care 
Guidance Program (HCGP). HSAG’s technical assistance activities included: 
– Evaluating the HCGP Quality Strategy and developing a set of quality modules that the HCGP 


vendor must use to guide its quality-related presentations during the quarterly meetings. 
– Performing source code review of the programming code used to calculate pay for performance 


(P4P) measures used for the NCCW program, which will be calculated by the DHCFP’s actuary.  
• Performed performance measure validation audit of non-P4P measures used to monitor the HCGP’s 


progress in achieving the goals and objectives of the NCCW demonstration waiver, which is 
presented in Section 8.  


In accordance with 42 CFR §438.364, this report includes the following information for each activity 
conducted: 


• Activity objectives  
• Technical methods of data collection and analysis (Appendix A) 
• Descriptions of data obtained  
• Conclusions drawn from the data 


The report also includes an assessment of the MCOs’ strengths and weaknesses, as well as 
recommendations for improvement and a comparison of the two health plans that operate in the Nevada 
Medicaid managed care program. 


Lastly, consistent with 42 CFR §438.364(a)(6), HSAG has included in Section 9 of this report an 
assessment of the degree to which each MCO has effectively addressed recommendations for quality 
improvement that HSAG made in the previous year.  


Internal Quality Assurance Program (IQAP)  


SFY 2016–2017 was the third year of the three-year cycle of reviews for Nevada and all activities 
conducted in the previous two years are complete. SFY 2017–2018 initiates a new three-year cycle of 
reviews. HSAG will report on the SFY 2017–2018 IQAP results in the SFY 2017–2018 technical report.  
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Validation of Performance Measures—NCQA HEDIS Compliance Audits  


HSAG conducted an NCQA HEDIS Compliance Audit to assess Amerigroup and HPN performance 
with respect to the HEDIS 2017 Technical Specifications and to review the MCOs’ performance on the 
HEDIS measures. For HEDIS 2017, the MCOs were required to report 17 measures yielding a total of 
45 rates for the Medicaid population and 14 measures yielding a total of 35 rates for the Nevada Check 
Up population. HSAG validated all measures reported by the MCOs.  


The audit demonstrated that both MCOs had strong policies and procedures to collect, process, and 
report HEDIS data for the Medicaid and Nevada Check Up populations, and both MCOs were in full 
compliance with the HEDIS 2017 Technical Specifications. The claims and encounter data systems the 
MCOs employed used sophisticated scanning processes and advanced software to ensure accurate data 
processing. Both MCOs used software, the source code of which NCQA certified, to generate HEDIS 
measure rates. This ensured accurate measure calculation.  


Medicaid Findings 


Figure 1-1 shows the percentage of Medicaid population rates for HEDIS 2017 for the statewide 
weighted average, Amerigroup, and HPN compared to NCQA’s Quality Compass® national Medicaid 
HMO percentiles for HEDIS 2016.1-1 


Figure 1-1—Percentage of HEDIS 2017 Performance Measures Rates for Medicaid Population Compared to 
HEDIS National Medicaid Percentiles  


 
Note: Percentages may not total 100 percent due to rounding. 


                                                 
1-1  Quality Compass® is a registered trademark for the National Committee for Quality Assurance (NCQA). 
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For HEDIS 2017, approximately 55 percent of the MCOs’ rates fell below the national Medicaid 50th 
percentile, which represented an improvement from HEDIS 2016 when approximately 85 percent of 
Amerigroup’s rates and 67 percent of HPN’s rates fell below the national Medicaid 50th percentile. As 
a result, approximately 45 percent of the MCOs’ HEDIS 2017 rates ranked at or above the national 
Medicaid 50th percentile compared to HEDIS 2016, when only about 15 percent of Amerigroup’s rates 
and 33 percent of HPN’s rates ranked at or above the national Medicaid 50th percentile. However, most 
of the MCOs’ HEDIS 2017 rates fell at or above the national Medicaid 25th percentile but below the 
75th percentile, indicating continued opportunities for improvement with regard to national benchmark 
comparisons.  


Table 1–1 presents the HEDIS 2017 MCO-specific rates and the statewide weighted average Medicaid 
rates along with star ratings based on rate comparisons to the Quality Compass national Medicaid 
percentiles for HEDIS 2016. Measure results were compared to benchmarks and rated using the 
following star ratings: 


Table 1–1—HEDIS Star Ratings 


 Star Rating Performance Level 


HHHHH


 At or above the national Medicaid 90th percentile 
 HHHH At or above the national Medicaid 75th percentile but below the 90th percentile 
 HHH At or above the national Medicaid 50th percentile but below the 75th percentile 
 HH At or above the national Medicaid 25th percentile but below the 50th percentile 
 H Below the national Medicaid 25th percentile 


 


Table 1–2—HEDIS 2017 Results for Medicaid 


HEDIS Measure AGP HPN Medicaid 


Access to Care    


Children and Adolescents’ Access to Primary Care Practitioners (CAP)    


Ages 12–24 Months 93.83% 
 


95.17% 
 


94.55% 
 


Ages 25 Months–6 Years 82.25% 
 


83.81% 
 


83.08% 
 


Ages 7–11 Years 86.59% 
 


87.57% 
 


87.16% 
 


Ages 12–19 Years 82.95% 
 


85.51% 
 


84.54% 
 


Annual Dental Visit (ADV)    


Total 51.63% 
 


53.85% 
 


52.91% 
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HEDIS Measure AGP HPN Medicaid 


Children’s Preventive Care    


Adolescent Well-Care Visits (AWC)    


Adolescent Well-Care Visits 47.69% 
 


44.77% 
 


45.88% 
 


Childhood Immunization Status (CIS)    


Combination 2 72.92% 
 


73.72% 
 


73.33% 
 


Combination 3 67.13% 
 


71.05% 
 


69.12% 
 


Combination 4 66.67% 
 


71.05% 
 


68.90% 
 


Combination 5 56.71% 
 


61.07% 
 


58.93% 
 


Combination 6 36.11% 
 


34.79% 
 


35.44% 
 


Combination 7 56.25% 
 


61.07% 
 


58.71% 
 


Combination 8 36.11% 
 


34.79% 
 


35.44% 
 


Combination 9 32.18% 
 


30.41% 
 


31.28% 
 


Combination 10 32.18% 
 


30.41% 
 


31.28% 
 


Immunizations for Adolescents (IMA)    


Combination 1 (Meningococcal, Tdap) 79.40% 
 


80.78% 
 


80.25% 
 


Combination 2 (Meningococcal, Tdap, HPV) 26.85% 
NC 


27.49% 
NC 


27.25% 
NC 


Well-Child Visits in the First 15 Months of Life (W15)    


Six or More Well-Child Visits 62.50% 
 


62.77% 
 


62.64% 
 


Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life (W34)    


Well-Child Visits in the Third, Fourth, Fifth, and Sixth 
Years of Life 


68.72% 
 


65.21% 
 


66.85% 
 


Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents (WCC) 


   


BMI Percentile—Total 70.14% 
 


71.78% 
 


71.10% 
 


Counseling for Nutrition—Total 62.73% 
 


62.29% 
 


62.47% 
 


Counseling for Physical Activity—Total 56.48% 
 


59.61% 
 


58.31% 
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HEDIS Measure AGP HPN Medicaid 


Maternity Care    


Prenatal and Postpartum Care (PPC)    


Timeliness of Prenatal Care 83.33% 
 


72.75% 
 


77.85% 
 


Postpartum Care 62.50% 
 


59.12% 
 


60.75% 
 


Frequency of Ongoing Prenatal Care (FPC)    


<21 Percent of Expected Visits* 5.56% 
 


11.19% 
 


8.47% 
 


≥81 Percent of Expected Visits 62.50% 
 


60.83% 
 


61.63% 
 


Care for Chronic Conditions    


Comprehensive Diabetes Care (CDC)    


Hemoglobin A1c (HbA1c) Testing 81.02% 
 


82.73% 
 


82.10% 
 


HbA1c Poor Control (>9.0%)* 46.30% 
 


42.82% 
 


44.10% 
 


HbA1c Control (<8.0%) 45.60% 
 


48.42% 
 


47.38% 
 


Eye Exam (Retinal) Performed 59.49% 
 


61.31% 
 


60.64% 
 


Medical Attention for Nephropathy 90.28% 
 


90.75% 
 


90.58% 
 


Blood Pressure Control (<140/90 mm Hg) 61.11% 
 


50.36% 
 


54.33% 
 


Medication Management for People with Asthma (MMA)    


Medication Compliance 50%—Total1 56.19% 
 


53.37% 
 


54.52% 
 


Medication Compliance 75%—Total 32.16% 
 


32.81% 
 


32.54% 
 


Behavioral Health    


Follow-Up After Hospitalization for Mental Illness (FUH)    


7-Day Follow-Up 79.81% 
 


79.16% 
 


79.52% 
 


30-Day Follow-Up 84.98% 
 


84.20% 
 


84.63% 
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HEDIS Measure AGP HPN Medicaid 


Follow-Up Care for Children Prescribed Attention Deficit Hyperactivity Disorder (ADHD) 
Medication (ADD)    


Initiation Phase 43.51% 
 


43.68% 
 


43.60% 
 


Continuation and Maintenance Phase 64.91% 
 


49.28% 
 


56.35% 
 


Use of Multiple Concurrent Antipsychotics in Children and Adolescents (APC)2,*    


Total 3.74% 
 


2.26% 
 


2.92% 
 


Utilization and Diversity of Membership    


Mental Health Utilization (MPT)    


Any Service (Total) 8.63% 
NC 


6.80% 
NC 


7.57% 
NC 


Inpatient (Total) 1.16% 
NC 


0.78% 
NC 


0.94% 
NC 


Intensive Outpatient or Partial Hospitalization (Total) 0.24% 
NC 


0.30% 
NC 


0.28% 
NC 


Outpatient, ED, or Telehealth (Total) 8.50% 
NC 


6.73% 
NC 


7.47% 
NC 


Ambulatory Care (AMB)—Total    


Outpatient Visits—Total 287.09 
NC 


298.12 
NC 


293.47 
NC 


ED Visits—Total* 54.02 
NC 


52.60 
NC 


53.20 
NC 


* A lower rate indicates better performance for this measure. 
1  Quality Compass percentiles were not available for this measure; therefore, NCQA’s HEDIS Audit Means and Percentiles 


was used as the comparative source for national Medicaid percentiles for this measure. 
2  Due to changes in NCQA’s HEDIS 2017 technical specifications for this measure, exercise caution when comparing 


HEDIS 2017 rates for this measure to the national percentiles, since these values were derived using the HEDIS 2016 
Technical Specifications. 


NC (i.e., Not Compared) indicates the HEDIS 2017 rate was not compared to benchmarks either because national Medicaid 
percentiles were not available or because the measure is presented only for information purposes and comparisons to 
benchmarks are not appropriate. 


Amerigroup’s and HPN’s HEDIS 2017 rates for the Medicaid population indicate positive performance 
related to timely follow-up care for members hospitalized for mental illness, but there are areas for 
improvement related to access to care for children and adolescents, and appropriate HbA1c testing for 
members with diabetes. Additionally, HPN’s rates present opportunities for improved prenatal care 
timeliness for pregnant women, blood pressure control for members with diabetes, and follow-up care 
for children on ADHD medication. 
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Nevada Check Up Findings 


Figure 1-2 shows the percentage of Nevada Check Up population rates for HEDIS 2017 for the 
statewide weighted average, Amerigroup, and HPN as compared to NCQA’s Quality Compass national 
Medicaid HMO percentiles for HEDIS 2016.1-2 


Figure 1-2—Percentage of HEDIS 2017 Performance Measures Rates for Nevada Check Up Population 
Compared to HEDIS Medicaid National Percentiles  


 
Note: Percentages may not total 100 percent due to rounding. 


For HEDIS 2017, approximately 92 percent of Amerigroup’s rates ranked at or above the national 
Medicaid 50th percentile, which represented an improvement from HEDIS 2016 when approximately 73 
percent of its rates reached this percentile ranking. Most notably, from HEDIS 2016 to 2017 the number 
of rates that ranked approximately between the national Medicaid 50th and 75th percentiles increased 
from about 23 percent to almost 31 percent, and the number of rates ranking at or above the national 
Medicaid 90th percentile increased from about 31 percent to approximately 39 percent. Further, the 
number of Amerigroup’s rates that fell below the national Medicaid 50th percentile decreased from 
approximately 27 percent for HEDIS 2016 to about only 8 percent for HEDIS 2017.  


Percentile rankings for HPN’s rates shifted downward from 48 percent of its HEDIS 2016 rates ranking 
approximately between the national Medicaid 50th and 90th percentiles to 50 percent of its HEDIS 2017 
rates ranking approximately between the national Medicaid 50th and 75th percentiles. Shifts in the 


                                                 
1-2  Because national benchmarks for HEDIS measures are not available for the CHIP population, comparisons of Nevada’s 


Check Up population rates to the national Medicaid percentiles should be interpreted with caution.  
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national benchmark comparisons indicate opportunities for HPN to focus efforts on determining root 
causes linked to declines in performance.  


Table 1–3 presents the HEDIS 2017 MCO-specific rates and the statewide weighted average Nevada 
Check Up rates along with star ratings based on comparisons of the rates to the Quality Compass 
national Medicaid percentiles for HEDIS 2016. 


Table 1–3—HEDIS 2017 Results for Nevada Check Up 


HEDIS Measure AGP HPN NV Check Up 


Access to Care    


Children and Adolescents’ Access to Primary Care Practitioners (CAP)    


Ages 12–24 Months 98.18% 
 


98.50% 
 


98.36% 
 


Ages 25 Months–6 Years 89.45% 
 


89.61% 
 


89.54% 
 


Ages 7–11 Years 91.83% 
 


92.98% 
 


92.55% 
 


Ages 12–19 Years 91.08% 
 


91.29% 
 


91.22% 
 


Annual Dental Visit (ADV)    


Total 67.81% 
 


68.88% 
 


68.48% 
 


Children’s Preventive Care    


Adolescent Well-Care Visits (AWC)    


Adolescent Well-Care Visits 60.88% 
 


54.74% 
 


56.79% 
 


Childhood Immunization Status (CIS)    


Combination 2 91.16% 
 


84.38% 
 


87.39% 
 


Combination 3 82.87% 
 


82.14% 
 


82.47% 
 


Combination 4 81.22% 
 


82.14% 
 


81.73% 
 


Combination 5 72.93% 
 


71.88% 
 


72.34% 
 


Combination 6 47.51% 
 


41.52% 
 


44.18% 
 


Combination 7 72.38% 
 


71.88% 
 


72.10% 
 


Combination 8 47.51% 
 


41.52% 
 


44.18% 
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HEDIS Measure AGP HPN NV Check Up 


Combination 9 44.75% 
 


37.50% 
 


40.72% 
 


Combination 10 44.75% 
 


37.50% 
 


40.72% 
 


Immunizations for Adolescents (IMA)    


Combination 1 (Meningococcal, Tdap) 83.61% 
 


87.59% 
 


86.28% 
 


Combination 2 (Meningococcal, Tdap, HPV) 38.46% 
NC 


38.69% 
NC 


38.61% 
NC 


Well-Child Visits in the First 15 Months of Life (W15)    


Six or More Well-Child Visits 78.92% 
 


63.49% 
 


70.70% 
 


Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life (W34)    


Well-Child Visits in the Third, Fourth, Fifth, and Sixth 
Years of Life 


76.16% 
 


67.64% 
 


71.34% 
 


Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents (WCC) 


   


BMI Percentile—Total 71.30% 
 


73.24% 
 


72.52% 
 


Counseling for Nutrition—Total 65.28% 
 


61.07% 
 


62.61% 
 


Counseling for Physical Activity—Total 59.72% 
 


58.39% 
 


58.88% 
 


Care for Chronic Conditions    


Medication Management for People with Asthma (MMA)    


Medication Compliance 50%—Total1 58.43% 
 


51.02% 
 


53.81% 
 


Medication Compliance 75%—Total 24.72% 
 


27.89% 
 


26.69% 
 


Behavioral Health    


Follow-Up After Hospitalization for Mental Illness (FUH)    


7-Day Follow-Up 82.50% 
 


NA 80.00% 
 


30-Day Follow-Up 97.50% 
 


NA 92.31% 
 


Follow-Up Care for Children Prescribed ADHD Medication (ADD)    


Initiation Phase 41.67% 
 


48.89% 
 


45.68% 
 


Continuation and Maintenance Phase NA NA NA 
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HEDIS Measure AGP HPN NV Check Up 


Use of Multiple Concurrent Antipsychotics in Children and Adolescents (APC)2,*    


Total NA NA 5.71% 
 


Utilization and Diversity of Membership    


Mental Health Utilization (MPT)    


Any Service (Total) 5.68% 
NC 


5.19% 
NC 


5.38% 
NC 


Inpatient (Total) 0.42% 
NC 


0.22% 
NC 


0.29% 
NC 


Intensive Outpatient or Partial Hospitalization (Total) 0.16% 
NC 


0.77% 
NC 


0.53% 
NC 


Outpatient, ED, or Telehealth (Total) 5.64% 
NC 


5.18% 
NC 


5.36% 
NC 


Ambulatory Care (AMB)—Total    


Outpatient Visits—Total 258.30 
NC 


252.28 
NC 


254.60 
NC 


ED Visits—Total* 26.30 
NC 


22.11 
NC 


23.73 
NC 


* A lower rate indicates better performance for this measure. 
1 Quality Compass percentiles were not available for this measure; therefore, NCQA’s HEDIS Audit Means and Percentiles 


was used as the comparative source for national Medicaid percentiles for this measure. 
2 Due to changes in NCQA’s HEDIS 2017 technical specifications for this measure, exercise caution when comparing 


HEDIS 2017 rates for this measure to the national percentiles, since these values were derived using the HEDIS 2016 
Technical Specifications. 


NC (i.e., Not Compared) indicates the HEDIS 2017 rate was not compared to benchmarks either because national Medicaid 
percentiles were not available or because the measure is presented only for information purposes and comparisons to 
benchmarks are not appropriate. 


NA (i.e., Small Denominator) indicates the health plan(s) followed the specifications, but the denominator was too small 
(<30) to report a valid rate. 


Amerigroup’s and HPN’s HEDIS 2017 rates for the Nevada Check Up population indicate positive 
performance related to access to primary care, dental care, and immunizations for children. 
Amerigroup’s rates also demonstrate timely follow-up care for members hospitalized for mental illness. 
Conversely, HPN’s rates present improvement opportunities for access to well-child visits for infants. 
As mentioned above, comparisons between Nevada’s Check Up population rates to national Medicaid 
benchmarks should be interpreted with caution.  
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Validation of Performance Improvement Projects (PIPs) 


In July 2014, HSAG developed a new PIP framework based on a modified version of the Model for 
Improvement developed by Associates in Process Improvement and modified by the Institute for 
Healthcare Improvement. The redesigned methodology is intended to improve processes and outcomes 
of healthcare by way of continuous quality improvement. The redesigned framework redirects MCOs to 
focus on small tests of change in order to determine which interventions have the greatest impact and 
can bring about real improvement.  


HSAG presented the crosswalk and new PIP framework components to CMS to demonstrate how the 
framework aligned with the CMS validation protocols. CMS agreed that, with the pace of quality 
improvement science development and the prolific use of Plan-Do-Study-Act (PDSA) cycles in modern 
improvement projects within healthcare settings, a new approach was needed. After meeting with the 
DHCFP and HSAG staff members to discuss the topics and approach, CMS gave approval for the 
DHCFP to implement this new PIP approach in Nevada.  


In SFY 2016–2017, the MCOs continued using the rapid-cycle PIP approach for the two DHCFP 
selected PIP topics: Weight Assessment and Counseling for Nutrition and Physical Activity for Children 
and Adolescents, and Behavioral Health Hospital Readmissions. The topics addressed CMS 
requirements related to quality outcomes, specifically the quality and timeliness of, and access to, care 
and services. Upon final validation, each PIP was given a validation score of either High Confidence, 
Confidence, Low Confidence, or PIP Results Were Not Credible. See Appendix A for a detailed 
description of PIP validation scoring. 


Table 1–4—PIP Results 


PIP Title Amerigroup PIP Module Results HPN PIP Module Results 


Weight Assessment and Counseling 
for Nutrition and Physical Activity for 
Children and Adolescents  


Module 4: Achieved 
Module 5: Partially Achieved 
Confidence Level: Low confidence 


Module 4: Achieved 
Module 5: Achieved 
Confidence Level: Confidence 


Behavioral Health Hospital 
Readmissions  


Module 4: Achieved 
Module 5: Partially Achieved 
Confidence Level: Low confidence 


Module 4: Achieved 
Module 5: Partially Achieved 
Confidence Level: PIP results not 
credible 


Summary of Amerigroup’s PIP Performance 


Upon initial validation of Module 5 for Amerigroup’s PIP, Weight Assessment and Counseling for 
Nutrition and Physical Activity for Children and Adolescents, HSAG identified opportunities for 
Amerigroup to improve how it summarized the specific, measurable, attainable, relevant, and time-
bound (SMART) Aim measure outcomes and findings. After receiving guidance from HSAG, 
Amerigroup made the necessary corrections and submitted Module 5 for final validation. After final 
validation of three components that comprised the PIP, Amerigroup achieved all of the Module 5 
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validation criteria and documentation requirements. HSAG assigned a level of Low Confidence to the 
PIP because the SMART Aim goal was only achieved for two of the three measure components. For the 
two components that did achieve the respective goals, Amerigroup is encouraged to determine the 
interventions that were most successful and spread those interventions to a larger population. 


Upon initial validation of Module 5 for Amerigroup’s Behavioral Health Hospital Readmissions PIP, 
HSAG identified opportunities for Amerigroup to improve how it summarized the SMART Aim 
measure outcomes and findings. After receiving HSAG’s guidance, Amerigroup made the necessary 
corrections and submitted Module 5 for final validation. After final validation, Amerigroup achieved all 
of Module 5’s validation criteria and documentation requirements. HSAG assigned a level of Low 
Confidence to the PIP because the SMART Aim goal was not achieved. Amerigroup is encouraged to 
continue the PDSA cycle of improvement to test other interventions to determine if they are successful 
in achieving the SMART Aim goal. 


Summary of HPN’s PIP Performance 


Upon initial validation of Module 5 for HPN’s PIP, Weight Assessment and Counseling for Nutrition 
and Physical Activity for Children and Adolescents, HSAG identified opportunities for improvement 
with the MCO’s narrative summary of findings and its documentation related to how it will sustain 
improvement beyond the SMART Aim end date. HSAG provided HPN with technical assistance to 
discuss the initial validation feedback. HPN resubmitted Module 5 after making corrections; upon final 
validation, all of the validation criteria were met. Although the MCO exceeded the SMART Aim goal 
for all three measure components, this occurred before intervention testing and there was no clear link 
between the demonstrated improvement and all of the MCO’s quality improvement activities. HSAG 
assigned a level of Confidence to the PIP. 


Upon initial validation of Module 5 for HPN’s Behavioral Health Hospital Readmission PIP, HSAG 
identified opportunities for improvement with the MCO’s narrative summary of findings and the 
execution of the PIP methodology. HSAG provided HPN with technical assistance to discuss the initial 
validation feedback. HPN resubmitted Module 5 after making corrections; however, due to HPN 
changing the top 50 super-utilizer eligible population and not executing the PIP as approved, not all 
validation criteria could be achieved despite the resubmission. HSAG assigned a level of Reported PIP 
Results Were Not Credible because the MCO did not execute the PIP as designed by HPN and approved 
by HSAG. HPN requested a rescoring of the PIP based on additional information it provided in a letter 
and a teleconference meeting with HSAG; however, the MCO would have been required to recreate and 
resubmit Modules 4 and 5 in order for HSAG to revalidate the PIP. Since the time period for 
resubmission had passed and SFY 2016–2017 was closed, the DHCFP advised HSAG and HPN to close 
the PIP. To initiate the new PIPs for SFY 2017–2018, HSAG’s PIP team members have provided 
weekly technical assistance sessions to HPN staff members at HPN’s request.  


 


Response to Request for Proposal 3491 – Health Services Advisory Group, Inc. VIII.66







 
 


EXECUTIVE SUMMARY  


 


  
2016–2017 Nevada External Quality Review Technical Report  Page 1-14 
State of Nevada  NV2016-17_EQR_TechRpt_F1_1017 


Summary of the Quality and Timeliness of, and Access to, Care Furnished by MCOs 


Amerigroup 


Overall, Amerigroup demonstrated strengths related to measures and activities that related to quality of 
care. Performance measures like Immunizations for Adolescents, Well Child Visits in the First 15 
Months of Life, Comprehensive Diabetes Care—Blood Pressure Control, and Weight Assessment and 
Counseling for Nutrition and Physical Activity for Children/Adolescents, which are also related to one of 
the MCO’s PIPs, require the provider to perform the services that meet numerator compliance and 
properly document the services in the medical record. Over the last several years, Amerigroup staff 
members have reported an increase in provider outreach and education by Amerigroup clinical staff 
members to coach providers on proper documentation and coding in order to show numerator 
compliance with HEDIS measures and fill gaps in care noted by the MCO. Based on the MCO’s 
performance, it is plausible that these interventions are having an impact. Quality-related performance 
measures like Frequency of Prenatal Care and Medication Management for People with Asthma all 
require effort on the part of the provider and the member to meet the required service and achieve 
numerator compliance. These measures demonstrated strong performance for Amerigroup. 


Performance measures like Timeliness of Prenatal Care, Postpartum Care, Follow-Up Care for 
Children Prescribed ADHD Medication, and Follow-Up After Hospitalization for Mental Illness 
demonstrated strong performance and are indicative of MCO- and provider-level initiatives that impact 
access to services within a specified time period to improve the efficacy of care. The quality initiatives 
that have been implemented, as reported by Amerigroup staff members during quarterly quality 
meetings with the DHCFP and HSAG, have included increased outreach and care management for 
members with mental illness so they can coordinate outpatient services upon discharge from inpatient 
facilities. These initiatives also have the potential to reduce behavioral health readmissions, which was 
one of the MCO’s PIP topics. Amerigroup staff members also have increased education and incentives 
to pregnant women so they can obtain the required prenatal and postpartum care visits and also have 
increased incentives to providers to submit service encounters for all prenatal and postpartum service 
visits.   


Amerigroup demonstrates opportunities for improvement related to Children and Adolescents’ Access 
to Primary Care Practitioners, which falls within the access domain, as well as for Use of Multiple 
Concurrent Antipsychotics in Children and Adolescents and Comprehensive Diabetes Care—HbA1c 
Testing for members with diabetes, all of which are quality-related measures. Amerigroup’s CAHPS 
results also show opportunities for improvement based on members’ perceptions of access to care and 
quality of the visit with the provider. For opportunities for improvement, HSAG encourages 
Amerigroup to conduct a comprehensive causal barrier analysis and apply the PDSA cycle of 
performance improvement to identify and test interventions that have the potential to improve 
performance in these areas. The approach uses resources more efficiently and implements improvement 
interventions that may improve performance.   
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HPN 


Overall, HPN demonstrated strengths related to measures and activities that fell within the domain of 
quality of care. Performance measures like Immunizations for Adolescents, Well Child Visits in the First 
15 Months of Life, and Weight Assessment and Counseling for Nutrition and Physical Activity for 
Children/Adolescents, which are also related to one of the MCO’s PIPs, require the provider to perform 
the services that meet numerator compliance as well as to properly document the services in the medical 
record. Quality-related performance measures like Comprehensive Diabetes Care—Poor Control, 
Comprehensive Diabetes Care—HbA1c Control, Comprehensive Diabetes Care—Eye Exams, 
Comprehensive Diabetes Care—Medical Attention for Nephropathy, and Medication Management for 
People with Asthma require effort from both the provider and the member to meet the required service 
and achieve numerator compliance. Over the last several years, HPN staff members have reported an 
increase in case management services for people with diabetes, member outreach regarding 
immunizations and well-child visits, and provider outreach and education by HPN clinical staff 
members to educate providers on addressing gaps in care. Based on the MCO’s performance, it is 
plausible that these interventions are having an impact. 


Performance measures like Follow-Up Care for Children Prescribed ADHD Medication and Follow-Up 
After Hospitalization for Mental Illness demonstrated strong performance and are indicative of MCO- 
and provider-level initiatives that impact access to services within a specified time period to increase the 
efficacy of care. HPN staff members’ presentations during quarterly quality meetings with the DHCFP 
and HSAG staff members showed that behavioral health care manager outreach to persons prior to 
discharge from an inpatient mental health facility was very effective in securing timely follow-up 
appointments after members were discharged from mental health services. These interventions have the 
potential to reduce behavioral health readmissions, which was one of the MCO’s PIP topics. 


Performance measures like Timeliness of Prenatal Care, Postpartum Care, and Children and 
Adolescents’ Access to Primary Care Providers, which demonstrated opportunities for improvement, are 
access-related measures. According to HPN’s 2016 Quality Improvement Program Evaluation, 
initiatives like expanding the physician network to increase availability and access to care and 
connecting members with primary care physicians were planned for 2017. These access-related 
initiatives have the potential to improve accessibility to these services.    


HPN demonstrates opportunities for improvement related to HbA1c testing and blood pressure control 
for members with diabetes, which are quality-related measures. The HPN 2016 Quality Improvement 
Program Evaluation showed an evaluation and analysis (e.g., by race and ethnicity) of comprehensive 
diabetes care indicators; however, HbA1c testing was not included as one of the evaluated indicators. 
HSAG recommends that HPN analyze data related to HbA1c testing as it does for other diabetes-related 
indicators to identify opportunities for improvement and potential disparities among the data. This will 
enable HPN to identify interventions that may be targeted to the subpopulations that have the least 
numerator compliance for the measure. HPN’s CAHPS results also showed opportunities for 
improvement based on members’ perceptions of the quality of the visit with the provider. For all 
opportunities for improvement, HSAG encourages HPN to conduct a comprehensive causal barrier 
analysis and apply the PDSA cycle of performance improvement to identify and test interventions that 
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have the potential to improve performance in these areas. The approach uses resources more efficiently 
and implements improvement interventions that have the potential to improve performance.   


Pay-For-Performance Opportunities for Both MCOs 


For the managed care contract that started on July 1, 2017, each MCO may receive P4P bonus awards 
for up to six performance indicators based on each MCO’s performance on each indicator. Given the 
financial incentive, the MCOs likely will see a positive return on investment for interventions 
implemented to improve the rates for the following P4P measures:  


• Children and Adolescents Access to Primary Care Practitioners—12 Months–24 Months 
• Children and Adolescents Access to Primary Care Practitioners—25 Months–6 Years 
• Children and Adolescents Access to Primary Care Practitioners—12 Years–19 Years 
• Childhood Immunization Status—Combination 10 
• Comprehensive Diabetes Care—HbA1c Testing 
• Frequency of Ongoing Prenatal Care—Greater than 81 Percent of Visits 


HCGP Performance Measure Validation (PMV) 


In February 2012, the DHCFP issued a request for proposal to contract with a care management 
organization (CMO) to administer care management services to Nevada Comprehensive Care Waiver 
(NCCW) program enrollees. The NCCW program mandates care management services throughout the 
state for a subset of high-cost, high-need beneficiaries not served by the existing managed care 
organizations.  


The DHCFP sought to verify that, on an annual basis, AxisPoint Health (APH) collected and reported 
complete and accurate performance measure data for contractually required performance measures. To 
verify the accuracy of APH’s reported rates, the DHCFP contracted with HSAG to validate the 
performance measure rates that APH calculated and reported. To ensure that the PMV activity was 
performed in accordance with industry standards of practice, HSAG validated APH’s performance 
measures using the EQR Protocol 21-3 developed by CMS as its guide. HSAG’s PMV activity focused 
on the following objectives:  


1. Assess the accuracy of the required performance measures reported by APH. 


                                                 
1-3  Department of Health and Human Services, Centers for Medicare & Medicaid Services. EQR Protocol 2: Validation of 


Performance Measures Reported by the MCO: A Mandatory Protocol for External Quality Review (EQR), Version 2.0, 
September 1, 2012. Available at: https://www.medicaid.gov/medicaid/quality-of-care/medicaid-managed-care/external-
quality-review/index.html. Accessed on: Jul 18, 2017. 
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2. Determine the extent to which the measures that APH calculated followed the DHCFP’s 
specifications and reporting requirements. 


HSAG validated a set of performance measures selected by the DHCFP for validation. The measures 
primarily consisted of performance measures that were contractually required by the DHCFP but were 
not part of the HCGP pay-for-performance program. These measures are herein referred to as the non-
P4P measures. 


Performance Measure Validation Findings 


This audit reviewed 22 performance measures. All of the measures were determined to be reportable by 
APH for the reporting period under review; however, there were several issues identified during the on-
site audit. 


It was determined during the audit for the first program period (June 1, 2014, through May 30, 2015), 
that all of the indicators (numerators) for the Childhood Immunization Status measure were under-
reported and based solely on administrative data. Without immunization data from the State registry or 
medical record review, this measure’s rates were too low to derive effective conclusions. The State 
provided the immunization registry data to APH for both program periods during the second program 
period (June 1, 2015, through May 30, 2016). APH calculated the current program period immunization 
rates and recalculated them for the first program period. The rates for both program periods were 
approved. 


For the Stroke and Stroke Rehabilitations—Discharged on Antithrombotic Therapy (NEUR) measure, 
the denominator remained low for the second program period. Members in the denominator must have 
been in the HCGP program the entire program period. The numerator only included members who were 
discharged on antithrombotic therapy. 


The Adult Kidney Disease—Laboratory Testing (CKD) measure evaluated whether a member with 
kidney disease had a fasting lipid profile completed during the program year. The rate provided by APH 
was 0.00 percent. A line-by-line evaluation of the source code identified that the code aligned with the 
technical specifications. However, the auditor determined that the technical specifications did not 
include the most common CPT code (80061) used for the fasting lipid profile. During the on-site visit, 
APH recalculated the measure to determine the impact of the missing code 80061. The results of the 
recalculation increased the rate to more than 77 percent.  


During the first program year, for the Cognitive Assessment for Dementia (DEM) measure APH was not 
able to fully identify the denominator. APH applied the State-allowed changes to the denominator code, 
which improved the identification of dementia. However, the numerator for this measure continued to be 
problematic for APH. Its providers were not submitting claims that incorporated the CPT code for the 
assessment. Since the members with dementia were identified, it is likely the majority of those members 
had an assessment completed. 
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The weight assessment body mass index (BMI) component of the Weight Assessment and Counseling 
for Nutrition and Physical Activity for Children Adolescents (OBS) measure for both age groups (3–11 
and 12–18 years of age) had no administrative data and was reported as 0.0 percent. The source code 
appeared to use the adult BMI code set instead of the child BMI code set. During the on-site visit, APH 
corrected its source code and the new rates were considered reportable. It was also noted by the auditor 
that the rates produced by Milliman were low.  


As identified during the first program year’s audit, the rates for Timeliness of Prenatal Care, Postpartum 
Care, and Frequency of Ongoing Prenatal Care were very low compared to national percentiles. Global 
billing practices may have impacted these rates. Global billing is the submission of a single claim for a 
fixed fee that covers all care related to a certain condition over a particular period of time, such as billing 
for prenatal and postpartum care visits in conjunction with the delivery. Since generally only global 
billing is submitted for the duration of the woman’s pregnancy, performance measures could be under-
reported without medical record abstraction to augment records found to be numerator-compliant. 
Timeliness of Prenatal Care, Postpartum Care, and Frequency of Ongoing Prenatal Care rates were 
considered reportable since the calculation of the measures met the technical specifications, and a true 
under-reported bias could not be ascertained during the audit. 


Overall, APH would benefit from conducting a rigorous evaluation of its performance as it relates to the 
performance measures adopted for the HCGP. It was not clear from the PMV audit or from quarterly 
quality meetings with APH whether the contractor conducts regular subgroup analyses of its quality 
measures to examine what might be impacting numerator noncompliance. Although DHCFP staff 
members have pressed the importance and educated APH on the need for continually evaluating data 
and applying quality improvement strategies to improve performance on the population overall, APH 
remains fixated on evaluating the performance on the less than 3,000 enrollees (of 39,000 enrolled) who 
are served through active case management. HSAG recommends that APH follow the expectations 
outlined to APH in the 2017 Quality Strategy Modules, which state: 


DHCFP expects that APH will monitor these performance measures on an ongoing basis 
and calculate the rates regularly to determine if any of the interventions used by APH to 
improve rates are having the desired effect. Further, DHCFP expects that APH will apply 
a continuous quality improvement approach and conduct barrier analyses on performance 
measure rates that appear to be stagnant or have declined over time. 
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2. Overview of Nevada Managed Care Program 


Nevada State Managed Care Program 


Nevada was the first state to use a state plan amendment (SPA) to develop a mandatory Medicaid 
managed care program. Under the terms of an SPA, a state ensures that individuals will have a choice of 
at least two managed care organizations (MCOs) in each geographic area. When fewer than two MCOs 
are available, the managed care program must be voluntary. In Nevada, there are two geographic areas, 
the urban areas of Clark and Washoe counties, covered by mandatory managed care.  


In April 1997, Nevada implemented voluntary managed care with several vendors. It contracted with 
Health Plan of Nevada (HPN) and Amil International (Amil) to provide services in Clark County, 
and with Hometown Health Plan for services in Washoe County through 2001. 


In 2002, contracts were procured again with Nevada Health Solutions and HPN in both Clark and 
Washoe counties. Anthem and HPN won the contracts when Medicaid procured them again in 
November 2006. Anthem left the Nevada market in January 2009 and was replaced by Amerigroup. In 
2012, the DHCFP re-procured the managed care contracts, with services to begin July 1, 2013. Both 
HPN and Amerigroup were selected to serve as the MCOs in Clark and Washoe counties through June 
30, 2017. This report displays the results from the external quality review (EQR) activities performed 
during SFY 2016–2017. 


The State of Nevada managed care program requires the enrollment of recipients found eligible for 
Medicaid coverage under the family medical coverage (FMC). Applications for medical assistance 
under the modified adjusted gross income (MAGI) medical eligibility group includes the following aid 
categories:  


• AM—Parents and Caretakers 
• AM1—Expanded Parent and Caretakers 
• CH—Poverty Level Children and Pregnant Women 
• CH1—Expanded Children’s Group Ages 6–18 Years 
• CH5—Omnibus Budget Reconciliation Act (OBRA) 
• CA—Childless Adults, Without Dependents, Ages 19–64 Years 
• TR—Transitional Medicaid 
• PM—Post Medical 
• NC—Nevada Check Up–State CHIP Program for Children Under 19 Years 


The managed care program allows voluntary enrollment for the following recipients (these categories of 
enrollees are not subject to mandatory lock-in enrollment provisions): 
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• Native Americans who are members of federally recognized tribes except when the MCO is the Indian 
Health Service, an Indian health program, or urban Indian program operated by a tribe or tribal 
organization under a contract, grant, cooperative agreement, or compact with the Indian Health Service. 


• Children younger than 19 years of age who are receiving services through a family-centered, 
community-based, coordinated care system that receives grant funds under Section 501(a)(1)(D) of 
Title V and is defined by the State in terms of either program participation or special health care 
needs (also known as children with special health care needs—CSHCN). 


• FMC adults diagnosed as seriously mentally ill (SMI). Newly eligible SMI adults are enrolled in an 
MCO if they reside within the managed care geographic service area and cannot opt out of managed 
care, where available, based on a determination of SMI. 


• FMC children diagnosed as severely emotionally disturbed (SED). 


Demographics of Nevada State Managed Care Program 


The Division of Welfare and Supportive Services carries out the eligibility and aid code determination 
functions for the Medicaid and Nevada Check Up applicant and eligible population. In January 2014, the 
DHCFP expanded Medicaid coverage to persons with incomes up to 138 percent of the federal poverty 
level, which was allowed under the Affordable Care Act. The number of persons who enrolled in 
Medicaid as a result of the expansion greatly exceeded the DHCFP’s original expectations. The majority 
of newly eligible persons reside in the managed care catchment areas; therefore, both MCOs 
experienced significant increases in enrollment compared to prior years. For example, in June 2013, 
enrollment in managed care was 193,455 and in June 2017, enrollment in managed care was 478,040, 
which is a 147 percent increase. 


Table 2-1 presents the gender and age bands of Nevada Medicaid- and CHIP-enrolled recipients as of June 
2017. The majority of members for both Medicaid and CHIP were children between 3 and 14 years of age. 


Table 2-1—Nevada Medicaid and CHIP Managed Care Demographics 


Gender/Age Band June 2017 Members 


Males and Females <1 Year of Age 18,740 
Males and Females 1–2 Years of Age 29,909 
Males and Females 3–14 Years of Age 144,901 
Females 15–18 Years of Age 16,477 
Males 15–18 Years of Age 16,242 
Females 19–34 Years of Age 69,538 
Males 19–34 Years of Age 40,964 
Females 35+ Years of Age 65,222 
Males 35+ Years of Age 53,087 
Total Medicaid 455,080 
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Gender/Age Band June 2017 Members 


Males and Females <1 Year of Age 155 
Males and Females 1–2 Years of Age 1,456 
Males and Females 3–14 Years of Age 16,541 
Females 15–18 Years of Age 2,388 
Males 15–18 Years of Age 2,420 
Total CHIP 22,960 
Total Medicaid and CHIP 478,040 


Table 2-2 presents enrollment of Medicaid recipients by MCO and county for June 2017. 


Table 2-2—June 2017 Nevada MCO Medicaid Recipients 


MCO Total Eligible 
Clark County 


Total Eligible 
Washoe County 


HPN 232,673 34,223 
Amerigroup 164,771 23,413 
Total 397,444 57,636 


Table 2-3 presents enrollment of CHIP recipients in the Nevada Check Up program by MCO and by 
county for June 2017. 


Table 2-3—June 2017 Nevada MCO CHIP (Nevada Check Up) Recipients 


MCO Total Eligible 
Clark County 


Total Eligible  
Washoe County 


HPN 11,397 2,698 
Amerigroup 7,402 1,463 
Total 18,799 4,161 


Table 2-4 presents the ethnic composition of Nevada MCO Medicaid recipients in June 2017. 


Table 2-4—June 2017 Nevada MCO Medicaid Ethnic Composition 


Ethnicity Total Eligible 
Clark County 


Total Eligible 
Washoe County 


Asian or Pacific Islander Non-Hispanic 14,852 1,518 
Black Non-Hispanic 98,002 3,284 
Hispanic 36 20 
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Ethnicity Total Eligible 
Clark County 


Total Eligible 
Washoe County 


Am Indian/Alaskan Non-Hispanic 1,348 661 
Am Indian/Alaskan and White 414 121 
Asian and White 1,183 222 
Black African Am and White 3,284 428 
Am Indian/Alaskan and Black 969 106 
Other Non-Hispanic 34,013 3,392 
Asian/Pacific Islander Hispanic 937 167 
Black Hispanic 1,788 125 
Am Indian/Alaskan Hispanic 215 44 
White Hispanic 132,576 19,038 
White Non-Hispanic 107,729 28,608 
Total 397,346 57,734 


Table 2-5 presents the ethnic composition of CHIP recipients in the Nevada Check Up program for June 2017. 


Table 2-5—June 2017 Nevada MCO CHIP (Nevada Check Up) Ethnic Composition 


Ethnicity Total Enrolled 
Clark County 


Total Enrolled 
Washoe County 


Asian or Pacific Islander Non-Hispanic 769 82 
Black Non-Hispanic 1,897 63 
Hispanic 2 1 
Am Indian/Alaskan Non-Hispanic 35 51 
Am Indian/Alaskan and White 17 6 
Asian and White 82 19 
Black African Am and White 113 16 
Am Indian/Alaskan and Black 63 6 
Other Non-Hispanic 1,759 272 
Asian/Pacific Islander Hispanic 55 18 
Black Hispanic 75 3 
Am Indian/Alaskan Hispanic 17 7 
White Hispanic 10,387 2,546 
White Non-Hispanic 3,568 1,031 
Total 18,839 4,121 
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Network Capacity Analysis 


With the May 2016 release of revised federal regulations for managed care, CMS required states to set 
standards to ensure ongoing state assessment and certification of MCO, prepaid inpatient health plan, 
and prepaid ambulatory health plan networks; set threshold standards to establish network adequacy 
measures for a specified set of providers; establish criteria to develop network adequacy standards for 
managed long-term services and supports programs; and ensure the transparency of network adequacy 
standards. The requirement stipulates that states must establish time and distance standards for the 
following network provider types: primary care (adult and pediatric); obstetricians/gynecologists; 
behavioral health; specialist (adult and pediatric); hospital; pharmacy; pediatric dental; and additional 
provider types when they promote the objectives of the Medicaid program for the provider type to be 
subject to such time and distance standards. The DHCFP is working with the Nevada Department of 
Insurance to develop these standards. Once the standards are finalized, the DHCFP will use them as part 
of its network capacity monitoring of the managed care program. 


Nevada State Quality Strategy 


The U.S. Department of Health and Human Services (HHS) Centers for Medicare & Medicaid Services 
(CMS) Medicaid managed care regulations at 42 CFR §438.340 require Medicaid state agencies that 
operate Medicaid managed care programs to develop and implement a written quality strategy to assess 
and improve the quality of health care services offered to Medicaid members. The written strategy must 
describe the standards that a state and its contracted MCOs and prepaid inpatient health plans must meet. 
This section outlines the goals and objectives of the DHCFP 2016–2017 Quality Strategy as well as the 
annual evaluation of the strategy for SFY 2016–2017. 


Quality Strategy Goals and Objectives 


The DHCFP’s mission is to purchase and ensure the provision of quality health care services, including 
Medicaid services, to low-income Nevadans in the most efficient manner. Furthermore, the DHCFP 
seeks to promote equal access to health care at an affordable cost to Nevada taxpayers, to restrain the 
growth of health care costs, and to review Medicaid and other State health care programs to determine 
the potential to maximize federal revenue opportunities. The Nevada Department of Health and Human 
Services (DHHS) director has identified three priority focus areas for Nevada Medicaid: prevention, 
early intervention, and quality treatment. Consistent with the State’s mission and DHHS priority areas, 
the purpose of the DHCFP’s 2016–2017 Quality Strategy is to: 


• Establish a comprehensive quality improvement system that was consistent with the Triple Aim 
adopted by CMS to achieve better care for patients, better health for communities, and lower costs 
through improvement in the health care system. 


• Provide a framework for the DHCFP to design and implement a coordinated and comprehensive 
system to proactively drive quality throughout the Nevada Medicaid and Nevada Check Up system. 
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The Quality Strategy promotes the identification of creative initiatives to continually monitor, assess, 
and improve access to care, clinical quality of care, and health outcomes of the population served. 


• Identify opportunities to improve the health status of the enrolled population and improve health and 
wellness through preventive care services, chronic disease and special needs management, and 
health promotion.  


• Identify opportunities to improve quality of care and quality of service, and implement improvement 
strategies to ensure Nevada Medicaid and Nevada Check Up recipients have access to high-quality 
and culturally appropriate care. 


• Identify creative and efficient models of care delivery that are steeped in best practice and make 
health care more affordable for individuals, families, and the state government. 


• Improve recipient satisfaction with care and services. 


Consistent with the national quality strategy, the DHCFP established the following quality goals for the 
2016–2017 Quality Strategy to improve the health and wellness of Nevada Medicaid and Nevada Check 
Up members. Unless otherwise indicated, all objectives will follow the Quality Improvement System for 
Managed Care (QISMC) methodology to increase rates by 10 percent.  


 Goal 1: Improve the health and wellness of Nevada’s Medicaid and Nevada Check Up 
population by increasing the use of preventive services. 


Objective 1.1a: Increase children and adolescents’ access to primary care physicians (PCPs) 
(12–24 months). 


Objective 1.1b: Increase children and adolescents’ access to PCPs (25 months–6 years). 
Objective 1.1c: Increase children and adolescents’ access to PCPs (7–11 years). 
Objective 1.1d:  Increase children and adolescents’ access to PCPs (12–19 years). 
Objective 1.2: Increase well-child visits (0–15 months). 
Objective 1.3: Increase well-child visits (3–6 years). 
Objective 1.4a:  Increase weight assessment and counseling for nutrition and physical activity 


for children/adolescents (body mass index [BMI] percentile).  
Objective 1.4b: Increase weight assessment and counseling for nutrition and physical activity 


for children/adolescents (counseling for nutrition).  
Objective 1.4c:  Increase weight assessment and counseling for nutrition and physical activity 


for children/adolescents (counseling for physical activity).  
Objective 1.5: Increase immunizations for adolescents. 
Objective 1.6: Increase annual dental visits for children. 
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Objective 1.7: Increase human papillomavirus vaccine for female adolescents.2-1 
Objective 1.8: Increase adolescent well-care visits. 
Objective 1.9: Increase childhood immunization status (all combos, 2–10). 


 Goal 2: Increase use of evidence-based practices for members with chronic conditions. 


Objective 2.1:  Increase rate of HbA1c testing for members with diabetes. 
Objective 2.2: Decrease rate of HbA1c poor control (>9.0%) for members with diabetes.** 
Objective 2.3:  Increase rate of HbA1c good control (<8.0%) for members with diabetes. 
Objective 2.4:  Increase rate of eye exams performed for members with diabetes. 
Objective 2.5: Increase medical attention for nephropathy for members with diabetes.  
Objective 2.6: Increase blood pressure control (<140/90 mm Hg) for members with diabetes. 
Objective 2.7a:  Increase medication management for people with asthma—medication 


compliance 50 percent. 
Objective 2.7b: Increase medication management for people with asthma—medication 


compliance 75 percent. 


 Goal 3: Reduce and/or eliminate health care disparities for Medicaid and Nevada 
Check Up recipients. 


Objective 3.1:  Ensure that health plans develop, submit for review, and annually revise cultural 
competency plans. 


Objective 3.2:  Stratify data for performance measures and avoidable emergency room 
utilization by race and ethnicity to determine where disparities exist. 
Continually identify, organize, and target interventions to reduce disparities and 
improve access to appropriate services for the Medicaid and Nevada Check Up 
populations. 


Objective 3.3:  Ensure that each MCO submits an annual evaluation of its cultural competency 
program to the DHCFP. The MCOs must receive a 100 percent Met compliance 
score for all criteria listed in the MCO contract for cultural competency program 
development, maintenance, and evaluation.  


 Goal 4:  Improve the health and wellness of new mothers and infants, and increase new-
mother education about family planning and newborn health and wellness. 


Objective 4.1:  Increase the rate of postpartum visits. 


                                                 
2-1 NCQA retired this measure in 2016; therefore, no rates. 
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Objective 4.2: Increase timeliness of prenatal care. 
Objective 4.3: Increase frequency of prenatal care visits (≥ 81 percent of visits). 
Objective 4.4: Increase frequency of prenatal care visits (<21 percent of visits).** 


 Goal 5:  Increase use of evidence-based practices for members with behavioral health 
conditions.  


Objective 5.1a:  Increase follow-up care for children prescribed attention-deficit/hyperactivity 
(ADHD) medication—initiation phase. 


Objective 5.1b: Increase follow-up care for children prescribed ADHD medication—
continuation and maintenance phase. 


Objective 5.2: Reduce use of multiple concurrent antipsychotics in children and adolescents.** 
Objective 5.3: Reduce behavioral health-related hospital readmissions within 30 days of 


discharge (improvement based on MCO PIP goals.) 
Objective 5.4: Increase follow-up after hospitalization for mental illness—7 days. 
Objective 5.5: Increase follow-up after hospitalization for mental illness—30 days. 


 Goal 6:  Increase reporting of CMS quality measures.  


Objective 6.1:  Increase the number of CMS adult core measures reported to the Medicaid and 
CHIP Program (MACPro) System. 


Objective 6.2: Increase the number of CMS child core measures reported to MACPro. 
**Indicates inverse indicator, wherein a lower rate demonstrates better performance for the measure.  


To establish performance targets, the DHCFP uses a QISMC methodology. Performance goals are 
established by reducing by 10 percent the gap between the performance measure baseline rate and 100 
percent. For example, if the baseline rate is 55 percent, the MCO would be expected to improve the rate 
by 4.5 percentage points, to 59.5 percent. This is calculated as 4.5%= 10% x (100% – 5%). Each 
measure that shows improvement equal to or greater than the performance target is considered achieved. 


To view the State’s most recent version of the quality strategy, please see go to the quality strategy link 
located at: http://dhcfp.nv.gov/uploadedFiles/dhcfpnvgov/content/Members/BLU/NV2016-
17_QAPIS_Report_F1.pdf. 


Annual Quality Strategy Evaluation 


To continually track the progress of achieving the goals and objectives outlined in the Quality Strategy, 
the HSAG developed the Quality Strategy Tracking Table as shown in Appendix B. The Quality 
Strategy Tracking Table lists each of the six goals and the objectives used to measure achievement of 
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the goals. SFY 2014–2015 marked the baseline year of measurement for the 2016–2017 Quality 
Strategy goals and objectives and also established the QISMC goal for each of the objectives.  


Table 2-6 shows the MCOs’ achievement of goals and objectives in SFY 2016–2017. HSAG updates the 
tracking table annually and produce the results in each year’s annual EQR technical report. For 
additional detail, please see Appendix B of this report. 


Table 2-6—2016–2017 Quality Strategy Goals and Objectives Summary of Achievement by MCO* 


Metric Amerigroup 
Medicaid 


Amerigroup 
Check Up 


HPN 
Medicaid 


HPN  
Check Up 


Number of Comparable Rates  
(Year 1 to Year 2) 41 28 41 27 


Number of Rates That Improved 
28/41 
(68%) 


20/28 
(71%) 


24/41 
(59%) 


10/27 
(37%) 


Number of Rates That Stayed the Same 
3/41 
(7%) 


3/28 
(11%) 


3/41 
(7%) 


3/27 
(11%) 


Number of Rates That Achieved 
QISMC Goal 


25/41 
(61%) 


20/28 
(71%) 


25/41 
(61%) 


10/27 
(37%) 


Number of Rates That Declined 
10/41 
(24%) 


5/28 
(18%) 


14/41 
(34%) 


14/27 
(52%) 


* Note: This table denotes changes in rates from SFY 2015–2016 to SFY 2016–2017 only and does not indicate that 
changes are statistically significant. 


The DHCFP modifies the performance targets for each of the objectives every two years, thereby raising 
the performance bar for the MCOs. Most QISMC goals were set based on SFY 2014–2015 results. In 
SFY 2015–2016, the DHCFP added performance measures to the list of performance measures that 
MCOs were required to report. For those newly added measures, SFY 2014–2015 rates were not 
available; therefore, HSAG used SFY 2015–2016 rates to set the QISMC goals for these measures and 
noted whether the SFY 2016–2017 performance measure rates met the QISMC goal. Overall, the MCOs 
achieved proportionately more Medicaid QISMC goals than in the prior year.  


Annual Health Care Guidance Program (HCGP) Quality Strategy Evaluation 


The DHCFP requested that HSAG complete performance measure validation of program Year 2 non-
P4P rates, which will be final after this report is due. HSAG will provide the results of the HCGP 
Quality Strategy evaluation in the SFY 2017–2018 EQR Technical Report.  
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Quality Initiatives and Emerging Practices 


Emerging practices can be achieved by incorporating evidence-based guidelines into operational 
structures, policies, and procedures. Emerging practices are born out of 
continuous quality improvement efforts to improve a particular service, health 
outcome, systems process, or operational procedure. The goal of these efforts is 
to improve the quality of and access to services and to improve health outcomes. 
Only through continual measurement and analyses to determine the efficacy of 
an intervention can an emerging practice be identified. Therefore, the DHCFP 
encourages the MCOs to continually track and monitor the effectiveness of 
quality improvement initiatives and interventions, using a PDSA cycle, to 
determine if the benefit of the intervention outweighs the effort and cost. 


Another method used by the DHCFP to promote best and emerging practices among the MCOs is to 
ensure that the State’s contractual requirements for the MCOs are at least as stringent as those described 
in the federal rules and regulations for managed care (42 CFR Part 438—Managed Care). The DHCFP 
actively promotes the use of nationally recognized protocols, standards of care, and benchmarks by 
which health plan performance is measured.  


MCO-Specific Quality Initiatives  


Listed below is a sampling of the strategic quality initiatives the health plans employ to improve 
performance health outcomes. 


HPN 


HPN highlighted the following strategic quality initiatives as priorities for calendar year 2016: 


• Citibank Initiative: Incentivizes members to complete visit(s) and screenings within appropriate 
time frame to receive Citibank gift card. 


• Teddy Bear Transfer Program: Encourages the use of the Southwest Medical Associates (SMA) 
pediatric clinics for acute and routine care vs. urgent or convenient cares. SMA staff members assist 
families with obtaining care from the nearest pediatric clinic instead of an urgent care facility for 
non-urgent care needs. This allows the patient and family to establish a relationship with a primary 
care physician so that the patient and family may obtain primary care appropriately. Every attempt is 
made to get a child to a pediatrician; however, if one is not available, urgent care may be accessed to 
complete the visit. 


• Urgent Care Visits with SMA: Includes urgent care visits for SMA members. A member’s primary 
care physician may access the medical records by being a participant in the medical home. 


• Extended Pediatric Clinic Hours: Includes extended hours to 6:45 p.m. at three SMA clinics on 
Tuesdays, Wednesdays, and Thursdays. 
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• HEDIS Nurses Conducted Clinic Visits: Includes site visits to pediatric clinics for Medicaid 
members. Nurses discussed necessary documentation elements, provided tools for the providers, and 
assisted with template development. 


• Provider Education: Provides education to providers on how to turn a sick visit into a well-child visit. 
• Covered Sports Physicals: Educate providers on using sports physicals to provide well-child 


services as well. 
• Distributes Provider Resource Sheets that included the timeline, documentation elements, and 


tasks that would be considered a missed opportunity for pediatric and adult HEDIS measures so that 
providers have a better opportunity to ensure the documentation is correct and receive full credit for 
the visit. 


• Care For Me Program (CFMP) provides high-touch case management services and care 
coordination with a single point of contact for hospital discharges and outpatient members in all 
clinics. The case manager works in collaboration with members, providers, and key stakeholders in 
coordinating healthcare services and referrals.  


• Provides Gaps in Care Reports to provider groups on a monthly basis to show where gaps in care 
exist.  


Amerigroup  


Amerigroup highlighted the following strategic quality initiatives as priorities for calendar year 2016: 


• Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) Annual Birthday 
Reminders: Member receives a birthday mailer during his or her birth month to seek the relevant 
services according to the member’s age and gender. Adults are sent an annual wellness visit 
reminder. 


• EPSDT Monthly Reminder of Overdue Services: Members who are 90 days past‐due for specific 
EPSDT services receive a reminder mailer to complete relevant services. 


• EPSDT Physician Monthly Reminder Overdue Services: PCP receives a report of assigned 
members who are overdue for EPSDT services. 


• Member Reminder Program through VOXIVA: Members receive interactive automated voice 
response calls from VOXIVA, a health and wellness company, to remind members of important 
health information and required screenings. 


• My Wellness Guide: Members have access to a smart phone-based member engagement solution 
managed by Medicaid Digital Solutions, which tracks fitness activities for members.  


• Incentives: Member and provider incentive programs continue.  
• Pursuant Health: Members use kiosks at Walmart, Safeway, and other retail venues to complete 


health risk assessments or obtain flu shots. Members receive incentives by scanning the receipt from 
the activity they completed at the kiosk. The incentive can be used immediately in the store. The 
service allows blood pressure checks, body mass index and weight management, smoking cessation, 
and stress management assessments, and members may stay engaged through email, text, and digital 
ads. 
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3. Description of EQR Activities 


Mandatory Activities 


In accordance with 42 CFR §438.356, the DHCFP contracted with HSAG as the EQRO for the State of 
Nevada to conduct the mandatory EQR activities as set forth in 42 CFR §438.358. In SFY 2016–2017, 
HSAG conducted the following mandatory EQR activities for the Nevada Medicaid and Nevada Check 
Up programs:  


• Compliance monitoring evaluation: SFY 2014–2015 initiated a new three-year review cycle of 
Internal Quality Assurance Program review of compliance. SFY 2015–2016 was the second year of 
the cycle. In SFY 2015–2016, HSAG reviewed each of the corrective action plans that resulted from 
the compliance review activities and assisted the DHCFP staff with clarifying program requirements 
for the MCOs. SFY 2016–2017 was the third year of the three-year cycle during which HSAG 
worked with the DHCFP to plan the next cycle of reviews that will begin in SFY 2017–2018. 


• Validation of performance measures: HSAG validated each of the performance measures 
identified by the State to evaluate their accuracy as reported by, or on behalf of, the MCOs.  


• Validation of PIPs: HSAG validated the MCOs’ PIPs to determine if they were designed to 
achieve, through ongoing measurement and intervention, significant and sustained improvement in 
clinical and nonclinical care. HSAG also evaluated if the PIPs would have a favorable effect on 
health outcomes and enrollee satisfaction.  


Optional Activities 


HSAG provided technical assistance, upon request, to the DHCFP and the MCOs in areas related to 
performance measures, PIPs, compliance, and quality improvement. In addition, HSAG performed the 
following activities at the request of the DHCFP: 


• Evaluated the State’s Quality Strategy and the managed care program’s achievement of the goals and 
objectives identified in the strategy. HSAG’s evaluation of the activities that occurred in support of 
the State’s Quality Strategy is presented in Section 2.  


• Provided an analysis of the results of CAHPS activities conducted by the MCOs, which is presented 
in Section 7. 


• Provided technical assistance to the DHCFP with activities related to the Nevada Comprehensive 
Care Waiver (NCCW) program, which is the fee-for-service care management program that resulted 
from Nevada’s section 1115(a) Medicaid research and demonstration waiver that was approved by 
CMS. The DHCFP contracted with a care management organization (CMO) to provide care 
management services to the enrolled population. The CMO’s care management program is called the 
Health Care Guidance Program (HCGP). HSAG’s technical assistance activities included: 
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– Evaluating the HCGP Quality Strategy, which was developed in response to the requirements 
included in the 1115 Research and Demonstration Waiver special terms and conditions. 


– Participating in quarterly meetings with the HCGP vendor to ensure that quality-related activities 
remain on track. HSAG also developed a set of quality modules that the HCGP vendor must use 
to guide its quality-related presentations during the quarterly meetings. 


– Performing source code review of the programming code used to calculate pay for performance 
(P4P) measures used for the NCCW program, which are calculated by the DHCFP’s actuary.  


– Performing a performance measure validation audit of non-P4P measures used to monitor the 
HCGP’s progress in achieving the goals and objectives of the NCCW demonstration waiver, 
which is presented in Section 8. 


The DHCFP’s EQR contract with HSAG did not require HSAG to conduct or analyze and report results, 
conclusions, or recommendations from any other CMS-defined optional activities.  
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4. Internal Quality Assurance Program (IQAP) Review—SFY 2016–2017 


Overview 


According to 42 CFR §438.358, which describes the activities related to external quality reviews, a state 
or its EQRO must conduct a review within a three-year period to determine a Medicaid MCO’s 
compliance with federal standards and standards established by the state for access to care, structure and 
operations, and quality measurement and improvement. To meet this requirement, the DHCFP 
contracted with HSAG to perform a comprehensive review of compliance with State and federal 
standards for Amerigroup and HPN in SFY 2014–2015, which initiated a new three-year cycle of 
Internal Quality Assurance Program (IQAP) Review of Compliance.  


SFY 2016–2017 was the third year of the three-year cycle of reviews for Nevada; all activities 
conducted in the previous two years are complete. SFY 2017–2018 initiates a new three-year cycle of 
reviews. HSAG will report on the SFY 2017–2018 IQAP results in the SFY 2017–2018 EQR technical 
report. 
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5. Validation of Performance Measures—NCQA HEDIS Compliance Audit—
SFY 2016–2017 


The DHCFP requires the MCOs to submit performance measurement data as part of their quality 
assessment and performance improvement programs for the Medicaid and Nevada Check Up 
populations. Validating the MCOs’ performance measures is one of the federally required external 
quality review (EQR) activities described in 42 CFR §438.358(b)(2). To comply with this requirement, 
the DHCFP contracted with HSAG to validate the performance measures through NCQA HEDIS 
Compliance Audits. These audits focused on the ability of the MCOs to process claims and encounter 
data, pharmacy data, laboratory data, enrollment (or membership) data, and provider data accurately. As 
part of the audits, HSAG also explored the issue of completeness of claims and encounter data to 
improve rates for the performance measures.  


The following section provides summary information from the NCQA HEDIS Compliance Audits 
conducted by HSAG for HPN and Amerigroup. Further details regarding the results from the 2017 
audits may be found in the July 2017 NCQA HEDIS Compliance Audit Final Report of Findings.  


Of note, the DHCFP expanded Medicaid coverage in January 2014 to persons with incomes up to 138 
percent of the federal poverty level, which was allowed under the Affordable Care Act. The majority of 
newly eligible persons resided in the managed care catchment areas; therefore, both MCOs experienced 
significant increases in enrollment since January 2014.  


Objectives 


The objectives of the NCQA HEDIS Compliance Audit were to assess the performance of the MCOs 
with respect to the HEDIS 2017 Technical Specifications and to review their performance on the HEDIS 
measures. The audits incorporated two main components: 


• A detailed assessment of the MCO’s information system (IS) capabilities for collecting, analyzing, 
and reporting HEDIS information. 


• A review of the specific reporting methods used for HEDIS measures, including databases and files 
used to store HEDIS information; medical record abstraction tools and abstraction procedures used; 
certified measure status; and any manual processes employed in HEDIS 2017 data production and 
reporting. The audit included any data collection and reporting processes supplied by vendors, 
contractors, or third parties, as well as the MCO’s oversight of these outsourced functions. 


The HEDIS performance review evaluated the strengths and weaknesses of the MCOs in achieving 
compliance with HEDIS measures. 


Table 5–1 lists the required HEDIS 2017 measures for the Medicaid and Nevada Check Up populations. 
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Table 5–1—Required HEDIS 2017 Measures  


HEDIS Measure Medicaid 
Population 


Nevada 
Check-Up 


Population 


Access to Care 
Children and Adolescents’ Access to Primary Care Practitioners 
(CAP)—Ages 12–24 Months, Ages 25 Months–6 Years, Ages 7–11 Years, 
and Ages 12–19 Years 


√ √ 


Annual Dental Visit (ADV)—Total √ √ 
Children’s Preventive Care 
Adolescent Well-Care Visits (AWC)—Adolescent Well-Care Visits √ √ 
Childhood Immunization Status (CIS)—Combinations 2–10 √ √ 
Immunizations for Adolescents (IMA)—Combination 1 (Meningococcal, 
Tdap) and Combination 2 (Meningococcal, Tdap, HPV) √ √ 


Well-Child Visits in the First 15 Months of Life (W15)—Six or More 
Well-Child Visits √ √ 


Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life 
(W34) √ √ 


Weight Assessment and Counseling for Nutrition and Physical Activity for 
Children/Adolescents (WCC)—BMI Percentile—Total, Counseling for 
Nutrition—Total, and Counseling for Physical Activity—Total 


√ √ 


Maternity Care 
Prenatal and Postpartum Care (PPC)—Timeliness of Prenatal Care and 
Postpartum Care √  


Frequency of Ongoing Prenatal Care (FPC)—<21 Percent of Expected 
Visits and >81 Percent of Expected Visits √  


Care for Chronic Conditions 
Comprehensive Diabetes Care (CDC)—Hemoglobin A1c (HbA1c) 
Testing, HbA1c Poor Control (>9.0%), HbA1c Control (<8.0%), Eye 
Exam (Retinal) Performed, Medical Attention for Nephropathy, and 
Blood Pressure Control (<140/90 mm Hg) 


√  


Medication Management for People with Asthma (MMA)—Medication 
Compliance 50%—Total and Medication Compliance 75%—Total √ √ 


Behavioral Health 
Follow-Up After Hospitalization for Mental Illness (FUH)—7-Day 
Follow-Up and 30-Day Follow-Up √ √ 


Follow-Up Care for Children Prescribed ADHD Medication (ADD)—
Initiation Phase and Continuation and Maintenance Phase √ √ 


Use of Multiple Concurrent Antipsychotics in Children and Adolescents 
(APC)—Total √ √ 
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HEDIS Measure Medicaid 
Population 


Nevada 
Check-Up 


Population 


Utilization and Diversity of Membership 
Mental Health Utilization (MPT)—Any Service (Total), Inpatient (Total), 
Intensive Outpatient or Partial Hospitalization (Total), and Outpatient or 
Emergency Department (ED) (Total) 


√ √ 


Ambulatory Care (AMB)—Outpatient Visits—Total and ED Visits—Total √ √ 


Plan-Specific Findings—Amerigroup 


A detailed review of the 2017 performance reports submitted by Amerigroup determined that the rates 
were prepared according to the HEDIS 2017 Technical Specifications for all of the audited measures. 
Audits of IS capabilities for accurate HEDIS reporting found that Amerigroup was compliant with the 
standards assessed, as follows:  


• Amerigroup was fully compliant with IS standard 1.0 and continued to receive paper and 
electronic claims daily. Amerigroup’s document management group received paper claims, 
entered them into the system, and sent them to Smart Data Solutions for scanning or keying. 
Electronic claims were received from Change Health Care, Availity, and Smart Data Solutions. 
Providers also had the ability to submit directly to Amerigroup. Excellent reconciliation 
processes continued in place to ensure that all transmission processes were accurate and 
complete. Front-end business edits were in place within Amerigroup’s claims processing 
system, Facets, to ensure accuracy of submitted claims. Accepted claims were loaded into 
Facets for adjudication. Facets captured all medical codes required for HEDIS reporting. There 
were no nonstandard codes or forms accepted during the measurement year. Amerigroup 
performed an on-site demonstration of Facets and identified the necessary edits to ensure 
accuracy. Accuracy results for the measurement year exceeded Amerigroup’s established 
standards and there was no backlog of processing claims during the measurement year. 
Financial and procedural audits were in place and reached 99 percent for the measurement year. 
All providers were fee-for-service, so data completeness was not a concern. Pharmacy data 
were received from the State's vendor, Express Scripts, during the measurement year and there 
were no issues with receipt of these data. Vision data were received from DentaQuest and 
dental data from Scion Dental. Data were tracked and trended throughout the measurement 
year. 


• Amerigroup was fully compliant with IS standard 2.0. It experienced an increase in enrollment 
for its Medicaid and Nevada Check Up product lines. Despite the increase, there was no 
backlog in processing enrollment data. Files were received daily in an 834 format that included 
edits and updates. Error reports were reviewed and resolved within 24 hours. Accuracy results 
met established standards. All enrollment segments were captured and while retroactivity exists, 
it does not contribute to the extent where it would be considered for continuous enrollment 
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determination. A system demonstration was performed on-site and all fields required for HEDIS 
reporting were present. 


• Amerigroup was fully compliant with IS standard 3.0. Cactus was the system that continued to 
be used to maintain credentialing data. Applications were received by the plan where primary 
source verification was conducted. Amerigroup maintains a Common Practitioner ID for 
internal tracking and uses National Provider Identifier (NPI) for claims processing. Facets was 
used to adjudicate claims and an automated process reconciled data between Cactus and Facets. 
This is an organizationally developed procedure and Amerigroup should consider it a best 
practice. There was a percentage of delegated credentialing and Amerigroup conducted the 
appropriate oversight for these providers. On-site, the Facets and Cactus systems were 
examined and all fields required for HEDIS reporting were present. 


• Amerigroup was fully compliant with IS standard 4.0. HSAG reviewed Amerigroup’s IS 4 
Roadmap pertaining to the policies and procedures for standard 4.0. The review found these 
policies and procedures to be consistent with the 4.0 requirements. Amerigroup sampled 
according to the HEDIS sampling guidelines and assigned measure-specific oversamples. A 
review of provider chase logic determined it was appropriate across the hybrid measures. For 
HEDIS 2017, Amerigroup contracted with Ciox Health, LLC, (formerly known as Enterprise 
Consulting Solutions, Inc.) to retrieve medical records. Amerigroup continued to contract with 
Inovolan for use of its Quality Spectrum Hybrid Reporter (QSHR) abstraction tool for HEDIS 
2017. HSAG participated in a live vendor demonstration of the QSHR tool and instructions. All 
fields, edits, and drop-down boxes were reviewed for accuracy against NCQA’s HEDIS 2017, 
Volume 2, Technical Specifications for Health Plans. HSAG reviewed and approved QSHR’s 
hybrid tool and instructions on January 20, 2017. Amerigroup used internal staff members to 
conduct medical record reviews and quality assurance. Staff members were sufficiently 
qualified and trained in the current year’s HEDIS Technical Specifications and the use of 
QSHR’s abstraction tools to conduct the reviews accurately. Amerigroup maintained 
appropriate quality assurance of reviews, including over-reads of all abstractions resulting in a 
numerator positive or exclusion as well as a random sample of numerator negatives. HSAG 
reviewed and approved Amerigroup’s abstraction training manual on February 8, 2017.  


• Due to significant changes in the measure specifications for IMA, a convenience sample was 
requested for Immunizations for Adolescents—Combination 2. The Immunizations for 
Adolescents—Combination 2 records passed HSAG’s review.  


• Amerigroup passed the medical record review validation (MRRV) process for the following 
measure groups:  
– Group A: Biometrics (BMI, BP) and Maternity—Comprehensive Diabetes Care—Blood Pressure 


Control (<140/90 mm Hg)  
– Group B: Anticipatory Guidance and Counseling—Weight Assessment and Counseling for 


Nutrition and Physical Activity for Children/Adolescents—Counseling for Physical Activity 
– Group C: Laboratory—Comprehensive Diabetes Care—HbA1c Poor Control (>9.0%)  
– Group D: Immunizations and Other Screenings—Immunizations for Adolescents—Combination 2  


Response to Request for Proposal 3491 – Health Services Advisory Group, Inc. VIII.89







 
 


VALIDATION OF PERFORMANCE MEASURES—NCQA HEDIS COMPLIANCE 
AUDIT—SFY 2016–2017 


 


  
2016–2017 Nevada External Quality Review Technical Report  Page 5-5 
State of Nevada  NV2016-17_EQR_TechRpt_F1_1017 


• Amerigroup was fully compliant with IS standard 5.0. Amerigroup presented four standard 
supplemental databases—EPSDT Immunization Registry, CPL, LabCorp, and Quest—which 
were approved to use for HEDIS 2017 reporting. Roadmap Section 5 for each database was 
provided and reviewed; there were no concerns with any of the data sources. On-site, data 
sources were examined and all required fields for HEDIS reporting were present. Supplemental 
data impact reports were received in accordance with final rate production. Amerigroup did not 
submit any nonstandard supplemental databases for HEDIS 2017 reporting. 


• Amerigroup was fully compliant with IS standard 7.0. Amerigroup continued to use Inovolan’s 
Quality Spectrum Insight software for HEDIS measure reporting. The software was maintained 
with Amerigroup and upgrades and patches were applied appropriately. The warehouse was 
examined on-site and the file structure fully supported HEDIS reporting. File transfer logs were 
used to monitor data integration from various sources and reconciled appropriately. There were 
no variances in the file transfer logs examined on-site. Primary source verification (Query 3) 
was conducted on-site for the Follow-Up After Hospitalization for Mental Illness (FUH) 
measure and no issues were identified. All Tier 2 and Tier 4 warnings were resolved, where 
applicable, before rates were finalized. All measures under the scope of the audit received a 
Reportable designation. 


Medicaid Results 


The Medicaid HEDIS 2015, 2016, and 2017 rates for Amerigroup are presented in Table 5–2, along 
with HEDIS 2015 to HEDIS 2017 rate comparisons. For measures for which lower rates suggest better 
performance (i.e., Frequency of Ongoing Prenatal Care—<21 Percent of Expected Visits; 
Comprehensive Diabetes Care—HbA1c Poor Control (>9.0%); Use of Multiple Concurrent 
Antipsychotics in Children and Adolescents—Total; and Ambulatory Care—Total—Emergency 
Department [ED] Visits—Total), a decrease in the rate from 2015 to 2017 represents performance 
improvement and an increase in the rate from 2015 to 2017 represents performance decline. Since 
measures in the Utilization and Diversity of Membership measure domain are designed to capture the 
frequency of services provided by the MCOs and characteristics of the population served by the MCO, 
higher or lower rates in this domain do not necessarily indicate better or worse performance. These rates 
are provided for information purposes only. 
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Table 5–2—Medicaid HEDIS Performance Measures Results for Amerigroup 


HEDIS Measure 
HEDIS 
2015 
Rate 


HEDIS 
2016 
Rate 


HEDIS 
2017 
Rate 


2015–2017 
Rate 


Comparison 


Access to Care     


Children and Adolescents’ Access to Primary Care Practitioners (CAP)     


Ages 12–24 Months 91.14% 94.15% 93.83% 2.69 


Ages 25 Months–6 Years 81.30% 83.55% 82.25% 0.95 


Ages 7–11 Years 85.60% 87.12% 86.59% 0.99 


Ages 12–19 Years 81.53% 83.76% 82.95% 1.42 


Annual Dental Visit (ADV)     


Total 45.62% 53.21% 51.63% 6.01 


Children’s Preventive Care     


Adolescent Well-Care Visits (AWC)     


Adolescent Well-Care Visits 42.13% 38.43% 47.69% 5.56 


Childhood Immunization Status (CIS)     


Combination 2 66.20% 73.15% 72.92% 6.72 


Combination 3 60.88% 66.67% 67.13% 6.25 


Combination 4 58.80% 65.28% 66.67% 7.87 


Combination 5 50.23% 57.18% 56.71% 6.48 


Combination 6 33.33% 32.41% 36.11% 2.78 


Combination 7 48.38% 56.48% 56.25% 7.87 


Combination 8 33.10% 32.41% 36.11% 3.01 


Combination 9 28.24% 29.63% 32.18% 3.94 


Combination 10 28.01% 29.63% 32.18% 4.17 


Immunizations for Adolescents (IMA)     


Combination 1 (Meningococcal, Tdap) — 71.93% 79.40% NC 


Combination 2 (Meningococcal, Tdap, HPV) — — 26.85% NC 


Well-Child Visits in the First 15 Months of Life (W15)     


Six or More Well-Child Visits 50.58% 52.78% 62.50% 11.92 
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HEDIS Measure 
HEDIS 
2015 
Rate 


HEDIS 
2016 
Rate 


HEDIS 
2017 
Rate 


2015–2017 
Rate 


Comparison 


Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life (W34)     


Well-Child Visits in the Third, Fourth, Fifth, and Sixth 
Years of Life 65.66% 66.33% 68.72% 3.06 


Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents (WCC)     


BMI Percentile—Total — 64.12% 70.14% NC 


Counseling for Nutrition—Total — 54.40% 62.73% NC 


Counseling for Physical Activity—Total1 — 43.75% 56.48% NC 


Maternity Care     


Prenatal and Postpartum Care (PPC)     


Timeliness of Prenatal Care 69.77% 75.41% 83.33% 13.56 


Postpartum Care 46.74% 53.16% 62.50% 15.76 


Frequency of Ongoing Prenatal Care (FPC)     


<21 Percent of Expected Visits* 15.81% 17.80% 5.56% -10.25 


≥81 Percent of Expected Visits 52.33% 56.44% 62.50% 10.17 


Care for Chronic Conditions     


Comprehensive Diabetes Care (CDC)1     


Hemoglobin A1c (HbA1c) Testing 81.90% 79.63% 81.02% -0.88 


HbA1c Poor Control (>9.0%)* 46.40% 46.76% 46.30% -0.10 


HbA1c Control (<8.0%) 43.16% 46.30% 45.60% 2.44 


Eye Exam (Retinal) Performed 55.45% 55.09% 59.49% 4.04 


Medical Attention for Nephropathy 75.17% 89.58% 90.28% 15.11 


Blood Pressure Control (<140/90 mm Hg) 62.18% 55.32% 61.11% -1.07 


Medication Management for People with Asthma (MMA)     


Medication Compliance 50%—Total — 50.22% 56.19% NC 


Medication Compliance 75%—Total — 26.84% 32.16% NC 


Behavioral Health     


Follow-Up After Hospitalization for Mental Illness (FUH)     


7-Day Follow-Up 53.02% 52.99% 79.81% 26.79 


30-Day Follow-Up 63.14% 64.55% 84.98% 21.84 
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HEDIS Measure 
HEDIS 
2015 
Rate 


HEDIS 
2016 
Rate 


HEDIS 
2017 
Rate 


2015–2017 
Rate 


Comparison 


Follow-Up Care for Children Prescribed ADHD Medication (ADD)     


Initiation Phase — 36.68% 43.51% NC 


Continuation and Maintenance Phase — 40.91% 64.91% NC 


Use of Multiple Concurrent Antipsychotics in Children and Adolescents (APC)2,*     


Total — 0.00% 3.74% NC 


Utilization and Diversity of Membership     


Mental Health Utilization (MPT)     


Any Service (Total) 5.79% 7.21% 8.63% 2.84 


Inpatient (Total) 0.42% 1.18% 1.16% 0.74 


Intensive Outpatient or Partial Hospitalization (Total) 0.13% 0.28% 0.24% 0.11 


Outpatient, ED, or Telehealth (Total) 5.67% 7.01% 8.50% 2.83 


Ambulatory Care (AMB)—Total      


Outpatient Visits—Total 286.25 294.01 287.09 0.84 


ED Visits—Total* 53.27 55.08 54.02 0.75 
1 Due to changes in NCQA’s HEDIS 2016 technical specifications for this measure, exercise caution when comparing HEDIS 2015 to 


HEDIS 2016 and 2017 rates. 
2 Due to changes in NCQA’s HEDIS 2017 technical specifications for this measure, exercise caution when comparing HEDIS 2017 to 


prior years’ rates. 
* A lower rate indicates better performance for this measure. 
— Indicates the rate is not presented in the table above because reporting the measure was not required for the respective reporting 


year. 
NC (i.e., Not Compared) indicates the HEDIS 2015 and HEDIS 2017 rates were not available for comparison. 


Amerigroup’s performance improved from HEDIS 2015 to HEDIS 2017 in several areas, including 
dental care and immunizations for children, well-child visits for infants, well-care visits for adolescents, 
prenatal and postpartum care, and timely follow-up care for members hospitalized for mental illness. 
The most notable increase was in Follow-Up After Hospitalization for Mental Illness, where the seven-
day follow-up had a 26.79 percentage point increase and the 30-day follow-up had a 21.84 percentage 
point increase. Based on comparisons from HEDIS 2015 to HEDIS 2017, none of Amerigroup’s 
Medicaid rates demonstrated a notable decline in performance (i.e., a decline of greater than 5 
percentage points between the HEDIS 2015 and 2017 rates).  
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Nevada Check Up Results 


The Nevada Check Up HEDIS 2015, 2016, and 2017 rates for Amerigroup are presented in Table 5–3, 
along with HEDIS 2015 to HEDIS 2017 rate comparisons. For measures for which lower rates suggest 
better performance (i.e., Use of Multiple Concurrent Antipsychotics in Children and Adolescents—Total 
and Ambulatory Care—Total—Emergency Department [ED] Visits—Total), a decrease in the rate from 
2015 to 2017 represents performance improvement and an increase in the rate from 2015 to 2017 
represents performance decline. Since measures in the Utilization and Diversity of Membership measure 
domain are designed to capture the frequency of services provided by the MCOs and characteristics of 
the population served by the MCO, higher or lower rates in this domain do not necessarily indicate 
better or worse performance. These rates are provided for information purposes only.  


Table 5–3—Nevada Check Up HEDIS Performance Measures Results for Amerigroup 


HEDIS Measure 
HEDIS 
2015 
Rate 


HEDIS 
2016 
Rate 


HEDIS 
2017 
Rate 


2015–2017 
Rate 


Comparison 


Access to Care     


Children and Adolescents’ Access to Primary Care Practitioners (CAP)     


Ages 12–24 Months 95.83% 98.73% 98.18% 2.35 


Ages 25 Months–6 Years 90.48% 89.53% 89.45% -1.03 


Ages 7–11 Years 92.62% 92.91% 91.83% -0.79 


Ages 12–19 Years 92.18% 88.95% 91.08% -1.10 


Annual Dental Visit (ADV)     


Total 64.48% 67.05% 67.81% 3.33 


Children’s Preventive Care     


Adolescent Well-Care Visits (AWC)     


Adolescent Well-Care Visits 56.48% 56.34% 60.88% 4.40 


Childhood Immunization Status (CIS)     


Combination 2 74.55% 85.90% 91.16% 16.61 


Combination 3 73.64% 78.21% 82.87% 9.23 


Combination 4 73.64% 77.56% 81.22% 7.58 


Combination 5 54.55% 68.59% 72.93% 18.38 


Combination 6 45.45% 46.79% 47.51% 2.06 


Combination 7 54.55% 67.95% 72.38% 17.83 


Combination 8 45.45% 46.79% 47.51% 2.06 
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HEDIS Measure 
HEDIS 
2015 
Rate 


HEDIS 
2016 
Rate 


HEDIS 
2017 
Rate 


2015–2017 
Rate 


Comparison 


Combination 9 32.73% 42.95% 44.75% 12.02 


Combination 10 32.73% 42.95% 44.75% 12.02 


Immunizations for Adolescents (IMA)     


Combination 1 (Meningococcal, Tdap) — 81.61% 83.61% NC 


Combination 2 (Meningococcal, Tdap, HPV) — — 38.46% NC 


Well-Child Visits in the First 15 Months of Life (W15)     


Six or More Well-Child Visits 70.37% 78.05% 78.92% 8.55 


Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life (W34)     


Well-Child Visits in the Third, Fourth, Fifth, and Sixth 
Years of Life 71.30% 70.28% 76.16% 4.86 


Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents (WCC) 


    


BMI Percentile—Total — 62.04% 71.30% NC 


Counseling for Nutrition—Total — 55.56% 65.28% NC 


Counseling for Physical Activity—Total1 — 47.69% 59.72% NC 


Care for Chronic Conditions     


Medication Management for People with Asthma (MMA)     


Medication Compliance 50%—Total — 47.76% 58.43% NC 


Medication Compliance 75%—Total — 26.87% 24.72% NC 


Behavioral Health     


Follow-Up After Hospitalization for Mental Illness (FUH)     


7-Day Follow-Up NA 84.85% 82.50% NC 


30-Day Follow-Up NA 93.94% 97.50% NC 


Follow-Up Care for Children Prescribed ADHD Medication (ADD)     


Initiation Phase — NA 41.67% NC 


Continuation and Maintenance Phase — NA NA NC 


Use of Multiple Concurrent Antipsychotics in Children and Adolescents (APC)2,*     


Total — NA NA NC 
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HEDIS Measure 
HEDIS 
2015 
Rate 


HEDIS 
2016 
Rate 


HEDIS 
2017 
Rate 


2015–2017 
Rate 


Comparison 


Utilization and Diversity of Membership     


Mental Health Utilization (MPT)     


Any Service (Total) 4.31% 5.76% 5.68% 1.37 


Inpatient (Total) 0.33% 0.46% 0.42% 0.09 


Intensive Outpatient or Partial Hospitalization (Total) 0.18% 0.32% 0.16% -0.02 


Outpatient, ED, or Telehealth (Total) 4.23% 5.69% 5.64% 1.41 


Ambulatory Care (AMB)—Total     


Outpatient Visits—Total 268.54 263.50 258.30 -10.24 


ED Visits—Total* 23.94 26.14 26.30 2.36 
1 Due to changes in NCQA’s HEDIS 2016 technical specifications for this measure, exercise caution when comparing HEDIS 2015 to 


HEDIS 2016 and 2017 rates. 
2 Due to changes in NCQA’s HEDIS 2017 technical specifications for this measure, exercise caution when comparing HEDIS 2017 to 


prior years’ rates. 
* A lower rate indicates better performance for this measure. 
— Indicates the rate is not presented in the table above because reporting the measure was not required for the respective reporting 


year. 
NC (i.e., Not Compared) indicates the HEDIS 2015 and HEDIS 2017 rates were not available for comparison. 
NA (i.e., Not Applicable due to a small denominator) indicates the health plan followed the specifications, but the denominator was too 


small (<30) to report a valid rate. 


Amerigroup’s performance improved from HEDIS 2015 to HEDIS 2017 in the areas of immunizations 
for children and well-child visits for infants. Based on comparisons from HEDIS 2015 to HEDIS 2017, 
none of Amerigroup’s Nevada Check Up rates demonstrated a notable decline in performance (i.e., a 
decline of greater than 5 percentage points between the HEDIS 2015 and 2017 rates).  


Summary of Amerigroup Strengths 


The following Medicaid performance measure indicators were identified as emerging improvement for 
Amerigroup based on rate improvements greater than 5 percentage points from HEDIS 2015 to HEDIS 
2017: 


• Annual Dental Visit—Total 
• Adolescent Well-Care Visits 
• Childhood Immunization Status—Combinations 2, 3, 4, 5, and 7 
• Well-Child Visits in the First 15 Months of Life—Six or More Well-Child Visits 
• Prenatal and Postpartum Care—Timeliness of Prenatal Care and Postpartum Care 
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• Frequency of Ongoing Prenatal Care—<21 Percent of Expected Visits and ≥81 Percent of Expected 
Visits 


• Comprehensive Diabetes Care—Medical Attention for Nephropathy5-1 
• Follow-Up After Hospitalization for Mental Illness—7-Day Follow-Up and 30-Day Follow-Up 


The following Nevada Check Up performance measure indicators were identified as emerging 
improvement for Amerigroup based on rate improvements greater than 5 percentage points from 
HEDIS 2015 to HEDIS 2017: 


• Childhood Immunization Status—Combinations 2, 3, 4, 5, 7, 9, and 10 
• Well-Child Visits in the First 15 Months of Life—Six or More Well-Child Visits 


Summary of Amerigroup Opportunities for Improvement 


None of the Medicaid or Nevada Check Up performance measure rates for Amerigroup demonstrated a 
decline in performance of greater than 5 percentage points from HEDIS 2015 to HEDIS 2017. 


Plan-Specific Findings—HPN 


A detailed review of the 2017 performance reports submitted by HPN determined that the reports were 
prepared according to the HEDIS 2017 Technical Specifications for all of the audited measures, which 
are listed in Appendix A. Audits of IS capabilities for accurate HEDIS reporting found that HPN was 
compliant with the standards assessed, as follows: 


• HPN was fully compliant with IS standard 1.0 for medical services data. HPN continued to use 
the Facets system for claims and encounter data processing. Only standard codes and standard 
forms were accepted, and data entry processes were effective and efficient and they assured 
timely, accurate entry into the system. HPN continued to increase auto-adjudication, and 
approximately 79 percent of the claims and encounters were auto-adjudicated. The Facets 
system captured the rendering provider even for claims submitted by federally qualified health 
centers. Most claims that HPN received were electronic claims (electronic data interchange 
[EDI]). HPN had appropriate procedures to receive and monitor the EDI submissions. The HPN 
staff monitored and trended volume routinely to ensure data completeness. In addition to 
monitoring data completeness, HPN had appropriate validation processes to ensure accurate 
claims and encounter data submission. Pharmacy data were obtained from Optum Rx, while lab 
data came from Quest. HPN also had appropriate processes in place to oversee these vendors, 
including review of submitted data and monitoring of contract standards. There were no issues 
identified with the medical services data. 


                                                 
5-1 Due to changes in NCQA’s HEDIS 2016 technical specifications for this measure, exercise caution when comparing 


HEDIS 2015 to HEDIS 2016 and 2017 rates. 
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• HPN was fully compliant with IS standard 2.0 for enrollment data. The enrollment data 
processes have been consistent for many years and there were no changes in them during 2016.  
HPN received membership data from the State’s vendor and these data were fully reconciled 
each month. HPN had processes to assure timely and accurate loading of membership data. 
HPN tracked members using the system-issued number. This allowed linkage of data if a 
member lost and regained eligibility. HPN also had the ability to link members who switched 
product lines. For newborns, the State initially provided a file with the mother and an unborn 
baby identified for enrollment. Once the baby’s birth was reported, the new enrollment file was 
updated to include the baby’s new ID. There appeared to be no issues with linking the 
appropriate claims back to the newborn’s record using the system ID. Several years ago the 
State encountered a technical issue with the enrollment files that has continued to cause some 
members to drop off the files each month. As a result, HPN had to manually correct 
approximately 200 member enrollments each month in 2016. Since HPN continued to work 
these adjustments manually each month, there was no impact to the HEDIS eligible 
populations.  


• HPN was fully compliant with IS standard 3.0 for practitioner data. HPN had an increase of 
nearly 400 providers during 2016. It continued to use the Cactus software for provider 
credentialing and to determine provider types and specialties. All provider-related data elements 
required for the Medicaid HEDIS measures under the scope of the audit were captured and 
verified within the systems. The credentialing data were directly entered into Facets using the 
add-change-track (ACT) form, and then verified against the source data (Cactus). There were no 
issues identified and HPN was able to distinguish provider types and specialties as required for 
HEDIS reporting. Since the Board Certification measure was not included in the scope of the 
audit, credentialing and recredentialing were not reviewed.  


• HPN was fully compliant with IS standard 4.0. HSAG reviewed HPN’s IS 4 Roadmap 
pertaining to the policies and procedures for IS 4.0. The roadmap review found these policies 
and procedures to be consistent with the IS 4.0 requirements. HPN sampled according to the 
HEDIS sampling guidelines and assigned measure-specific oversamples. A review determined 
that provider chase logic was appropriate across the hybrid measures. HPN staff members 
procured and abstracted medical records using the Verscend Technologies, Inc. (Verscend’s) 
hybrid medical record abstraction tools. HSAG participated in a live demonstration of the 
Verscend tools and instructions. All fields, edits, and drop-down boxes were reviewed for 
accuracy against NCQA’s HEDIS 2017, Volume 2, Technical Specifications for Health Plans. 
HSAG reviewed and approved the Verscend tools and instructions on January 6, 2017. HPN 
used internal staff members to conduct medical record reviews and quality assurance. Staff 
members were sufficiently qualified and trained in the current year’s HEDIS Technical 
Specifications and the use of HPN’s abstraction tools to conduct medical record reviews 
accurately. HPN maintained appropriate quality assurance of reviews, including over-reads of 
all abstractions resulting in numerator positives or exclusions, and a random sample of 
numerator negatives.  


• HPN passed the MRRV in 2016 and did not make any significant changes to its staff, systems, 
or processes used for medical record review in 2017; therefore, a convenience sample was not 
required. 
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• HPN passed the MRRV process for the following measures and corresponding measure groups:  
– Group A: Biometrics (BMI, BP) and Maternity—Prenatal and Postpartum Care—


Postpartum Care 
– Group B: Anticipatory Guidance and Counseling—Weight Assessment and Counseling for 


Nutrition and Physical Activity for Children/Adolescents—Counseling for Nutrition (12–17 
Years) 


– Group C: Laboratory—Comprehensive Diabetes Care—HbA1c Control <8.0% 
– Group C: Laboratory—Comprehensive Diabetes Care—HbA1c Testing 
– Group C: Laboratory—Comprehensive Diabetes Care—HbA1c Poor Control >9.0% 
– Group C: Laboratory—Comprehensive Diabetes Care—Medical Attention for Nephropathy 
– Group D: Immunizations and Other Screenings—Immunizations for Adolescents—


Combination 2 
– Group F: Exclusions—All medical record exclusions 


• HPN was fully compliant with IS standard 5.0 for supplemental data. HPN received laboratory 
data from Allscripts and Quest, and immunization registry data from the State. All of these 
databases were considered external, standard data. HPN had processes for data receipt, 
processing, and loading into the HEDIS vendor’s software. HPN provided all the required 
supporting documentation for the standard databases and identified a nonstandard database, 
Touchworks, to use for reporting. This database contained one member for the Comprehensive 
Diabetes Care—Eye Exam measure. The one case was reviewed and passed the data validation 
process. There were no issues identified with any of the supplemental data and all standard and 
nonstandard databases were approved for HEDIS 2017 reporting.  


• HPN was fully compliant with IS standard 7.0 for data integration. HPN used Verscend 
(formerly Verisk) to calculate its HEDIS rates. The data integration process has been consistent 
for many years. Data were loaded from Facets and the Corporate Reporting Database (CRD) 
directly into Kramer, the data warehouse repository. These data were then loaded into the 
Verscend software. Reports were generated during each load process to ensure accurate and 
complete data were captured. Additional reports were generated monthly to compare data in 
Kramer versus data in Verscend, as well as data in Kramer versus data in Facets and CRD. This 
high-level reporting system helped to ensure the appropriateness of the data and the accuracy of 
the data transfers.  
Query 3, primary source verification, was conducted on-site for 25 cases across several 
measures and no issues were identified. In addition, preliminary rates were reviewed prior to 
and during the on-site audit. Comprehensive Diabetes Care—Blood Pressure Control (<140/90 
mm Hg) rates appeared low; HPN acknowledged it was having difficulties improving the rates 
for this measure. Other rates that appeared low did not yet have medical record data 
incorporated. In general, Nevada Check Up rates were higher than the corresponding rates for 
Nevada Medicaid. A formal preliminary rate review was conducted after the on-site audit and 
rates appeared reasonable. The final rate review did not identify any issues and the patient level 
detail file matched the reported rates. Overall, there were no issues identified with the data 
integration process. Therefore, all of the rates were approved for reporting. 
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Medicaid Results 


The Medicaid HEDIS 2015, 2016, and 2017 rates for HPN are presented in Table 5–4, along with 
HEDIS 2015 to HEDIS 2017 rate comparisons. For measures for which lower rates suggest better 
performance (i.e., Frequency of Ongoing Prenatal Care—<21 Percent of Expected Visits; 
Comprehensive Diabetes Care—HbA1c Poor Control (>9.0%); Use of Multiple Concurrent 
Antipsychotics in Children and Adolescents—Total; and Ambulatory Care—Total—Emergency 
Department [ED] Visits—Total), a decrease in the rate from 2015 to 2017 represents performance 
improvement and an increase in the rate from 2015 to 2017 represents performance decline. Since 
measures in the Utilization and Diversity of Membership measure domain are designed to capture the 
frequency of services provided by the MCOs as well as characteristics of the population served by the 
MCO, higher or lower rates in this domain do not necessarily indicate better or worse performance. 
These rates are provided for information purposes only.  


Table 5–4—Medicaid HEDIS Performance Measures Results for HPN 


HEDIS Measure 
HEDIS 
2015 
Rate 


HEDIS 
2016 
Rate 


HEDIS 
2017 
Rate 


2015–2017 
Rate 


Comparison 


Access to Care     


Children and Adolescents’ Access to Primary Care Practitioners (CAP)      


Ages 12–24 Months 91.42% 94.80% 95.17% 3.75 


Ages 25 Months–6 Years 79.24% 84.29% 83.81% 4.57 


Ages 7–11 Years 83.93% 87.36% 87.57% 3.64 


Ages 12–19 Years 80.80% 85.21% 85.51% 4.71 


Annual Dental Visit (ADV)     


Total 51.12% 55.03% 53.85% 2.73 


Children’s Preventive Care     


Adolescent Well-Care Visits (AWC)     


Adolescent Well-Care Visits 37.47% 44.04% 44.77% 7.30 


Childhood Immunization Status (CIS)     


Combination 2 70.80% 74.94% 73.72% 2.92 


Combination 3 66.18% 70.32% 71.05% 4.87 


Combination 4 66.18% 70.07% 71.05% 4.87 


Combination 5 53.04% 55.72% 61.07% 8.03 


Combination 6 39.42% 38.44% 34.79% -4.63 


Combination 7 53.04% 55.72% 61.07% 8.03 
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HEDIS Measure 
HEDIS 
2015 
Rate 


HEDIS 
2016 
Rate 


HEDIS 
2017 
Rate 


2015–2017 
Rate 


Comparison 


Combination 8 39.42% 38.44% 34.79% -4.63 


Combination 9 32.36% 31.14% 30.41% -1.95 


Combination 10 32.36% 31.14% 30.41% -1.95 


Immunizations for Adolescents (IMA)     


Combination 1 (Meningococcal, Tdap) — 79.81% 80.78% NC 


Combination 2 (Meningococcal, Tdap, HPV) — — 27.49% NC 


Well-Child Visits in the First 15 Months of Life (W15)     


Six or More Well-Child Visits 51.58% 53.77% 62.77% 11.19 


Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life (W34)     


Well-Child Visits in the Third, Fourth, Fifth, and 
Sixth Years of Life 60.83% 64.48% 65.21% 4.38 


Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents 
(WCC)     


BMI Percentile—Total — 70.32% 71.78% NC 


Counseling for Nutrition—Total — 57.91% 62.29% NC 


Counseling for Physical Activity—Total1 — 52.07% 59.61% NC 


Maternity Care     


Prenatal and Postpartum Care (PPC)     


Timeliness of Prenatal Care 77.62% 73.97% 72.75% -4.87 


Postpartum Care 58.88% 57.18% 59.12% 0.24 


Frequency of Ongoing Prenatal Care (FPC)     


<21 Percent of Expected Visits* 17.03% 14.60% 11.19% -5.84 


≥81 Percent of Expected Visits 51.34% 52.07% 60.83% 9.49 


Care for Chronic Conditions     


Comprehensive Diabetes Care (CDC)1     


Hemoglobin A1c (HbA1c) Testing 84.18% 85.64% 82.73% -1.45 


HbA1c Poor Control (>9.0%)* 44.53% 45.74% 42.82% -1.71 


HbA1c Control (<8.0%) 43.80% 46.47% 48.42% 4.62 


Eye Exam (Retinal) Performed 55.96% 56.93% 61.31% 5.35 
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HEDIS Measure 
HEDIS 
2015 
Rate 


HEDIS 
2016 
Rate 


HEDIS 
2017 
Rate 


2015–2017 
Rate 


Comparison 


Medical Attention for Nephropathy 82.73% 92.21% 90.75% 8.02 


Blood Pressure Control (<140/90 mm Hg) 70.32% 60.83% 50.36% -19.96 


Medication Management for People with Asthma (MMA)     


Medication Compliance 50%—Total — 46.96% 53.37% NC 


Medication Compliance 75%—Total — 24.14% 32.81% NC 


Behavioral Health     


Follow-Up After Hospitalization for Mental Illness (FUH)     


7-Day Follow-Up 48.49% 56.51% 79.16% 30.67 


30-Day Follow-Up 66.89% 69.41% 84.20% 17.31 


Follow-Up Care for Children Prescribed ADHD Medication (ADD)     


Initiation Phase — 46.65% 43.68% NC 


Continuation and Maintenance Phase — 58.02% 49.28% NC 


Use of Multiple Concurrent Antipsychotics in Children and Adolescents (APC)2,*     


Total — 1.80% 2.26% NC 


Utilization and Diversity of Membership     


Mental Health Utilization (MPT)     


Any Service (Total) 4.66% 5.90% 6.80% 2.14 


Inpatient (Total) 0.27% 0.77% 0.78% 0.51 


Intensive Outpatient or Partial Hospitalization 
(Total) 0.16% 0.23% 0.30% 0.14 


Outpatient, ED, or Telehealth (Total) 4.57% 5.67% 6.73% 2.16 


Ambulatory Care (AMB)—Total     


Outpatient Visits—Total 275.76 292.44 298.12 22.36 


ED Visits—Total* 45.67 49.39 52.60 6.93 
1 Due to changes in NCQA’s HEDIS 2016 technical specifications for this measure, exercise caution when comparing HEDIS 2015 to 


HEDIS 2016 and 2017 rates. 
2 Due to changes in NCQA’s HEDIS 2017 technical specifications for this measure, exercise caution when comparing HEDIS 2017 to 


prior years’ rates. 
* A lower rate indicates better performance for this measure. 
— Indicates the rate is not presented in the table above because reporting the measure was not required for the respective reporting 


year. 
NC (i.e., Not Compared) indicates the HEDIS 2015 and HEDIS 2017 rates were not available for comparison. 
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HPN’s performance improved from HEDIS 2015 to HEDIS 2017 in several areas, including access to 
primary care and some immunizations for children, well-child visits for infants, well-care visits for 
adolescents and, most notably, timely follow-up care for members hospitalized for mental illness. 
HPN’s rates indicated improvement in the frequency of prenatal care from HEDIS 2015 to HEDIS 
2017, but rates for the measure assessing timely prenatal care indicated a performance decline year over 
year, suggesting opportunities for improvement.  


Nevada Check Up Results 


The Nevada Check Up HEDIS 2015, 2016, and 2017 rates for HPN are presented in Table 5–5, along 
with HEDIS 2015 to HEDIS 2017 rate comparisons. For measures for which lower rates suggest better 
performance (i.e., Use of Multiple Concurrent Antipsychotics in Children and Adolescents—Total and 
Ambulatory Care—Total—Emergency Department [ED] Visits—Total), a decrease in the rate from 2015 
to 2017 represents performance improvement and an increase in the rate from 2015 to 2017 represents 
performance decline. Since measures in the Utilization and Diversity of Membership measure domain 
are designed to capture the frequency of services provided by the MCOs and characteristics of the 
population served by the MCO, higher or lower rates in this domain do not necessarily indicate better or 
worse performance. These rates are provided for information purposes only.  


Table 5–5—Nevada Check Up HEDIS Performance Measures Results for HPN 


HEDIS Measure 
HEDIS 
2015 
Rate 


HEDIS 
2016 
Rate 


HEDIS 
2017 
Rate 


2015–2017 
Rate 


Comparison 


Access to Care     


Children and Adolescents’ Access to Primary Care Practitioners (CAP)     


Ages 12–24 Months 94.70% 99.48% 98.50% 3.80 


Ages 25 Months–6 Years 87.20% 89.55% 89.61% 2.41 


Ages 7–11 Years 93.83% 93.54% 92.98% -0.85 


Ages 12–19 Years 90.79% 90.78% 91.29% 0.50 


Annual Dental Visit (ADV)     


Total 69.50% 70.11% 68.88% -0.62 


Children’s Preventive Care     


Adolescent Well-Care Visits (AWC)     


Adolescent Well-Care Visits 55.47% 52.83% 54.74% -0.73 


Childhood Immunization Status (CIS)     


Combination 2 83.46% 87.93% 84.38% 0.92 


Combination 3 77.17% 84.48% 82.14% 4.97 
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HEDIS Measure 
HEDIS 
2015 
Rate 


HEDIS 
2016 
Rate 


HEDIS 
2017 
Rate 


2015–2017 
Rate 


Comparison 


Combination 4 76.38% 83.91% 82.14% 5.76 


Combination 5 66.14% 79.89% 71.88% 5.74 


Combination 6 48.03% 52.30% 41.52% -6.51 


Combination 7 65.35% 79.31% 71.88% 6.53 


Combination 8 47.24% 51.72% 41.52% -5.72 


Combination 9 42.52% 50.00% 37.50% -5.02 


Combination 10 41.73% 49.43% 37.50% -4.23 


Immunizations for Adolescents (IMA)     


Combination 1 (Meningococcal, Tdap) — 87.35% 87.59% NC 


Combination 2 (Meningococcal, Tdap, HPV) — — 38.69% NC 


Well-Child Visits in the First 15 Months of Life (W15)     


Six or More Well-Child Visits 60.00% 68.00% 63.49% 3.49 


Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life (W34)     


Well-Child Visits in the Third, Fourth, Fifth, and Sixth 
Years of Life 71.95% 70.13% 67.64% -4.31 


Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents (WCC)     


BMI Percentile—Total — 72.02% 73.24% NC 


Counseling for Nutrition—Total — 60.34% 61.07% NC 


Counseling for Physical Activity—Total1 — 57.18% 58.39% NC 


Care for Chronic Conditions     


Medication Management for People with Asthma (MMA)     


Medication Compliance 50%—Total — 47.62% 51.02% NC 


Medication Compliance 75%—Total — 26.98% 27.89% NC 


Behavioral Health     


Follow-Up After Hospitalization for Mental Illness (FUH)     


7-Day Follow-Up NA NA NA NC 


30-Day Follow-Up NA NA NA NC 


Follow-Up Care for Children Prescribed ADHD Medication (ADD)     


Initiation Phase — 39.53% 48.89% NC 
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HEDIS Measure 
HEDIS 
2015 
Rate 


HEDIS 
2016 
Rate 


HEDIS 
2017 
Rate 


2015–2017 
Rate 


Comparison 


Continuation and Maintenance Phase — NA NA NC 


Use of Multiple Concurrent Antipsychotics in Children and Adolescents (APC)2,*     


Total — NA NA NC 


Utilization and Diversity of Membership     


Mental Health Utilization (MPT)     


Any Service (Total) 3.87% 4.71% 5.19% 1.32 


Inpatient (Total) 0.19% 0.14% 0.22% 0.03 


Intensive Outpatient or Partial Hospitalization (Total) 0.50% 0.55% 0.77% 0.27 


Outpatient, ED, or Telehealth (Total) 3.83% 4.67% 5.18% 1.35 


Ambulatory Care (AMB)—Total     


Outpatient Visits—Total 259.27 259.29 252.28 -6.99 


ED Visits—Total* 18.83 21.00 22.11 3.28 
1 Due to changes in NCQA’s HEDIS 2016 technical specifications for this measure, exercise caution when comparing HEDIS 2015 to 


HEDIS 2016 and 2017 rates. 
2 Due to changes in NCQA’s HEDIS 2017 technical specifications for this measure, exercise caution when comparing HEDIS 2017 to 


prior years’ rates. 
* A lower rate indicates better performance for this measure. 
— Indicates the rate is not presented in the table above because reporting the measure was not required for the respective reporting 


year. 
NC (i.e., Not Compared) indicates the HEDIS 2015 and HEDIS 2017 rates were not available for comparison. 
NA (i.e., Small Denominator) indicates the health plan followed the specifications, but the denominator was too small (<30) to report a 


valid rate. 


HPN’s rates demonstrated mixed performance in the area of immunizations for children from HEDIS 
2015 to HEDIS 2017. Vaccination rates for combinations 4, 5, and 7 increased by greater than 5 
percentage points and vaccination rates for combinations 6, 8, and 9 decreased by greater than 5 
percentage points. These changes present opportunities for HPN to focus efforts on determining root 
causes linked to improvements and declines in performance. 
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Summary of HPN Strengths 


The following Medicaid performance measure indicators were identified as emerging improvement for 
HPN based on rate improvements greater than 5 percentage points from HEDIS 2015 to HEDIS 2017: 


• Adolescent Well-Care Visits 
• Childhood Immunization Status—Combination 5 and 7 
• Well-Child Visits in the First 15 Months of Life—Six or More Well-Child Visits 
• Frequency of Ongoing Prenatal Care—<21 Percent of Expected Visits and ≥81 Percent of Expected 


Visits 
• Comprehensive Diabetes Care—Eye Exam (Retinal) Performed and Medical Attention for 


Nephropathy5-2 
• Follow-Up After Hospitalization for Mental Illness—7-Day Follow-Up and 30-Day Follow-Up 


The following Nevada Check Up performance measure indicators were identified as emerging 
improvement for HPN based on rate improvements greater than 5 percentage points from HEDIS 2015 
to HEDIS 2017: 


• Childhood Immunization Status—Combinations 4, 5, and 7 


Summary of HPN Opportunities for Improvement 


The following Medicaid performance measure indicators were identified as opportunities for 
improvement for HPN based on a decline in performance of greater than 5 percentage points from 
HEDIS 2015 to HEDIS 2017: 


• Comprehensive Diabetes Care—Blood Pressure Control (<140/90 mm Hg)5-3 


The following Nevada Check Up performance measure indicators were identified as opportunities for 
improvement for HPN based on a decline in performance of greater than 5 percentage points from 
HEDIS 2015 to HEDIS 2017: 


• Childhood Immunization Status—Combinations 6, 8, and 9 


                                                 
5-2 Due to changes in NCQA’s HEDIS 2016 technical specifications for this measure, exercise caution when comparing 


HEDIS 2015 to HEDIS 2016 and 2017 rates. 
5-3 Ibid. 
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Plan Comparison 


The HEDIS 2017 measure rates for HPN, Amerigroup, and the statewide weighted average results for 
the Medicaid and Nevada Check Up populations relative to the Quality Compass national Medicaid 
percentiles for HEDIS 2016 are shown in Table 5–7 and Table 5–9. Measure results were compared to 
benchmarks and rated using the following star ratings: 


Table 5–6—HEDIS Star Ratings 


Star Rating Performance Level 


HHHHH


 At or above the national Medicaid 90th percentile 
 HHHH At or above the national Medicaid 75th percentile but below the 90th percentile 
 HHH At or above the national Medicaid 50th percentile but below the 75th percentile 
 HH At or above the national Medicaid 25th percentile but below the 50th percentile 
 H Below the national Medicaid 25th percentile 


For the measures denoted with an asterisk (*) (i.e., Frequency of Ongoing Prenatal Care—<21 Percent 
of Expected Visits; Comprehensive Diabetes Care—HbA1c Poor Control (>9.0%); Use of Multiple 
Concurrent Antipsychotics in Children and Adolescents—Total; and Ambulatory Care—Total—
Emergency Department [ED] Visits—Total), lower rates indicate better performance. Since measures in 
the Utilization and Diversity of Membership measure domain are designed to capture the frequency of 
services provided by the MCOs as well as characteristics of the population served by the MCO, higher 
or lower rates in this domain do not necessarily indicate better or worse performance. These rates are 
provided for information purposes only, and comparisons to benchmarks were not conducted. 


Medicaid Results 


Table 5–7 presents the HEDIS 2017 MCO-specific rates and the statewide weighted average Medicaid 
rates along with star ratings based on comparisons of the rates to the Quality Compass national Medicaid 
percentiles for HEDIS 2016. 


Table 5–7—HEDIS 2017 Results for Medicaid 


HEDIS Measure AGP HPN Medicaid 


Access to Care    


Children and Adolescents’ Access to Primary Care Practitioners (CAP)    


Ages 12–24 Months 93.83% 
 


95.17% 
 


94.55% 
 


Ages 25 Months–6 Years 82.25% 
 


83.81% 
 


83.08% 
 


Ages 7–11 Years 86.59% 
 


87.57% 
 


87.16% 
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HEDIS Measure AGP HPN Medicaid 


Ages 12–19 Years 82.95% 
 


85.51% 
 


84.54% 
 


Annual Dental Visit (ADV)    


Total 51.63% 
 


53.85% 
 


52.91% 
 


Children’s Preventive Care    


Adolescent Well-Care Visits (AWC)    


Adolescent Well-Care Visits 47.69% 
 


44.77% 
 


45.88% 
 


Childhood Immunization Status (CIS)    


Combination 2 72.92% 
 


73.72% 
 


73.33% 
 


Combination 3 67.13% 
 


71.05% 
 


69.12% 
 


Combination 4 66.67% 
 


71.05% 
 


68.90% 
 


Combination 5 56.71% 
 


61.07% 
 


58.93% 
 


Combination 6 36.11% 
 


34.79% 
 


35.44% 
 


Combination 7 56.25% 
 


61.07% 
 


58.71% 
 


Combination 8 36.11% 
 


34.79% 
 


35.44% 
 


Combination 9 32.18% 
 


30.41% 
 


31.28% 
 


Combination 10 32.18% 
 


30.41% 
 


31.28% 
 


Immunizations for Adolescents (IMA)    


Combination 1 (Meningococcal, Tdap) 79.40% 
 


80.78% 
 


80.25% 
 


Combination 2 (Meningococcal, Tdap, HPV) 26.85% 
NC 


27.49% 
NC 


27.25% 
NC 


Well-Child Visits in the First 15 Months of Life (W15)    


Six or More Well-Child Visits 62.50% 
 


62.77% 
 


62.64% 
 


Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life (W34)    


Well-Child Visits in the Third, Fourth, Fifth, and Sixth 
Years of Life 


68.72% 
 


65.21% 
 


66.85% 
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HEDIS Measure AGP HPN Medicaid 


Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents (WCC) 


   


BMI Percentile—Total 70.14% 
 


71.78% 
 


71.10% 
 


Counseling for Nutrition—Total 62.73% 
 


62.29% 
 


62.47% 
 


Counseling for Physical Activity—Total 56.48% 
 


59.61% 
 


58.31% 
 


Maternity Care    


Prenatal and Postpartum Care (PPC)    


Timeliness of Prenatal Care 83.33% 
 


72.75% 
 


77.85% 
 


Postpartum Care 62.50% 
 


59.12% 
 


60.75% 
 


Frequency of Ongoing Prenatal Care (FPC)    


<21 Percent of Expected Visits* 5.56% 
 


11.19% 
 


8.47% 
 


≥81 Percent of Expected Visits 62.50% 
 


60.83% 
 


61.63% 
 


Care for Chronic Conditions    


Comprehensive Diabetes Care (CDC)    


Hemoglobin A1c (HbA1c) Testing 81.02% 
 


82.73% 
 


82.10% 
 


HbA1c Poor Control (>9.0%)* 46.30% 
 


42.82% 
 


44.10% 
 


HbA1c Control (<8.0%) 45.60% 
 


48.42% 
 


47.38% 
 


Eye Exam (Retinal) Performed 59.49% 
 


61.31% 
 


60.64% 
 


Medical Attention for Nephropathy 90.28% 
 


90.75% 
 


90.58% 
 


Blood Pressure Control (<140/90 mm Hg) 61.11% 
 


50.36% 
 


54.33% 
 


Medication Management for People with Asthma (MMA)    


Medication Compliance 50%—Total1 56.19% 
 


53.37% 
 


54.52% 
 


Medication Compliance 75%—Total 32.16% 
 


32.81% 
 


32.54% 
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HEDIS Measure AGP HPN Medicaid 


Behavioral Health    


Follow-Up After Hospitalization for Mental Illness (FUH)    


7-Day Follow-Up 79.81% 
 


79.16% 
 


79.52% 
 


30-Day Follow-Up 84.98% 
 


84.20% 
 


84.63% 
 


Follow-Up Care for Children Prescribed ADHD Medication (ADD)    


Initiation Phase 43.51% 
 


43.68% 
 


43.60% 
 


Continuation and Maintenance Phase 64.91% 
 


49.28% 
 


56.35% 
 


Use of Multiple Concurrent Antipsychotics in Children and Adolescents (APC)2,*    


Total 3.74% 
 


2.26% 
 


2.92% 
 


Utilization and Diversity of Membership    


Mental Health Utilization (MPT)    


Any Service (Total) 8.63% 
NC 


6.80% 
NC 


7.57% 
NC 


Inpatient (Total) 1.16% 
NC 


0.78% 
NC 


0.94% 
NC 


Intensive Outpatient or Partial Hospitalization (Total) 0.24% 
NC 


0.30% 
NC 


0.28% 
NC 


Outpatient, ED, or Telehealth (Total) 8.50% 
NC 


6.73% 
NC 


7.47% 
NC 


Ambulatory Care (AMB)—Total    


Outpatient Visits—Total 287.09 
NC 


298.12 
NC 


293.47 
NC 


ED Visits—Total* 54.02 
NC 


52.60 
NC 


53.20 
NC 


* A lower rate indicates better performance for this measure. 
1 Quality Compass percentiles were not available for this measure; therefore, NCQA’s HEDIS Audit Means and Percentiles was used as the 


comparative source for national Medicaid percentiles for this measure. 
2 Due to changes in NCQA’s HEDIS 2017 technical specifications for this measure, exercise caution when comparing HEDIS 2017 rates 


for this measure to the national percentiles because these values were derived using the HEDIS 2016 technical specifications. 
NC (i.e., Not Compared) indicates the HEDIS 2017 rate was not compared to benchmarks either because national Medicaid percentiles 


were not available or because the measure is presented only for information purposes and comparisons to benchmarks are not 
appropriate. 


Amerigroup’s and HPN’s rates for Follow-Up After Hospitalization for Mental Illness—7-Day Follow-
Up and 30-Day Follow-Up ranked at or above the national Medicaid 90th percentile for HEDIS 2017, 
indicating timely follow-up care for members hospitalized for mental illness.  
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However, both MCOs’ rates for Children and Adolescents’ Access to Primary Care Practitioners—Ages 
25 Months–6 Years, Ages 7–11 Years, and Ages 12–19 Years, as well as Comprehensive Diabetes 
Care—HbA1c Testing fell below the national Medicaid 25th percentile, indicating areas for 
improvement related to access to care for children and adolescents, and appropriate HbA1c testing for 
members with diabetes.  


HPN’s rates for Prenatal and Postpartum Care—Timeliness of Prenatal Care and Comprehensive 
Diabetes Care—Blood Pressure Control (<140/90 mm Hg) fell below the national Medicaid 25th 
percentile, while Amerigroup’s rates were more than 10 percentage points higher than HPN’s rates and 
ranked at or above the national 50th percentile, which suggests that timely prenatal care for pregnant 
women and blood pressure control for members with diabetes are opportunities for improvement for 
HPN. Additionally, HPN’s rate for Follow-Up Care for Children Prescribed ADHD Medication—
Continuation and Maintenance Phase fell below the national Medicaid 50th percentile, while 
Amerigroup’s rate for this measure indicator was almost 16 percentage points above HPN’s rate and 
ranked at or above the national 75th percentile. HPN’s rate did improve 9.36 percentage points over the 
previous year; however, there is still opportunity to improve the rate for follow-up care for children on 
ADHD medication further.    


Data Completeness 


Table 5–8 provides an estimate of data completeness for the hybrid performance measures. These 
measures used administrative data (i.e., claims and encounter data) and supplemented the results with 
medical record review data. Measures that used only administrative data were not included. The table 
shows the HEDIS 2017 rates and the percentage of each reported rate that was determined solely 
through administrative data for both MCOs. Rates shaded green with one caret (^) indicate that more 
than 90 percent of the final rate was derived using administrative data. Rates shaded red with two carets 
(^^) indicate that less than 50 percent of the final rate was derived using administrative data. 


Table 5–8—Estimated Encounter Data Completeness for Medicaid Hybrid Measures 


HEDIS Measure AGP HEDIS 
2017 Rate 


AGP Percent 
from 


Administrative 
Data 


HPN HEDIS 
2017 Rate 


HPN Percent 
from 


Administrative 
Data 


Children’s Preventive Care     


Adolescent Well-Care Visits (AWC)     


Adolescent Well-Care Visits 47.69% 85.92% 44.77% 98.37%^ 


Childhood Immunization Status (CIS)     


Combination 2 72.92% 97.78%^ 73.72% 84.49% 


Combination 3 67.13% 96.90%^ 71.05% 82.53% 


Combination 4 66.67% 96.88%^ 71.05% 82.53% 


Response to Request for Proposal 3491 – Health Services Advisory Group, Inc. VIII.111







 
 


VALIDATION OF PERFORMANCE MEASURES—NCQA HEDIS COMPLIANCE 
AUDIT—SFY 2016–2017 


 


  
2016–2017 Nevada External Quality Review Technical Report  Page 5-27 
State of Nevada  NV2016-17_EQR_TechRpt_F1_1017 


HEDIS Measure AGP HEDIS 
2017 Rate 


AGP Percent 
from 


Administrative 
Data 


HPN HEDIS 
2017 Rate 


HPN Percent 
from 


Administrative 
Data 


Combination 5 56.71% 96.73%^ 61.07% 82.07% 


Combination 6 36.11% 96.15%^ 34.79% 81.12% 


Combination 7 56.25% 96.71%^ 61.07% 82.07% 


Combination 8 36.11% 96.15%^ 34.79% 81.12% 


Combination 9 32.18% 96.40%^ 30.41% 79.20% 


Combination 10 32.18% 96.40%^ 30.41% 79.20% 


Immunizations for Adolescents (IMA)     


Combination 1 (Meningococcal, Tdap) 79.40% 97.08%^ 80.78% 93.98%^ 


Combination 2 (Meningococcal, Tdap, 
HPV) 26.85% 93.10%^ 27.49% 89.38% 


Well-Child Visits in the First 15 Months of Life (W15)     


Six or More Well-Child Visits 62.50% 79.26% 62.77% 89.53% 


Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life (W34)     


Well-Child Visits in the Third, Fourth, 
Fifth, and Sixth Years of Life 68.72% 93.66%^ 65.21% 97.39%^ 


Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents (WCC) 


    


BMI Percentile—Total 70.14% 33.66%^^ 71.78% 34.92%^^ 


Counseling for Nutrition—Total 62.73% 29.15%^^ 62.29% 32.42%^^ 


Counseling for Physical Activity—Total 56.48% 11.48%^^ 59.61% 15.51%^^ 


Maternity Care     


Prenatal and Postpartum Care (PPC)     


Timeliness of Prenatal Care 83.33% 64.44% 72.75% 71.91% 


Postpartum Care 62.50% 60.00% 59.12% 63.79% 


Frequency of Ongoing Prenatal Care (FPC)     


<21 Percent of Expected Visits 5.56% 83.33% 11.19% 97.83%^ 


≥81 Percent of Expected Visits 62.50% 22.22%^^ 60.83% 25.60%^^ 


Care for Chronic Conditions     


Comprehensive Diabetes Care (CDC)     


Hemoglobin A1c (HbA1c) Testing 81.02% 97.14%^ 82.73% 99.12%^ 
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HEDIS Measure AGP HEDIS 
2017 Rate 


AGP Percent 
from 


Administrative 
Data 


HPN HEDIS 
2017 Rate 


HPN Percent 
from 


Administrative 
Data 


HbA1c Poor Control (>9.0%) 46.30% 71.50% 42.82% 98.86%^ 


HbA1c Control (<8.0%) 45.60% 58.88% 48.42% 96.48%^ 


Eye Exam (Retinal) Performed 59.49% 89.88% 61.31% 87.70% 


Medical Attention for Nephropathy 90.28% 99.23%^ 90.75% 99.46%^ 


Blood Pressure Control (<140/90 mm Hg) 61.11% 0.00%^^ 50.36% 0.00%^^ 
Green Shading^ indicates that more than 90 percent of the final rate was derived from administrative data. 
Red Shading^^ indicates that 50 percent or less of the final rate was derived from administrative data. 


The MCOs reported a total of 27 rates for the Medicaid population using the hybrid methodology. 
Fourteen rates reported by Amerigroup (i.e., more than half of Amerigroup’s hybrid rates) were 
derived using more than 90 percent administrative data, indicating high levels of encounter data 
completeness. Eight rates reported by HPN (less than one-third of HPN’s rates) were derived using 
more than 90 percent administrative data. For both MCOs, five rates were derived using 50 percent or 
less administrative data, including rates for all three Weight Assessment and Counseling for Nutrition 
and Physical Activity for Children/Adolescents indicators, Frequency of Ongoing Prenatal Care—>81 
Percent of Expected Visits, and Comprehensive Diabetes Care—Blood Pressure Control (<140/90 mm 
Hg). However, for these measures the numerator-positive hits are often detected primarily through 
medical record review, not administrative data.  
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Nevada Check Up Results 


Table 5–9 presents the HEDIS 2016 MCO-specific rates and the statewide weighted average Nevada 
Check Up rates along with star ratings on comparisons of the rates to the Quality Compass national 
Medicaid percentiles for HEDIS 2016.5-4 


Table 5–9—HEDIS 2017 Results for Nevada Check Up 


HEDIS Measure AGP HPN NV Check Up 


Access to Care    


Children and Adolescents’ Access to Primary Care Practitioners (CAP)    


Ages 12–24 Months 98.18% 
 


98.50% 
 


98.36% 
 


Ages 25 Months–6 Years 89.45% 
 


89.61% 
 


89.54% 
 


Ages 7–11 Years 91.83% 
 


92.98% 
 


92.55% 
 


Ages 12–19 Years 91.08% 
 


91.29% 
 


91.22% 
 


Annual Dental Visit (ADV)    


Total 67.81% 
 


68.88% 
 


68.48% 
 


Children’s Preventive Care    


Adolescent Well-Care Visits (AWC)    


Adolescent Well-Care Visits 60.88% 
 


54.74% 
 


56.79% 
 


Childhood Immunization Status (CIS)    


Combination 2 91.16% 
 


84.38% 
 


87.39% 
 


Combination 3 82.87% 
 


82.14% 
 


82.47% 
 


Combination 4 81.22% 
 


82.14% 
 


81.73% 
 


Combination 5 72.93% 
 


71.88% 
 


72.34% 
 


Combination 6 47.51% 
 


41.52% 
 


44.18% 
 


                                                 
5-4  Because national benchmarks for HEDIS measures are not available for the Children’s Health Insurance Program (CHIP) 


population, comparisons of Nevada’s Check Up population rates to the national Medicaid percentiles should be 
interpreted with caution.  
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HEDIS Measure AGP HPN NV Check Up 


Combination 7 72.38% 
 


71.88% 
 


72.10% 
 


Combination 8 47.51% 
 


41.52% 
 


44.18% 
 


Combination 9 44.75% 
 


37.50% 
 


40.72% 
 


Combination 10 44.75% 
 


37.50% 
 


40.72% 
 


Immunizations for Adolescents (IMA)    


Combination 1 (Meningococcal, Tdap) 83.61% 
 


87.59% 
 


86.28% 
 


Combination 2 (Meningococcal, Tdap, HPV) 38.46% 
NC 


38.69% 
NC 


38.61% 
NC 


Well-Child Visits in the First 15 Months of Life (W15)    


Six or More Well-Child Visits 78.92% 
 


63.49% 
 


70.70% 
 


Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life (W34)    


Well-Child Visits in the Third, Fourth, Fifth, and Sixth 
Years of Life 


76.16% 
 


67.64% 
 


71.34% 
 


Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents (WCC) 


   


BMI Percentile—Total 71.30% 
 


73.24% 
 


72.52% 
 


Counseling for Nutrition—Total 65.28% 
 


61.07% 
 


62.61% 
 


Counseling for Physical Activity—Total 59.72% 
 


58.39% 
 


58.88% 
 


Care for Chronic Conditions    


Medication Management for People with Asthma (MMA)    


Medication Compliance 50%—Total1 58.43% 
 


51.02% 
 


53.81% 
 


Medication Compliance 75%—Total 24.72% 
 


27.89% 
 


26.69% 
 


Behavioral Health    


Follow-Up After Hospitalization for Mental Illness (FUH)    


7-Day Follow-Up 82.50% 
 


NA 80.00% 
 


30-Day Follow-Up 97.50% 
 


NA 92.31% 
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HEDIS Measure AGP HPN NV Check Up 


Follow-Up Care for Children Prescribed ADHD Medication (ADD)    


Initiation Phase 41.67% 
 


48.89% 
 


45.68% 
 


Continuation and Maintenance Phase NA NA NA 


Use of Multiple Concurrent Antipsychotics in Children and Adolescents (APC)2,*    


Total NA NA 5.71% 
 


Utilization and Diversity of Membership    


Mental Health Utilization (MPT)    


Any Service (Total) 5.68% 
NC 


5.19% 
NC 


5.38% 
NC 


Inpatient (Total) 0.42% 
NC 


0.22% 
NC 


0.29% 
NC 


Intensive Outpatient or Partial Hospitalization (Total) 0.16% 
NC 


0.77% 
NC 


0.53% 
NC 


Outpatient, ED, or Telehealth (Total) 5.64% 
NC 


5.18% 
NC 


5.36% 
NC 


Ambulatory Care (AMB)—Total    


Outpatient Visits—Total 258.30 
NC 


252.28 
NC 


254.60 
NC 


ED Visits—Total* 26.30 
NC 


22.11 
NC 


23.73 
NC 


* A lower rate indicates better performance for this measure. 
1 Quality Compass percentiles were not available for this measure; therefore, NCQA’s HEDIS Audit Means and Percentiles was used as the 


comparative source for national Medicaid percentiles for this measure. 
2 Due to changes in NCQA’s HEDIS 2017 technical specifications for this measure, exercise caution when comparing HEDIS 2017 rates to 


national benchmarks that were derived using NCQA’s HEDIS 2016 specifications. 
NC (i.e., Not Compared) indicates the HEDIS 2017 rate was not compared to benchmarks either because national Medicaid percentiles 


were not available or because the measure is presented only for information purposes and comparisons to benchmarks are not 
appropriate. 


NA (i.e., Small Denominator) indicates the health plan(s) followed the specifications, but the denominator was too small (<30) to report a 
valid rate. 


Amerigroup’s and HPN’s HEDIS 2017 rates for the Nevada Check Up population indicate positive 
performance related to access to primary care, dental care, and immunizations for children. Specifically, 
the MCOs’ rates for Children and Adolescents’ Access to Primary Care Practitioners—Ages 12–24 
Months, Annual Dental Visit—Total, and Childhood Immunization Status—Combinations 2–5, ranked at 
or above the national Medicaid 90th percentile.  


Amerigroup’s rates for Follow-Up After Hospitalization for Mental Illness—7-Day Follow-Up and 30-
Day Follow-Up ranked at or above the national Medicaid 90th percentile, demonstrating timely follow-
up care for members hospitalized for mental illness.  
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Conversely, HPN’s rate for Well-Child Visits in the First 15 Months of Life—Six or More Well-Child 
Visits was below the national Medicaid 75th percentile, but Amerigroup’s rate for this measure was 
above the national Medicaid 90th percentile and more than 15 percentage points above HPN’s rate, 
indicating there were opportunities for improvement for access to well-child visits for infants for HPN.  


As mentioned previously, comparisons between Nevada’s Check Up population rates to national 
Medicaid benchmarks should be interpreted with caution.  


Data Completeness 


Table 5–10 provides an estimate of data completeness for the hybrid performance measures. These 
measures used administrative data (i.e., claims and encounter data) and supplemented the results with 
medical record review data. Measures that used only administrative data were not included. The table 
shows the HEDIS 2017 rates and the percentage of each reported rate that was determined solely 
through administrative data for both MCOs. Rates shaded green with one caret (^) indicate that more 
than 90 percent of the final rate was derived using administrative data. Rates shaded red with two carets 
(^^) indicate that less than 50 percent of the final rate was derived using administrative data. 


Table 5–10—Estimated Encounter Data Completeness for Nevada Check Up Hybrid Measures 


HEDIS Measure AGP HEDIS 
2017 Rate 


AGP Percent 
from 


Administrative 
Data 


HPN HEDIS 
2017 Rate 


HPN Percent 
from 


Administrative 
Data 


Children’s Preventive Care     


Adolescent Well-Care Visits (AWC)     


Adolescent Well-Care Visits 60.88% 87.45% 54.74% 98.67%^ 


Childhood Immunization Status (CIS)     


Combination 2 91.16% 97.58%^ 84.38% 88.36% 


Combination 3 82.87% 96.67%^ 82.14% 86.96% 


Combination 4 81.22% 96.60%^ 82.14% 86.96% 


Combination 5 72.93% 97.73%^ 71.88% 86.34% 


Combination 6 47.51% 97.67%^ 41.52% 80.65% 


Combination 7 72.38% 97.71%^ 71.88% 86.34% 


Combination 8 47.51% 97.67%^ 41.52% 80.65% 


Combination 9 44.75% 98.77%^ 37.50% 79.76% 


Combination 10 44.75% 98.77%^ 37.50% 79.76% 
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HEDIS Measure AGP HEDIS 
2017 Rate 


AGP Percent 
from 


Administrative 
Data 


HPN HEDIS 
2017 Rate 


HPN Percent 
from 


Administrative 
Data 


Immunizations for Adolescents (IMA)     


Combination 1 (Meningococcal, Tdap) 83.61% 97.60%^ 87.59% 91.67%^ 


Combination 2 (Meningococcal, Tdap, 
HPV) 38.46% 95.65%^ 38.69% 83.02% 


Well-Child Visits in the First 15 Months of Life (W15)     


Six or More Well-Child Visits 78.92% 80.92% 63.49% 85.00% 


Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life (W34)     


Well-Child Visits in the Third, Fourth, 
Fifth, and Sixth Years of Life 76.16% 93.62%^ 67.64% 96.76%^ 


Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents (WCC) 


    


BMI Percentile—Total 71.30% 28.90%^^ 73.24% 33.22%^^ 


Counseling for Nutrition—Total 65.28% 26.60%^^ 61.07% 34.66%^^ 


Counseling for Physical Activity—Total 59.72% 15.89%^^ 58.39% 19.17%^^ 
Green Shading^ indicates that more than 90 percent of the final rate was derived from administrative data. 
Red Shading^^ indicates that 50 percent or less of the final rate was derived from administrative data. 


The MCOs reported a total of 17 rates for the Nevada Check Up population using the hybrid 
methodology. Twelve rates reported by Amerigroup (i.e., more than half of Amerigroup’s hybrid 
rates) were derived using more than 90 percent administrative data, as were three rates reported by 
HPN. Rates for all three Weight Assessment and Counseling for Nutrition and Physical Activity for 
Children/Adolescents measure indicators for both MCOs were derived using 50 percent or less 
administrative data. However, for these measures, numerator-positive hits are often detected primarily 
through medical record review, not administrative data.  


Amerigroup Conclusions and Recommendations  


Conclusions 


The NCQA HEDIS compliance audits demonstrated that Amerigroup had adequate policies and 
procedures to collect, prepare, process, and report HEDIS data and the MCO was in full compliance 
with each of the six NCQA-specified IS standards. Amerigroup continued to use Facets to process its 
claims. Data entry processes were efficient, with the assurance of timely and accurate entry into the 
system. Only standard codes were accepted and the standard HIPAA 837 file format was used. 
Amerigroup applied several validation checks to ensure accurate information processing.  
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For the Medicaid population performance measure evaluation, Amerigroup’s HEDIS 2017 rates as 
compared to the national Medicaid percentiles indicated strong performance related to timely follow-up 
care for members hospitalized for mental illness. Amerigroup’s rates for this measure demonstrated 
notable improvements from HEDIS 2015 to HEDIS 2017. Amerigroup’s performance improved from 
HEDIS 2015 to HEDIS 2017 with regard to well-child visits for infants and well-care visits for 
adolescents. Additionally, Amerigroup’s rates for immunizations for children, dental care for children, 
and prenatal/postpartum care for pregnant women demonstrated improvements from HEDIS 2015 to 
HEDIS 2017. Although there was no rate for weight assessment and counseling for nutrition and 
physical activity for children in HEDIS 2015, the comparison from HEDIS 2016 to HEDIS 2017 
showed that each of the three indicators improved by 6 percentage points or more and all indicators were 
above the 50th national Medicaid percentile. Amerigroup also demonstrated strong improvement from 
HEDIS 2016 to HEDIS 2017 for medication management for people with asthma and follow-up care for 
children prescribed ADHD medication. 


Amerigroup’s HEDIS 2017 rates as compared to the national Medicaid percentiles indicated areas for 
improvement related to access to care for children/adolescents and appropriate HbA1c testing for 
members with diabetes.  


For the Nevada Check Up population performance measure evaluation, Amerigroup’s HEDIS 2017 
rates indicated positive performance related to access to primary care and dental care for children as 
compared to the national Medicaid percentiles. Amerigroup’s rates also demonstrated timely follow-up 
care for members hospitalized for mental illness for the 30-day follow up visit. Amerigroup’s 
performance improved from HEDIS 2015 to HEDIS 2017 in the areas of immunizations for children and 
well-child visits for infants. 


Recommendations 


Amerigroup’s HEDIS 2017 Medicaid population rates indicated areas for improvement related to 
access to care for children/adolescents. While all four children/adolescent access to care indicators have 
shown slight improvement from HEDIS 2015 to HEDIS 2017, the rates demonstrate opportunities for 
improvement when compared to the national Medicaid percentiles. In conducting a causal barrier 
analysis to determine causes that impact CAHPS rates (see Section 9 of this report for more 
information), Amerigroup staff members reported that the expansion of Medicaid eligibility in 2014 
may have strained the provider network and, as a result, negatively impacted the availability of 
appointments. For HEDIS 2017, the denominators in each of the children’s access to primary care 
indicators increased, which was expected with Medicaid expansion. In 2016, Amerigroup hired 
additional provider relations consultants to review the network and contract with additional providers to 
fill network gaps. It is possible that the timing of these efforts may not have been early enough to 
positively impact the availability of appointments to such a degree that it would improve children’s and 
adolescents access to care. Since Children and Adolescents’ Access to Primary Care Practitioners is an 
access-related measure, HSAG recommends that Amerigroup continue to evaluate the adequacy of its 
provider network for children’s services, including capacity and geographic locations, to determine if a 
sufficient number of providers have been added to improve capacity and accessibility. Further, 
Amerigroup should evaluate the provider appointment availability for children and adolescents as part 
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of its secret shopper survey activities, which is one of the new contract requirements for the MCOs 
operating in the Nevada managed care program.  


Amerigroup’s HEDIS 2017 Medicaid population rates also indicated areas for improvement related to 
HbA1c testing for diabetic members. In its 2016 Annual Quality Evaluation, Amerigroup reported an 
increase in enrollment in the disease management program for diabetics. Of the 3,673 members enrolled 
in disease management for diabetes, 96.8 percent received “passive management,” which according to 
the Amerigroup quality evaluation meant that members were “considered lower risk and received non-
interactive interventions, including condition-specific educational mailings.” According to 
Amerigroup’s quality evaluation, members enrolled in active management had “complex, comorbid 
conditions and worked collaboratively with a nurse case manager by phone to establish holistic goals, 
develop a plan of care, and track progress toward meeting goals.” HSAG recommends that Amerigroup 
evaluate the effectiveness of active disease management compared to passive disease management to 
determine if active disease management with a care manager, or components of it, are more effective in 
meeting numerator compliance for the Comprehensive Diabetes Care indicators. By evaluating the 
effectiveness of its interventions, Amerigroup will be able to discern the most effective interventions 
and spread those across the population.  


HPN Conclusions and Recommendations  


Conclusions 


The NCQA HEDIS compliance audits demonstrated that HPN had adequate policies and procedures to 
collect, prepare, process, and report HEDIS data and was in full compliance with each of the six NCQA-
specified IS standards. HPN continued to use Facets to process its claims. Data entry processes were 
efficient, with the assurance of timely and accurate entry into the system. Only standard codes were 
accepted and the standard HIPAA 837 file format was used. HPN applied several validation checks to 
ensure accurate information processing.  


For the Medicaid population performance measure evaluation, HPN’s HEDIS 2017 rates as compared to 
the national Medicaid percentiles indicated positive performance related to timely follow-up care for 
members hospitalized for mental illness. HPN’s rates for this measure also demonstrated notable 
improvements from HEDIS 2015 to HEDIS 2017. HPN’s performance improved from HEDIS 2015 to 
HEDIS 2017 with regard to well-child visits for infants and well-care visits for adolescents. Some of the 
measures were not required for HEDIS 2015; however, HPN did show improvement from HEDIS 2016 
to HEDIS 2017 for the following measures: Weight Assessment and Counseling for Nutrition and 
Physical Activity for Children/Adolescents, and Medication Management for People With Asthma. 


HPN’s Medicaid rates indicated improvement in the frequency of prenatal care from HEDIS 2015 to 
HEDIS 2017, but rates for the measure assessing timely prenatal care showed a decline in performance 
year over year, indicating opportunities for improvement. Comparisons of HPN’s timely prenatal care 
rates as compared to the national Medicaid percentiles also suggested opportunities for improvement in 
this area. HPN’s HEDIS 2017 rates compared to the national Medicaid percentiles indicated areas for 
improvement related to access to care for children/adolescents and appropriate HbA1c testing for 
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members with diabetes. Further, HPN’s rates as compared to the national Medicaid percentiles 
presented opportunities for improvement for blood pressure control for members with diabetes and 
follow-up care for children on ADHD medication. 


For the Nevada Check Up population performance measure evaluation, HPN’s HEDIS 2017 rates 
indicated positive performance related to access to primary care and dental care for children as 
compared to the national Medicaid percentiles. HPN’s rates demonstrated mixed performance in the 
area of immunizations for children from HEDIS 2015 to HEDIS 2017, with vaccination rates for 
combinations 4, 5, and 7 increasing by greater than 5 percentage points and vaccination rates for 
combinations 6, 8, and 9 decreasing by greater than 5 percentage points. These changes present 
opportunities for HPN to focus efforts on determining root causes linked to improvements and declines 
in performance. Additionally, HPN’s rates present opportunities for improvement for access to well-
child visits for infants as compared to the national Medicaid percentiles.  


Recommendations 


HPN’s HEDIS 2017 Medicaid population rates indicated areas for improvement for access to care for 
children/adolescents when compared to national Medicaid percentiles, even though all of the indicators 
have shown improvement based on performance from HEDIS 2015 to HEDIS 2017. The HPN 2016 
Quality Improvement Program Evaluation contained a subgroup analysis performed at HPN for the 
access to care for children/adolescent indicators, which included an analysis by race/ethnicity for all four 
indicators. The annual evaluation did not show, however, an analysis of numerator compliance by 
geographic location. Since access to primary care for children and adolescents is an access-related 
measure, HSAG recommends that HPN evaluate the numerator compliance by geographic location to 
determine if disparities exist. Further, HPN should continue to evaluate the adequacy of its provider 
network by geographic location to determine if the network has a sufficient number of available 
pediatric providers to serve the population. When completing its contractually required secret shopper 
survey to determine appointment availability, HPN should ensure that pediatricians are included in the 
sample to determine if network pediatricians are accepting new patients and if appointments are 
available.    


HPN’s rates indicated improvement in the frequency of prenatal care from HEDIS 2015 to HEDIS 
2017. This suggests that once pregnant women are identified in HPN’s population, the MCO’s strategies 
to increase the number of prenatal care visits for women have been successful. The decline in 
performance for HPN’s rate for timeliness of prenatal care, however, suggests that pregnant women 
either haven’t been identified early enough in the pregnancy or enrollment in the MCO, or once 
identified, pregnant women are not receiving prenatal services as quickly as they should. This could 
indicate an access to care issue. HSAG recommends that HPN evaluate the availability of prenatal care 
appointments within its provider network to determine if providers are accepting new patients and if 
earlier appointments may be established for members. The secret shopper survey the MCOs are required 
to complete as part of the MCO contract 3260 will be helpful in determining appointment availability for 
pregnant members. 
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HPN’s HEDIS 2017 Medicaid population rates indicated areas for improvement related to HbA1c 
testing and blood pressure control for members with diabetes when compared to national Medicaid 
percentiles. The HPN 2016 Quality Improvement Program Evaluation showed an evaluation and 
analysis of comprehensive diabetes care indicators (e.g., race and ethnicity analysis); however, HbA1c 
testing was not included as one of the indicators. Further, the HPN 2017 Quality Improvement Work 
Plan did not include diabetes care goals for the Medicaid population. HSAG recommends that HPN 
conduct detailed analyses to determine the factors that are impacting performance in these areas. 
Further, HSAG recommends that HPN establish performance goals for HbA1c testing and blood 
pressure control for Medicaid members with diabetes and evaluate interventions to determine which 
have the greatest impact on the Medicaid population. The prioritization to study and improve HbA1c 
testing for Medicaid members with diabetes has the potential to earn HPN a performance award since it 
is one of the pay-for-performance indicators identified by the DHCFP. 


HPN’s rates presented opportunities for improvement for follow-up care for children on ADHD 
medication, where both indicators demonstrated a decline in performance from HEDIS 2016 to HEDIS 
2017 and the continuation and maintenance phase indicator fell below the 50th national Medicaid 
percentile. HSAG noted that the HPN 2016 Quality Improvement Program Evaluation did not include 
an analysis of the measure Follow-Up Care for Children Prescribed ADHD Medication, as it did for 
other Medicaid performance measures. Further, the HPN 2017 Quality Improvement Work Plan did not 
include any goals for the performance measure. HSAG recommends that to identify interventions that 
may improve rates, HPN monitor performance related to care for children on ADHD medication in a 
manner similar to what is performed for other Medicaid performance measures.  


For the Nevada Check Up population performance measure evaluation, HPN’s rates demonstrated 
mixed performance for immunizations for children, with select vaccination rates improving from the 
previous year and select vaccinations rates declining. Those that declined were combinations 6, 8, 9, and 
10. This same trend existed for both Medicaid and Nevada Check Up populations. These combination 
vaccines are the only ones that include the influenza antigen, which may have been the missing antigen 
that caused the decline in rates. For example, the only difference between combinations 3 and 6 is the 
inclusion of the influenza antigen in combination 6. All other antigens are the same between the two 
combinations and the combination 3 vaccine demonstrated a 4.97 percentage point increase from HEDIS 
2015 to HEDIS 2017 for the Nevada Check Up population. HSAG recommends that HPN conduct a 
root cause analysis to determine the factors that may be impacting the immunization rates that contain 
the influenza antigen, such as failure of the provider offices to administer the recommended vaccines; 
failure to report the vaccines to WebIZ, which is Nevada’s immunization registry; or failure of a 
provider, who is not the child’s primary care provider, to report to WebIZ in the event the child received 
the vaccine at a flu clinic or pharmacy, for example. HPN might benefit from hosting a focused 
discussion with parents of children who were not numerator-compliant to determine if there are other 
factors that might impede immunizations that contain the influenza antigen. Since the Medicaid pay-for-
performance incentive for MCOs includes the measure Childhood Immunization Status—Combination 
10, HPN will be rewarded for improving this measure beyond the minimum performance standard for 
the Medicaid population. 
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6. Validation of Performance Improvement Projects—SFY 2016–2017 


As described in 42 CFR §438.240 (b)(1), the DHCFP requires MCOs to conduct performance 


improvement projects (PIPs) in accordance with 42 CFR §438.240(d). PIPs must be designed to achieve 


significant and sustained improvement in clinical and nonclinical areas of care through ongoing 


measurement and intervention, and they must be designed to have a favorable effect on health outcomes 


and member satisfaction.  


Over time, HSAG and some of its contracted states identified that while MCOs have designed 


methodologically valid projects and received Met validation scores by complying with documentation 


requirements, few of them actually achieved real and sustained improvement. In July 2014, HSAG 


developed a new PIP framework based on a modified version of the Model for Improvement developed 


by Associates in Process Improvement and modified by the Institute for Healthcare Improvement. The 


redesigned PIP methodology is intended to improve processes and outcomes of healthcare by way of 


continuous quality improvement. The redesigned framework redirects MCOs to focus on small tests of 


change in order to determine what interventions have the greatest impact and can bring about real 


improvement. PIPs must meet CMS requirements; therefore, HSAG completed a crosswalk of this new 


framework against the Department of Health and Human Services, CMS publication, EQR Protocol 3: 


Validating Performance Improvement Projects (PIPs): A Mandatory Protocol for External Quality 


Review (EQR), Version 2.0, September 2012.6-1 HSAG presented the crosswalk and new PIP framework 


components to CMS to demonstrate how the new PIP framework aligned with the CMS validation 


protocols. CMS agreed that—with the pace of quality improvement science development and the prolific 


use of plan, do, study, act (PDSA) cycles in modern improvement projects within healthcare settings—a 


new approach was needed. After meeting with the DHCFP and HSAG staff members to discuss the 


topics and approach, CMS approved the DHCFP to implement this new PIP approach in the State of 


Nevada. 


Objectives 


PIPs provide a structured method to assess and improve processes, and thereby outcomes, of care for the 


population that an MCO serves. This structure facilitates the documentation and evaluation of 


improvements in care or services. MCOs conduct PIPs to assess and improve the quality of clinical and 


nonclinical health care and services received by recipients. 


The primary objective of PIP validation is to determine compliance with the requirements of 42 CFR 


§438.240 (b)(1) and 42 CFR §438.240 (d)(1)(1-4), including: 


                                                 
6-1 Department of Health and Human Services, Centers for Medicare & Medicaid Services. EQR Protocol 3: Validating 


Performance Improvement Projects (PIPs): A Mandatory Protocol for External Quality Review (EQR), Version 2.0, 


September 2012. Available at: https://www.medicaid.gov/medicaid/quality-of-care/medicaid-managed-care/external-quality-


review/index.html. Accessed on: Feb 19, 2013. 
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• Measurement of performance using objective quality indicators. 


• Implementation of system interventions to achieve improvement in quality. 


• Evaluation of the effectiveness of interventions. 


• Planning and initiation of activities to increase or sustain improvement. 


For the rapid-cycle PIP approach, HSAG developed five modules with an accompanying companion 


guide. Throughout SFY 2016–2017, HSAG continued to provide guidance, training, and oversight for 


the MCO’s PIPs. HSAG has been involved from the onset of the PIPs to determine methodological 


soundness and to ensure that MCOs had the knowledge and guidance needed to be successful, not only 


in documenting its approach but also in applying the rapid-cycle quality improvement methods that are 


central to achieving improved outcomes. For the Weight Assessment and Counseling for Nutrition and 


Physical Activity for Children and Adolescents PIP, HSAG received DHCFP instructions for the MCOs 


to include all three components in each MCO’s SMART Aim statement. HSAG’s validation 


requirements, which were approved by the DHCFP, stipulated that the MCOs must achieve the goal set 


for each component of the SMART Aim in order for the PIP to receive a rating of Confidence or High 


Confidence. See Appendix A, Technical Methods of Data Collection and Analysis, for more information 


on PIP validation scoring. 


Plan-Specific Results—Amerigroup 


In SFY 2016–2017, Amerigroup continued with the DHCFP selected PIP topics: Weight Assessment 


and Counseling for Nutrition and Physical Activity for Children and Adolescents (WCC) and Behavioral 


Health Hospital Readmissions and progressed to completing Modules 4 and 5 (Plan-Do-Study-Act 


[PDSA]: Intervention Testing and PIP Conclusions). The topics, selected by the DHCFP, addressed 


CMS requirements related to quality outcomes—specifically, the quality and timeliness of and access to 


care and services.  


For each PIP topic, Amerigroup defined a SMART Aim statement that identified the narrowed 


population and process to be evaluated, set a goal for improvement, and defined the indicator used to 


measure progress toward the goal. The SMART Aim statement set the framework for the PIP and 


identified the goal against which the PIP was evaluated for the annual validation. 


Table 6–1—PIP Titles and SMART Aim Statements 


PIP Title SMART Aim Statement 


Weight Assessment and Counseling for Nutrition and 


Physical Activity for Children and Adolescents 


(WCC)  


By March 31, 2017, the MCO aims to increase the 


compliance rate for body mass index (BMI) percentile, 


counseling for nutrition, and counseling for physical 


activity among children and adolescents 3 to 17 years 


of age residing in Clark County who are assigned to a 


Nevada Health Centers practitioner, from 78.24 


percent to 88.24 percent, from 58.33 percent to 68.33 


percent, and from 57.41 to 67.41 percent, respectively. 
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PIP Title SMART Aim Statement 


Behavioral Health Hospital Readmissions  By March 31, 2017, the MCO aims to reduce the 


number of inpatient behavioral health readmissions in 


Clark County by 10 percentage points from 29.07 


percent to 19.07 percent. 


HSAG organized and analyzed the PIP information and data submitted by Amerigroup to draw 


conclusions about the MCOs’ quality improvement efforts. Based on its review, HSAG determined the 


overall methodological validity of the PIP as well as the overall success in achieving the SMART Aim 


goal. HSAG also evaluated the appropriateness and validity of the SMART Aim measure as well as 


trends in the SMART Aim measurements, in comparison with the reported baseline rate and goal. The 


data displayed in the SMART Aim run chart were used to determine whether the SMART Aim goal was 


achieved.  


Weight Assessment and Counseling for Nutrition and Physical Activity for Children and 
Adolescents (WCC) PIP 


Module 4: Plan-Do-Study-Act (PDSA) Intervention Testing 


Amerigroup tested two interventions and submitted two Module 4 documents for validation.  


The first intervention involved conducting training sessions that included the electronic health record 


documentation measure components using the Weight Assessment and Counseling for Nutrition and 


Physical Activity (WCC) Quick Reference Guide (QRG). The MCO selected the provider and office 


staff at the Nevada Health Center (NVHC) Martin Luther King (MLK) location. The purpose of this test 


was to determine if providing education and training to the staff on correct coding and documentation 


standards for the three components of the WCC measure would improve compliance. The training 


sessions occurred from September 14, 2016 through October 6, 2016. Prior to the training, Amerigroup 


administered a pre-test to obtain participants’ current knowledge. At the conclusion of each training 


session, each participant was given a post-test comprising the same questions as the pre-test to determine 


the knowledge gained from the training. After analysis of the pre- and post-test data, Amerigroup 


determined statistically significant improvement in the post-test scores. Because of this improvement, 


the MCO determined that it would continue testing on a larger scale at other NVHC locations. 


The second intervention involved targeted QRG education and reeducation for the NVHC MLK location 


providers. Medical record reviews were conducted by the MCO’s quality management nurse during 


August through November. Data gathered during August and September (before training occurred) were 


used for comparison to assess post-training compliance rates for October and November. The MCO 


compared pre-training medical record review data to post-medical record review data to determine the 


success in increasing the WCC documentation compliance rates for the NVHC MLK providers. The 


intervention was abandoned because the post-training data showed that the QRG training was not 


successful in increasing the documentation compliance rates. 
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Upon initial validation of the first Module 4 submitted for the WCC PIP, opportunities for improvement 


were identified within the MCO’s summary of findings. Amerigroup sought technical assistance from 


HSAG prior to resubmitting the module. The MCO made the necessary corrections and met all of the 


validation criteria on the final validation. For the second Module 4 submitted, HSAG identified 


opportunities for improvement with the MCO’s summary of findings and intervention testing results 


reported. After receiving technical assistance from HSAG, Amerigroup made the necessary corrections, 


submitted the module for final validation, and achieved all of the validation criteria. 


To sustain improvement that was achieved during the PIP process, Amerigroup’s documentation 


described the MCO’s intent to provide training for medical assistants and providers during scheduled 


training sessions and on-site visits to include proper documentation. The public relations (PR) director 


would monitor activities of those who conduct training and site visits, as well as recruitment of facilities. 


Quality managers and the HEDIS support team were required to provide support when needed. The data 


collected was used to secure buy-in from facilities in meetings prior to implementation. Ongoing data 


sharing was implemented, and data was shared with providers. The PR staff, PR director, and HEDIS 


team planned to communicate ongoing WCC results to providers and provide technical support. 


Module 5: PIP Conclusions 


SMART Aim Measure Outcomes 


Table 6–2—SMART Aim Measure Results for the Weight Assessment PIP 


SMART Aim Measure Baseline Rate 
SMART Aim 
Goal Rate 


Highest Rate 
Achieved 


Confidence 
Level 


The percentage of children and 


adolescents 3 to 17 years of age 


residing in Clark County who are 


assigned to a Nevada Health Centers 


practitioner and had a BMI 


percentile completed during an 


office visit. 


78.2% 88.2% 88.0% 


Low 


Confidence 


The percentage of children and 


adolescents 3 to 17 years of age 


residing in Clark County who are 


assigned to a Nevada Health Centers 


practitioner and received counseling 


for nutrition during an office visit. 


58.3% 68.3% 77.0% 


The percentage of children and 


adolescents 3 to 17 years of age 


residing in Clark County who are 


assigned to a Nevada Health Centers 


practitioner and received counseling 


for physical activity during an office 


visit. 


57.4% 67.4% 77.0% 
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Amerigroup established a goal of increasing the BMI percentile completion rate for Clark County 


members assigned to a NVHC practitioner by 10 percentage points, from 78.2 percent to 88.2 percent. 


The SMART Aim measure rate did not achieve the goal of 88.2 percent, with the highest rate achieved 


being 88.0 percent. From March 2016 to March 2017, the MCO was able to achieve improvement above 


the baseline rate for two months. However, the remaining 11 months’ performance did not improve, and 


rates were below the baseline rate of 78.2 percent. 


Amerigroup set a goal of increasing the counseling for nutrition completion rate for Clark County 


members assigned to a NVHC practitioner by 10 percentage points, from 58.3 percent to 68.3 percent. 


The SMART Aim measure rate exceeded the goal of 68.3 percent, with the highest rate achieved being 


77.0 percent. The SMART Aim measure goal was exceeded for two of the 13 months from March 2016 


to March 2017. In addition, Amerigroup was able to achieve improvement above the baseline rate for 


five consecutive months. The remaining eight months’ performance did not improve, and rates were 


below the baseline rate of 58.3 percent. 


Amerigroup set a goal of increasing the counseling for physical activity completion rate for Clark 


County members assigned to a NVHC practitioner by 10 percentage points, from 57.4 percent to 67.4 


percent. The SMART Aim measure rate exceeded the goal of 68.3 percent, with the highest rate 


achieved being 77.0 percent. The SMART Aim measure goal was exceeded for two of the 13 months 


from March 2016 to March 2017. In addition, Amerigroup was able to achieve improvement above the 


baseline rate for five consecutive months. The remaining eight months’ performance did not improve, 


and rates were below the baseline rate of 57.4 percent. 


Upon initial validation of Module 5, HSAG identified opportunities for Amerigroup to improve how it 


summarized the SMART Aim measure outcomes and findings. After receiving guidance from HSAG, 


Amerigroup made the necessary corrections and submitted Module 5 for final validation. After final 


validation, Amerigroup achieved all of the Module 5 validation criteria and documentation 


requirements. HSAG assigned a level of Low Confidence to the PIP because the SMART Aim goal was 


only achieved for two of the three measure components. 


Behavioral Health Hospital Readmissions PIP 


Module 4: Plan-Do-Study-Act (PDSA) Intervention Testing 


Amerigroup tested two interventions and submitted two Module 4 documents for validation.  


The first intervention involved provider training and education of the Patient360 system. Patient360 is a 


longitudinal patient record that allows providers to view content such as claims, authorizations, labs, 


pharmacy and medication information, and clinical history. This system is a new initiative; therefore, the 


providers in the facility did not know how to use the system. To implement this intervention, the MCO 


identified Spring Mountain Medical Center as its location for testing and selected 12 participants. 


Training sessions occurred from September 23 through September 30, 2016. Immediately following the 


training course, the MCO administered a survey to measure the provider’s knowledge of the Patient360 


system. After analyzing the survey data, Amerigroup determined that all participants who received the 
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training were able to log into the system correctly, and all but one could access the member’s clinical 


information and complete the member’s treatment and discharge plan. Based on the intervention results, 


Amerigroup chose to adopt this intervention and will spread it to all providers. New providers will be 


trained to use Patient360 during the monthly new provider call. 


The second intervention related to continued use of the Patient360 system at Spring Mountain. After the 


Patient360 training was completed, the next phase of the intervention involved generating reports to 


examine user logins and behavior, and provide targeted provider retraining, as needed. Amerigroup 


collected weekly user reports for 13 weeks and analyzed the data. Amerigroup adopted the intervention 


because the results from the intervention testing showed continued use of Patient360. In addition, 


readmission rates for members for whom a search was performed using Patient360 were 11.2 percent 


lower than readmission rates for members for whom a search was not performed using Patient360.   


Upon initial validation of the first Module 4 submitted for the Behavioral Health Hospital Readmissions 


PIP, Amerigroup achieved all of the validation criteria, and a resubmission was not required. For the 


second Module 4 submitted, HSAG identified opportunities for improvement with the MCO’s summary 


of findings and intervention testing results displayed on the run chart. After receiving technical 


assistance from HSAG, Amerigroup made the necessary corrections, submitted the module for final 


validation, and achieved all of the validation criteria. 


To sustain improvement that was achieved during the PIP process, Amerigroup will continue to work 


with Spring Mountain and offer regular Patient360 training for new associates, as well as refresher 


training for existing staff. Both interventions have been integrated into regular operating procedures. 


Amerigroup plans to continue tracking readmission rates to monitor for sustained improvement. The 


Utilization Management team has been trained to identify patterns in the rate that may signify the need 


for further improvement activities.  


Module 5: PIP Conclusions 


SMART Aim Measure Outcomes 


Table 6–3—SMART Aim Measure Results for the Behavioral Health PIP 


SMART Aim Measure Baseline Rate 
SMART Aim 
Goal Rate 


Lowest Rate 
Achieved* 


Confidence 
Level 


The percentage of inpatient 


behavioral health readmissions 


in Clark County. 


29.1% 19.1% 25.0% 
Low 


Confidence 


* The Lowest Rate Achieved is reported for the Behavioral Health Hospital Readmissions SMART Aim measure because 


the measure is an inverse indicator, where a lower rate is better. 


Amerigroup established a goal of reducing the inpatient behavioral health readmission rate for 


members in Clark County by 10 percentage points, from 29.1 percent to 19.1 percent. The SMART Aim 


measure rate did not achieve the goal of 19.1 percent, with the lowest rate achieved being 25.0 percent. 


From March 2016 to March 2017, the MCO was able to achieve improvement below the baseline rate 
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for four months. However, the remaining nine months’ performance did not improve, and rates were 


above the baseline rate of 29.1 percent. 


Upon initial validation of Module 5, HSAG identified opportunities for Amerigroup to improve how it 


summarized the SMART Aim measure outcomes and findings. After receiving guidance from HSAG, 


Amerigroup made the necessary corrections and submitted Module 5 for final validation. After final 


validation, Amerigroup achieved all of the Module 5 validation criteria and documentation 


requirements. HSAG assigned a level of Low Confidence to the PIP because the SMART Aim goal was 


not achieved. 


Plan-Specific Results—HPN 


In SFY 2017, HPN continued with the DHCFP selected PIP topics: Weight Assessment and Counseling 


for Nutrition and Physical Activity for Children and Adolescents (WCC) and Behavioral Health Hospital 


Readmissions and progressed to completing Modules 4 and 5 (Intervention Testing and PIP 


Conclusions): The topics selected by the DHCFP addressed CMS requirements related to quality 


outcomes—specifically, the quality and timeliness of and access to care and services.  


For each PIP topic, HPN defined a SMART Aim statement that identified the narrowed population and 


process to be evaluated, set a goal for improvement, and defined the indicator used to measure progress 


toward the goal. The SMART Aim statement set the framework for the PIP and identified the goal 


against which the PIP was evaluated for the annual validation. 


Table 6–4—PIP Titles and SMART Aim Statements 


PIP Title SMART Aim Statement 


Weight Assessment and Counseling for Nutrition and 


Physical Activity for Children and Adolescents 


(WCC)  


By March 31, 2017, HPN aims to increase the WCC 


compliance rates for children 3–17 years of age 


assigned to Dr. Veeramachaneni to the following: body 


mass index (BMI) percentile documentation from 2.13 


percent to 10 percent; counseling for nutrition from 


4.79 percent to 12 percent; and counseling for physical 


activity from 2.66 percent to 10 percent. 


Behavioral Health Hospital Readmissions  By March 31, 2017, decrease the rate of the identified 


top 50 utilizers of inpatient substance abuse and/or 


mental health admissions from 13.8 percent of the total 


membership’s inpatient substance abuse and/or mental 


health admissions to 12 percent. 


HSAG reviewed the data and information submitted by HPN to draw conclusions about the MCO’s 


quality improvement efforts. Based on its review, HSAG determined the overall methodological validity 


of the PIP, as well as the overall success in achieving the SMART Aim goal. HSAG also evaluated the 


appropriateness and validity of the SMART Aim measure, as well as trends in the SMART Aim 
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measurements, in comparison with the reported baseline rate and goal. The data displayed in the 


SMART Aim run chart were used to determine whether the SMART Aim goal was achieved.  


Weight Assessment and Counseling for Nutrition and Physical Activity for Children and 
Adolescents (WCC) PIP 


Module 4: Plan-Do-Study-Act (PDSA) Intervention Testing 


HPN tested two interventions and submitted two Module 4s for validation.  


The first intervention involved the creation of a standardized operating procedure (SOP) for Dr. 


Veeramachaneni’s office. This provider was selected due to a low rate for WCC documentation 


compliance. HPN trained the physician and office staff on the new SOP, which focused on the required 


documentation for the WCC measure in the medical record. Testing took place between July 15 and 


September 15, 2016. The initial effectiveness of this intervention was demonstrated by the increase in 


the number of medical records that contained documentation of all three required components for the 


WCC measure. HPN determined that it would adopt the intervention. 


The second intervention involved the next step of the SOP, billing for the three required WCC 


components (BMI, counseling for nutrition, and counseling for physical activity). HPN trained the 


physician and office staff on accurately billing for each of the required WCC components. Testing took 


place between November 1, 2016, and February 24, 2017. A claims review was conducted for those 


members with an outpatient visit with Dr. Veeramachaneni during November, December, and January to 


ensure BMI percentile, nutrition counseling, and physical activity counseling were appropriately 


included in the outpatient visit submitted claim. During intervention testing, it was determined that the 


HEDIS codes were not universal and could only be used if specific services were rendered. This finding 


was problematic because the MCO would never be fully compliant. To determine the extent of the 


problem, HPN asked the provider to continue to include the appropriate codes in the outpatient claim. 


Although the number of claims with BMI increased, the number of claims for nutrition counseling never 


exceeded 23 percent, and counseling for physical activity remained at zero percent. Despite these 


challenges, the SMART Aim remained at 100 percent due to the medical record review. Although the 


intervention was not the primary reason for the SMART Aim to remain at 100 percent, it would serve as 


a good secondary intervention if the documentation was not available and if HEDIS increased the 


number of acceptable codes for the measure. Due to the challenges encountered, HPN abandoned the 


intervention and will research other possible interventions to test in the future. 


Upon initial validation for both Module 4’s submitted for the HPN met all of the validation criteria and 


a resubmission was not required. However, HSAG provided several general comments in the validation 


tool to assist and strengthen the MCO’s testing of future interventions.  


To sustain improvement that was achieved during the PIP process, Dr. Veeramachaneni’s practice is 


committed to continuing the improvement beyond the SMART Aim goal end date, as well as expanding 


the intervention to include other providers in the practice. The practice will conduct internal medical 


record reviews to ensure an overall increase in documentation compliance. 
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Module 5: PIP Conclusions 


SMART Aim Measure Outcomes 


Table 6–5—SMART Aim Measure Results for the Weight Assessment PIP 


SMART Aim Measure Baseline Rate 
SMART Aim 
Goal Rate 


Highest Rate 
Achieved 


Confidence 
Level 


The percentage of children and 


adolescents 3 to 17 years of age who 


are assigned to Dr. Veeramachaneni 


and had a BMI percentile completed 


during an office visit. 


2.1% 10.0% 100% 


Confidence 


The percentage of children and 


adolescents 3 to 17 years of age who 


are assigned to Dr. Veeramachaneni 


and received counseling for nutrition 


during an office visit. 


4.8% 12.0% 100% 


The percentage of children and 


adolescents 3 to 17 years of age who 


are assigned to Dr. Veeramachaneni 


and received counseling for physical 


activity during an office visit. 


2.7% 10.0% 100% 


HPN established a goal of increasing the BMI percentile completion rate for Dr. Veeramachaneni’s 


members by 7.9 percentage points, from 2.1 percent to 10 percent. The SMART Aim measure goal of 


10.0 percent was achieved, with the highest rate achieved being 100 percent. From June 2016 to March 


2017, the MCO was able to achieve a 100 percent compliance rate for every month. 


The MCO set a goal of increasing the counseling for nutrition completion rate for Dr. Veeramachaneni’s 


members by 7.2 percentage points, from 4.8 percent to 12 percent. The SMART Aim measure goal of 


12.0 percent was achieved, with the highest rate achieved being 100 percent. From July 2016 to March 


2017, the MCO was able to achieve a 100 percent compliance rate for every month. 


HPN set a goal of increasing the counseling for physical activity completion rate for Dr. 


Veeramachaneni’s members by 7.3 percentage points, from 2.7 percent to 10 percent. The SMART Aim 


measure goal of 10.0 percent was achieved, with the highest rate achieved being 100 percent. From July 


2016 to March 2017, the MCO was able to achieve a 100 percent compliance rate for every month. 


Upon initial validation of Module 5, HSAG identified opportunities for improvement with the MCO’s 


narrative summary of findings and its documentation related to how it will sustain improvement beyond 


the SMART Aim end date. HSAG provided technical assistance to HPN to discuss the initial validation 


feedback. HPN resubmitted Module 5 after making corrections; and upon final validation, all of the 


validation criteria were met. Although the MCO exceeded the SMART Aim goal for all three measure 


components, this occurred prior to intervention testing and there was not a clear link between the 
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demonstrated improvement and all of the MCO’s quality improvement activities. HSAG assigned a level 


of Confidence to the PIP. 


Behavioral Health Hospital Readmissions PIP 


Module 4: Plan-Do-Study-Act (PDSA) Intervention Testing 


HPN tested two interventions and submitted two Module 4s for validation.  


The first intervention involved having the member and a nurse from HPN or Behavioral Health Options 


(BHO) establish the best location and method for post-discharge follow-up while the member was still 


inpatient. This intervention was predicted to increase the rate of the top 50 utilizers who were seen 


inpatient and who had consented to outpatient follow-up. The intervention was tested from July 19 


through September 28, 2016. At the end of the testing period, the data were analyzed, and it was 


determined that only three members of the top 50 utilizers were able to be seen in the hospital by the 


nurse and agreed to outpatient care. Of the three members seen, one had an inpatient admission 


following consenting to outpatient follow-up care. HPN reported numerous challenges with this 


intervention; and although the SMART Aim run chart showed a reduction in readmissions during the 


testing period of this intervention, HPN could not attribute this reduction to the intervention. As a result, 


the MCO chose to abandon the intervention. 


The second intervention involved enrolling the identified top 50 utilizers in the case management 


program. This program assists these high-need members with ongoing care and addresses the social 


barriers to receiving outpatient care. Educating and engaging the members and addressing the social 


determinants were predicted to reduce the number of hospitalizations. Testing took place from 


November 7, 2016, through February 24, 2017. According to the data collected, 13 of the top 50 utilizers 


consented to and became active in case management services. Nine members refused case management 


services, eight were unable to be contacted, and 20 were no longer eligible for services. When 


comparing the data from the run chart for the 13 members in case management from December to 


January, seven had no inpatient hospitalizations, three had an increase in the number of hospitalizations, 


and three had a decrease in the number of inpatient stays. HPN determined that it would adopt this 


intervention and expand it each month to a list of 50 members who had the most hospitalizations in the 


past year, were eligible for services, and were not currently enrolled in case management. 


Upon initial validation of the first Module 4 for the Behavioral Health Hospital Readmissions PIP, 


HSAG identified opportunities for improvement with HPN’s summary of findings. The SMART Aim 


run chart included all of the top 50 utilizers. According to the Microsoft Excel sheet provided by the 


MCO, only three members accepted the intervention. Because the SMART Aim measure included 


members who did not receive the intervention, it would not be appropriate to use the SMART Aim 


measure to measure the effectiveness of the intervention. In addition, HSAG recommended that the 


MCO test the intervention longer to more accurately measure its success because the total number of 


members who received the intervention was very low. HPN made the necessary corrections to the 


module submission form and provided additional documentation. The MCO chose to abandon the 
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intervention due to numerous challenges. At the final validation of this module, HPN met all of the 


validation criteria. 


Upon initial validation of the second Module 4 submitted for the Behavioral Health Hospital 


Readmissions PIP, HPN met all of the validation criteria and a resubmission was not required.  


For sustainability, HPN determined Intervention 1 was not effective and therefore will not be pursued. 


For Intervention 2, HPN determined that active participation in BHO case management was successful 


in reducing hospital readmissions. The BHO was committed to continuing the intervention by expanding 


it to include a new monthly list of 50 non-active case management members with the most 


hospitalizations in the past year who are still eligible. In addition, the inpatient stays for those 


participating in case management will be tracked monthly to determine if there was an overall reduction. 


Module 5: PIP Conclusions 


SMART Aim Measure Outcomes 


Table 6–6—SMART Aim Measure Results for the Behavioral Health PIP 


SMART Aim Measure Baseline Rate 
SMART Aim 
Goal Rate 


Lowest Rate 
Achieved* 


Confidence 
Level 


The percentage of inpatient 


substance abuse and/or mental 


health admissions for the 


identified top 50 utilizers. 


13.8% 12.0% 
Not 


Reportable 


Reported PIP 


results were 


not credible 


* The Lowest Rate Achieved is reported for the Behavioral Health Hospital Readmissions SMART Aim measure because 


the measure is an inverse indicator, where a lower rate is better. 


HPN established a goal of reducing the inpatient substance abuse and/or mental health admission rate 


for the identified top 50 utilizers by 1.8 percentage points, from 13.8 percent to 12.0 percent. HSAG was 


unable to determine if HPN was able to achieve the SMART Aim measure goal of 12.0 percent due to 


several confounding factors. HSAG observed that for calendar year (CY) 2016 the SMART Aim 


measure denominator nearly doubled, from 3,058 to 5,642, when compared with the baseline period of 


CY 2015. The difference in visits was an 84.5 percent increase. This trend continued beyond CY 2016 


through the SMART Aim end date of March 2017. Over the same time period that the SMART Aim 


measure denominator nearly doubled, HPN reported that 20 of the top 50 utilizers were no longer 


eligible for the project, decreasing the total admissions for the numerator. The substantial increase in the 


SMART Aim measure denominator, combined with the decrease in the SMART Aim measure 


numerator, resulted in a decrease (improvement) in the SMART Aim measure independent of any 


interventions.  


In addition to the changes that occurred with the SMART Aim measure numerator and denominator, 


HPN abandoned the top 50 super utilizer eligible population in November 2016 due to 20 of the 50 


members no longer being eligible. The November 2016 newly identified top 50 super utilizers were no 


longer aligned with the SMART Aim measure and goal. The approved Module 1 and 2 methodology 
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required HPN to follow the original top 50 super utilizers through the SMART Aim end date, March 31, 


2017. These factors affected HSAG’s ability to determine if HPN achieved the SMART Aim goal 


through the tested interventions; therefore, the SMART Aim measure rate was entered as “Not 


Reportable.”  


Upon initial validation of Module 5, HSAG identified opportunities for improvement with the MCO’s 


narrative summary of findings and the execution of the PIP methodology. HSAG provided technical 


assistance to HPN to discuss the initial validation feedback. HPN resubmitted Module 5 after making 


corrections; however, due to HPN changing the top 50 super utilizer eligible population and not 


executing the PIP as approved, not all validation criteria could be achieved despite the resubmission. 


HSAG assigned a level of Reported PIP Results Were Not Credible because the MCO did not execute 


the PIP as designed by HPN and approved by HSAG. HPN requested a rescoring of the PIP based on 


additional information HPN provided in a letter and teleconference meeting with HSAG; however, the 


MCO would have been required to recreate and resubmit Module 4 and Module 5 in order for HSAG to 


revalidate the PIP. Since the time period for resubmission had passed and SFY 2016-2017 was closed, 


DHCFP advised HSAG and HPN to close the PIP. To initiate the new PIPs for SFY 2017-2018, HSAG 


PIP team members have provided weekly technical assistance sessions with HPN staff members at 


HPN’s request. 


Plan Comparison 


The validation findings show that both MCOs were able to complete Module 4 successfully and attained 


Achieved scores across all evaluation elements. For Module 5, the validation findings and level of 


confidence assigned to the PIPs were mixed. Amerigroup received Low Confidence in the reported PIP 


results for both PIPs because the SMART Aim was not achieved. For HPN’s WCC PIP, the SMART 


Aim goal was achieved; however, this occurred prior to intervention testing. Therefore, there was no 


clear link between the demonstrated improvement and the MCO’s quality improvement activities, and 


the PIP was assigned a level of Confidence. For the behavioral health PIP, HPN did not execute the PIP 


according to the HSAG-approved SMART Aim data collection methodology (Module 2); therefore, the 


PIP results were deemed not credible. 


Summary of Recommendations 


Based on the validation and outcome findings, HSAG offers the following recommendations: 


• MCOs should execute improvement projects according to the approved methodology outlined in 


Module 2. If changes to the methodology are necessary, the MCO must contact HSAG to discuss the 


changes. 


• MCOs should apply to future PIPs and quality improvement activities the identified lessons learned 


and knowledge gained from HSAG’s feedback throughout the life of the PIP. 
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• MCOs should ensure that their core PIP teams include data analytical staff members who are 


involved in all data-related PIP processes for the life of the PIP. 


• MCOs should complete an upfront analysis before testing an intervention. The MCOs should be able 


to gauge current performance, compare it to improved performance, and have a method of measuring 


the difference. By completing the upfront analysis, both of these objectives can be accomplished. 


• MCOs should conduct a series of thoughtful and incremental PDSA cycles to accelerate the rate of 


improvement. Each PDSA cycle should be initiated with a methodologically sound evaluation plan 


using a clearly defined testing measure to ensure meaningful and actionable testing results. 
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7. CAHPS Surveys—SFY 2016–2017 


Objectives 


The CAHPS surveys ask members to report on and evaluate their experiences with health care. These 
surveys cover topics that are important to consumers, such as the communication skills of providers and 
the accessibility of services. HPN and Amerigroup were responsible for obtaining a CAHPS vendor to 
administer the CAHPS surveys on their behalf. The primary objective of the CAHPS surveys was to 
effectively and efficiently obtain information on the level of satisfaction that patients have with their 
health care experiences. 


Technical Methods of Data Collection and Analysis 


Three populations were surveyed for HPN and Amerigroup: adult Medicaid, child Medicaid, and 
Nevada Check Up. DSS Research, an NCQA-certified vendor, administered the 2017 CAHPS surveys 
for both HPN and Amerigroup.  


The technical method of data collection was through administration of the CAHPS 5.0H Adult Medicaid 
Health Plan Survey to the adult population, and the CAHPS 5.0H Child Medicaid Health Plan Survey 
(with the Children with Chronic Conditions [CCC] measurement set) to the child Medicaid and Nevada 
Check Up populations. HPN and Amerigroup used a mixed-mode methodology for data collection (i.e., 
mailed surveys followed by telephone interviews of non-respondents).  


The survey questions were categorized into various measures of satisfaction. These measures included 
four global ratings, five composite scores, and three Effectiveness of Care measures for the adult 
population only. Additionally, five CCC composite measures/items were used for CCC eligible 
population. The global ratings reflected patients’ overall satisfaction with their personal doctor, 
specialist, health plan, and all health care. The composite scores were derived from sets of questions to 
address different aspects of care (e.g., getting needed care and how well doctors communicate). The 
CCC composite measures/items evaluated the satisfaction of families with children with chronic 
conditions accessing various services (e.g., specialized services, prescription medications). The 
Effectiveness of Care measures assessed the various aspects of providing assistance with smoking and 
tobacco use cessation. When a minimum of 100 responses for a measure was not achieved, the result 
was denoted as Not Applicable (NA). 


For each of the four global ratings, the percentage of respondents who chose the top satisfaction ratings 
(a response value of 9 or 10 on a scale of 0 to 10) was calculated. This percentage is referred to as a 
question summary rate (or top-box response). 


For each of the five composite scores and CCC composite measures/items, the percentage of 
respondents who chose a positive response was calculated. CAHPS composite question response choices 
fell into one of two categories: (1) Never, Sometimes, Usually, or Always; or (2) No or Yes. A positive 
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or top-box response for the composites and CCC composites/items was defined as a response of 
Usually/Always or Yes. The percentage of top-box responses is referred to as a global proportion for the 
composite scores and CCC composite measures/items. For the Effectiveness of Care measures, 
responses of Always/Usually/Sometimes were used to determine if the respondent qualified for 
inclusion in the numerator. The rates presented follow NCQA’s methodology of calculating a rolling 
average using the current and prior years’ results. A substantial increase or decrease is denoted by a 
change of 5 percentage points or more. 
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Plan-Specific Findings—Amerigroup 


Table 7–1 shows Amerigroup’s 2016 and 2017 adult Medicaid CAHPS top-box rates. In 2017, a total 
of 2,430 adult members were administered a survey, of which 471 completed a survey. After ineligible 
members were excluded, the response rate was 19.8 percent. In 2016, the average NCQA response rate 
for the adult Medicaid population was 24.8 percent, higher than Amerigroup’s response rate.7-1  


Table 7–1—Amerigroup Adult Medicaid CAHPS Results 


 2016 Top-Box Rates 2017 Top-Box Rates 


Composite Measures    


Getting Needed Care 77.6% 75.7% 
Getting Care Quickly 76.4% 76.8% 
How Well Doctors Communicate 87.5% 87.0% 
Customer Service 84.7% 89.5% 
Shared Decision Making 80.0% 75.4% 


Global Ratings    


Rating of All Health Care 44.2% 44.8% 
Rating of Personal Doctor 58.6% 58.3% 
Rating of Specialist Seen Most Often 58.6% 58.2% 
Rating of Health Plan 45.9% 48.4% 


Effectiveness of Care* 


Advising Smokers and Tobacco 
Users to Quit  


62.6% 64.8% 


Discussing Cessation Medications 34.8% 36.7% 
Discussing Cessation Strategies 32.6% 29.9% 


A minimum of 100 responses is required for a measure to be reported as a CAHPS survey result. Measures that 
do not meet the minimum number of responses are denoted as Not Applicable (NA). 
* These rates follow NCQA’s methodology of calculating a rolling two-year average. 
              Indicates the 2017 rate is at least 5 percentage points less than the 2016 national average. 


Amerigroup’s rates decreased between 2016 and 2017 for six of 12 measures: Getting Needed Care, 
How Well Doctors Communicate, Shared Decision Making, Rating of Personal Doctor, Rating of 
Specialist Seen Most Often, and Discussing Cessation Strategies. Amerigroup’s rates increased 
between 2016 and 2017 for six measures: Getting Care Quickly, Customer Service, Rating of All Health 


                                                 
7-1  2017 NCQA national response rate information for the CAHPS 5.0 Adult Medicaid Survey was not available at the time 


this report was produced.  
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Care, Rating of Health Plan, Advising Smokers and Tobacco Users to Quit, and Discussing Cessation 
Medications. None of the measure rates had a substantial increase or decrease from the 2016 rate.  


Amerigroup’s 2017 top-box rates for the adult Medicaid population were lower than the 2016 NCQA 
adult Medicaid national averages for 11 of the 12 measures: Getting Needed Care, Getting Care 
Quickly, How Well Doctors Communicate, Shared Decision Making, Rating of All Health Care, Rating 
of Personal Doctor, Rating of Specialist Seen Most Often, Rating of Health Plan, Advising Smokers and 
Tobacco Users to Quit, Discussing Cessation Medications, and Discussing Cessation Strategies. Of 
these, seven measures were at least 5 percentage points less than the 2016 national averages: Rating of 
All Health Care, Rating of Personal Doctor, Rating of Specialist Seen Most Often, Rating of Health 
Plan, Advising Smokers and Tobacco Users to Quit, Discussing Cessation Medications, and Discussing 
Cessation Strategies. 
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Table 7–2 shows Amerigroup’s 2016 and 2017 general child Medicaid CAHPS top-box rates.7-2 In 2017, 
a total of 4,042 general child members were administered a survey, of which 783 completed a survey.7-3 
After ineligible members were excluded, the response rate was 19.6 percent. In 2016, the average NCQA 
response rate for the child Medicaid population was 23.0 percent, higher than Amerigroup’s response 
rate.7-4  


Table 7–2—Amerigroup General Child Medicaid CAHPS Results 


 2016 General Child 
Top-Box Rates 


2017 General Child 
Top-Box Rates 


Composite Measures    


Getting Needed Care 77.5% 77.1% 
Getting Care Quickly 83.3% 80.7% 
How Well Doctors Communicate 88.5% 89.9% 
Customer Service 87.2% 87.0% 
Shared Decision Making 77.3% 78.7% 


Global Ratings    


Rating of All Health Care 68.6% 66.3% 
Rating of Personal Doctor 69.2% 72.4% 
Rating of Specialist Seen Most Often 80.0% 70.9% 
Rating of Health Plan 64.5% 70.2% 


A minimum of 100 responses is required for a measure to be reported as a CAHPS survey result. Measures that 
do not meet the minimum number of responses are denoted as Not Applicable (NA). 
              Indicates the 2017 rate is at least 5 percentage points less than the 2016 national average. 


Amerigroup’s rates increased between 2016 and 2017 for four measures: How Well Doctors 
Communicate, Shared Decision Making, Rating of Personal Doctor, and Rating of Health Plan. None of 
these rates showed a substantial increase of more than 5 percentage points. Amerigroup’s rates 
decreased between 2016 and 2017 for five measures: Getting Needed Care, Getting Care Quickly, 
Customer Service, Rating of all Health Care, and Rating of Specialist Seen Most Often. Of these, Rating 
of Specialist Seen Most Often showed a substantial decrease of more than 9 percentage points.  


Amerigroup’s 2017 top-box rates for the general child Medicaid population were lower than the 2016 
NCQA child Medicaid national averages for seven measures: Getting Needed Care, Getting Care 
Quickly, How Well Doctors Communicate, Customer Service, Rating of All Health Care, Rating of 


                                                 
7-2  The child Medicaid CAHPS results presented in Table 7-2 for Amerigroup are based on the results of the general child 


population only. 
7-3  The total number of members surveyed and who completed surveys is based on Amerigroup’s general child CAHPS 


sample only (i.e., does not include the CCC supplemental sample of members who were surveyed). 
7-4  2017 NCQA national response rate information for the CAHPS 5.0 Child Medicaid with CCC Survey was not available at 


the time this report was produced.  
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Personal Doctor, and Rating of Specialist Seen Most Often. Of these, two measures were at least 5 
percentage points less than the 2016 national average: Getting Needed Care and Getting Care Quickly. 
Two measures were greater than the 2016 national average: Shared Decision Making and Rating of 
Health Plan. None of these measures, however, were at least 5 percentage points greater than the 2016 
national averages. 


Table 7–3 shows Amerigroup’s 2016 and 2017 CCC Medicaid CAHPS top-box rates.7-5 In 2017, a total 
of 259 child members with a chronic condition completed a survey.7-6  


Table 7–3—Amerigroup CCC Medicaid CAHPS Results 


 
2016 CCC 


Supplemental Top-
Box Rates 


2017 CCC 
Supplemental Top-


Box Rates 


Composite Measures    
Getting Needed Care 79.4% 79.6% 
Getting Care Quickly 81.9% 86.0% 
How Well Doctors Communicate 89.8% 92.6% 
Customer Service NA NA 
Shared Decision Making NA NA 
Global Ratings    
Rating of All Health Care 62.6% 65.0% 
Rating of Personal Doctor 69.2% 75.1% 
Rating of Specialist Seen Most Often 72.6% 72.1% 
Rating of Health Plan 61.4% 65.2% 
CCC Composite Measures/Items 


Access to Specialized Services NA NA 
Family Centered Care (FCC): 
Personal Doctor Who Knows Child 89.7% 87.6% 


Coordination of Care for Children 
with Chronic Conditions NA NA 


Access to Prescription Medicines 79.2% 85.1% 
FCC: Getting Needed Information 88.5% 90.6% 


A minimum of 100 responses is required for a measure to be reported as a CAHPS survey result. Measures that 
do not meet the minimum number of responses are denoted as Not Applicable (NA). 
             Indicates the 2017 rate is at least 5 percentage points less than the 2016 national average. 


                                                 
7-5  The child Medicaid CAHPS results presented in Table 7-3 for Amerigroup are based on the results of the CCC population only. 
7-6  The total number of members who completed surveys is based on Amerigroup’s CCC supplemental CAHPS sample only. 
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Amerigroup’s rates increased between 2016 and 2017 for eight reportable measures: Getting Needed 
Care, Getting Care Quickly, How Well Doctors Communicate, Rating of All Health Care, Rating of 
Personal Doctor, Rating of Health Plan, Access to Prescription Medicines, and FCC: Getting Needed 
Information. Of these, Rating of Personal Doctor and Access to Prescription Medicines showed a 
substantial increase of more than 5 percentage points. Amerigroup’s rates decreased between 2016 and 
2017 for two reportable measures: Rating of Specialist Seen Most Often and FCC: Personal Doctor Who 
Knows Child. None of these measure rates had a substantial decrease from the 2016 rate. 


Amerigroup’s 2017 top-box rates for the CCC population were lower than the 2016 NCQA CCC child 
Medicaid national averages for eight reportable measures: Getting Needed Care, Getting Care Quickly, 
How Well Doctors Communicate, Rating of All Health Care, Rating of Health Plan, FCC: Personal 
Doctor Who Knows Child, Access to Prescription Medicines, and FCC: Getting Needed Information. Of 
these, three measures were at least 5 percentage points less than the 2016 national averages: Getting 
Needed Care, Getting Care Quickly, and Access to Prescription Medicines. 
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Table 7–4 shows Amerigroup’s 2016 and 2017 Nevada Check Up CAHPS top-box rates.7-7 Since 
NCQA does not publish separate rates for the Children’s Health Insurance Program (CHIP), national 
comparisons could not be made. In 2017, a total of 1,377 Nevada Check Up general child members were 
administered a survey, of which 348 completed a survey.7-8 After ineligible members were excluded, the 
response rate was 25.9 percent. 


Table 7–4—Amerigroup Nevada Check Up CAHPS Results 


 2016 General Child 
Top-Box Rates 


2017 General Child 
Top-Box Rates 


Composite Measures    


Getting Needed Care 76.5% 76.6% 
Getting Care Quickly 81.6% 82.0% 
How Well Doctors Communicate 90.8% 93.5% 
Customer Service 84.5% NA 
Shared Decision Making 78.3% NA 


Global Ratings    


Rating of All Health Care 60.3% 68.3% 
Rating of Personal Doctor 72.7% 74.4% 
Rating of Specialist Seen Most Often NA NA 
Rating of Health Plan 68.6% 68.2% 


A minimum of 100 responses is required for a measure to be reported as a CAHPS survey result. Measures 
that do not meet the minimum number of responses are denoted as Not Applicable (NA). 


Amerigroup’s rates decreased between 2016 and 2017 for one reportable measure, Rating of Health 
Plan. Between 2016 and 2017, the rates increased for five reportable measures: Getting Needed Care, 
Getting Care Quickly, How Well Doctors Communicate, Rating of All Health Care, and Rating of 
Personal Doctor. None of the measure rates had a substantial increase or decrease from the 2016 rate. 


Table 7-5 shows Amerigroup’s 2016 and 2017 Nevada Check Up CAHPS top-box rates for the CCC 
population.7-9 Since NCQA does not publish separate rates for the CHIP program, national comparisons 


                                                 
7-7  The Nevada Check Up CAHPS results presented in Table 7-4 for Amerigroup are based on the results of the general child 


population only.  
7-8  The total number of members surveyed and who completed surveys is based on Amerigroup’s Nevada Check Up general 


child CAHPS sample only.  
7-9  The child Medicaid CAHPS results presented in Table 7-5 for Amerigroup are based on the results of the Nevada Check 


Up CCC population only.  
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could not be made. In 2017, a total of 73 Nevada Check Up child members with a chronic condition 
completed a survey.7-10 


Table 7–5—Amerigroup CCC Nevada Check Up CAHPS Results 


 
2016 CCC 


Supplemental Top-
Box Rates 


2017 CCC 
Supplemental Top-


Box Rates 


Composite Measures    
Getting Needed Care NA NA 
Getting Care Quickly NA NA 
How Well Doctors Communicate NA NA 
Customer Service NA NA 
Shared Decision Making NA NA 
Global Ratings    
Rating of All Health Care NA NA 
Rating of Personal Doctor NA NA 
Rating of Specialist Seen Most Often NA NA 
Rating of Health Plan NA NA 
CCC Composite Measures/Items 
Access to Specialized Services NA NA 
Family Centered Care (FCC): 
Personal Doctor Who Knows Child NA NA 


Coordination of Care for Children 
with Chronic Conditions NA NA 


Access to Prescription Medicines NA NA 
FCC: Getting Needed Information NA NA 


A minimum of 100 responses is required for a measure to be reported as a CAHPS survey result. Measures 
that do not meet the minimum number of responses are denoted as Not Applicable (NA). 


Amerigroup’s 2016 and 2017 rates could not be reported for the Nevada Check Up CCC population 
since all measures did not meet the minimum number of responses. 


  


                                                 
7-10  The total number of members who completed surveys is based on Amerigroup’s Nevada Check Up CCC supplemental 


CAHPS sample only. 
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Plan-Specific Findings—HPN 


Table 7–6 shows HPN’s 2016 and 2017 adult Medicaid CAHPS top-box rates. In 2017, a total of 1,890 
members were administered a survey, of which 276 completed a survey. After ineligible members were 
excluded, the response rate was 14.8 percent. In 2016, the average NCQA response rate for the adult 
Medicaid population was 24.8 percent, higher than HPN’s response rate.7-11 


Table 7–6—HPN Adult Medicaid CAHPS Results 


 2016 Top-Box Rates 2017 Top-Box Rates 
Composite Measures    
Getting Needed Care 73.1% 76.1% 
Getting Care Quickly 70.4% 75.9% 
How Well Doctors Communicate 86.5% 85.6% 
Customer Service NA NA 
Shared Decision Making NA NA 
Global Ratings    
Rating of All Health Care 44.6% 48.7% 
Rating of Personal Doctor 54.3% 56.3% 
Rating of Specialist Seen Most Often NA NA 
Rating of Health Plan 52.5% 49.4% 
Effectiveness of Care* 
Advising Smokers and Tobacco 
Users to Quit  


63.1% 63.0% 


Discussing Cessation Medications 24.8% 22.4% 
Discussing Cessation Strategies 26.8% 19.9% 


A minimum of 100 responses is required for a measure to be reported as a CAHPS survey result. Measures that 
do not meet the minimum number of responses are denoted as Not Applicable (NA). 
* These rates follow NCQA’s methodology of calculating a rolling two-year average. 
              Indicates the 2017 rate is at least 5 percentage points less than the 2016 national average. 


HPN’s rates decreased between 2016 and 2017 for five of nine reportable measures: How Well Doctors 
Communicate, Rating of Health Plan, Advising Smokers and Tobacco Users to Quit, Discussing 
Cessation Medications, and Discussing Cessation Strategies. Of these, one measure showed a 
substantial decrease of more than 5 percentage points: Discussing Cessation Strategies. Four measures 
increased between 2016 and 2017: Getting Needed Care, Getting Care Quickly, Rating of All Health 


                                                 
7-11 2017 NCQA national response rate information for the CAHPS 5.0 Adult Medicaid Survey was not available at the time 


this report was produced.  
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Care, and Rating of Personal Doctor. Of these, Getting Care Quickly showed a substantial increase of 
more than 5 percentage points.  


HPN’s 2017 top-box rates for the adult Medicaid population were lower than the 2016 NCQA adult 
Medicaid national averages for all reportable measures: Getting Needed Care, Getting Care Quickly, How 
Well Doctors Communicate, Rating of All Health Care, Rating of Personal Doctor, Rating of Health Plan, 
Advising Smokers and Tobacco Users to Quit, Discussing Cessation Medications, and Discussing Cessation 
Strategies. Of these, six measures were at least 5 percentage points less than the 2016 national average: How 
Well Doctors Communicate, Rating of Personal Doctor, Rating of Health Plan, Advising Smokers and 
Tobacco Users to Quit, Discussing Cessation Medications, and Discussing Cessation Strategies. 


Table 7–7 shows HPN’s 2016 and 2017 child Medicaid CAHPS top-box rates.7-12 In 2017, a total of 
2,310 general child members were administered a survey, of which 332 completed a survey.7-13 After 
ineligible members were excluded, the response rate was 14.5 percent. In 2016, the average NCQA 
response rate for the child Medicaid population was 23.0 percent, higher than HPN’s response rate.7-14  


Table 7–7—HPN General Child Medicaid CAHPS Results 


 2016 General Child 
Top-Box Rates 


2017 General Child 
Top-Box Rates 


Composite Measures    
Getting Needed Care 80.6% 84.3% 
Getting Care Quickly 85.9% 86.1% 
How Well Doctors Communicate 89.5% 92.4% 
Customer Service 90.1% NA 
Shared Decision Making 78.4% NA 
Global Ratings    
Rating of All Health Care 68.5% 62.1% 
Rating of Personal Doctor 74.4% 77.6% 
Rating of Specialist Seen Most Often NA NA 
Rating of Health Plan 74.9% 75.3% 


A minimum of 100 responses is required for a measure to be reported as a CAHPS survey result. Measures that 
do not meet the minimum number of responses are denoted as Not Applicable (NA). 
              Indicates the 2017 rate is at least 5 percentage points greater than the 2016 national average. 
            Indicates the 2017 rate is at least 5 percentage points less than the 2016 national average. 


                                                 
7-12 The child Medicaid CAHPS results presented in Table 7-7 for HPN are based on the results of the general child 


population only. 
7-13 The total number of members surveyed and who completed surveys is based on HPN’s general child CAHPS sample only 


(i.e., does not include the CCC supplemental sample of members who were surveyed). 
7-14 2017 NCQA national response rate information for the CAHPS 5.0 Child Medicaid with CCC Survey was not available at 


the time this report was produced.  
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HPN’s rates decreased between 2016 and 2017 for one of the six reportable measures: Rating of All 
Health Care. The decrease was more than 5 percentage points. HPN’s rates increased between 2016 and 
2017 for five reportable measures: Getting Needed Care, Getting Care Quickly, How Well Doctors 
Communicate, Rating of Personal Doctor, and Rating of Health Plan. Of these, no measures showed a 
substantial increase of more than 5 percentage points. 


HPN’s 2017 top-box rates for the general child Medicaid population were lower than the 2016 NCQA 
general child Medicaid national averages for three measures: Getting Care Quickly, How Well Doctors 
Communicate, and Rating of All Health Care. Three of HPN’s 2017 top-box rates for the general child 
Medicaid population were higher than the 2016 NCQA general child Medicaid national average: Getting 
Needed Care, Rating of Personal Doctor, and Rating of Health Plan. Rating of Health Plan was at least 
5 percentage points greater than the 2016 national average. 


Table 7–8 shows HPN’s 2016 and 2017 CCC Medicaid CAHPS top-box rates.7-15 In 2017, a total of 199 
child members with a chronic condition completed a survey.7-16 


Table 7–8—HPN CCC Medicaid CAHPS Results 


 
2016 CCC 


Supplemental Top-
Box Rates 


2017 CCC 
Supplemental Top-


Box Rates 


Composite Measures    


Getting Needed Care 76.5% 77.8% 
Getting Care Quickly 85.0% 89.9% 
How Well Doctors Communicate 91.8% 91.1% 
Customer Service NA NA 
Shared Decision Making 78.7% NA 


Global Ratings    


Rating of All Health Care 64.9% 59.6% 
Rating of Personal Doctor 68.9% 74.1% 
Rating of Specialist Seen Most Often 63.2% NA 
Rating of Health Plan 66.8% 68.0% 


CCC Composite Measures/Items 


Access to Specialized Services NA NA 
Family Centered Care (FCC): 
Personal Doctor Who Knows Child 88.6% 86.7% 


                                                 
7-15  The child Medicaid CAHPS results presented in Table 7-8 for HPN are based on the results of the CCC population only.  
7-16  The total number of members who completed surveys is based on HPN’s CCC supplemental CAHPS sample only. 
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2016 CCC 


Supplemental Top-
Box Rates 


2017 CCC 
Supplemental Top-


Box Rates 


Coordination of Care for Children 
with Chronic Conditions NA NA 


Access to Prescription Medicines 89.1% 92.7% 
FCC: Getting Needed Information 87.3% 87.7% 


A minimum of 100 responses is required for a measure to be reported as a CAHPS survey result. Measures that 
do not meet the minimum number of responses are denoted as Not Applicable (NA). 
              Indicates the 2017 rate is at least 5 percentage points less than the 2016 national average. 


HPN’s rates increased between 2016 and 2017 for six reportable measures: Getting Needed Care, 
Getting Care Quickly, Rating of Personal Doctor, Rating of Health Plan, Access to Prescription 
Medicines, and FCC: Getting Needed Information. Of these, one measure showed a substantial increase 
of more than 5 percentage points: Rating of Personal Doctor. HPN’s rates decreased between 2016 and 
2017 for three reportable measures: How Well Doctors Communicate, Rating of All Health Care, and 
FCC: Personal Doctor Who Knows Child. Of these, one measure showed a substantial decrease of more 
than 5 percentage points: Rating of All Health Care. 


HPN’s 2017 top-box rates for the CCC population were lower than the 2016 NCQA CCC national 
average for seven reportable measures: Getting Needed Care, Getting Care Quickly, How Well Doctors 
Communicate, Rating of All Health Care, Rating of Personal Doctor, FCC: Personal Doctor Who 
Knows Child, and FCC: Getting Needed Information. Two of HPN’s 2017 top-box rates for the CCC 
child Medicaid population were higher than the 2016 NCQA CCC national average: Rating of Health 
Plan and Access to Prescription Medicines. However, two measures were at least 5 percentage points 
less than the 2016 national average: Getting Needed Care and Rating of All Health Care. 


Table 7–9 shows HPN’s 2016 and 2017 Nevada Check Up CAHPS top-box rates for the general child 
population.7-17 Since NCQA does not publish separate rates for the CHIP program, national comparisons 
could not be made. In 2017, a total of 1,650 Nevada Check Up general child members were surveyed 
and 378 completed a survey.7-18 After ineligible members were excluded, the response rate was 23.1 
percent. 


                                                 
7-17  The Nevada Check Up CAHPS results presented in Table 7-9 for HPN are based on the results of the general child 


population only.  
7-18  The total number of members surveyed and who completed surveys is based on HPN’s general child CAHPS sample only 


(i.e., does not include the CCC supplemental sample of members who were surveyed). 
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Table 7–9—HPN Nevada Check Up CAHPS Results 


 2016 General Child 
Top-Box Rates 


2017 General Child 
Top-Box Rates 


Composite Measures    


Getting Needed Care 79.6% 79.1% 
Getting Care Quickly 82.2% 86.0% 
How Well Doctors Communicate 89.7% 93.1% 
Customer Service 85.2% NA 
Shared Decision Making 73.8% NA 


Global Ratings    


Rating of All Health Care 66.6% 68.1% 
Rating of Personal Doctor 73.5% 72.6% 
Rating of Specialist Seen Most Often 68.4% NA 
Rating of Health Plan 73.9% 73.2% 


A minimum of 100 responses is required for a measure to be reported as a CAHPS survey result. Measures 
that do not meet the minimum number of responses are denoted as Not Applicable (NA). 


HPN’s rates increased between 2016 and 2017 for three reportable measures: Getting Care Quickly, 
How Well Doctors Communicate, and Rating of All Health Care. HPN’s rates decreased between 2016 
and 2017 for the remaining three reportable measures: Getting Needed Care, Rating of Personal Doctor, 
and Rating of Health Plan. No measures showed a substantial increase or decrease of more than 5 
percentage points between 2016 and 2017. 


Table 7–10 shows HPN’s 2016 and 2017 Nevada Check Up CAHPS top-box rates for the CCC 
population.7-19 Since NCQA does not publish separate rates for the CHIP program, national comparisons 
could not be made. In 2017, 151 Nevada Check Up child members with a chronic condition completed a 
survey.7-20 


                                                 
7-19  The child Medicaid CAHPS results presented in Table 7-10 for HPN are based on the results of the Nevada Check Up CCC 


population only.  
7-20  The total number of members who completed surveys is based on HPN’s Nevada Check Up CCC supplemental CAHPS 


sample only. 
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Table 7–10—HPN CCC Nevada Check Up CAHPS Results 


 
2016 CCC 


Supplemental Top-
Box Rates 


2017 CCC 
Supplemental Top-


Box Rates 


Composite Measures    


Getting Needed Care 80.9% 77.5% 
Getting Care Quickly 84.2% NA 
How Well Doctors Communicate 90.7% 93.8% 
Customer Service NA NA 
Shared Decision Making NA NA 


Global Ratings    


Rating of All Health Care 67.2% 62.5% 
Rating of Personal Doctor 73.1% 75.0% 
Rating of Specialist Seen Most Often 70.6% NA 
Rating of Health Plan 67.8% 65.8% 


CCC Composite Measures/Items 


Access to Specialized Services NA NA 
Family Centered Care (FCC): 
Personal Doctor Who Knows Child 86.7% NA 


Coordination of Care for Children 
with Chronic Conditions NA NA 


Access to Prescription Medicines 87.7% 90.0% 
FCC: Getting Needed Information 88.4% 91.3% 


A minimum of 100 responses is required for a measure to be reported as a CAHPS survey result. Measures 
that do not meet the minimum number of responses are denoted as Not Applicable (NA). 


HPN’s rates increased between 2016 and 2017 for four reportable measures: How Well Doctors 
Communicate, Rating of Personal Doctor, Access to Prescription Medicines, and FCC: Getting Needed 
Information. HPN’s rates decreased between 2016 and 2017 for three measures: Getting Needed Care, 
Rating of All Health Care, and Rating of Health Plan. No measures showed a substantial increase or 
decrease of more than 5 percentage points between 2016 and 2017.  
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Plan Comparison 


HPN’s adult Medicaid CAHPS scores were below the 2016 NCQA adult Medicaid national averages for 
all reportable measures: Getting Needed Care, Getting Care Quickly, How Well Doctors Communicate, 
Rating of All Health Care, Rating of Personal Doctor, Rating of Health Plan, Advising Smokers and 
Tobacco Users to Quit, Discussing Cessation Medications, and Discussing Cessation Strategies. HPN’s 
response rate for the 2017 adult Medicaid population was 10 percentage points lower than the 2016 
NCQA adult Medicaid average response rate. Amerigroup’s adult Medicaid CAHPS scores were below 
the 2016 NCQA adult Medicaid national averages for 11 of the 12 measures: Getting Needed Care, 
Getting Care Quickly, How Well Doctors Communicate, Shared Decision Making, Rating of All Health 
Care, Rating of Personal Doctor, Rating of Specialist Seen Most Often, Rating of Health Plan, Advising 
Smokers and Tobacco Users to Quit, Discussing Cessation Medications, and Discussing Cessation 
Strategies. Amerigroup’s response rate for the adult Medicaid population was lower than the 2016 
NCQA adult Medicaid average response rate by 5 percentage points. 


HPN’s general child Medicaid CAHPS scores were below the 2016 NCQA general child Medicaid 
national averages for two reportable composite measures: Getting Care Quickly and How Well Doctors 
Communicate, and for one reportable global rating: Rating of All Health Care. HPN’s response rate for 
the 2017 general child Medicaid population was lower than the 2016 NCQA general child Medicaid 
average response rate by 8.5 percentage points. Amerigroup’s general child Medicaid CAHPS scores 
were below the 2016 NCQA general child Medicaid national averages for four composite measures: 
Getting Needed Care, Getting Care Quickly, How Well Doctors Communicate, and Customer Service. In 
addition, Amerigroup’s general child Medicaid CAHPS scores were below the 2016 NCQA general 
child Medicaid national averages for three global ratings: Rating of All Health Care, Rating of Personal 
Doctor, and Rating of Specialist Seen Most Often. Amerigroup’s response rate for the general child 
Medicaid population was 3.4 percentage points lower than the average 2016 NCQA response rate for the 
general child Medicaid population. 


HPN’s CCC child Medicaid CAHPS scores were below the 2016 NCQA CCC child Medicaid national 
averages for three reportable composite measures: Getting Needed Care, Getting Care Quickly, and 
How Well Doctors Communicate. HPN’s CCC child Medicaid CAHPS scores were also below the 2016 
NCQA CCC child Medicaid national averages for two reportable global ratings: Rating of All Health 
Care and Rating of Personal Doctor. In addition, HPN’s CCC child Medicaid CAHPS scores were 
below the 2016 NCQA CCC child Medicaid national averages for two reportable CCC composite 
measures: FCC: Personal Doctor Who Knows Child and FCC: Getting Needed Information. 
Amerigroup’s CCC child Medicaid CAHPS scores were below the 2016 NCQA CCC child Medicaid 
national averages for three reportable composite measures: Getting Needed Care, Getting Care Quickly, 
and How Well Doctors Communicate. In addition, Amerigroup’s CCC child Medicaid CAHPS scores 
were also below the 2016 NCQA CCC child Medicaid national averages for two global ratings: Rating 
of All Health Care and Rating of Health Plan, and for three reportable CCC composite measures: FCC: 
Personal Doctor Who Knows Child, Access to Prescription Medicines, and FCC: Getting Needed 
Information. 
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HPN’s 2017 Nevada Check Up CAHPS scores were below the 2016 Nevada Check Up CAHPS scores 
for three reportable measures for the general child population: Getting Needed Care, Rating of Personal 
Doctor, and Rating of Health Plan. Amerigroup’s 2017 Nevada Check Up CAHPS scores were above 
the 2016 Nevada Check Up CAHPS scores for five reportable measures for the general child population: 
Getting Needed Care, Getting Care Quickly, How Well Doctors Communicate, Rating of All Health 
Care, and Rating of Personal Doctor. Since NCQA does not publish separate rates for the CHIP 
program, national comparisons could not be made. 


HPN’s 2017 Nevada Check Up CCC CAHPS score was below the 2016 Nevada Check Up CCC 
CAHPS score for one composite measure: Getting Needed Care. HPN’s 2017 Nevada Check Up CCC 
CAHPS score was also below the 2016 Nevada Check Up CCC CAHPS score for two global ratings: 
Rating of All Health Care and Rating of Health Plan. Amerigroup’s 2017 Nevada Check Up CCC 
CAHPS survey results were lower than the minimum required 100 responses; therefore, the comparisons 
could not be completed. Additionally, since NCQA does not publish separate rates for the CHIP 
program, national comparisons could not be made. 


Conclusions and Recommendations 


Amerigroup 


HSAG recommends that Amerigroup continue to work with its CAHPS vendor to ensure that a 
sufficient number of completed surveys is obtained to enable reporting of all CAHPS measures. NCQA 
recommends targeting 411 completed surveys per survey administration. Amerigroup had measures 
that did not meet the minimum 100 responses for the CCC Medicaid population, Nevada Check Up 
general child population, and Nevada Check Up CCC population.  


For the adult population, HSAG recommends that Amerigroup focus quality improvement initiatives on 
enhancing members’ experiences with Getting Needed Care, How Well Doctors Communicate, Shared 
Decision Making, Rating of Personal Doctor, Rating of Specialist Seen Most Often, and Discussing 
Cessation Strategies, since these rates were lower than the 2016 adult CAHPS results and fell below 
NCQA’s 2016 CAHPS adult Medicaid national averages.  


For the general child Medicaid population, Amerigroup should focus on improving Rating of Specialist 
Seen Most Often, since the rate for this measure was substantially lower than the 2016 general child 
CAHPS results and fell slightly below NCQA’s 2016 CAHPS child Medicaid national averages. 
Interventions targeted at the provider level for this measure likely will have the greatest impact on the 
measure. Additionally, efforts should focus on improving Getting Needed Care and Getting Care 
Quickly, since these rates were substantially lower than the NCQA’s 2016 CAHPS child Medicaid 
national averages. For the CCC Medicaid population, Amerigroup should focus on improving FCC: 
Personal Doctor Who Knows Child, since the rate for this reportable measure was lower than the 2016 
CCC child CAHPS results and fell below NCQA’s 2016 CAHPS CCC child Medicaid national average. 
In addition, Amerigroup should look to improve Getting Needed Care, Getting Care Quickly, and 
Access to Prescription Medicines, since the rates for these measures were substantially lower than the 
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2016 NCQA CCC child Medicaid national averages. For the Nevada Check Up population, HSAG 
recommends that Amerigroup focus quality improvement initiatives on enhancing members’ 
experiences with Rating of Health Plan, since the 2017 rate for this reportable measure was lower than 
the 2016 rate. 


CAHPS measures like Getting Needed Care and Getting Care Quickly are access-related and lower rates 
indicate a perception that members cannot obtain needed care with providers or that members cannot 
obtain services as quickly as desired. Amerigroup’s 2016 Annual Quality Evaluation described the 
efforts the MCO employed to expand the network to include additional providers and provider relations 
consultants (See Section 9 for more information). HSAG encourages Amerigroup to evaluate those 
interventions to determine if they are having the desired effect. For the remaining CAHPS measures that 
fell below the Medicaid national averages (How Well Doctors Communicate, Shared Decision Making, 
Rating of Personal Doctor, Rating of Specialist Seen Most Often, and Discussing Cessation Strategies), 
interventions targeted at the provider level and provider communication and interaction with Medicaid 
members most likely will have the greatest impact on the measures. 


HPN 


HSAG recommends that HPN continue to work with its CAHPS vendor to ensure that a sufficient 
number of completed surveys are obtained to enable reporting of all CAHPS measures. NCQA 
recommends targeting 411 completed surveys per survey administration. HPN had measures that did not 
meet the minimum number of responses for the adult Medicaid population, general child and CCC 
Medicaid populations, and the CCC Nevada Check Up population. Without sufficient responses, MCOs 
lack information that can be critical to designing and implementing targeted interventions that can 
improve access to, and the quality and timeliness of, care. 


HSAG recommends that HPN focus quality improvement initiatives on enhancing members’ 
experiences with How Well Doctors Communicate, Rating of Health Plan, Rating of a Personal Doctor, 
Advising Smokers and Tobacco Users to Quit, Discussing Cessation Medications, and Discussing 
Cessation Strategies for the adult Medicaid population, since these rates were lower than the NCQA’s 
2016 CAHPS adult Medicaid national averages. For the general child Medicaid population, HPN should 
focus on improving Rating of All Health Care, since the rate was lower than the 2016 child CAHPS 
result and fell below NCQA’s 2016 CAHPS child Medicaid national average. For the CCC child 
Medicaid population, HPN should focus on improving Getting Needed Care and Rating of All Health 
Care, since the rates for these measures were substantially lower than the 2016 NCQA CCC child 
Medicaid national averages. In addition, HPN should look to improve on How Well Doctors 
Communicate and FCC: Personal Doctor Who Knows Child, since the rates were lower than the 2016 
CCC child Medicaid results and fell below the 2016 NCQA CCC child Medicaid national averages. For 
the Nevada Check Up population, HPN should focus quality improvement efforts on Getting Needed 
Care, Rating of Personal Doctor, and Rating of Health Plan, since these measures showed a slight 
decrease from 2016 to 2017. For the CCC Nevada Check Up population, HPN should improve on 
Getting Needed Care, Rating of All Health Care, and Rating of Health Plan, since the rates for these 
measures decreased from 2016 to 2017. 
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The HPN 2016 Quality Improvement Evaluation described several interventions the MCO deployed to 
improve CAHPS rates. Those included expanding the Medicaid network and encouraging providers to 
use the automated referral application to reduce the turnaround time for referrals to specialists. These 
interventions have the greatest likelihood of impacting access-related CAHPS measures like Getting 
Needed Care and Getting Care Quickly. CAHPS measures like How Well Doctors Communicate, 
Advising Smokers and Tobacco Users to Quit, Discussing Cessation Medications, Discussing Cessation 
Strategies, and Rating of Personal Doctor would be most affected by targeting interventions at the 
provider level. The HPN 2016 Quality Improvement Evaluation described HPN’s intervention to 
conduct monthly patient satisfaction surveys to identify poor performing providers who may be referred 
to the health plan’s Credentialing Committee. HSAG encourages HPN to evaluate the effectiveness of 
the intervention and use survey data collected from monthly surveys to advise and educate providers on 
ways to improve interactions with Medicaid members. 
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8. Health Care Guidance Program (HCGP) Performance Measure Validation 


Background 


In February 2012, the State of Nevada Department of Health and Human Services, Division of Health 
Care Financing and Policy (the DHCFP), issued a request for proposal to contract with a care 
management organization (CMO) to administer care management services to Nevada Comprehensive 
Care Waiver (NCCW) program enrollees. The NCCW program mandates care management services 
throughout the state for a subset of high-cost, high-need beneficiaries not served by the existing 
managed care organizations. 


The DHCFP awarded a contract to McKesson Health Solutions, which later changed its name to 
McKesson Technologies, Inc. (McKesson), to serve as the State’s CMO. The contract took effect 
November 12, 2013, and McKesson implemented the Nevada Health Care Guidance Program (HCGP) 
with a program start date of June 1, 2014. The first day of McKesson’s operations, however, was 
Monday June 2, 2014. On June 2, 2015, Comvest Partners purchased McKesson Technologies, Inc.’s 
care management business, which is now doing business as AxisPoint Health (APH).  


The DHCFP sought to verify that APH collected and reported complete and accurate performance 
measure data annually for contractually required performance measures. To that end, the DHCFP 
contracted with Health Services Advisory Group, Inc. (HSAG), the State’s external quality review 
organization (EQRO), to validate the performance measure rates that APH calculated and reported. 
HSAG validated APH’s performance measures using the CMS external quality review (EQR) Protocol 
29-1 as its guide to ensure the performance measure validation (PMV) activity was performed in 
accordance with industry standards of practice. HSAG’s PMV activity focused on the following 
objectives:  


1. Assess the accuracy of the required performance measures that APH reported. 
2. Determine the extent to which the measures that APH calculated followed the DHCFP’s 


specifications and reporting requirements. 


Performance Measure Validated 


HSAG validated a set of performance measures selected by the DHCFP for validation. The measures 
primarily consisted of performance measures that were contractually required by the DHCFP, but not 


                                                 
9-1  Department of Health and Human Services, Centers for Medicare & Medicaid Services. EQR Protocol 2: Validation of 


Performance Measures Reported by the MCO: A Mandatory Protocol for External Quality Review (EQR), Version 2.0, 
September 1, 2012. Available at: https://www.medicaid.gov/medicaid/quality-of-care/medicaid-managed-care/external-
quality-review/index.html. Accessed on: Jul 18, 2017.  
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part of the HCGP pay-for-performance (P4P) program. These measures are herein referred to as the non-
P4P measures. 


Validation Results 


Several aspects involved in the calculation of performance measures are crucial to the validation 
process. These include data retrieval, integration, data control, and source code development and 
documentation of performance measure calculations. A description for each of these activities is 
provided below. 


Data Retrieval 


HSAG reviewed the processes APH used to receive, transfer, and store the source data used for 
calculating the measures, which included staff interview and discussion of the data flow for the various 
sources of data. Overall, HSAG determined that the data integration processes in place at APH were 
adequate.  


Data Integration 


HSAG reviewed the APH data integration process, including a review of file consolidations or extracts, 
data integration documentation, source code, and linking mechanisms. Overall, HSAG determined that 
the data integration processes in place at APH were adequate. 


Data Control 


HSAG reviewed the data control processes used by APH, which included a review of data flow process, 
of disaster recovery procedures, data backup protocols, and related policies and procedures. Overall, the 
audit team determined that the data control processes in place at APH were adequate. 


Source Code Development and Performance Measure Documentation 


HSAG conducted a line-by-line source code review for all measures and reviewed related 
documentation, which included the completed Information Systems Capabilities Assessment Tool, 
computer programming code, output files, work flow diagrams, and narrative descriptions of 
performance measure calculations. All applicable source code was approved before the on-site visit. 
HSAG also determined that APH’s documentation of performance measure calculations was adequate. 


Performance Measure-Specific Rates 


On October 18, 2016, HSAG received the final performance measure results generated by APH based 
on the latest receipt of all applicable monthly operational files. All measure results were reviewed for 
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reasonability. Table 8-1 shows the measure-specific rates for APH for program period 2 (June 1, 2015, 
through May 30, 2016). 


Table 8-1—Measure-Specific Rates and Validation Results for APH 


Measure 
ID Measure 


Program Period 2 
(June 1, 2015–May 30, 2016) Audit Validation 


Results 
Num Den Rate 


CCHU.1 Ambulatory Care-Sensitive Condition Hospital 
Admission (per 100,000 population) 2713 60781 4463.57 Reportable 


CCHU.2 “Avoidable” ER Visits 20332 62881 32.3% Reportable 
FUP Follow-Up with PCP After Hospitalization 1706 5337 32.0% Reportable 
MRP Medication Reconciliation Post-Discharge 54 5337 1.0% Reportable 
DEM Cognitive Assessment for Dementia 8 349 2.3% Reportable 


NEUR Stroke and Stroke Rehabilitations—Discharged on 
Antithrombotic Therapy 8 83 9.6% Reportable 


CKD Adult Kidney Disease—Laboratory Testing (Lipid 
Profile) 0 549 0.0% Reportable 


RA Disease-modifying Anti-Rheumatic Drug 
(DMARD) Therapy for Rheumatoid Arthritis 142 208 68.3% Reportable 


OST Osteoporosis—Pharmacologic therapy for men 
and women aged 50 years and older 19 436 4.4% Reportable 


OBS 


Percentage of members whose BMI calculation is 
documented, and counseling for nutrition and 
physical activity is provided during the 
measurement year (3–11 Years) BMI total 


0 9927 0.0% Reportable 


OBS 


Percentage of members whose BMI calculation is 
documented, and counseling for nutrition and 
physical activity is provided during the 
measurement year. (12–17 Years) BMI total 


114 6255 1.8% Reportable 


OBS 


Percentage of members whose BMI calculation is 
documented, and counseling for nutrition and 
physical activity is provided during the 
measurement year (3–11 Years) Counseling for 
Nutrition Total 


237 9927 2.4% Reportable 


OBS 


Percentage of members whose BMI calculation is 
documented, and counseling for nutrition and 
physical activity is provided during the 
measurement year (12–17 Years) Counseling for 
Nutrition Total 


151 6255 2.4% Reportable 


OBS 


Percentage of members whose BMI calculation is 
documented, and counseling for nutrition and 
physical activity is provided during the 
measurement year (3–11 Years) Counseling for 
Physical Activity Total 


54 9927 0.5% Reportable 
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Measure 
ID Measure 


Program Period 2 
(June 1, 2015–May 30, 2016) Audit Validation 


Results 
Num Den Rate 


OBS 


Percentage of members whose BMI calculation is 
documented, and counseling for nutrition and 
physical activity is provided during the 
measurement year (12–17 Years) Counseling for 
Physical Activity Total 


44 6255 0.7% Reportable 


CAP Children and Adolescents’ Access to Primary Care 
Practitioners (12–24 months) 958 1081 88.6% Reportable 


CAP Children and Adolescents’ Access to Primary Care 
Practitioners (25 months–6 years) 5193 6951 74.7% Reportable 


CAP Children and Adolescents’ Access to Primary Care 
Practitioners (7–11 years) 7051 8374 84.2% Reportable 


CAP Children and Adolescents’ Access to Primary Care 
Practitioners (12–19 years) 10065 12140 82.9% Reportable 


W15 Well-Child Visits in the First 15 Months of Life  
(0 Visits) 186 1067 17.4% Reportable 


W15 Well-Child Visits in the First 15 Months of Life 
(1 Visit) 112 1067 10.5% Reportable 


W15 Well-Child Visits in the First 15 Months of Life 
(2 Visits) 111 1067 10.4% Reportable 


W15 Well-Child Visits in the First 15 Months of Life 
(3 Visits) 108 1067 10.1% Reportable 


W15 Well-Child Visits in the First 15 Months of Life 
(4 Visits) 120 1067 11.2% Reportable 


W15 Well-Child Visits in the First 15 Months of Life 
(5 Visits) 119 1067 11.2% Reportable 


W15 Well-Child Visits in the First 15 Months of Life  
(6 or more visits) 311 1067 29.1% Reportable 


W34 Well-Child Visits in the Third, Fourth, Fifth, and 
Sixth Years of Life 2398 5902 40.6% Reportable 


AWC Adolescent Well-Care Visits 3227 13868 23.3% Reportable 
CIS Childhood Immunization Status (Dtap) 612 1139 53.7% Reportable 
CIS Childhood Immunization Status (IPV) 832 1139 73.0% Reportable 
CIS Childhood Immunization Status (MMR) 815 1139 71.6% Reportable 
CIS Childhood Immunization Status (HiB) 799 1139 70.1% Reportable 
CIS Childhood Immunization Status (HepB) 829 1139 72.8% Reportable 
CIS Childhood Immunization Status (VZV) 807 1139 70.9% Reportable 
CIS Childhood Immunization Status (PCV) 622 1139 54.6% Reportable 
CIS Childhood Immunization Status (HepA) 817 1139 71.7% Reportable 


CIS Childhood Immunization Status 
(Rotavirus) 771 1139 67.7% Reportable 


CIS Childhood Immunization Status 
(Influenza) 333 1139 29.2% Reportable 
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Measure 
ID Measure 


Program Period 2 
(June 1, 2015–May 30, 2016) Audit Validation 


Results 
Num Den Rate 


CIS Childhood Immunization Status (Combination #2) 583 1139 51.2% Reportable 
CIS Childhood Immunization Status (Combination #3) 531 1139 46.6% Reportable 
CIS Childhood Immunization Status (Combination #4) 531 1139 46.6% Reportable 
CIS Childhood Immunization Status (Combination #5) 477 1139 41.9% Reportable 
CIS Childhood Immunization Status (Combination #6) 241 1139 21.2% Reportable 
CIS Childhood Immunization Status (Combination #7) 477 1139 41.9% Reportable 
CIS Childhood Immunization Status (Combination #8) 241 1139 21.2% Reportable 
CIS Childhood Immunization Status (Combination #9) 211 1139 18.5% Reportable 


CIS Childhood Immunization Status (Combination 
#10) 211 1139 18.5% Reportable 


PPC Timeliness of Prenatal Care 234 856 27.3% Reportable 
PPC Postpartum Care 116 856 13.6% Reportable 


FPC Frequency of Ongoing Prenatal Care, <21 percent 
of expected visits 541 856 63.2% Reportable 


FPC Frequency of Ongoing Prenatal Care, 21 percent–
40 percent of expected visits 181 856 21.1% Reportable 


FPC Frequency of Ongoing Prenatal Care, 41 percent–
60 percent of expected visits 91 856 10.6% Reportable 


FPC Frequency of Ongoing Prenatal Care, 61 percent–
80 percent of expected visits 23 856 2.7% Reportable 


FPC Frequency of Ongoing Prenatal Care, ≥81 percent 
of expected visits 20 856 2.3% Reportable 


ABA Adult BMI Assessment 2859 23466 12.2% Reportable 
BCS Breast Cancer Screening 3138 9980 31.4% Reportable 
CCS Cervical Cancer Screening 5579 18409 30.3% Reportable 
COL Colorectal Cancer Screening 2444 11765 20.8% Reportable 


WOP 


Percentage of women who delivered a live birth 
during the measurement year by the weeks of 
pregnancy at the time of their enrollment in the 
organization. 
1–12 weeks (279–196 days prior to delivery) 


140 1321 10.6% Reportable 


WOP 


Percentage of women who delivered a live birth 
during the measurement year by the weeks of 
pregnancy at the time of their enrollment in the 
organization. 
13–27 weeks (195–91 days prior to delivery) 


424 1321 32.1% Reportable 


WOP 


Percentage of women who delivered a live birth 
during the measurement year by the weeks of 
pregnancy at the time of their enrollment in the 
organization. 
28 or more weeks of pregnancy (<=90 days prior 
to delivery) 


610 1321 46.2% Reportable 
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Measure 
ID Measure 


Program Period 2 
(June 1, 2015–May 30, 2016) Audit Validation 


Results 
Num Den Rate 


WOP 


Percentage of women who delivered a live birth 
during the measurement year by the weeks of 
pregnancy at the time of their enrollment in the 
organization. 
<=0 weeks (280 days or more prior to delivery) 


83 1321 6.3% Reportable 


WOP 


Percentage of women who delivered a live birth 
during the measurement year by the weeks of 
pregnancy at the time of their enrollment in the 
organization. Unknown 


64 1321 4.8% Reportable 


Summary of Findings 


This audit reviewed 22 performance measures. All were determined to be reportable by APH for the 
reporting period under review; however, there were several issues identified during the on-site audit. 


It was determined that for the first program period (June 1, 2014, through May 30, 2015), all indicators 
(numerators) for the Childhood Immunization Status measure were underreported and based solely on 
administrative data. Without immunization data from the State registry or medical record review, the 
measure’s rates were too low to derive effective conclusions. The State provided APH with the 
immunization registry data for both program periods during the second period (June 1, 2015, through 
May 30, 2016). APH calculated the current program period immunization rates and recalculated the 
rates for the first period. The rates for both program periods were approved.  


For the Stroke and Stroke Rehabilitations–Discharged on Antithrombotic Therapy (NEUR) measure, the 
denominator remained low for the second program period. Members in the denominator must have been 
in the HCGP program the entire period. The numerator only included members who were discharged on 
antithrombotic therapy.  


The Adult Kidney Disease–Laboratory Testing (CKD) measure evaluated whether a member with 
kidney disease had a fasting lipid profile completed during the program year. The rate provided by APH 
was 0.00 percent. A line-by-line evaluation of the source code identified that the code aligned with the 
technical specifications. However, the auditor determined the technical specifications did not include the 
most common CPT code (80061) used for the fasting lipid profile. During the on-site visit, APH re-
calculated the measure to determine the impact of the missing code 80061. The results of the re-
calculation increased the rate to more than 77 percent.  


During the first program year for the Cognitive Assessment for Dementia (DEM) measure, APH was not 
able to fully identify the denominator. APH applied the State-allowed changes to the denominator code, 
which improved the identification of dementia. However, the numerator for this measure continued to be 
problematic for APH. The APH providers were not submitting claims that incorporated the CPT code 
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for the assessment. Since the members with dementia were identified, it is likely the majority of those 
members who were identified had an assessment completed.  


The weight assessment body mass index (BMI) component of the Weight Assessment and Counseling 
for Nutrition and Physical Activity for Children Adolescents (OBS) measure for both age groups (3–11 
and 12–18 years) had no administrative data and was reported as 0.0 percent. The source code appeared 
to use the adult BMI code set instead of the child BMI code set. During the on-site visit, APH corrected 
its source code and the new rates were considered reportable. The auditor also noted the rates produced 
by Milliman were low.  


As identified during the first program year’s audit, the rates for Timeliness of Prenatal Care, Postpartum 
Care, and Frequency of Ongoing Prenatal Care were very low compared to national percentiles. These 
rates may have been impacted by global billing practices. Global billing is the submission of a single 
claim for a fixed fee that covers all care related to a certain condition over a particular period, such as 
billing for prenatal and postpartum care visits in conjunction with the delivery. Since generally only 
global billing is submitted for the duration of a woman’s pregnancy, performance measures could be 
underreported without medical record abstraction to augment records found to be numerator-compliant. 
Timeliness of Prenatal Care, Postpartum Care, and Frequency of Ongoing Prenatal Care rates were 
considered reportable since the calculation of the measures met the technical specifications and a true 
underreported bias could not be ascertained during the audit. 


Overall Recommendations and Status of Recommendations 


As a result of the HCGP performance measure validation, HSAG made several recommendations to the 
DHCFP and APH so that measures could be fully reported. Below are those recommendations as well as 
a status update on them. 


• HSAG recommended that the DHCFP examine the technical specification for the CKD measure and 
consider adding the CPT code 80061. The DHCFP also should review all other codes available for 
this measure and add other appropriate fasting lipid profiles codes to enhance the technical 
specification for the measure.  


• APH experienced challenges in capturing numerator-positive cases for the DEM measure due to 
providers not submitting claims for the assessment. HSAG recommended that APH consider 
implementing additional provider training or payment methodologies to capture completed 
assessments administratively.  


• HSAG recommended the DHCFP ensure that AHP correct its source code to include the child BMI 
code set for the weight assessment BMI component of the Weight Assessment and Counseling for 
Nutrition and Physical Activity for Children Adolescents (OBS) measure for both 3–11 and 12–18 
age groups. 
– Update: During the on-site visit, APH corrected its source code to include the child BMI code 


set and recalculated its rates. The newly calculated rates were considered reportable. 
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Based on the audit findings, HSAG recommended that the technical specifications for all measures be 
reviewed annually by the DHCFP, or at a minimum every other year in order to ensure that the codes 
were valid and complete. The review of the technical specifications should also consider prior audit 
findings and current medical and/or clinical practices.  
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9. Follow-Up on Recommendations 


Introduction 


This section of the EQR technical report presents an assessment of how effectively the MCOs addressed 
the recommendations that HSAG made based on the results of the previous year’s EQR activities. Since 
compliance review activities were not performed in SFY 2015–2016, there were no recommendations 
related to compliance.  


The DHCFP established a collaborative environment to promote sharing of information about emerging 
practices identified by the MCOs, which would take place at a quarterly on-site meeting that includes 
MCO, DHCFP, and HSAG staff members as well as external stakeholders. The collaborative sharing 
among the staffs from the DHCFP and the MCOs promotes continual quality improvement of the 
Nevada Medicaid and Nevada Check Up programs, and it has enabled the DHCFP to track progress 
toward meeting the goals and objectives identified in the DHCFP’s quality strategy. Each health plan is 
responsible for identifying, through routine data analysis and evaluation, quality improvement initiatives 
that support improvement in quality, access, and timeliness of services delivered to Medicaid members. 
By testing the efficacy of these initiatives over time, the MCOs have the ability to determine which of 
them yield the greatest improvement. 


It is at these collaborative quarterly meetings that MCOs present the results of data analyses and 
evaluations that address recommendations made by HSAG. MCOs also present the interventions and 
initiatives that have yielded success for their membership and, consequently, performance measure rates. 
Presented below is a summary of how the MCOs addressed the recommendations that HSAG made 
based on the previous year’s EQR activities.  


Validation of Performance Measures—NCQA HEDIS Compliance Audit 


Presentation of Emerging Practices 


The SFY 2015–2016 EQR technical report summarized emerging practices and opportunities for 
improvement for both MCOs. Emerging practices and improvement were defined as a 5 percentage 
point or greater improvement in rates from HEDIS 2015 to HEDIS 2016. For those performance 
measures, MCOs were asked to present the types of interventions and quality improvement initiatives 
used to positively impact the Medicaid and Nevada Check Up performance measure rates and ultimately 
improve access to care and quality and timeliness of care. 
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Amerigroup Actions Taken 


In January 2017, Amerigroup’s staff presented its analyses of the interventions and quality initiatives 
that staff members implemented and that contributed to the 5 percentage-point improvement for the 
following Medicaid performance measures: 


• Annual Dental Visit—Total  
• Childhood Immunization Status—Combinations 2, 3, 4, 5, 7 
• Prenatal and Postpartum Care—Timeliness of Prenatal Care and Postpartum Care 
• Comprehensive Diabetes Care—Medical Attention for Nephropathy 


Amerigroup’s staff also presented its analyses of the interventions and quality initiatives that staff 
members implemented and that contributed to the 5 percentage-point improvement for the following 
Nevada Check Up performance measures: 


• Childhood Immunization Status—Combinations 2, 5, 7, 9, 10 
• Well-Child Visits in the First 15 Months of Life—Six or More Visits 


Overall, Amerigroup found that member and provider reminders were very successful in prompting 
members to receive required screenings, Early and Periodic Screening, Diagnostic, and Treatment 
(EPSDT) services, and wellness visits, which had the potential to improve quality and timeliness of care. 
Amerigroup reported the use of interactive automated voice response systems as an effective method 
for the reminders. Amerigroup also used a series of texting campaigns to communicate with members 
and it continued its member and provider incentive programs. Additionally, Amerigroup had increased 
its provider relations consultants in an effort to contract with more providers and expand it network, 
which had the potential to improve availability of providers. 


HPN Actions Taken 


In January 2017, HPN’s staff presented its analyses of the interventions and quality initiatives that staff 
members implemented and that contributed to the 5 percentage-point improvement for the following 
Medicaid performance measures: 


• Children and Adolescents’ Access to Primary Care Practitioners—Ages 25 Months–6 Years  
• Adolescent Well-Care Visits 
• Comprehensive Diabetes Care—Medical Attention for Nephropathy 
• Follow-Up After Hospitalization for Mental Illness—7-Day Follow-Up  


HPN’s staff also presented its analyses of the interventions and quality initiatives that staff members 
implemented and that contributed to the 5 percentage-point improvement for the following Nevada 
Check Up performance measures: 


• Childhood Immunization Status—Combinations 3, 4, 5, 7, 9, and 10 
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• Well-Child Visits in the First 15 Months of Life—Six or More Visits  


HPN’s staff reported that by promoting the use of extended office hours for primary care physician 
offices and urgent care, members were more likely to seek care in more appropriate settings as well as 
obtain wellness checks and age-appropriate screenings. Extended office hours helped to improve access 
and availability of services as well as quality and timeliness of care by promoting wellness and 
preventive care. HPN also reported the use of member and provider incentives to promote health and 
wellness screenings. 


Opportunities for Improvement 


The SFY 2015–2016 EQR technical report summarized opportunities for improvement for both MCOs. 
Opportunities were defined as a 5 percentage-point or greater decline in rates from HEDIS 2015 to 
HEDIS 2016. For those performance measures, HSAG recommended that the MCOs conduct causal 
barrier analyses and identify the interventions that were planned to overcome those barriers. HSAG 
asked MCOs to present the analyses in the January 2017 quarterly meeting. Specifically, MCOs were 
asked to prepare presentations addressing the interventions that would improve performance as well as 
those that had been discontinued due to lack of improvement. MCOs also were asked to present the 
evaluation plan put in place to evaluate the effectiveness of each planned intervention.   


Amerigroup Actions Taken 


In January 2017, Amerigroup staff members presented the barrier analysis and planned improvement 
strategies for Comprehensive Diabetes Care—Blood Pressure Control (<140/90 mm Hg), the Medicaid 
performance measure that declined in performance of greater than 5 percentage points from HEDIS 
2015 to HEDIS 2016. There were no other performance measures that declined by 5 percentage points 
or more from HEDIS 2015 to HEDIS 2016 for either Medicaid or Nevada Check Up. 


While the causes of the decline may have been attributed to changes in the technical specifications for 
the measure, Amerigroup conducted an analyses of the interventions it used for this and other 
measures. Amerigroup staff members reported that outreach phone calls alone were not effective; 
however, if the automated phone calls were paired with letter or postcard reminders, the interventions 
were more effective. Amerigroup also enrolled more people in the diabetes disease management 
program, which increased enrollment from 2,786 members in the first quarter of 2016 to 3,673 members 
in the fourth quarter of 2016. Members enrolled in the disease management program will have access to 
additional information and services that are condition-specific and improve the quality of care they 
receive by educating them on the importance of self-care and allowing them to effectively manage their 
health care needs. Amerigroup staff members reported that the interventions would be monitored 
through the collection of HEDIS data and member feedback. 
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HPN Actions Taken 


In January 2017, HPN staff members presented the barrier analysis and planned improvement strategies 
for Comprehensive Diabetes Care—Blood Pressure Control (<140/90 mm Hg,) the Medicaid 
performance measure that declined in performance more than 5 percentage points from HEDIS 2015 to 
HEDIS 2016. There were no other performance measures that declined by 5 percentage points or more 
from HEDIS 2015 to HEDIS 2016 for either Medicaid or Nevada Check Up.  


While the causes of the decline may have been attributed to changes in the technical specifications for 
the measure, HPN conducted an analyses of the interventions it used for this and other measures. The 
HPN 2016 Quality Improvement Program Evaluation included information about the evaluation of 
outreach calls to members and noted that Medicaid members were not as likely to be home during the 
day when the staff made the outreach calls. During the January 2017 presentation, HPN staff members 
reported that the MCO increased the number of health, education, and wellness classes offered to 
members with diabetes. The MCO also increased the amount of member case management education 
and outreach to address gaps in care and address preventive care services that had not been accessed by 
the member, enabling the member to be the driver in obtaining quality-related services. 


Performance Improvement Projects 


Since the MCOs were allowed to resubmit PIP modules and incorporate HSAG recommendations at the 
time of resubmission, HSAG did not have recommendations for the PIP modules that were submitted, 
approved, and reported on in the SFY 2015–2016 EQR Technical Report. 


CAHPS Surveys 


The SFY 2015–2016 EQR Technical Report offered recommendations for the MCOs as they prioritized 
their performance improvement initiatives. HSAG recommended that both MCOs work with the 
respective CAHPS vendor to obtain a sufficient number of completed surveys so that all measures could 
be reported. HSAG recommendations to improve rates for quality and access-related CAHPS measures 
are detailed below. 


Amerigroup Recommendations  


For Amerigroup’s Medicaid population, HSAG recommended that the MCO focus on improving 
Getting Needed Care, Getting Care Quickly, How Well Doctors Communicate, and Shared Decision 
Making. For the CCC Medicaid population, Amerigroup should focus on improving Getting Care 
Quickly, How Well Doctors Communicate, Rating of Personal Doctor, Access to Prescription 
Medicines, and FCC: Getting Needed Information. For the Nevada Check Up population, HSAG 
recommended that Amerigroup focus quality improvement initiatives on enhancing members’ 
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experiences with Getting Needed Care, Getting Care Quickly, Customer Service, and Rating of All 
Health Care. 


Amerigroup Actions Taken 


Amerigroup formed a cross-functional committee supported by representation from each of the quality 
departments. The committee reviewed results of the CAHPS scores and also reviewed the analysis the 
vendor provided. The committee found that some possible barriers to access were related to the 
physician network and characteristics of providers as well as member ethnicity, location of the provider, 
and membership as well as individual knowledge of health plan systems. The committee completed a 
barrier analysis and identified possible root causes regarding access issues. It also identified 
opportunities to overcome the barriers. With the Medicaid expansion population, the health plan saw a 
large rise in membership year over year. The committee surmised that this may have strained the 
existing network, resulting in a need for additional providers and for provider relations consultants to 
service the entire network. Amerigroup contracted with additional providers and hired additional 
provider relations consultants in early 2016. The consultants continued to review the network to 
determine if gaps existed in the presence of provider locations and specialties. If any gaps in the network 
were identified, the provider relations consultants initiated the contracting process with new providers. 


HPN Recommendations 


HSAG recommended that HPN focus quality improvement initiatives on enhancing members’ 
experiences with Getting Needed Care, Getting Care Quickly, Rating of All Health Care, Rating of 
Personal Doctor, Rating of Health Plan, Discussing Cessation Medications, and Discussing Cessation 
Strategies for the adult Medicaid population. For the general child Medicaid population, HSAG 
recommended that HPN focus on improving How Well Doctors Communicate. For the CCC child 
Medicaid population, HSAG recommended that HPN focus on improving Getting Needed Care and 
Shared Decision Making, and for the Nevada Check Up population it recommended that quality 
improvement efforts should focus on Shared Decision Making. For the CCC Nevada Check Up 
population, HSAG recommended that HPN improve Getting Needed Care, Access to Prescription 
Medicines, and FCC: Getting Needed Information. 


HPN Actions Taken 


HPN evaluated the results from its CAHPS survey and identified a set of interventions and activities to 
improve CAHPS rates. Specifically, HPN: 


• Encouraged providers to use the automated referral application. This process reduced the turnaround 
time for referrals to specialists in order to improve access to medically necessary specialized 
services.  


• Expanded the Medicaid physician network to increase the availability and access to care.  
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• Conducted follow-up phone calls to members who accessed the emergency room for what appeared 
to be nonemergent medical conditions. HPN provided information on accessing urgent care and 
establishing a medical home with a primary care physician.  


• Conducted monthly patient satisfaction surveys to identify poor-performing providers who may be 
referred to the health plan’s credentialing committee.  
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Appendix A. Technical Methods of Data Collection and Analysis 


The Balanced Budget Act of 1997 (BBA), Public Law 105-33, requires states to prepare an annual 
technical report that describes the manner in which data were aggregated and analyzed and how 
conclusions were drawn as to the quality and timeliness of, and access to, care and services furnished by 
the states’ managed care organizations (MCOs). The data come from activities conducted in accordance 
with the Code of Federal Regulations (CFR) at 42 CFR §438.358. To meet these requirements, the State 
of Nevada, Department of Health and Human Resources, Division of Health Care Financing and Policy 
(the DHCFP), contracted with Health Services Advisory Group, Inc. (HSAG), an external quality review 
organization (EQRO). HSAG has served as the EQRO for the DHCFP since 2000. 


From all of the data collected, HSAG summarizes each MCO’s strengths and weaknesses and provides 
an overall assessment and evaluation of the quality, timeliness of, and access to, care and services that 
each MCO provides. The evaluations are based on the following definitions of quality, access, and 
timeliness: 


• Quality—CMS defines “quality” in the final rule at 42 CFR §438.320 as follows: 
“Quality, as it pertains to external quality review, means the degree to which an MCO, 
PIHP, PAHP, or PCCM entity (described in § 438.310(c)(2)) increases the likelihood of 
desired health outcomes of its enrollees through its (1) structural and operational 
characteristics, (2) the provision of services that are consistent with current professional, 
evidence-based-knowledge, and (3) interventions for performance improvement.”A-1  


• Timeliness—NCQA defines “timeliness” relative to utilization decisions as follows:  
“The organization makes utilization decisions in a timely manner to accommodate the 
clinical urgency of a situation.”A-2 It further discusses the intent of this standard to 
minimize any disruption in the provision of health care. HSAG extends this definition of 
timeliness to include other managed care provisions that impact services to members and 
that require a timely response from the MCO (e.g., processing expedited member 
appeals and providing timely follow-up care).” 


• Access—CMS defines “access” in the final rule at 42 CFR §438.320 as follows: 
“Access, as it pertains to external quality review, means the timely use of services to 
achieve optimal outcomes, as evidenced by managed care plans successfully 
demonstrating and reporting on outcome information for the availability and timeliness 


                                                 
A-1  Federal Register. Code of Federal Regulations, Title 42, Volume 4, May 6, 2016. Available at: https://www.ecfr.gov/cgi-


bin/retrieveECFR?gp=1&SID=703857ac1ca45c61298fad35c026d482&ty=HTML&h=L&mc=true&r=PART&n=pt42.4.4
38#se42.4.438_1320. Accessed on: October 26, 2017. 


A-2  NCQA. 2014 Standards and Guidelines for the Accreditation of Health Plans. Available at: 
https://iss.ncqa.org/RDSat/ATMain.asp?ProductType=License&ProductID=313&activityID=54453. Accessed on: 
September 15, 2014. 
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elements defined under §438.68 (Network adequacy standards) and §438.206 
(Availability of services).” A-3  


This appendix describes the technical methods for data collection and analysis for each of the following 
activities: Internal Quality Assurance Program compliance review, performance measure validation, 
validation of performance improvement projects, CAHPS surveys, Health Care Guidance Program 
(HCGP) compliance review follow up, and HCGP performance measure validation (PMV). The 
objectives for each of these activities are described in the respective sections of this report.  


Internal Quality Assurance Program (IQAP)  


SFY 2016–2017 was the third year of the three-year cycle of reviews for Nevada and all activities 
conducted in the previous two years are complete. SFY 2017–2018 initiates a new three-year cycle of 
reviews. HSAG will report on the SFY 2017–2018 IQAP results in the SFY 2017–2018 technical report. 


Validation of Performance Improvement Projects (PIPs) 


The DHCFP requires its MCOs to conduct PIPs annually. The topics for the SFY 2016–2017 PIP 
validation cycle were: 


• Weight Assessment and Counseling for Nutrition and Physical Activity for Children and Adolescents 
(WCC). 


• Behavioral Health Hospital Readmissions. 


Amerigroup and HPN conducted each required PIP and submitted the required modules to HSAG for 
validation.  


PIP Components and Process 


The key concepts of the rapid-cycle PIP framework include forming a core PIP team, setting aims, 
establishing measures, determining interventions, testing interventions, and spreading successful 
changes. The core component of this approach involves testing changes on a small scale, using a series 
of PDSA cycles and applying rapid-cycle learning principles over the course of the improvement project 
to adjust intervention strategies so that improvement can occur more efficiently and lead to long-term 
sustainability. The duration of rapid-cycle PIPs is 18 months. 


                                                 
A-3  Federal Register. Code of Federal Regulations, Title 42, Volume 4, May 6, 2016. Available at: https://www.ecfr.gov/cgi-


bin/retrieveECFR?gp=1&SID=703857ac1ca45c61298fad35c026d482&ty=HTML&h=L&mc=true&r=PART&n=pt42.4.4
38#se42.4.438_1320. Accessed on: October 26, 2017. 
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HSAG developed five modules with an accompanying companion guide. Prior to issuing each module, 
HSAG held technical assistance sessions with the MCOs to educate about application of the modules. 
The five modules are defined as: 


• Module 1—PIP Initiation: Module 1 outlines the framework for the project. The framework 
includes the topic rationale and supporting data, building a core PIP team, setting aims (Global and 
SMART), and completing a key driver diagram. 


• Module 2—SMART Aim Data Collection: In Module 2, the SMART Aim measure is 
operationalized and the data collection methodology is described. SMART Aim data are displayed 
using a run chart. 


• Module 3—Intervention Determination: In Module 3, there is increased focus into the quality 
improvement activities reasonably thought to impact the SMART Aim. Interventions in addition to 
those in the original key driver diagram are identified using tools such as process mapping, failure 
modes and effects analysis (FMEA), Pareto charts, and failure mode priority ranking, for testing via 
PDSA cycles in Module 4. 


• Module 4—Plan-Do-Study-Act: The interventions selected in Module 3 are tested and evaluated 
through a thoughtful and incremental series of PDSA cycles. 


• Module 5—PIP Conclusions: In Module 5, the MCO summarizes key findings and presents 
comparisons of successful and unsuccessful interventions, outcomes achieved, and lessons learned. 


Approach to PIP Validation 


In SFY 2016–2017, HSAG obtained the data needed to conduct the PIP validation from the MCO’s 
module submission forms. These forms provided detailed information about each of the PIPs and the 
activities completed in Modules 4 through 5.  


The MCO submitted each module according to the approved timeline. After the initial validation of each 
module, the MCO received HSAG’s feedback and technical assistance and resubmitted the modules for 
final validation. 


The goal of HSAG’s PIP validation is to ensure that the DHCFP and key stakeholders can have 
confidence that any reported improvement is related and can be directly linked to the quality 
improvement strategies and activities the MCO conducted during the life of the PIP. HSAG’s scoring 
methodology evaluates whether the MCO executed a methodologically sound improvement project and 
confirms that any achieve improvement could be clearly linked to the quality improvement strategies 
implemented by the MCO. 


PIP Validation Scoring 


HSAG assigned a score of Achieved or Failed for each of the criteria in Modules 4 through 4. Any 
validation criteria not applicable (N/A) were not scored. Using a standardized scoring methodology, 
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HSAG will assign a level of confidence and report the overall validity and reliability of the findings as 
one of the following: 


• High confidence = The PIP was methodologically sound, achieved the SMART Aim, and the 
demonstrated improvement was clearly linked to the quality improvement processes implemented. 


• Confidence = The PIP was methodologically sound, achieved the SMART Aim, and some of the 
quality improvement processes were clearly linked to the demonstrated improvement; however, 
there was not a clear link between all quality improvement processes and the demonstrated 
improvement. 


• Low confidence = (A) the PIP was methodologically sound; however, the SMART Aim was not 
achieved; or (B) the SMART Aim goal was achieved; however, the quality improvement processes 
and interventions were poorly executed and could not be linked to the improvement. 


• Reported PIP results were not credible = The PIP methodology was not executed as approved. 


For the Weight Assessment and Counseling for Nutrition and Physical Activity for Children and 
Adolescents PIP, HSAG received DHCFP instructions for the MCOs to include all three components in 
each MCO’s SMART Aim statement. HSAG’s validation requirements, which were approved by the 
DHCFP, stipulated that the MCOs must achieve the goal set for each component of the SMART Aim in 
order for the PIP to receive a rating of Confidence or High Confidence. 


Performance Measure Validation/HEDIS Audit 


HSAG performed an audit of the MCOs’ HEDIS reporting for their Medicaid and Nevada Check Up 
programs. Methods and information sources used by HSAG to conduct the audit included: 


• Teleconferences with the MCOs’ personnel and vendor representatives, as necessary. 
• Detailed review of the MCOs’ completed responses to the NCQA Roadmap. 
• On-site meetings, including the following: 


– Staff interviews. 
– Live system and procedure demonstration. 
– Documentation review and requests for additional information. 
– Primary HEDIS data source verification. 
– Programming logic review and inspection of dated job logs. 
– Computer database and file structure review. 
– Discussion and feedback sessions. 


• Detailed evaluation of computer programming used to access administrative data sets, manipulate 
medical record review data, and calculate HEDIS measures. 


• Detailed evaluation of encounter data completeness. 
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• Re-abstraction of sample medical records selected by the auditors, with a comparison of results to 
each MCO’s review determinations for the same records, if the hybrid method was used. 


• Requests for corrective actions and modifications related to HEDIS data collection and reporting 
processes and data samples, as necessary, and verification that actions were taken. 


• Accuracy checks of the final HEDIS rates completed by the MCOs. 
• Interviews with a variety of individuals whose department or responsibilities played a role in the 


production of HEDIS data. Representatives of vendors who provided or processed HEDIS 2014 (and 
earlier historical) data may also have been interviewed and asked to provide documentation of their 
work. 


In addition, activities conducted prior to on-site meetings with HPN and Amerigroup representatives 
included written and email correspondence explaining the scope of the audit, methods used, and time 
frames for major audit activities; a compilation of a standardized set of comprehensive working papers 
for the audit; a determination of the number of sites and locations for on-site meetings, demonstrations, 
and interviews with critical personnel; the preparation of an on-site agenda; a review of the certified 
measures approved by NCQA; and a detailed review of a select set of HEDIS measures that the DHCFP 
requires for reporting. 


The IS capabilities assessment consisted of the auditor’s findings on IS capabilities, compliance with 
each IS standard, and any impact on HEDIS reporting. Assessment details included facts on claims and 
encounter data, enrollment, provider data, medical record review processes, data integration, data 
control, and measure calculation processes.  


To validate the medical record review portion of the audit, NCQA policies and procedures require 
auditors to perform two steps: First, an audit team review of the medical record review processes 
employed by the MCOs, including a review of staff qualifications, training, data collection instruments 
and tools, interrater reliability (IRR) testing, and the method used to combine medical record review 
data with administrative data; and second, a reabstraction of selected medical records and a comparison 
of the audit team’s results to abstraction results for medical records used in the hybrid data source 
measures. 


The analysis of the validation of performance measures involved tracking and reporting rates for the 
measures required for reporting by the DHCFP for Medicaid and Nevada Check Up. The audited 
measures (and the programs to which they apply) are presented in Table A–1. 


Note that the Weeks of Pregnancy at Time of Enrollment (WOP) and Human Papillomavirus Vaccine for 
Female Adolescents (HPV) measures were retired for HEDIS 2017; however, HPV was added as a new 
indicator in the Immunizations for Adolescents (IMA) measure. 
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Table A–1—SFY 2016–2017 Performance Measures for Nevada Medicaid and Nevada Check Up 


   Populations 


 Performance Measure Method Medicaid Nevada Check 
Up 


1 Adolescent Well-Care Visits (AWC) Hybrid   
2 Ambulatory Care (AMB) Admin   
3 Annual Dental Visit (ADV) Admin   
4 Childhood Immunization Status—Combos 2–10 (CIS) Hybrid   


5 Children and Adolescents’ Access to Primary Care 
Practitioners (CAP) Admin   


6 Comprehensive Diabetes Care—Excluding <7 indicator 
(CDC) Hybrid   


7 Follow-Up After Hospitalization for Mental Illness (FUH) Admin   


8 Follow-Up Care for Children Prescribed Attention-
Deficit/Hyperactivity (ADHD) Medication (ADD) Admin   


9 Frequency of Ongoing Prenatal Care (FPC) Hybrid    
10 Immunizations for Adolescents (IMA)  Hybrid   
11 Medication Management for People with Asthma (MMA) Admin   
12 Mental Health Utilization (MPT) Admin   
13 Prenatal and Postpartum Care (PPC) Hybrid    


14 Use of Multiple Concurrent Antipsychotics in Children and 
Adolescents (APC) Admin   


15 Weight Assessment and Counseling for Nutrition and 
Physical Activity for Children/Adolescents (WCC) Hybrid    


16 Well-Child Visits in the First 15 Months of Life (W15) Hybrid    


17 Well-Child Visits in the Third, Fourth, Fifth and Sixth Years 
of Life (W34) Hybrid    


CAHPS Survey 


Three populations were surveyed for HPN and Amerigroup: adult Medicaid, child Medicaid, and 
Nevada Check Up. DSS Research, an NCQA-certified vendor, administered the 2017 CAHPS surveys 
for HPN and Amerigroup. 


The technical method of data collection was through the CAHPS 5.0H Adult Medicaid Health Plan Survey 
to the adult population, and the CAHPS 5.0H Child Medicaid Health Plan Survey (with Children with 
Chronic Conditions [CCC] measurement set) to the child Medicaid and Nevada Check Up populations. 
HPN and Amerigroup used a preapproved enhanced mixed-mode methodology for data collection (i.e., 
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mailed surveys followed by telephone interviews of nonrespondents to the mailed surveys). Respondents 
were given the option of completing the survey in Spanish. The survey cover letter provided a telephone 
number for members to call if they wanted to complete the survey in Spanish.  


The survey questions were categorized into various measures of satisfaction. These measures included 
four global ratings, five composite scores, and three Effectiveness of Care measures for the adult 
population only. Additionally, five CCC composite measures/items were used for CCC eligible 
population. The global ratings reflected patients’ overall satisfaction with their personal doctor, 
specialist, health plan, and all health care. The composite scores were derived from sets of questions to 
address different aspects of care (e.g., getting needed care and how well doctors communicate). The 
CCC composite measures/items evaluated the satisfaction of families with children with chronic 
conditions accessing various services (e.g., specialized services, prescription medications). The 
Effectiveness of Care measures assessed the various aspects of providing assistance with smoking and 
tobacco use cessation. When a minimum of 100 responses for a measure was not achieved, the result of 
the measure was denoted as Not Applicable (NA). 


For each of the four global ratings, the percentage of respondents who chose the top satisfaction ratings 
(a response value of 9 or 10 on a scale of 0 to 10) was calculated. This percentage is referred to as a 
question summary rate (or top-box response).  


For each of the five composite scores and CCC composite measures/items, the percentage of 
respondents who chose a positive response was calculated. CAHPS composite question response choices 
fell into one of two categories: (1) Never, Sometimes, Usually, or Always; or (2) No or Yes. A positive 
or top-box response for the composites and CCC composites/items was defined as a response of 
Usually/Always or Yes. The percentage of top-box responses is referred to as a global proportion for the 
composite scores and CCC composite measures/items. For the Effectiveness of Care measures, 
responses of Always/Usually/Sometimes were used to determine if the respondent qualified for 
inclusion in the numerator. The rates presented follow NCQA’s methodology of calculating a rolling 
average using the current and prior years’ results. A substantial increase or decrease is denoted by a 
change of 5 percentage points or more. 


Health Care Guidance Program (HCGP) Performance Measure Validation 


In the fall of 2016, HSAG conducted a performance measure validation (PMV) audit of APH to verify 
the accuracy of its reported rates. HSAG validated APH’s performance measures using the external 
quality review (EQR) Protocol 2A-4 developed by CMS as its guide. HSAG’s APH activity focused on 
the following objectives: 


                                                 
A-4  Department of Health and Human Services, Centers for Medicare & Medicaid Services. EQR Protocol 2: Validation of 


Performance Measures Reported by the MCO: A Mandatory Protocol for External Quality Review (EQR), Version 2.0, 
September 1, 2012. Available at: https://www.medicaid.gov/medicaid/quality-of-care/medicaid-managed-care/external-
quality-review/index.html. Accessed on: Jul 18, 2017. 
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1. Assess the accuracy of the required performance measures reported by APH. 
2. Determine the extent to which the measures calculated by APH follow the DHCFP specifications 


and reporting requirements. 


HSAG validated a set of performance measures selected by the DHCFP for validation. The measures 
primarily consisted of performance measures that the DHCFP required contractually but were not part of 
the HCGP pay-for-performance (P4P) program. These measures are herein referred to as the non-P4P 
measures. In Attachment II of the APH contract (RFP/Contract #1958), the DHCFP provided the 
specifications APH was required to use to calculate the performance measures. Table A–2 lists the 
performance measures that HSAG validated under the scope of this audit. The measurement period for 
which the PMV was conducted was identified as program period 2 (i.e., June 1, 2015, through May 30, 
2016). 


Table A–2—Performance Measures for HCGP 


Measure ID Measure Name 


CCHU.1 Ambulatory Care—Sensitive Condition Hospital Admission 
CCHU.2 Avoidable Emergency Room Visits 


FUP Follow-Up With Primary Care Physician After Hospitalization 
MRP Medication Reconciliation Post-Discharge 
DEM Cognitive Assessment for Dementia 
NEUR Stroke and Stroke Rehabilitations—Discharged on Antithrombotic Therapy 
CKD Adult Kidney Disease—Laboratory Testing (Lipid Profile) 
RA Disease-modifying Anti-Rheumatic Drug (DMARD) Therapy for Rheumatoid Arthritis 


OST Osteoporosis—Pharmacologic therapy for men and women aged 50 years and older 


OBS Weight Assessment and Counseling for Nutrition and Physical Activity for 
Children/Adolescents 


CAP Children and Adolescents’ Access to Primary Care Practitioners 
W15 Well-Child Visits in the First 15 Months of Life 
W34 Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life 
AWC Adolescent Well-Care Visits 
CIS Childhood Immunization Status 
PPC Prenatal and Postpartum Care 
WOP Weeks of Pregnancy at Time of Enrollment 
FPC Frequency of Ongoing Prenatal Care 
ABA Adult BMI Assessment 
BCS Breast Cancer Screening 
CCS Cervical Cancer Screening 
COL Colorectal Cancer Screening 
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Pre-audit Strategy 


To assist APH with the validation process, HSAG provided technical assistance to APH’s staff 
throughout the audit process. 


HSAG prepared and sent a documentation request letter to APH, which outlined the steps in the PMV 
process. The letter included a request for source code for each performance measure, a completed 
Information Systems Capabilities Assessment Tool (ISCAT), any additional supporting documentation 
necessary to complete the audit, and a timetable for completion and instructions for submission. The 
ISCAT was customized to collect information regarding the necessary data that were consistent with the 
Nevada HCGP and the Nevada Comprehensive Care Waiver (NCCW) special terms and conditions. 
HSAG responded to ISCAT-related questions received directly from APH during the pre-on-site phase. 


Upon receiving the completed ISCAT and requested supporting documents, HSAG conducted a desk 
review of all materials and noted any issues or items that required follow-up. HSAG also conducted an 
extensive review of APH’s source code used to calculate the non-P4P measures. HSAG source code 
reviewers performed a line-by-line review to assess whether the codes were developed according to the 
non-P4P measure specifications detailed in APH’s contract with the DHCFP. HSAG also checked for 
any inconsistency in measure interpretation between APH and Nevada’s actuary (Milliman), the entity 
responsible for calculating the baseline rates for the non-P4P measures. Findings of the source code 
review were provided to APH before final rates were calculated. 


On-site Activities 


HSAG conducted the on-site visit with APH on September 22–23, 2016. HSAG auditors collected 
information from APH staff members using several methods that included interviews, system 
demonstration, review of data output files, primary source verification, observation of data processing, 
and review of data reports. The on-site activities included: 


• Opening session. 
• Evaluation of system compliance. 
• Overview of data integration and control procedures. 
• Closing conference. 


HSAG conducted several interviews with key APH staff members involved with any aspect of 
performance measure reporting. 


Post-on-site Activities 


During the on-site visit, HSAG auditors identified several items that required follow-up from APH, 
including revision of some source code for several measures. APH submitted the revised source code 
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along with revised non-P4P performance measure rates. Upon resolving all outstanding items, HSAG 
auditors reviewed the revised rates provided by APH before issuing the final report. 
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Appendix B. Goals and Objectives Tracking 


Nevada 2016–2017 Quality Strategy 
Goals and Objectives for Medicaid 


Unless otherwise indicated, all objectives will follow the QISMC methodology to improve rates. 


Goal 1: Improve the Health and Wellness of Nevada’s Medicaid Population by Increasing the Use of Preventive Services. 


  AGP 
2016 


QISMC 
Goal 


AGP 
2017 


HPN 
2016 


QISMC 
Goal 


HPN 
2017 


Objective 1.1a: Increase children and adolescents’ access to PCPs (12–24 months). 94.15% 92.03% 93.83% 94.80% 92.28% 95.17% 


Objective 1.1b: Increase children and adolescents’ access to PCPs (25 months–6 years). 83.55% 83.17% 82.25% 84.29% 81.32% 83.81% 


Objective 1.1c: Increase children and adolescents’ access to PCPs (7–11 years). 87.12% 87.04% 86.59% 87.36% 85.54% 87.57% 


Objective 1.1d: Increase children and adolescents’ access to PCPs (12–19 years). 83.76% 83.38% 82.95% 85.21% 82.72% 85.51% 


Objective 1.2: Increase well-child visits (0–15 months). 52.78% 55.52% 62.50% 53.77% 56.42% 62.77% 


Objective 1.3: Increase well-child visits (3–6 years). 66.33% 69.09% 68.72% 64.48% 64.75% 65.21% 


Objective 1.4a:  Increase weight assessment and counseling for nutrition and physical 
activity for children/adolescents (BMI percentile).  64.12% 67.71%† 70.14% 70.32% 73.29%† 71.78% 


Objective 1.4b:  Increase weight assessment and counseling for nutrition and physical 
activity for children/adolescents (counseling for nutrition).  54.40% 58.96%† 62.73% 57.91% 62.12%† 62.29% 


Objective 1.4c:  Increase weight assessment and counseling for nutrition and physical 
activity for children/adolescents (counseling for physical activity).  43.75% 49.38%† 56.48% 52.07% 56.86%† 59.61% 


Objective 1.5: Increase immunizations for adolescents. 71.93% 74.74%† 79.40% 79.81% 81.83%† 80.78% 


Objective 1.6: Increase annual dental visits for children. 53.21% 51.06% 51.63% 55.03% 56.01% 53.85% 


Objective 1.7: Increase human papillomavirus vaccine for female adolescents. 24.59% 32.13%† R* 29.68% 36.71%† R* 
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Goal 1: Improve the Health and Wellness of Nevada’s Medicaid Population by Increasing the Use of Preventive Services. 


  AGP 
2016 


QISMC 
Goal 


AGP 
2017 


HPN 
2016 


QISMC 
Goal 


HPN 
2017 


Objective 1.8: Increase adolescent well-care visits. 38.43% 47.92% 47.69% 44.04% 43.72% 44.77% 


Objective 1.9a: Increase childhood immunization status (Combination 2). 73.15% 69.58% 72.92% 74.94% 73.72% 73.72% 


Objective 1.9b: Increase childhood immunization status (Combination 3). 66.67% 64.79% 67.13% 70.32% 69.56% 71.05% 


Objective 1.9c: Increase childhood immunization status (Combination 4). 65.28% 62.92% 66.67% 70.07% 69.56% 71.05% 


Objective 1.9d: Increase childhood immunization status (Combination 5). 57.18% 55.21% 56.71% 55.72% 57.74% 61.07% 


Objective 1.9e: Increase childhood immunization status (Combination 6). 32.41% 40.00% 36.11% 38.44% 45.48% 34.79% 


Objective 1.9f: Increase childhood immunization status (Combination 7). 56.48% 53.54% 56.25% 55.72% 57.74% 61.07% 


Objective 1.9g: Increase childhood immunization status (Combination 8). 32.41% 39.79% 36.11% 38.44% 45.48% 34.79% 


Objective 1.9h: Increase childhood immunization status (Combination 9). 29.63% 35.42% 32.18% 31.14% 39.12% 30.41% 


Objective 1.9i: Increase childhood immunization status (Combination 10). 29.63% 35.21% 32.18% 31.14% 39.12% 30.41% 
 


Goal 2: Increase Use of Evidence-Based Practices for Members With Chronic Conditions. 


  AGP 
2016 


QISMC 
Goal 


AGP 
2017 


HPN 
2016 


QISMC 
Goal 


HPN 
2017 


Objective 2.1: Increase rate of HbA1c testing for members with diabetes. 79.63% 83.71% 81.02% 85.64% 85.76% 82.73% 


Objective 2.2: Decrease rate of HbA1c poor control (>9.0%) for members with 
diabetes. ** 46.76% 41.76% 46.30% 45.74% 40.08% 42.82% 


Objective 2.3: Increase rate of HbA1c good control (<8.0%) for members with 
diabetes. 46.30% 48.84% 45.60% 46.47% 49.42% 48.42% 


Objective 2.4: Increase rate of eye exams performed for members with diabetes. 55.09% 59.91% 59.49% 56.93% 60.36% 61.31% 


Objective 2.5: Increase medical attention for nephropathy for members with 
diabetes.  89.58% 77.65% 90.28% 92.21% 84.46% 90.75% 
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Goal 2: Increase Use of Evidence-Based Practices for Members With Chronic Conditions. 


  AGP 
2016 


QISMC 
Goal 


AGP 
2017 


HPN 
2016 


QISMC 
Goal 


HPN 
2017 


Objective 2.6: Increase blood pressure control (<140/90 mm Hg) for members with 
diabetes. 55.32% 65.96% 61.11% 60.83% 73.29% 50.36% 


Objective 2.7a: Increase medication management for people with asthma—
medication compliance 50 percent. 50.22% 55.20%† 56.19% 46.96% 52.26%† 53.37% 


Objective 2.7b: Increase medication management for people with asthma—
medication compliance 75 percent. 26.84% 34.16%† 32.16% 24.14% 31.73%† 32.81% 


 


Goal 3: Reduce and/or Eliminate Health Care Disparities for Medicaid Recipients. 


  AGP 
2016 


QISMC 
Goal 


AGP 
2017 


HPN 
2016 


QISMC 
Goal 


HPN 
2017 


Objective 3.1: Ensure that health plans maintain, submit for review, and annually 
revise cultural competency plans. Met Met Met Met Met Met 


Objective 3.2: Stratify data for performance measures by race and ethnicity to 
determine where disparities exist. Continually identify, organize, and 
target interventions to reduce disparities and improve access to 
appropriate services for the Medicaid and Nevada Check Up 
population. 


Met Met Met Met Met Met 


Objective 3.3: Ensure that each MCO submits an annual evaluation of its cultural 
competency programs to the DHCFP. The MCOs must receive a 100 
percent Met compliance score for all criteria listed in the MCO 
contract for cultural competency program development, maintenance, 
and evaluation. 


Met Met Met Met Met Met 
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Goal 4:  Improve the Health and Wellness of New Mothers and Infants and Increase New-Mother Education About Family Planning and 
Newborn Health and Wellness.  


  AGP 
2016 


QISMC 
Goal 


AGP 
2017 


HPN 
2016 


QISMC 
Goal 


HPN 
2017 


Objective 4.1: Increase the rate of postpartum visits. 53.16% 52.07% 62.50% 57.18% 62.99% 59.12% 


Objective 4.2: Increase timeliness of prenatal care. 75.41% 72.79% 83.33% 73.97% 79.86% 72.75% 


Objective 4.3: Increase frequency of prenatal care visits (≥ 81 percent of visits). 56.44% 57.10% 62.50% 52.07% 56.21% 60.83% 


Objective 4.4: Increase frequency of prenatal care visits (<21 percent of visits). **  17.80% 14.23% 5.56% 14.60% 15.33% 11.19% 
 


Goal 5:  Increase Use of Evidence-Based Practices for Members With Behavioral Health Conditions. 


  AGP 
2016 


QISMC 
Goal 


AGP 
2017 


HPN 
2016 


QISMC 
Goal 


HPN 
2017 


Objective 5.1a: Increase follow-up care for children prescribed attention-
deficit/hyperactivity (ADHD) medication—initiation phase. 36.68% 43.01%† 43.51% 46.65% 51.99%† 43.68% 


Objective 5.1b: Increase follow-up care for children prescribed attention-
deficit/hyperactivity (ADHD) medication—continuation and 
maintenance phase. 


40.91% 46.82%† 64.91% 58.02% 62.22%† 49.28% 


Objective 5.2: Reduce use of multiple concurrent antipsychotics in children and 
adolescents. ** 0.00% *** 3.74% 1.80% 1.62%† 2.26% 


Objective 5.3: Reduce behavioral health-related hospital readmissions within 30 
days of discharge.  *N/A Complete Complete *N/A Complete Complete 


Objective 5.4: Increase follow-up after hospitalization for mental illness within 7 
days of discharge. 52.99% 57.72% 79.81% 56.51% 53.64% 79.16% 


Objective 5.5: Increase follow-up after hospitalization for mental illness within 30 
days of discharge. 64.55% 66.83% 84.98% 69.41% 70.20% 84.20% 
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Goal 6: Increase Reporting of CMS Quality Measures for Medicaid. 


  DHCFP 2015 
Reporting 


DHCFP 2016 
Reporting 


DHCFP 2017 
Reporting 


Objective 6.1: Increase number of CMS adult core measures reported to MACPro 
(non-QISMC). 4 5 N/A** 


Objective 6.2: Increase number of CMS child core measures reported to MACPro 
(non-QISMC).   7 13 N/A** 


Green shading indicates the QISMC goal was met. 
** Indicates an inverse performance indicator where a lower rate demonstrates better performance for this measure. 
*** Indicates that QISMC goal could not be established based on prior performance. 
*N/A indicates that the PIP had not progressed to the measurement stage at the time of this report.  
N/A** indicates that information was not available at the time of this report. 
† indicates that the indicator was not required in 2015; therefore, the QISMC goal was set based on 2016 results. 
R* Indicates that NCQA retired the indicator. 
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Nevada 2016–2017 Quality Strategy 
Goals and Objectives for Nevada Check Up 


Unless otherwise indicated, all objectives will follow the QISMC methodology to improve rates. 


Goal 1: Improve the Health and Wellness of the Nevada Check Up Population by Increasing the Use of Preventive Services. 


  AGP 
2016 


QISMC 
Goal 


AGP 
2017 


HPN 
2016 


QISMC 
Goal 


HPN 
2017 


Objective 1.1a: Increase children and adolescents’ access to PCPs (12–24 months). 98.73% 96.25% 98.18% 99.48% 95.23% 98.50% 


Objective 1.1b: Increase children and adolescents’ access to PCPs (25 months–6 
years). 89.53% 91.43% 89.45% 89.55% 88.48% 89.61% 


Objective 1.1c: Increase children and adolescents’ access to PCPs (7–11 years). 92.91% 93.36% 91.83% 93.54% 94.45% 92.98% 


Objective 1.1d: Increase children and adolescents’ access to PCPs (12–19 years). 88.95% 92.96% 91.08% 90.78% 91.71% 91.29% 


Objective 1.2: Increase well-child visits (0–15 months). 78.05% 73.33% 78.92% 68.00% 64.00% 63.49% 


Objective 1.3: Increase well-child visits (3–6 years). 70.28% 74.17% 76.16% 70.13% 74.76% 67.64% 


Objective 1.4a: Increase weight assessment and counseling for nutrition and 
physical activity for children/adolescents (BMI percentile).  62.04% 65.84%† 71.30% 72.02% 74.82%† 73.24% 


Objective 1.4b: Increase weight assessment and counseling for nutrition and 
physical activity for children/adolescents (counseling for nutrition).  55.56% 60.00%† 65.28% 60.34% 64.31%† 61.07% 


Objective 1.4c: Increase weight assessment and counseling for nutrition and 
physical activity for children/adolescents (counseling for physical 
activity).  


47.69% 52.92%† 59.72% 57.18% 61.46%† 58.39% 


Objective 1.5: Increase immunizations for adolescents. 81.61% 83.45%† 83.61% 87.35% 88.62%† 87.59% 


Objective 1.6: Increase annual dental visits for children. 67.05% 68.03% 67.81% 70.11% 72.55% 68.88% 


Objective 1.7: Increase human papillomavirus vaccine for female adolescents. 34.11% 40.70%† R* 42.62% 48.36%† R* 


Objective 1.8: Increase adolescent well-care visits. 56.34% 60.83% 60.88% 52.83% 59.92% 54.74% 
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Goal 1: Improve the Health and Wellness of the Nevada Check Up Population by Increasing the Use of Preventive Services. 


  AGP 
2016 


QISMC 
Goal 


AGP 
2017 


HPN 
2016 


QISMC 
Goal 


HPN 
2017 


Objective 1.9a: Increase childhood immunization status (Combination 2). 85.90% 77.10% 91.16% 87.93% 85.11% 84.38% 


Objective 1.9b: Increase childhood immunization status (Combination 3). 78.21% 76.28% 82.87% 84.48% 79.45% 82.14% 


Objective 1.9c: Increase childhood immunization status (Combination 4). 77.56% 76.28% 81.22% 83.91% 78.74% 82.14% 


Objective 1.9d: Increase childhood immunization status (Combination 5). 68.59% 59.10% 72.93% 79.89% 69.53% 71.88% 


Objective 1.9e: Increase childhood immunization status (Combination 6). 46.79% 50.91% 47.51% 52.30% 53.23% 41.52% 


Objective 1.9f: Increase childhood immunization status (Combination 7). 67.95% 59.10% 72.38% 79.31% 68.82% 71.88% 


Objective 1.9g: Increase childhood immunization status (Combination 8). 46.79% 50.91% 47.51% 51.72% 52.52% 41.52% 


Objective 1.9h: Increase childhood immunization status (Combination 9). 42.95% 39.46% 44.75% 50.00% 48.27% 37.50% 


Objective 1.9i: Increase childhood immunization status (Combination 10). 42.95% 39.46% 44.75% 49.43% 47.56% 37.50% 
 


Goal 2: Increase Use of Evidence-Based Practices for Members With Chronic Conditions. 


  AGP 
2016 


QISMC 
Goal 


AGP 
2017 


HPN 
2016 


QISMC 
Goal 


HPN 
2017 


Objective 2.1: Increase rate of HbA1c testing for members with diabetes. — — — — — — 


Objective 2.2: Decrease rate of HbA1c poor control (>9.0%) for members with 
diabetes. ** — — — — — — 


Objective 2.3: Increase rate of HbA1c good control (<8.0%) for members with 
diabetes. — — — — — — 


Objective 2.4: Increase rate of eye exams performed for members with diabetes. — — — — — — 


Objective 2.5: Increase medical attention for nephropathy for members with diabetes.  — — — — — — 


Objective 2.6: Increase blood pressure control (<140/90 mm Hg) for members 
with diabetes. — — — — — — 
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Goal 2: Increase Use of Evidence-Based Practices for Members With Chronic Conditions. 


  AGP 
2016 


QISMC 
Goal 


AGP 
2017 


HPN 
2016 


QISMC 
Goal 


HPN 
2017 


Objective 2.7a: Increase medication management for people with asthma—
medication compliance 50 percent. 47.76% 52.98%† 58.43% 47.62% 52.86%† 51.02% 


Objective 2.7b: Increase medication management for people with asthma—
medication compliance 75 percent. 26.87% 34.18%† 24.72% 26.98% 34.28%† 27.89% 


 


Goal 3: Reduce and/or Eliminate Health Care Disparities for Nevada Check Up Recipients. 


  AGP 
2016 


QISMC 
Goal 


AGP 
2017 


HPN 
2016 


QISMC 
Goal 


HPN 
2017 


Objective 3.1: Ensure that health plans maintain, submit for review, and annually 
revise cultural competency plans. Met Met Met Met Met Met 


Objective 3.2: Stratify data for performance measures by race and ethnicity to 
determine where disparities exist. Continually identify, organize, 
and target interventions to reduce disparities and improve access to 
appropriate services for the Medicaid and Nevada Check Up 
populations. 


Met Met Met Met Met Met 


Objective 3.3: Ensure that each MCO submits an annual evaluation of its cultural 
competency programs to the DHCFP. The MCOs must receive a 
100 percent Met compliance score for all criteria listed in the MCO 
contract for cultural competency program development, 
maintenance, and evaluation. 


Met Met Met Met Met Met 
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Goal 4:  Improve the Health and Wellness of New Mothers and Infants and Increase New-Mother Education About Family Planning and 
Newborn Health and Wellness.  


  AGP 
2016 


QISMC 
Goal 


AGP 
2017 


HPN 
2016 


QISMC 
Goal 


HPN 
2017 


Objective 4.1: Increase the rate of postpartum visits. — — — — — — 


Objective 4.2: Increase timeliness of prenatal care. — — — — — — 


Objective 4.3: Increase frequency of prenatal care visits (≥ 81 percent of visits). — — — — — — 


Objective 4.4: Increase frequency of prenatal care visits (<21 percent of visits). **  — — — — — — 
 


Goal 5:  Increase Use of Evidence-Based Practices for Members with Behavioral Health Conditions. 


  AGP 
2016 


QISMC 
Goal 


AGP 
2017 


HPN 
2016 


QISMC 
Goal 


HPN 
2017 


Objective 5.1a: Increase follow-up care for children prescribed attention-
deficit/hyperactivity (ADHD) medication—initiation phase. NR NC 41.67% 39.53% 45.58%† 48.89% 


Objective 5.1b: Increase follow-up care for children prescribed attention-
deficit/hyperactivity (ADHD) medication—continuation and 
maintenance phase. 


NR NC NR NR NC NR 


Objective 5.2: Reduce use of multiple concurrent antipsychotics in children and 
adolescents. ** NR NC NR NR NC NR 


Objective 5.3: Reduce behavioral health-related hospital readmissions within 30 
days of discharge. (One of MCOs’ PIPs. Improvement TBD by 
MCO PIP goals.) 


*N/A *N/A Complete *N/A *N/A Complete 


Objective 5.4: Increase follow-up after hospitalization for mental illness within 7 
days of discharge. 84.85% 86.37%† 82.50% NR NC NR 


Objective 5.5: Increase follow-up after hospitalization for mental illness within 30 
days of discharge. 93.94% 94.55%† 97.50% NR NC NR 
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Goal 6: Increase Reporting of CMS Quality Measures.  


  DHCFP 2015 
Reporting 


DHCFP 2016 
Reporting 


DHCFP 2017 
Reporting 


Objective 6.1: Increase number of CMS child core measures reported to MACPro 
(non-QISMC).   7 15 N/A** 


Green shading indicates the QISMC goal was met. 
** indicates an inverse performance indicator where a lower rate demonstrates better performance for this measure. 
*N/A indicates that a rate was not available as the PIP has not progressed to the measurement stage at the time of this report.  
N/A** indicates that information was not available at the time of this report. 
“—” indicates that the measure was not required for the Nevada Check Up population; therefore, no rate is provided.    
NR indicates that no rate was reported. 
† indicates that the indicator was not required in 2015; therefore, the QISMC goal was set based on 2016 results. 
NC indicates that a QISMC goal could not be calculated based on the prior rate. 
R* Indicates that NCQA retired the indicator. 
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Attachment D 
INTERNAL QUALITY ASSURANCE PROGRAM (IQAP) ON-SITE REVIEW 
OF COMPLIANCE REPORT 
As referenced in Section V, 2.1.4. 
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 for Amerigroup Nevada, Inc. 


The Balanced Budget Act of 1997 (BBA), Public Law 105-33, requires that states contract with an 
external quality review organization (EQRO) to conduct an annual evaluation of their managed care 
organizations (MCOs) to determine the MCOs’ compliance with federal and the State’s managed 
care standards. The Nevada Health and Human Services (DHHS), Division of Health Care 
Financing and Policy (DHCFP) contracted with Health Services Advisory Group (HSAG) to 
conduct external quality review (EQR) services for the Nevada Medicaid and Nevada Check Up, 
Nevada’s Child Health Insurance Program (CHIP) managed care program. 


The purpose of the fiscal year (FY) 2014–2015 Internal Quality Assurance Program (IQAP) On-Site 
Review of Compliance was to determine Amerigroup Nevada, Inc.’s (Amerigroup’s) compliance 
with federal and the State’s managed care standards. For the FY 2014–2015 IQAP On-Site Review 
of Compliance, HSAG reviewed Amerigroup’s managed care and quality program activities that 
occurred during FY 2013–2014. HSAG reviewed Amerigroup’s compliance with the following: 


 State and federal managed care requirements, which were categorized into 14 contract 
standards, referred to as IQAP Standards 


 Outreach and educational materials associated with member rights and responsibilities, 
member handbook, medical record standards, and the provider manual, referred to as 
Checklists 


 Operational compliance for credentialing, recredentialing, service denial, grievances, and 
appeal processing activities, referred to as File Reviews 


Amerigroup had a composite score of 97.3 percent for all elements evaluated in the FY 2014-2015 
IQAP Compliance Review. With a couple of exceptions noted in this report, Amerigroup 
demonstrated strong compliance with the federal and State requirements contained in its managed 
care contract. Figure 1 summarizes the overall ratings for Amerigroup’s IQAP Standards, 
Checklists, and File Reviews for the FY 2014-2015 IQAP Compliance Review. 


Figure 1 presents the combined overall rating for Amerigroup. 


Figure 1—Overall Rating for Amerigroup 
IQAP Standards Score For the IQAP Standards, Amerigroup received a total score of 98.7%. 


Checklist Score For the Checklist review, Amerigroup received a total score of 100%. 
File Review Score For the File Review, Amerigroup received a total score of 96.5%. 


Overall Score Amerigroup received an overall rating of 97.3% for all elements 
reviewed in the FY 2014–2015 IQAP Compliance Review. 


 1. Executive Summary  
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Overview 


The Balanced Budget Act of 1997 (BBA), Public Law 105-33, requires that states contract with an 
external quality review organization (EQRO) to conduct an annual evaluation of their managed care 
organizations (MCOs) to determine the MCOs’ compliance with federal and the State’s managed 
care standards. The U.S. Department of Health and Human Services (DHHS), Centers for Medicare 
& Medicaid Services (CMS) regulates requirements and procedures for the external quality review 
(EQR). The Nevada Health and Human Services (DHHS), Division of Health Care Policy and 
Financing (DHCFP) contracted with Health Services Advisory Group (HSAG) to conduct EQR 
services for the Nevada Medicaid and Nevada Check Up, Nevada’s Child Health Insurance 
Program (CHIP), managed care program. 


According to the 42nd Code of Federal Regulations (CFR) 438.358, which describes the activities 
related to external quality reviews, a state or its EQRO must conduct a review within a three-year 
period to determine a Medicaid MCO’s compliance with federal standards and standards established 
by the state for access to care, structure and operations, and quality measurement and improvement. 
In accordance with 42 CFR 438.204(g), these standards must be as stringent as the federal Medicaid 
managed care standards described in 42 CFR 438. To meet this requirement, DHCFP contracted 
with HSAG to perform a comprehensive review of compliance with State and federal standards for 
Amerigroup Nevada, Inc. (Amerigroup). According to the federal requirements, the quality of 
health care delivered to Medicaid recipients enrolled in MCOs must be tracked, analyzed, and 
reported annually. Oversight activities of the EQRO focus on evaluating quality outcomes and the 
timeliness of, and access to, care and services provided to Medicaid and Nevada Check Up 
beneficiaries. 


Purpose of the Review 


The purpose of the fiscal year (FY) 2014–2015 Internal Quality Assurance Program (IQAP)1-1 On-
Site Review of Compliance was to determine Amerigroup’s compliance with federal and the 
State’s managed care standards. In addition, HSAG conducted a review of individual files for the 
areas of credentialing, recredentialing, grievances, appeals, denials, and case management services 
to evaluate Amerigroup’s implementation of the standards. Checklist reviews validated that the 
managed care organization (MCO) informed members of their rights and responsibilities and other 
required information in the member handbook. Checklists also confirmed that Amerigroup 
apprised providers of the medical records standards and additional required information in the 
provider manual. For the FY 2014–2015 IQAP On-Site Review of Compliance, HSAG reviewed 
Amerigroup’s quality program activities that occurred during the review period, which was July 1, 
2013–June 30, 2014 (i.e., FY 2013–2014).  


1-1 The internal quality assurance program (IQAP) is a strategy consisting of systematic quality improvement activities to ensure an ongoing quality 
assessment and performance improvement (QAPI) program for services furnished to recipients. 


 2. Background  
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Compliance Review Process 


The IQAP standards were derived from the requirements as set forth in the Department of Human 
Services, Division of Health Care Financing and Policy Request for Proposal No. 1988 for 
Managed Care, and all attachments and amendments in effect during FY 2013–2014. HSAG 
followed the guidelines set forth in CMS’ EQR Protocol 1: Assessment of Compliance with 
Medicaid Managed Care Regulations: A Mandatory Protocol for External Quality Review (EQR), 
Version 2.0, September 20121-2 to create the process, tools, and interview questions used for the FY 
2014–2015 Compliance Review. 


MMeetthhooddss  ffoorr  DDaattaa  CCoolllleeccttiioonn  


Before beginning the compliance review, HSAG developed data collection tools to document the 
review. The requirements in the tools were selected based on applicable federal and State 
regulations and laws and on the requirements set forth in the contract between DHCFP and the 
MCOs, as they related to the scope of the review. HSAG conducted pre-on-site, on-site, and post-
on-site review activities. 


Pre-on-site review activities included: 


 Developing the compliance review tools. 
 Preparing and forwarding to each MCO a customized desk review form, instructions for 


completing the form, and instructions for submitting the requested documentation to HSAG 
for its desk review. 


 Scheduling the on-site reviews. 
 Developing the agenda for the 2-day on-site review. 
 Providing the detailed agenda and the data collection (compliance review) tool to each MCO 


to facilitate its preparation for HSAG’s review.  
 Conducting a pre-on-site desk review of documents. HSAG conducted a desk review of key 


documents and other information obtained from DHCFP, and of documents each MCO 
submitted to HSAG. The desk review enabled HSAG reviewers to increase their knowledge 
and understanding of each MCO’s operations, identify areas needing clarification, and begin 
compiling information before the on-site review.  


 Generating a list of 10 sample cases plus an oversample of 5 cases for each of the following 
file reviews: grievances, appeals, denials, credentialing, recredentialing, and case 
management. 


On-site review activities included: 


1-2 Department of Health and Human Services, Centers for Medicare & Medicaid Services. EQR Protocol 1: Assessment of Compliance with Medicaid 
Managed Care Regulations: A Mandatory Protocol for External Quality Review (EQR), Version 2.0, September 2012. Available at: 
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By- Topics/Quality-of-Care/Quality-of-Care-External-Quality-Review.html.  


 3. Methodology  
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 An opening conference, with introductions and a review of the agenda and logistics for 
HSAG’s on-site review activities. 


 A review of the documents HSAG requested that each MCO have available on-site. 
 A review of the member cases HSAG requested from each MCO. 
 A review of the data systems each MCO used in its operations, which includes but is not 


limited to care management, grievance and appeal tracking, quality improvement tracking, 
and quality measure reporting. 


 Interviews conducted with each MCO’s key administrative and program staff members. 
 A closing conference during which HSAG reviewers summarized their general findings.  


HSAG documented its findings in the data collection (compliance review) tool shown in Appendix 
A, which now serves as a comprehensive record of HSAG’s findings, performance scores assigned 
to each requirement, and the actions required to bring the MCOs’ performance into compliance for 
those requirements that HSAG assessed as less than fully compliant. The results for the IQAP 
standards are noted in Table 2 of this report. The results for checklists and file reviews are 
summarized in Table 3 and Table 4, respectively, in the pages that follow.   


Post-on-site review activities: HSAG reviewers aggregated findings to produce this 
comprehensive compliance review report. In addition, HSAG created the Corrective Action Plan 
(CAP) template, shown in Appendix B, which contains the findings and recommendations for each 
element scored Partially Met or Not Met. When submitting its CAP to DHCFP, Amerigroup must 
use this template to propose its plan to bring all elements scored Partially Met or Not Met into 
compliance with the applicable standard(s). Amerigroup must submit its CAP to DHCFP within 
21 days of receiving this report. 


DDeessccrriippttiioonn  ooff  DDaattaa  OObbttaaiinneedd    


To assess the MCOs’ compliance with federal regulations, State rules, and contract requirements, 
HSAG obtained information from a wide range of written documents produced by the MCOs, 
including, but not limited to, the following: 


 Committee meeting agendas, minutes, and handouts. 
 Written policies and procedures. 
 The provider manual and other MCO communication to providers/subcontractors. 
 The member handbook and other written informational materials. 
 Narrative and/or data reports across a broad range of performance and content areas. 
 Written plans that guide specific operational areas, which included, but were not limited to: 


utilization management, quality management, care management and coordination, health 
management and service authorization, credentialing, cultural competency, delegation and 
contracting, and member education. 


 MCO-maintained files for member grievances and appeals, denials of services, case 
management, and practitioner credentialing and recredentialing. 


 MCO questionnaire. 
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HSAG obtained additional information for the compliance review through interaction, discussions, 
and interviews with the MCOs’ key staff members during the on-site review.  


IIQQAAPP  SSttaannddaarrddss,,  CChheecckklliissttss,,  aanndd  FFiilleess  RReevviieewweedd  


Table 1 lists the standards reviewed and associated checklists or files reviewed as evidence of 
compliance with internal policies. 


Table 1: IQAP Standards, Checklists, and File Reviews 
IQAP Standard 


Number IQAP Standard Name Number of 
Elements 


I Internal Quality Assurance Program 54 
II Credentialing and Recredentialing 16 
III Member Rights and Responsibilities  14 
IV Member Information 14 
V Availability and Accessibility of Services 28 
VI Continuity and Coordination of Care 16 
VII Grievances and Appeals 35 
VIII Subcontracts and Delegation 13 
IX Cultural Competency Program 16 
X Coverage and Authorization of Services 23 
XI Provider Dispute and Complaint Resolution 9 
XII Confidentiality and Record Keeping 9 
XIII Provider Information 3 
XIV Enrollment/Disenrollment 11 


Total Number of IQAP Elements 261 
Associated IQAP 


Standard # Checklist Name Number of 
Elements 


III Member Rights and Responsibilities 9 
IV Member Handbook 34 
XII Medical Record Standards 26 
XIII Provider Manual 10 


Total Number of Checklist Elements 79 
Associated IQAP 


Standard # File Review Name Number of 
Elements 


II Initial Credentialing 157 
II Recredentialing 210 


VII Grievances 21 
VII Appeals 42 
VII Denials 30 
VI Case Management 195 


Total Number of File Review Elements 655 
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DDaattaa  AAggggrreeggaattiioonn  aanndd  AAnnaallyyssiiss  


IIQQAAPP  SSttaannddaarrddss  


HSAG used scores of Met, Partially Met, and Not Met to indicate the degree to which each MCO’s 
performance complied with the requirements. A designation of NA was used when a requirement 
was not applicable to an MCO during the period covered by HSAG’s review. This scoring 
methodology is consistent with CMS’ final protocol, EQR Protocol 1: Assessment of Compliance 
with Medicaid Managed Care Regulations: A Mandatory Protocol for External Quality Review 
(EQR), Version 2.0, September 2012. The protocol describes the scoring as follows:  


 Met indicates full compliance defined as both of the following: 
 All documentation listed under a regulatory provision, or component thereof, was 


present. 
 Staff members were able to provide responses to reviewers that were consistent with 


each other and with the documentation. 
 Partially Met indicates partial compliance defined as either of the following: 


 There was compliance with all documentation requirements, but staff members were 
unable to consistently articulate processes during interviews. 
 Staff members were able to describe and verify the existence of processes during the 


interview, but documentation was incomplete or inconsistent with practice. 
 Not Met indicates noncompliance defined as either of the following: 


 No documentation was present and staff members had little or no knowledge of 
processes or issues addressed by the regulatory provisions. 
 For those provisions with multiple components, key components of the provision could 


be identified and any findings of Not Met or Partially Met would result in an overall 
finding of noncompliance, regardless of the findings noted for the remaining 
components. 


From the scores it assigned for each of the requirements, HSAG calculated a total percentage-of-
compliance score for each of the 14 IQAP standards and an overall percentage-of-compliance score 
across the 14 IQAP standards. HSAG calculated the total score for each of the standards by adding 
the weighted score for each requirement in the standard receiving a score of Met (value: 1 point), 
Partially Met (value: 0.50 point), and Not Met (0 points) and dividing the summed weighted scores 
by the total number of applicable requirements for that standard.  


HSAG determined the overall percentage-of-compliance score across the areas of review by 
following the same method used to calculate the scores for each standard (i.e., by summing the 
weighted values of the scores and dividing the result by the total number of applicable 
requirements).  


CChheecckklliissttss    


For the Checklists reviewed, HSAG surveyors scored each applicable element within the checklists 
as either Yes, the element was contained within the associated document, or No, the element was not 
contained within the document. Elements that were not applicable to the MCO were scored as Not 
Applicable and were not included in the denominator of the total score. To obtain a percentage 
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score, HSAG added the total number of elements that received a Yes score and divided it by the 
total number of applicable elements. 


FFiillee  RReevviieewwss  


HSAG conducted file reviews of the MCO’s records for credentialing, recredentialing, grievances, 
appeals, denials, and case management to verify that the MCO has put into practice what the MCO 
documented in its policy. HSAG randomly selected 10 files of each type of record from the full 
universe of records provided by the MCO. The file reviews were not intended to be a statistically 
significant representation of all of the MCO’s files. Rather, the file review highlighted when 
practices described in policy were not followed by MCO staff. Based on the results of the file 
reviews, the MCO must determine if any areas found to be out of compliance are the result of an 
anomaly or if a more serious breach in policy occurred. 


For the file reviews, HSAG surveyors scored each applicable element within the file review tool as 
either Yes, the element was contained within the file, or No, the element was not contained in the 
file. Elements that were not applicable to the MCO were scored as Not Applicable and were not 
included in the denominator of the total score. To obtain a percentage score, HSAG added the total 
number of elements that received a Yes score and divided it by the total number of applicable 
elements. 


AAggggrreeggaattiinngg  tthhee  SSccoorreess  


To draw conclusions about the quality and timeliness of, and access to, care and services the MCOs 
provided to members, HSAG aggregated and analyzed the data resulting from its desk and on-site 
review activities. The data that HSAG aggregated and analyzed included: 


 Documented findings describing the MCOs’ performance in complying with each of the 
IQAP standard requirements. 


 Scores assigned to the MCOs’ performance for each requirement. 
 The total percentage-of-compliance score calculated for each of the 14 IQAP standards. 
 The overall percentage-of-compliance score calculated across the 14 IQAP standards. 
 The overall percentage-of-compliance score calculated for each of the file reviews. 
 The overall percentage-of-compliance score calculated for each of the checklists. 
 Documentation of the actions required to bring performance into compliance with the 


requirements for which HSAG assigned a score of Partially Met or Not Met. 


Based on the results of the data aggregation and analysis, HSAG prepared and forwarded draft 
reports to DHCFP staff their review and comment prior to issuing final reports. 
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Evaluation Ratings for Amerigroup 


From a review of documents, observations, and interviews with key health plan staff, and file 
reviews conducted during the on-site evaluation, the surveyors assigned Amerigroup a score for 
each element and an aggregate score for each standard. Further, HSAG surveyors scored each 
element within the checklists and file reviews.  


Table 2 presents Amerigroup’s scores for the IQAP standards. Details regarding Amerigroup’s 
compliance with the 14 IQAP standards, including the score Amerigroup received for each of the 
elements in each standard, can be found in Appendix A, IQAP FY 2014–2015 Compliance Review 
Tool for Amerigroup. 


Table 2—Summary of Scores for the IQAP Standards 
IQAP 


Standard 
# 


Standard Name Total 
Elements 


Total 
Applicable 
Elements 


Number of Elements Total 
Compliance 


Score M PM NM NA 


I Internal Quality Assurance Program 54 53 52 1 0 1 99.1% 
II Credentialing and Recredentialing 16 16 15 1 0 0 96.9% 
III Member Rights and Responsibilities 14 14 14 0 0 0 100% 
IV Member Information 14 14 14 0 0 0 100% 
V Availability and Accessibility of Services 28 28 27 1 0 0 98.2% 
VI Continuity and Coordination of Care 16 16 16 0 0 0 100% 
VII Grievances and Appeals 35 35 33 1 1 0 95.7% 
VIII Subcontracts and Delegation 13 13 13 0 0 0 100% 
IX Cultural Competency Program 16 16 16 0 0 0 100% 
X Coverage and Authorization of Services 23 23 23 0 0 0 100% 
XI Provider Dispute and Complaint Resolution 9 9 9 0 0 0 100% 
XII Confidentiality and Record Keeping 9 9 8 1 0 0 94.4% 
XIII Provider Information 3 3 3 0 0 0 100% 
XIV Enrollment/Disenrollment 11 11 11 0 0 0 100% 


Total Compliance Score 261 260 254 5 1 1 98.7% 
M=Met, PM=Partially Met, NM=Not Met, NA=Not Applicable 
Total Elements: The total number of elements in each standard. 
Total Applicable Elements: The total number of elements within each standard minus any elements that were NA. This 
represents the denominator. 
Total Compliance Score: The overall percentages were obtained by adding the number of elements that received a score of 
Met (1 point) to the weighted number that received a score of Partially Met (0.5 point), then dividing this total by the total number 
of applicable elements.  


A review of the IQAP standards show how well an MCO has interpreted the required elements of 
the managed care contract and developed the necessary policies, procedures, and plans to carry out 
the required functions of the MCO. Of the 260 applicable elements, Amerigroup received a Met for 


 4. IQAP Findings  
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254 elements, a Partially Met for 5 elements, and a Not Met for 1 element. The findings suggest that 
Amerigroup developed the necessary policies, procedures, and plans to operationalize the required 
elements of its contract and demonstrate its compliance with the contract. Further, interviews with 
Amerigroup staff showed that staff were knowledgeable about the requirements of the contract and 
the policies and procedures the MCO employed to meet its contractual requirements.  


Table 3 presents the scores for the checklists. HSAG reviewed all requirements related to Member 
Rights and Responsibilities, Member Handbook, Medical Record Standards, and  Provider Manual 
to verify that each was in compliance with State and federal requirements. HSAG scored the 
elements required for each of these areas via checklists. Each checklist review area was scored 
based on the total number of Amerigroup’s compliant elements divided by the total number of 
applicable elements for each of the four areas reviewed. 


Table 3—Summary of Scores for the Checklists 
Associated 


IQAP 
Standard # 


Description of File Review # of Applicable 
Elements 


# of Compliant 
Elements 


Score 
(% of Compliant 


Elements) 
III Member Rights and Responsibilities 9 9 100% 
IV Member Handbook 34 34 100% 
XII Medical Record Standards 26 26 100% 
XIII Provider Manual 10 10 100% 


Checklist Totals 79 79 100% 


The results generated by the checklists serve as another indicator of the MCO’s ability to develop 
the required outreach information and ensure that the information contains all contractually required 
elements. Of the 79 elements reviewed for the checklists, Amerigroup received a score of Met for 
all 79 elements. The findings suggest that Amerigroup had strong compliance with each of the 
areas evaluated by the checklists and Amerigroup developed the necessary manuals, handbooks, 
and policies according to contract requirements. 


For the file reviews, each file review area was scored based on the total number of Amerigroup’s 
compliant elements divided by the total number of applicable elements for each individual file 
reviewed. Table 4 presents Amerigroup’s scores for the file reviews. 


Table 4—Summary of Scores for the File Reviews 
Associated 


IQAP 
Standard # 


Description of File Review 
# of 


Records 
Reviewed 


# of 
Applicable 
Elements 


# of 
Compliant 
Elements 


Score 
(% of Compliant 


Elements) 
II Initial Credentialing 10 157 156 99.4% 


II Recredentialing 10 210 200 95.2% 
VII Grievances 10 21 19 90.5% 
VII Appeals 10 42 39 92.9% 
VII Denials 10 30 30 100% 
VI Case Management 10 195 188 96.4% 


File Review Totals 60 655 632 96.5% 
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File reviews are important to the overall findings of the IQAP review because the results show how 
well an MCO operationalized and followed the policies it developed for the required elements of the 
contract. Of the 655 total elements reviewed for the file reviews, Amerigroup received a score of 
Met for 632 of the elements. All of the areas reviewed scored greater than 90 percent and four of the 
six areas reviewed scored greater than 95 percent. These results suggest that Amerigroup followed 
the policies it developed to operationalize the required elements of its contract.  


The area with the greatest opportunity for improvement for file review was related to 
recredentialing where the MCO did not revalidate providers’ hospital privileges during 
recredentialing. For appeals and grievances, the file review results showed that some appeals and 
grievances were not acknowledged by the corporate office within the required timeframes. Lastly, 6 
of the 10 case management files revealed that case managers did not send disease-specific health 
outreach materials to members in case management or the activity was not documented in the 
members’ case management files. 
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 for Amerigroup Nevada, Inc. 


Conclusions and Recommendations 


Figure 2 presents overall ratings for Amerigroup for IQAP Standards, Checklists, and File 
Reviews, as well as the overall composite score.  


Figure 2—Overall Rating for Amerigroup 


IQAP Standards Score For the IQAP Standards, Amerigroup received a total score of 98.7%. 
Checklist Score For the Checklist review, Amerigroup received a total score of 100%. 


File Review Score For the File Review, Amerigroup received a total score of 96.5%. 


Overall Score Amerigroup received an overall rating of 97.3% for all elements 
reviewed in the FY 2014–2015 IQAP Compliance Review. 


Amerigroup’s overall results for the review of the IQAP standards in the FY 2014–2015 on-site 
review was 98.7 percent. In addition, Amerigroup received a score of 96.5 percent for the file 
review, a score of 100 percent for the checklist review, and an overall composite score of 97.3 
percent. The overall results demonstrated that, with a few exceptions, Amerigroup had strong 
adherence to State and federal standards required by its contract with DHCFP. Amerigroup 
developed the necessary policies, procedures, and plans to carry out the required functions of the 
contract and the checklists and file review results demonstrated that Amerigroup staff 
appropriately operationalized the elements described in its policies, procedures, and plans.  


CCoommpplliiaannccee  wwiitthh  IIQQAAPP  SSttaannddaarrddss    


Of the 14 standard areas reviewed, Amerigroup achieved 100 percent compliance on 9 standards, 
demonstrating performance strengths and adherence to all requirements measured in the areas of 
Member Rights and Responsibilities, Member Information, Continuity and Coordination of Care, 
Subcontracts and Delegation, Cultural Competency Program, Coverage and Authorization of 
Services, Provider Dispute and Complaint Resolution, Provider Information, and 
Enrollment/Disenrollment. 


The following standards achieved at least 94 percent or higher for all elements contained in the 
standards: Internal Quality Assurance Program, Credentialing and Recredentialing, Availability and 
Accessibility of Services, Grievances and Appeals, and Confidentiality and Record Keeping. 


 HSAG recommends that Amerigroup prioritizes improvement efforts to address Partially Met 
and Not Met elements that were found in the standards that did not achieve 100 percent 
compliance with all elements. These elements must be addressed in Amerigroup’s Corrective 
Action Plan (Appendix B), which is described in the Corrective Action Plan section of this 
report.  


 5. Conclusions and Recommendations  
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CCoommpplliiaannccee  wwiitthh  FFiillee  RReevviieeww    


Amerigroup achieved 99.4 percent compliance on the initial credentialing file review and a 95.2 
percent compliance on the recredentialing file review, which indicates the MCO’s overall 
compliance with the credentialing and recredentialing file review standards. For recredentialing, the 
DHCFP contract requires MCOs to verify hospital privileges during the recredentialing process. 
Amerigroup staff stated that they followed NCQA guidelines, which did not require verification of 
hospital privileges; therefore, it was noted that this step in the recredentialing process did not occur.  


 HSAG recommends that Amerigroup review the recredentialing requirements of the 
contract and include a process for verifying hospital privileges during recredentialing. 


Amerigroup received 100 percent compliance for all required elements related to the file review 
for service Denials. All files reviewed demonstrated Amerigroup’s compliance with the standards 
related to notices of decision when the MCO denied a service. Amerigroup received a 90.5 percent 
for Grievance file review and a 92.9 percent for the Appeal file review. For both the Grievance and 
Appeal file reviews, the files showed that Amerigroup did not acknowledge receipt of grievances 
or appeals within the required timeframes for all cases. The Appeals file review showed that 3 of 10 
appeals were acknowledged outside of the MCO’s specified timeframe for acknowledging appeals, 
which was within five calendar days. The grievance file review showed that 2 of 10 grievances were 
acknowledged outside of the required timeframes, which was within five calendar days.  


 HSAG recommends that Amerigroup work with its corporate office to ensure that 
grievances and appeals received by its corporate office are acknowledged within the 
timeframes stipulated by the MCO’s policies. 


Amerigroup achieved 96.5 percent compliance on the case management file review. Amerigroup 
had strong adherence to the contractual requirements for identification and performing and 
documenting a comprehensive assessment. In one file, the assessment was performed outside of the 
timeframe. All of the files reviewed showed that Amerigroup had developed and documented a 
comprehensive case management plan, but in six of the files reviewed, there was no evidence that 
disease-specific health education materials were sent to the member. Amerigroup staff speculated 
that the materials were sent, but it was not documented in the case management file. Amerigroup 
met all of the requirements evaluated for reassessment of the care management plan. Further, the 
Amerigroup case management files showed that Amerigroup case managers evaluated members’ 
barriers to achieve members’ goals and worked with members to overcome those barriers.  


 HSAG recommends that Amerigroup complete comprehensive assessments of members 
within 90 days of enrollment.  


 HSAG recommends that Amerigroup case managers send health education and disease-
specific information to members in case management and document the activity in the 
member’s case management record. 


CCoommpplliiaannccee  wwiitthh  CChheecckklliissttss  


Amerigroup achieved 100 percent compliance for the checklist review, which demonstrates high 
compliance with the requirements for information included in the member rights and 
responsibilities, the member handbook, medical record standards, and the provider manual.  
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Corrective Action Plan 


Appendix B contains the Corrective Action Plan (CAP) template HSAG prepared for Amerigroup 
to use in preparing its CAP to be submitted to DHCFP. The template lists each of the elements for 
which HSAG assigned a score of Partially Met or Not Met, and the associated findings and 
recommendations made to bring the organization’s performance into full compliance with the 
requirement. Amerigroup must use this template to submit its corrective action plan to bring any 
elements scored Partially Met or Not Met into compliance with the applicable standard(s). 
Amerigroup’s CAP must be submitted to DHCFP no later than 21 calendar days after receipt of 
this report. 


The following criteria will be used to evaluate the sufficiency of the CAP: 


 The completeness of the CAP document in addressing each required action and assigning a 
responsible individual, a timeline/completion date, and specific actions/interventions that the 
organization will implement to bring the element into compliance. 


 The degree to which the planned activities/interventions meet the intent of the requirement. 
 The degree to which the planned interventions are anticipated to bring the organization into 


compliance with the requirement. 
 The appropriateness of the timeline for correcting the deficiency. 


Any corrective action plans that do not meet the above criteria will require resubmission by the 
organization until approved by DHCFP. Implementation of the CAP may begin once approval is 
received. The DHCFP maintains ultimate authority for approving or disapproving any corrective 
action strategies proposed by Amerigroup in its submitted CAP. 


 


 6. Corrective Action Plan  
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 for McKesson Technologies, Inc. 


Executive Summary 


In February 2012, the State of Nevada Department of Health and Human Services, Division of 
Health Care Financing and Policy (DHCFP) issued a Request for Proposal (RFP) to contract with a 
Care Management Organization (CMO) to administer care management services to Nevada 
Comprehensive Care Waiver (NCCW) program enrollees. The NCCW program mandates care 
management services throughout the State for a subset of high-cost, high-need beneficiaries not 
served by the existing managed care organizations (MCOs).  


The DHCFP awarded a contract to McKesson Health Solutions, which later changed its name to 
McKesson Technologies, Inc. (McKesson), to serve as the State’s CMO. The contract took effect 
November 12, 2013, and McKesson implemented the Nevada Health Care Guidance Program 
(HCGP) with a program start date of June 1, 2014. The first day of McKesson’s operations, 
however, was Monday June 2, 2014. DHCFP requested its External Quality Review Organization 
(EQRO), Health Services Advisory Group (HSAG), to conduct an interim assessment of 
McKesson’s compliance with its contract six months after McKesson’s CMO operations began in 
June 2014. The purpose of the fiscal year (FY) 2014-2015 Compliance Review was to verify that 
McKesson had operationalized key elements of the program once services commenced. HSAG 
conducted an on-site compliance review of McKesson’s HCGP on December 10–11, 2014.  


HSAG performed the compliance review in two-phases. Phase I focused on the operational 
structure of key areas of the program and consisted of a desk review of documentation. Phase II of 
the compliance review consisted of a two-day on-site review, which occurred on December 10–11, 
2014 in the McKesson Carson City, Nevada office. 


Two months prior to the on-site review, HSAG submitted a data request to McKesson to provide 
HSAG with program information and data files used for the desk review and on-site review. HSAG 
reviewed all documentation submitted by McKesson prior to the on-site review, which included: 


 Questionnaire – used to collect additional information about McKesson’s operational structure, 
number and type of staff designated to the Nevada HCGP, and enrollment counts by risk 
category, as well as the number and types of care management interventions that occurred 
during the review period (June 1 – October 31, 2014) 


 Completed compliance review standards tool – wherein McKesson listed all of the 
documents and information it offered as evidence of compliance with each element for each of 
the 12 standards reviewed 


 Care management data file – using the file layout specified by HSAG, McKesson listed the 
demographic information, dates of enrollment, dates of assessment, date the treatment plans 
were developed, and primary and secondary diagnoses of each individual who had been enrolled 
and assessed for care management services as of October 31, 2014 


 FY 2014-2015 Compliance Review Summary  
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 Grievance data file – using the file layout specified by HSAG, McKesson listed all of the 
grievances filed by enrollees as of October 31, 2014 


 For the purposes of this report, HSAG uses the following definitions: 


 Enrolled person – a person who meets the eligibility criteria for the program and has been 
identified through McKesson’s risk stratification process as someone who would benefit from 
the HCGP  


 Served person – a person who meets the eligibility criteria, is enrolled in the HCGP, and has 
completed a health risk assessment and care management plan with a McKesson care manager  


McKesson’s completed Questionnaire showed that 39,543 persons were enrolled in the program as 
of October 31, 2014. The care management file submitted by McKesson showed that of the 39,543 
persons enrolled in the program, McKesson completed an assessment and a care management plan 
for 1,828 persons, or 4.6 percent of the enrolled population. Of the 1,828 persons served, 
McKesson stratified enrollees into the following care management categories: 83 persons in 
complex care (4.5 percent), 451 in the high category (24.7 percent), 738 in the moderate category 
(40.4 percent), and 556 in the low category (30.4 percent). 


The on-site compliance review included a review of 12 standards, which were based on the 
requirements of McKesson’s contract with the DHCFP. Some of the elements contained in each 
standard were part of the readiness review; however, most the elements contained in the standards 
could not be assessed prior to the program start date, which is why they were included in the 
compliance review. Table 1 below lists each of the standards reviewed. 


Table 1—Compliance Review Standards 


Standard Standard Name 


I Stratification of Enrollees 
II Care Management Teams 
III Care Planning  
IV Mental Health Care Management Services 
V Health Education Materials 
VI Nurse Triage and Call Services  
VII Emergency Department Redirection 
VIII Stakeholder Outreach and Education 
IX Feedback to PCPs 
X Provider Services  
XI Care Transitions 
XII Operational Structure and Reporting 


Overall, McKesson received a composite score of 84.6 percent. Of the 12 standards reviewed, 
McKesson met all of the elements for the following 5 standards: Care Management Teams, Mental 
Health Care Management Services, Health Education Materials, Emergency Department 
Redirection, and Stakeholder Outreach and Education. McKesson received a Partially Met for one 
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or more elements contained in 7 of the 12 standards reviewed, which included: Stratification of 
Enrollees, Care Planning, Nurse Triage and Call Services, Feedback to Primary Care Providers 
(PCPs), Provider Services, Care Transitions, and Operational Structure and Reporting.  


Since care management activities have the potential to positively impact the quality of services as 
well as health outcomes, enrollees benefit from early identification, enrollment, assessment, and 
receipt of care management services. HSAG used the care management data file submitted by 
McKesson to calculate the average length of time between the date of enrollment in the program 
and the date an assessment was performed. During the on-site review, HSAG reviewers discussed 
with McKesson staff the length of time between the date a person was enrolled in the program and 
the date care needs were assessed. On average, there were 72 days between the date of enrollment 
and the date of assessment by McKesson care managers. 


In the case of pregnant enrollees, the pregnancy is time-limited so the window available to provide 
effective care management interventions during the gestation period is limited. In some cases, more 
than 110 days passed between the date the pregnant woman was enrolled in the program and the 
date her needs were assessed. In one of the 20 files reviewed, HSAG reviewers found that the 
woman was assessed 154 days after being identified and enrolled in the program and she had 
already given birth by the date of her assessment.  


During both the Readiness Review and the Compliance Review, HSAG found the quality of staff 
proposed for the program to be consistent with contractual requirements. Further, HSAG found that 
McKesson maintained appropriate written descriptions for developing and operating 
multidisciplinary care management teams. The quantity of staff designated to the program, 
however, was inconsistent with care manager-to-enrollee ratios proposed by McKesson, given the 
number of persons enrolled in the program (39,543). Based on the anticipated staffing need for the 
HCGP noted in Table 8 (63.11 FTEs) and the number of staff designated by McKesson for the 
HCGP (24.1 FTEs), the anticipated shortfall in staffing is 39.01 FTEs.  


HSAG used the care management enrollment file to select 20 cases to be included in the care 
management file review. When reviewing care management files, HSAG reviewers noted that 
McKesson documented most of the elements required by its contract with DHCFP. After 
McKesson completed the initial assessment and care management plan, McKesson’s electronic 
care management system, VITAL, generated a copy of the care management plan and faxed it to the 
PCP, in most cases. The elements related to ongoing care management required the CMO to 
document evidence of ongoing communication with the enrollee and his/her PCP. McKesson 
documented its communication with the enrollee. Although McKesson documented an enrollee’s 
noncompliance with the care management plan and McKesson’s inability to reach the enrollee after 
an assessment was performed, the documentation, in many instances, did not show that either 
concern was communicated to the enrollee’s PCP.  


HSAG used the grievance file submitted by McKesson to select 10 cases to be included in the 
grievance file review. The results of the grievance file review showed that McKesson staff verbally 
acknowledged receipt of the grievance during the initial call from the enrollee, and staff members 
with appropriate expertise handled the grievances. HSAG reviewers found that all notes concerning 
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the investigation and resolution of the grievances were not documented in the grievance files, and 
many times the grievance file did not contain the date the grievance was resolved. 


The complete findings of the compliance review and associated recommendations are contained 
within the sections that follow and Attachments to this report. To remedy any deficiencies, 
McKesson must submit a corrective action plan (CAP) to the DHCFP within 21 days of receiving 
this report. The DHCFP maintains ultimate authority for approving or disapproving any corrective 
action strategies proposed by McKesson in its submitted CAP. 


Response to Request for Proposal 3491 – Health Services Advisory Group, Inc. VIII.210







 


  FY 2014-2015 COMPLIANCE REVIEW SUMMARY 


   


 
FY 2014-2015 Compliance Review Results for McKesson Technologies, Inc.   Page 5 
State of Nevada   
 


Background 


On April 24, 2012, the State of Nevada Department of Health and Human Services, Division of 
Health Care Financing and Policy (the DHCFP) submitted to the Centers for Medicare and 
Medicaid Services (CMS) a Medicaid section 1115 Research and Demonstration proposal entitled 
the Nevada Comprehensive Care Waiver (NCCW). The NCCW program is a comprehensive 
demonstration that seeks to improve the value of the Medicaid delivery system and assist the 
DHCFP in reaching its goal to expand enrollment of a target population into a managed Fee-for-
Service (FFS) system.  


In February 2012, the DHCFP issued a Request for Proposal (RFP) to contract with a vendor 
(herein referred to as the “Care Management Organization” or “CMO”) to administer care 
management services to NCCW program enrollees. The NCCW program mandates care 
management services throughout the State for a subset of high-cost, high-need beneficiaries not 
served by the existing managed care organizations (MCOs). The CMO supports improved quality of 
care, which is expected to generate savings/efficiencies for the Medicaid program. Enrollment in the 
CMO is mandatory for demonstration-eligible, fee-for-service Medicaid beneficiaries with 
qualifying health conditions. Enrollment in the CMO is optional for the qualifying American 
Indian/Alaska Native (AI/AN) population. Children’s Health Insurance Program (Nevada Check 
Up) recipients also are excluded from the CMO. 


After conducting an evaluation of all proposals, the DHCFP awarded a contract to McKesson 
Health Solutions, which later was changed its name to McKesson Technologies, Inc. 
(McKesson). The contract took effect November 12, 2013. McKesson implemented the Nevada 
Health Care Guidance Program (HCGP) with a program start date of June 1, 2014. 


Operational Readiness and Compliance Reviews 


There are a number of core functions, roles, activities, and responsibilities that are integral to the 
success of a care management program. To assess the operational readiness of the CMO, DHCFP 
requested its External Quality Review Organization (EQRO), Health Services Advisory Group 
(HSAG), to conduct a readiness review of the CMO prior to the CMO enrolling individuals. The 
purpose of the readiness review was to verify that the CMO had an appropriate operational structure 
to oversee the coordination of Medicaid services to program participants and meet the structural, 
operational, and administrative requirements of the contract. HSAG conducted the readiness review 
in March 2014 and provided feedback to the DHCFP and McKesson regarding the types of 
corrections that were to be made in order to satisfy all requirements of the readiness review. 
McKesson was required to work with DHCFP staff to remediate any areas of concern that were 
discovered during the readiness review. At the time of the FY 2015 Compliance Review, there were 
several items that remained outstanding from the FY 2014 Readiness Review that had not been 
remedied by McKesson. 


DHCFP requested that HSAG conduct an interim assessment of McKesson’s compliance with its 
contract within six months of McKesson’s program start date in June 2014. HSAG conducted a 
compliance review of McKesson’s HCGP December 10–11, 2014. The purpose of the FY 2014–
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2015 Compliance Review was to verify that McKesson had operationalized key elements of the 
program once services commenced on June 1, 2014. The FY 2014–2015 Compliance Review 
enabled HSAG to review elements that could not be reviewed during the March 2014 readiness 
review because the program had not yet begun. The period of time under review (review period) 
was June 1, 2014 through October 31, 2014. 
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Methodology for Conducting the Compliance Review  


HSAG performed the FY 2015 Compliance Review in two-phases. Phase I focused on the 
operational structure of key areas of the program and consisted of a desk review of documentation 
and information supplied by McKesson. Phase II of the compliance review consisted of a two-day 
on-site review, which occurred December 10–11, 2014 in the McKesson Carson City, Nevada 
office.  


On October 8, 2014, HSAG submitted a data request to McKesson to provide HSAG with program 
information and data files so HSAG may prepare for the review. HSAG reviewed all documentation 
submitted by McKesson prior to the on-site review. McKesson uploaded the following information 
to HSAG’s secure FTP site by November 7, 2014, which was the required due date: 


 Questionnaire – used to collect additional information about McKesson’s operational structure, 
number and type of staff designated to the Nevada HCGP, and counts of persons enrolled in the 
program by risk category, as well as the number and types of care management interventions 
that occurred during the review period (June 1 – October 31, 2014) 


 Completed compliance review standards tool – wherein McKesson listed the all of the 
documents it offered as evidence of compliance with each element for each standard 


 Care management data file – using the file layout specified by HSAG, McKesson listed the 
demographic information, dates of enrollment, dates of assessment, date the treatment plan was 
developed, and primary and secondary diagnoses of each individual who had been enrolled and 
assessed for care management services as of October 31, 2014 


 Grievance data file – using the file layout specified by HSAG, McKesson listed all of the 
grievances filed by enrollees as of October 31, 2014 


Phase I Review Tools and Activities 


Phase I consisted of a desk-review of McKesson’s completed Questionnaire, policies and 
procedures, reports, guidelines, and other documentation that demonstrated compliance with 
contractual elements within the Compliance Review Standards tool. The completed Questionnaire 
allowed HSAG to obtain additional information about McKesson and its operational structure. The 
Questionnaire was not scored.  


Review of Compliance with Standards 


The Compliance Review Standards tool (Attachment A) included 12 standards, which were based 
on the requirements of McKesson’s contract with the DHCFP. Table 2, on the following page, lists 
each of the standards contained in the Compliance Review Standards tool. 
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Table 2—Compliance Review Standards 


Standard Standard Name 


I Stratification of Enrollees 
II Care Management Teams 
III Care Planning  
IV Mental Health Care Management Services 
V Health Education Materials 
VI Nurse Triage and Call Services  
VII Emergency Department Redirection 
VIII Stakeholder Outreach and Education 
IX Feedback to PCPs 
X Provider Services  
XI Care Transitions 
XII Operational Structure and Reporting 


HSAG used the Compliance Review Standards tool (Attachment A) to record the findings from the 
review of McKesson documentation and interviews with key staff during the on-site review. Within 
the review tool, McKesson completed the column labeled, Information Submitted as Evidence by 
McKesson, to include all of the documents listed as evidence of compliance for each element. 
McKesson was encouraged to list and submit to HSAG any policies, procedures, reports, 
monitoring tools, screen prints, copies of emails, or other documentation that provided evidence of 
the CMO’s compliance with the contractually mandated elements. On November 7, 2014, 
McKesson uploaded the completed tool and associated documentation to HSAG’s secure FTP site 
and organized the documents in subfolders labeled according to the corresponding standard.  


From the documentation submitted by McKesson and interviews conducted with key staff during 
the on-site review, HSAG scored each element within the Compliance Review Standards tool as 
either, Met, Partially Met, or Not Met. Any element that was not applicable to McKesson at the 
time of the review was scored as N/A, or Not Applicable. A composite score was calculated by 
summing the total possible points and dividing it by the total items scored as Met (1.0 point), 
Partially Met (0.5 point), or Not Met (0 points).  


Care Management Enrollment Statistics 


Since care management activities have the potential to positively impact the quality of services as 
well as health outcomes, enrollees benefit from early identification, enrollment, assessment, and 
receipt of care management services. HSAG reviewed care management enrollment statistics from a 
care management file submitted by McKesson. From the file, HSAG calculated the total number of 
days between the date of enrollment into care management and the date the assessment and care 
management plan were completed for each enrollee. HSAG then averaged the total number of days 
between the enrollment date and assessment date for all enrollees. HSAG also calculated the 
average number of days from the enrollment date to the assessment date for enrollees who were 
pregnant at the time of enrollment. 
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Care Management Staffing  


The number and type of staff designated to a care management program are important to the success 
of a care management program. Well-trained and qualified staff can assist persons with chronic 
conditions manage their illnesses and appropriately navigate the healthcare system. Care manager-
to-enrollee ratios by risk level help to verify that there are enough care managers to provide care 
management services to program enrollees. Within its Questionnaire, McKesson submitted an 
organizational chart and a list of the number and type of full-time equivalent (FTE) staffs dedicated 
to the Nevada HCGP. HSAG reviewed number and type of care management staff dedicated to the 
Nevada HCGP, who also had direct contact with enrollees during the review period. HSAG 
calculated the total number of McKesson and ValueOptions FTEs that had direct contact with 
enrollees. ValueOptions serves as a subcontractor to McKesson and provides mental health case 
management services to HCGP enrollees under the direction of McKesson. 


Checklists 


HSAG reviewers also scored each element within Checklists that corresponded to two standards 
within the Compliance Review Standards Tool. The corresponding Checklists were: 


 Checklist 1: Transitioning Recipients into Care Management (Attachment B-1), the 
information collected using this checklist was recorded in Element 1 of Standard XI: Care 
Transitions, in the Compliance Review Standards tool.  


 Checklist 2: Required Reports (Attachment B-2), the information collected using this 
checklist was recorded in Element 2 of Standard XII: Operational Structure and Reporting, in 
the Compliance Review Standards tool. 


HSAG surveyors used the Checklist to document findings of key elements in the contract related to 
transitions of care and required reports. HSAG’s surveyors scored each applicable element within 
the tool as either Yes, the element was contained within the file, or No, the element was not 
contained in the file. Elements that were not applicable to the CMO were scored as N/A and were 
not included in the denominator of the total score. To obtain a percentage score, HSAG added the 
total number of elements receiving a Yes score and divided it by the total number of applicable 
elements.  


Phase II Review Tools and Activities 


Phase II of the review consisted of a two-day on-site review at McKesson’s Carson City, Nevada 
office. During the on-site review, HSAG interviewed key staff to inquire about several items that 
were incomplete from the desk review of documentation. McKesson staff members were given the 
opportunity to provide additional documentation until the end of the second day of the on-site 
review to provide evidence of its compliance with a given element. HSAG surveyors assessed the 
additional information provided by McKesson staff and documented the findings in the Compliance 
Review Standards tool. 


While on-site, HSAG reviewers assessed McKesson’s application of contractually required care 
management activities—identification, risk stratification, comprehensive assessments, care plan 
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development, ongoing care management services, hospital discharge and care transitions, and care 
monitoring and reassessment—through a review of 20 enrollee care management records. The on-
site review also consisted of a review of 10 enrollee grievances and McKesson’s processing of each 
grievance filed. 


Care Management File Review 


To obtain the list of enrollee records to be included in the review, McKesson provided a list of all 
enrollees in the HCGP who were currently receiving or had received care management services 
during the review period (June 1, 2014 through October 31, 2014). McKesson uploaded the 
complete list to HSAG on November 7, 2014 using the data file layout specified by HSAG. From 
the uploaded file, HSAG generated a list of 20 sample cases, plus an oversample of 7 cases, and 
posted them to the HSAG secure FTP site for McKesson to retrieve five business days prior to the 
on-site review. While on-site, HSAG reviewed all 20 sample cases. 


The care management file review tool was organized into five sections. The evaluation elements 
within each section were required by McKesson’s contract with the DHCFP. The five sections 
were: 


 Section I: Enrollee Identification and Risk Stratification 
 Section II: Enrollee Assessment 
 Primary care provider (PCP) selection 
 Linking members to community resources 


 Section III: Care Plan Development 
 Section IV: Ongoing Care Management 
 Care transitions 
 Hospital discharge planning 


 Section V: Care Monitoring and Reassessment 


Using the Care Management File Review Tool (Attachment C), HSAG scored each element as 
either Yes, the element was contained within the file, or No, the element was not contained in the 
file. Elements that were not applicable to the enrollee were scored as N/A, and were not included in 
the denominator of the total score. Elements in Section I were used to collect information about the 
enrollee and were not scored. For Sections II, III, IV, and V, HSAG surveyors added the number of 
elements receiving a Yes score for the respective Section and divided it by the total number of 
applicable elements for the same Section.  


Grievance File Review 


HSAG surveyors also reviewed grievance records during the on-site review. On November 7, 2014, 
McKesson staff uploaded a grievance data file to HSAG’s secure FTP site using a data file layout 
specified by HSAG. HSAG surveyors used the Grievance File Review Tool (Attachment D) tool to 
document findings from a review of McKesson’s grievance records. From data provided by 
McKesson, HSAG selected 10 grievance records to review. HSAG’s surveyors scored each 
applicable element within the tool as either Yes, the element was contained within the file, or No, 
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the element was not contained in the file. Elements that were not applicable to the enrollee were 
scored as N/A, and were not included in the denominator of the total score. For each component 
reviewed, HSAG added the number of elements receiving a Yes score for the respective component 
and divided it by the total number of applicable elements for the same component.  
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Compliance Review Findings  


Phase I – Results for Compliance with Standards 


Table 3 displays the compliance review results. A total percentage score was calculated by 
summing the total possible points and dividing it by the total items scored as Met (1.0 point), 
Partially Met (0.5 point), or Not Met (0 points). Elements that were N/A were not included in the 
denominator of the score. 


Table 3—Summary of Results of Compliance with Standards 
Standard 
Number Standard Name Total 


Elements 
Applicable 
Elements Met Partially 


Met 
Not 
Met N/A 


I Stratification of Enrollees 3 3 2 1 0 0 
II Care Management Teams 2 2 2 0 0 0 
III Care Planning 2 2 1 1 0 0 
IV Mental Health Care Management Services 2 2 2 0 0 0 
V Health Education Materials 1 1 1 0 0 0 
VI Nurse Triage and Call Services 4 4 2 2 0 0 
VII Emergency Department Redirection 3 3 3 0 0 0 
VIII Stakeholder Outreach and Education 2 2 2 0 0 0 
IX Feedback to Primary Care Providers (PCPs) 2 2 1 1 0 0 
X Provider Services 3 2 1 1 0 1 
XI Care Transitions 1 1 0 1 0 0 
XII Operational Structure and Reporting 2 2 1 1 0 0 


Total Elements 27 26 18 8 0 1 


Composite Score 22/26 
84.6% 


Overall, McKesson received a composite score of 84.6 percent. The findings suggest that 
McKesson met most of the required elements evaluated as part of the compliance review. None of 
the elements were scored Not Met and eight elements were scored Partially Met.  


Of the 12 standards reviewed, McKesson met all of the elements for the following standards: Care 
Management Teams, Mental Health Care Management Services, Health Education Materials, 
Emergency Department Redirection, and Stakeholder Outreach and Education.  


The following standards were identified as opportunities for improvement since McKesson 
received a Partially Met for one or more elements contained in the standards: Stratification of 
Enrollees, Care Planning, Nurse Triage and Call Services, Feedback to Primary Care Providers, 
Provider Services, Care Transitions, and Operational Structure and Reporting. Examples of the 
areas identified for improvement include, but are not limited to: 


 Face-to-face interactions with enrollees – McKesson’s policy listed the percentage of 
enrollees that receive a face-to-face contact by stratification of risk: 25 percent of the complex-
risk enrollees, 20 percent of the high-risk enrollees, and 15 percent of the moderate-risk 
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enrollees to receive a face-to-face contact. Documents submitted by McKesson indicated that 
very few face-to-face interventions had been accomplished prior to the on-site review December 
10, 2014; therefore, McKesson was not in compliance with its own policy.  


 Nurse triage and nurse advice call service lines – The contract requires that 90 percent of 
telephone calls are answered within five rings during live voice answering times. McKesson 
submitted reports from June 2014–October 2014 with summary results for telephone calls 
received during each month. The reports did not list the calls answered within five rings, so the 
information concerning calls handled within 30 seconds was used for that requirement. 
McKesson met the 90 percent requirement in June and July, but failed to meet the standard in 
August (80 percent), September (85 percent), and October (88 percent). 


 Nurse triage and nurse advice call service lines – The contract requires that 90 percent of 
calls are answered by a live operator in less than two minutes. None of the McKesson reports 
submitted for review contained the information concerning the calls answered by a live operator 
in less than two minutes. 


 Feedback to PCPs – The contract requires the CMO to provide feedback on gaps between 
recommended care and actual care received by the Enrollees attributed to an identified PCP. The 
case management file review provided evidence that, in many instances, PCPs were notified of 
gaps of care for enrollees who were empaneled with the PCP; however, there were some cases 
where the PCP was not notified of the barriers or gaps in care.  


 DHCFP approval of required documents – There were two documents (Provider Education 
Plan and Transitioning Beneficiaries Guideline) that required DHCFP approval that had not 
been approved by the DHCFP. At the time of the on-site review, McKesson staff revised the 
documents to be in compliance with contractual requirements, but had not yet submitted the 
revised documents to the DHCFP for approval.  


 Monitoring and Reporting – The contract requires several reports to be developed and used 
for monthly, quarterly, and annual monitoring. The required reports must be submitted to the 
DHCFP by the required schedule. Some of the reports met the elements required by the contract. 
The following reports, however, did not contain all of the contractually required elements: 
Enrollee Stratification Report, Enrollee Contact Report, Call Center and Nurse Triage Report, 
Disenrollment Report, Noncompliance Report, Provider Profiling Report, and Grievance, 
Complaint, and Dispute Resolution Report.  


The complete findings that detail the specific elements that were scored Partially Met, and their 
associated recommendations, are found in Attachment A. 


Phase I – Care Management Enrollment Statistics  


Table 4 shows, by risk category, the number of Medicaid recipients enrolled in the program, the 
number of persons served (i.e., assessment completed) in the program, the percent of the total 
enrolled who were served in the program, and the average number of days between date of 
enrollment and the date the assessment was completed. Risk categories were defined by McKesson 
as Complex (most comprehensive and complex care needs), High (high care needs), Moderate 
(moderate care needs), and Low (low care needs).  
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Table 4—Persons Enrolled and Served in the HCGP 


Categories Number of 
Persons Enrolled  


Number of 
Persons Served 


Percent of Total 
Enrolled Who 
were Served 


Average Number of Days 
Between Enrollment and 
Completed Assessment 


Complex (4) 314 83 0.2% 57 days 
High (3) 2,282 451 1.1% 69 days 


Moderate (2) 4,696 738 1.9% 81 days 
Low (1) 32,251 556 1.4% 65 days 


Total 39,543 1,828 4.6% Average 72 days 


Of the 39,543 persons enrolled in the program, 1,828 (4.6 percent) enrollees were served, where an 
assessment and care management plan were developed. On average, 72 days passed between the 
enrollment date and the date the enrollee was assessed by McKesson care managers. Persons served 
in the moderate risk level had assessments completed, on average, 81 days after enrollment in the 
program. Persons with complex care needs were assessed, on average, more quickly than that of the 
other risk categories at 57 days between the date of enrollment and the date of assessment. 


Table 5 shows the number of enrollees who had an assessment completed within 0–30 days, 31–60 
days, 61–90 days, or greater than 90 days after the person was enrolled in the HCGP.  


Table 5—Number of Days Between Enrollment and Assessment 
Assessment Completed with X-X Days 


of Enrollment 
Number of 
Enrollees 


Percent of Total 
Enrollees 


0–30 days 427 23% 
31–60 days 447 24% 
61–90 days 265 14% 


Greater than 90 days 689 38% 
Total 1,828 100% 


Table 5 shows that less than half of all enrollees had an assessment completed within 60 days, and 
38 percent of enrollees had an assessment completed 90 or more days after the being enrolled in the 
program. 


Table 6 on the following page shows the enrollment statistics for pregnant women in each risk 
category. Table 6 also shows the average number of days between the date of enrollment and the 
date the assessment was completed.  
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Table 6—Enrollment for Pregnant Women 


Categories Number of Pregnant 
Enrollees  


Average Number of Days 
Between Enrollment and 
Completed Assessment 


Complex (4) 0 N/A 
High (3) 13 72 days 


Moderate (2) 10 68 days 
Low (1) 25 52 days 


Total 48 Average 61 days 


As of October 31, 2014, there were a total of 48 pregnant women who had received care 
management services in the HCGP. Table 6 shows, on average, 61 days passed before a pregnant 
enrollee was assessed by a McKesson care manager. Pregnant enrollees with the highest acuity 
level (High Risk) were assessed, on average, 72 days after being enrolled in the program. There 
were multiple instances where more than 110 days lapsed between the enrollment date and 
assessment date. There was one notable instance where 154 days had passed between the date of 
enrollment and the date of assessment, and the enrollee already gave birth by the time her care 
management needs were assessed. 


Phase I – McKesson Care Management Staffing Review 


Table 7 shows the numbers and types of staff McKesson identified for the HCGP that had direct 
contact with enrollees during the review period. Any positions that were unfilled at the time of the 
on-site review are noted as “vacant.” 


Table 7—HCGP Staffing for Staff Working Directly with Enrollees 
McKesson Staff Title Full-Time Equivalent (FTE) Count 


Case Manager 3.0 
Care Manager 8.1 
Social Worker 2.0 
Triage Health Resource Coordinator As needed based on call volume (Up to 0.03 FTE used for Nevada) 
Triage Nurse As needed based on call volume (Up to 0.5 FTE used for Nevada) 
Community Health Worker 2.0 


McKesson Total 15.1 
ValueOptions Staff Title Full-Time Equivalent (FTE) Count 


Case Manager-Mental Health (MH) 1.0 
Care Manager-MH 3.0 + 2.0 Vacant 
Community Health Worker 2.0 + 1.0 Vacant 
Pharmacist As needed 


ValueOptions Total 6.0 + 3.0 Vacant 


HCGP Total 21.1 + 3.0 Vacant 
24.1 Total FTEs 
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For the HCGP, McKesson’s Questionnaire noted that there were 15.1 full-time equivalents (FTEs) 
for McKesson and 9.0 FTEs for ValueOptions. Of the 9.0 total FTEs for ValueOptions, 3 FTE 
positions were unfilled at the time of the review. Overall, there were 24.1 FTEs designated to the 
Nevada HCGP. 


According to the case management risk stratification levels provided by McKesson, 3 percent of the 
population is considered complex risk, 7 percent of the population is considered high risk, 20 
percent of the population is considered moderate risk, and 70 percent of the population is 
considered low risk. Table 8 shows the stratification of the population using McKesson’s case 
management risk stratification levels for the 39,543 people enrolled in the program at the time of 
the review. In addition, the table shows the case manager-to-enrollee ratios proposed by McKesson 
for each risk level. For complex risk enrollees, McKesson proposed one case manager to 75 
enrollees; for high risk, one case manager to 186 enrollees; for moderate risk, one case manager to 
244 enrollees; and any available case manager for enrollees in the low risk category. The table also 
shows the number of case managers anticipated to be needed in order to satisfy the care manger-to-
enrollee ratios proposed by McKesson. Lastly, the table shows the surplus or deficit of care 
managers based on number and types of FTEs submitted by McKesson in its Questionnaire. A 
deficit is noted in red text. 


Table 8—Number of Care Managers to Maintain Ratios 
Case 


Management (CM) 
Risk Level 


Percent of 
Population 


Max. Number of 
Members Served 
by CM Risk Level 


Ratio 1 CM to: 
XX Enrollees 


Number of Care 
Managers to 


Maintain CM Ratio 


Surplus/Deficit 
of FTEs to 


Fulfill Ratios 
Complex (4) 3% 1,186 75 15.82 


39.01 FTEs 


High Risk (3) 7% 2,768 186 14.88 
Moderate Risk (2) 20% 7,909 244 32.41 


Low Risk (1) 70% 27,680 


Low risk 
Enrollees may 
interact with 
any available 
care manager. 


Unknown 


Total 100% 39,543  63.11  
*Note: 63.11 Care Managers (CMs) represents the minimum number of CMs needed to serve 39,543 members based on McKesson’s 
proposed risk stratification and care manager-to-enrollee ratios. 


The risk stratification levels and case manager-to-enrollee ratios proposed by McKesson suggest 
that the anticipated number of staff needed to effectively care manage the population was 63.11 
FTEs. As shown in Table 7, McKesson has designated 24.1 FTEs to have direct contact with 
enrollees and provide care management services to enrollees of the Nevada HCGP. Based on the 
anticipated staffing need for the HCGP noted in Table 8 (63.11 FTEs) and the number of staff 
designated by McKesson for the HCGP (24.1 FTEs), the anticipated shortfall in staffing is 39.01 
FTEs.  


As shown in Table 3, McKesson met the contractual requirements reviewed in Standard II: Care 
Management Teams. The elements for this standard focused on the written descriptions McKesson 
maintained for developing and operating multidisciplinary care management teams and the 
supervision of those teams. The quality of the types of staff used to operate the care teams was 
found to be sufficient in both the Readiness Review and the Compliance Review. The quantity of 
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staff designated to the program, however, is inconsistent with care manager-to-enrollee ratios 
proposed by McKesson, given the number of persons enrolled in the program. This discrepancy 
was noted in the Readiness Review findings and no evidence was found to indicate that this 
discrepancy has been remedied. 


Phase I – Checklist Results 


Table 9 details the findings from the Checklists. To obtain a percentage score for the Checklists, 
HSAG added the total number of elements receiving a Yes score and divided it by the total number 
of applicable elements. 


Table 9—Summary of Results of Checklists 
Checklist 
Number Checklist Name Elements Yes No N/A Percent 


Compliant  


I Transitioning Recipients into Care Management 12 12 0 0 12/12 
100% 


II Required Reports 13 5 7 1 5/12 
41.7% 


McKesson scored 100 percent for all elements contained in Checklist I: Transitioning Recipients 
into Care Management. 


For Checklist II: Required Reports, McKesson scored 41.7 percent. As shown in Table 3 and 
detailed in the findings for Standard XII: Operational Structure and Reporting in Attachment A, 
McKesson did not meet most the required elements in Checklist II: Required Reports. In some 
cases, the same opportunities for improvement were noted in the Readiness Review findings and 
had not been remedied by at the time of the on-site compliance review. McKesson staff were 
encouraged to review the remediation plan McKesson submitted on April 10, 2014 to become 
familiar with the strategies McKesson identified to correct the issues identified during the readiness 
review. Detailed findings of the Transitioning Recipients into Care Management and Required 
Reports Checklists may be found in Attachments B-1 and B-2, respectively. 


Phase II – Results of Care Management File Review 


Table 10 on the following page shows the results of the care management file review. Section I of 
the care management file review tool contained demographic information and was not scored. 
Sections II—V of the care management file review were scored. HSAG surveyors added the 
number of elements receiving a Yes score for the respective Section and divided it by the total 
number of applicable elements for the same Section.  
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Table 10—Results of Care Management File Review 


Elements 
Section II: 


Enrollee 
Assessment 


Section III: 
Care Plan 


Development 


Section IV: 
Ongoing Care 
Management 


Section V: 
Care Monitoring 


and Reassessment 
Total Number of Elements 440 240 320 60 


Total Number of Elements N/A 14 44 176 50 
Total Number of Applicable Elements 426 196 144 10 


Total Elements Contained in File (Yes) 420 171 114 10 
Total Elements Not Contained in File (No) 6 25 30 0 


Percent of Elements Contained in File 420/426 
98.69% 


171/196 
87.2% 


114/144 
79.2% 


10/10 
100% 


When reviewing care management files, HSAG reviewers noted that McKesson documented most 
of the elements required by its contract with DHCFP. McKesson scored a 98.6 percent for Section 
II: Enrollee Assessment and 87.2 percent for Section III: Care Plan Development. The elements in 
Section III that were not well documented in the CMO files were related to enrollee goal-setting and 
tracking the progress toward enrollee goals.   


The section of care management requirements that proved to be the most challenging for McKesson 
was Section IV: Ongoing Care Management, which received a score of 79.2 percent. The standards 
in this section required the CMO to document evidence of ongoing communication with the 
enrollee and his/her PCP. The care management files showed that communication between 
McKesson staff and enrollees was documented in the enrollees’ files. After McKesson completed 
the initial assessment and care management plan, the VITAL system generated a copy of the care 
management plan and faxed it to the PCP, in most cases. In many cases, however, additional 
follow-up with the PCP concerning an enrollee’s noncompliance with the care plan or McKesson’s 
inability to reach the enrollee was not documented.  


Many of the elements in Section IV were not applicable at the time of the review because the 
elements focused on discharge planning and follow-up after an enrollee was discharged from the 
hospital.  Only two enrollees were hospitalized during the period being reviewed. For Section V: 
Care Monitoring and Reassessment, many of the enrollees had not been enrolled in care 
management long enough to warrant a reassessment (within 6 months of the date of the initial 
assessment); therefore, many of these elements were not applicable at the time the on-site review 
occurred. McKesson scored 100 percent on the 10 elements that were applicable in Section V. 


Phase II – Results of Grievance File Review 


Table 11 on the following page shows the results of the grievance file review. HSAG reviewed a 
total of 10 grievance files. For each component reviewed, HSAG added the number of elements 
receiving a Yes score for the respective component and divided it by the total number of applicable 
elements for the same component.  
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Table 11—Results of Grievance File Review 


Grievance Elements 
Provider Obtained 
Permission to File 
on Enrollee Behalf  


Grievance 
Acknowledged 


Resolved 
within 30 


Days 


Appropriate 
Level of 


Expertise 
Total Number of Elements 10 10 10 10 


Number of Applicable Elements 0 10 10 10 
Number of Compliant Elements N/A 10 4 10 


Percent Compliant N/A 10/10 
100% 


4/10 
40% 


10/10 
100% 


The results from the grievance file review indicated that McKesson staff verbally acknowledged 
receipt of the grievance during the initial call from the enrollee, and staff members with appropriate 
expertise handled the grievances. None of the grievances were file by a provider on behalf of an 
enrollee. All ten files contained the date the grievance was received, but the process undertaken to 
resolve the grievance was not found in many of the files. Overall the results of the grievance file 
review showed that all notes concerning the investigation and resolution of the grievances were not 
documented in the grievance files. McKesson did not always notify enrollees of the resolution of 
the grievance and record the final date of closure in the grievance files.   
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Conclusions and Recommendations 


McKesson received a composite score of 84.6 percent. Of the 12 standards reviewed, McKesson 
met all of the elements for the following 5 standards: Care Management Teams, Mental Health Care 
Management Services, Health Education Materials, Emergency Department Redirection, and 
Stakeholder Outreach and Education. McKesson received a Partially Met for one or more elements 
contained in the remaining 7 of the 12 standards reviewed.  


 HSAG recommends that McKesson prioritizes improvement efforts to address deficiencies in 
the following standards: Stratification of Enrollees, Care Planning, Nurse Triage and Call 
Services, Feedback to PCPs, Provider Services, Care Transitions, and Operational Structure and 
Reporting. These standards must be addressed in McKesson’s Corrective Action Plan, which is 
described in the section below.  


During the on-site review, HSAG reviewers discussed with McKesson staff the length of time that 
passes between a person’s enrollment in the program and when the person’s care needs are 
assessed. In the case of pregnant enrollees, the pregnancy is time-limited so the window available to 
provide effective care management interventions during the gestation period is limited. In some 
cases, more than 110 days passed between the time the woman was enrolled in the program and 
when her needs were assessed. In one notable instance, HSAG reviewers found that 154 days had 
passed between the date of enrollment and the date of assessment for one pregnant woman, and the 
enrollee already gave birth by the time her care management needs were assessed. 


 HSAG recommends that McKesson establish a reasonable standard (number of days between 
enrollment and assessment) to ensure pregnant enrollees’ needs are assessed more quickly. 
McKesson should obtain DHCFP’s approval of the standard. Further McKesson should 
monitor the standard on an ongoing basis.  


During both the Readiness Review and the Compliance Review, HSAG found the quality of staff 
proposed for the program to be consistent with contractual requirements. Further, HSAG found that 
McKesson maintained appropriate written descriptions for developing and operating 
multidisciplinary care management teams. The quantity of staff designated to the program, 
however, was inconsistent with care manager-to-enrollee ratios proposed by McKesson, given the 
number of persons enrolled in the program (39,543). Based on the anticipated staffing need for the 
HCGP noted in Table 8 (63.11 FTEs) and the number of staff designated by McKesson for the 
HCGP (24.1 FTEs), the anticipated shortfall in staffing is 39.01 FTEs.  


 HSAG recommends that McKesson evaluate the quantity of staff designated to the Nevada 
HCGP program and ensure that the staffing ratios proposed for the program are consistent with 
the number of FTEs designated to the HCGP program, given the number of persons enrolled in 
the program. 


For the checklist review, McKesson scored 100 percent for all elements contained in Checklist I: 
Transitioning Recipients into Care Management. For Checklist II: Required Reports, McKesson 
scored 41.7 percent, which showed that McKesson did not meet most the required elements for 
reporting to DHCFP. In some cases, the same opportunities for improvement were noted in the 
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Readiness Review findings and had not been remedied by at the time of the on-site compliance 
review.  


 HSAG recommends that McKesson review the remediation plan McKesson submitted on April 
10, 2014 to become familiar with the strategies McKesson identified to correct the issues 
identified during the Readiness Review. Further, McKesson should develop the required reports 
and submit them to DHCFP for approval to ensure that McKesson’s proposed format for the 
reports meets the needs of DHCFP staff for reporting to CMS.  


For the care management file review, McKesson received a score of 79.2% for Section IV: 
Ongoing Care Management. The elements in this section require the CMO to document evidence of 
ongoing communication with the enrollee and his/her PCP. In many cases, additional follow-up 
with the PCP was not documented.  


 HSAG recommends that McKesson communicate with each enrollee’s identified PCP, 
document all communication with the PCP in the care management file, and notify the PCP 
when the enrollee cannot be reached or is not complying with care management goals and 
objectives. 


The results of the grievance file review indicated that all notes concerning the investigation and 
resolution of the grievances were not documented in the grievance files. Further, the files did not 
always contain the date the grievance was resolved, and they did not contain notification to the 
enrollee concerning the resolution of the grievance. 


 HSAG recommends that McKesson staff record all notes in the grievance files and also notify 
enrollees when the grievance is resolved. McKesson should also record the date the grievance 
was resolved and closed in the respective grievance file.   


Corrective Action 


HSAG provided recommendations for each review element that received a score of Partially Met. 
There were no elements found Not Met. HSAG’s findings and recommendations for each of the 
elements contained for each Standard may be found in Attachment A of this report. To propose its 
plan to correct any elements that received a score of Partially Met, McKesson must use the 
template provided in Attachment E to submit its Corrective Action Plan (CAP) to the DHCFP and 
address each of the items that included a recommendation.  


In addition to completing the template found in Attachment E, McKesson must submit its planned 
approach to address the recommendations detailed in the Conclusions and Recommendations 
section above. 


McKesson must submit its Corrective Action Plan to the DHCFP within 21 days of receiving this 
report. The DHCFP maintains ultimate authority for approving or disapproving any corrective 
action strategies proposed by McKesson in its submitted CAP. 
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Attachment F 
HSAG’S NCQA HEDIS (CAHPS) SURVEY VENDOR CERTIFICATE 
As referenced in Section V, 2.2.7. 
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MARGARET E. O’KANE 
PRESIDENT 


NATIONAL COMMITTEE FOR QUALITY ASSURANCE


DATE GRANTED EXPIRATION DATE


recognizes


for fulfilling all necessary requirements to conduct NCQA HEDIS ® Surveys


November 1, 2017 October 31, 2018


Health Services Advisory Group
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Attachment G 
DATASTAT’S NCQA HEDIS (CAHPS) SURVEY VENDOR 
CERTIFICATE 
As referenced in Section V, 2.2.7. 
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MARGARET E. O’KANE 
PRESIDENT 


NATIONAL COMMITTEE FOR QUALITY ASSURANCE


DATE GRANTED EXPIRATION DATE


recognizes


for fulfilling all necessary requirements to conduct NCQA HEDIS ® Surveys


November 1, 2017 October 31, 2018


DataStat
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Attachment H 
LICENSED ORGANIZATION CERTIFICATE 
As referenced in Section V 2.2.8 
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National Committee for Quality Assurance 
is pleased to announce 


Health Services Advisory Group, Inc. 
fulfilled all the necessary requirements 


 to conduct NCQA HEDIS® Compliance Audits™  


and attained the designation of 


NCQA-LICENSED ORGANIZATION 


 


 


MARGARET E. O’ KANE 
PRESIDENT   


DATE LICENSED: 11/1/2017      EXPIRATION DATE: 10/31/18  
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Attachment I 
PROJECT TEAM ORGANIZATIONAL CHART 
As referenced in Section V, 2.3.1. 
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HSAG Nevada Project Team Organization Chart


President and 
Chief Executive Officer


M. Dalton, PhD, MBA, RN, CHCA
 


Senior Executive Director
C. Smallwood, MPH


 


= Key Staff
= NCQA-Certified HEDIS Compliance Auditor


Contract Manager
 G. Thompson, MBA, CPHQ


Chief Data Officer & Vice 
President, Data Science & 
Advanced Analytics (DSAA)


T. Laios, MBA, MPH
 


Chief Operating Officer,
Executive Vice President
R. Potter, MBA, CPA, CHCA


IT Department
 Chief Technology Officer


Network Adequacy Validation
 


Compliance Monitoring of MCO, 
DBA/PAHP, CMO


 


Quality Rating System 
 


HEDIS Comparative Analysis
 


HEDIS Performance Measure 
Validation 


 


Encounter Data Validation
 


 Performance Improvement 
Project (PIP) Validation/


Conduct PIPs  
 


Technical Assistance 
 


Calculation of Performance 
Measures


 


Consumer and/or Provider 
Surveys/CAHPS 


 


R. Berens, BA
Associate Director, DSAA


 
Associate Director (1)
Analyst Manager (1)


Analysts (2)
Analyst Coordinator (1)


A. Kearney, BA
Director, DSAA


 
Director (1)


Associate Director (1)
Healthcare Analysts (2)


Project Support Specialist (1)


C. Melendez, ANS, RN, 
CPHA Director, PIPs


 
Director (1)


Associate Director (1)
Project Manager (1)


Quality Studies 
 


M. Badani, MBA, 
CHCA Director, Audits


Directors (2)
HEDIS Manager (1)


Source Code Reviewer (1)


R. Berens, BA
Associate Director, DSAA


 
Associate Director (1)
Analytics Manager (1)


Analyst (1)


G. Thompson, MBA, CPHQ
Contract Manager


 
Directors/Reviewers (4)


Validation of QAPIS 
Strategy


 


G. Thompson, MBA, CPHQ
Contract Manager


 
Directors (3)


A. Kearney, BA
Director, DSAA


 
Director (1)


Associate Director (1)
Analytics Manager (1)
Healthcare Analysts (2)
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G. Thompson, MBA, CPHQ
Contract Manager


 
Directors (4)


Annual Technical Report 
 


R. Berens, BA
Associate Director, DSAA


 
Associate Director (1)
Analytics Manager (1)
Informatics Analyst (1)


Quality Activities related to ABD 
and/or TANF/CHAP


 


G. Thompson, MBA, CPHQ
Contract Manager


 
Directors (4)


A. Kearney, BA
Director, DSAA


 
Director (1)


Sr. Healthcare Analyst (1)
Healthcare Analysts (2)


Project Support Specialist (1)


G. Thompson, MBA, CPHQ
Contract Manager


 
Directors (5)


Associate Director (1)
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 Director, DSAA


Director (1)
Analytics Manager (1)
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Reports Team


 


Subcontractor
DataStat, Inc
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Attachment J 
CURRENT YEAR INTERIM 
As referenced in Section VI, 3.1.11. 
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HSH HSAG Inter Co. Unaudited Total
Eliminations


Current Assets
Cash in Bank 17,270$             3,360,554$           -$  3,377,824$             
Accounts Receivable - 15,091,244           - 15,091,244             


Work-In-Process - 3,089,277             - 3,089,277               
Other A/R 1,725 3,894,220             (2,368,415)       1,527,530               
Due from Affiliate - - - - 
Other Assets  - 167,454 - 167,454 


Prepaid expenses 557,492             1,107,985             - 1,665,477               
Total Current Assets 576,487             26,710,734           (2,368,415)       24,918,806             


Long Term Assets
Equipment, net of depreciation 865,251             2,951,326             - 3,816,577               
Deferred Taxes 2,277,365          1,201,856             - 3,479,221               
Long Term Receivables - - - - 
Long Term Investment Less Amortization - - - - 


Total Long Term Assets 3,142,616          4,153,182             - 7,295,798               


Total Assets 3,719,103$        30,863,916$         (2,368,415)$     32,214,604$           


Liabilities and Stockholders' Equity
Current Liabilities


A/P - Trade 25,155 818,639$              843,794$  
Due to Affiliate - - - - 
Credit Line - - - - 
Accrued Payroll 3,995,519          3,046,006             - 7,041,525               
Fringe and Leave Accruals 195,160             1,738,550             - 1,933,710               
Debt, Current Portion - - - - 
Other Liabilities 2,499,489          2,134,094             (2,368,415)       2,265,168               
Income Taxes Payable (767,745)            1,017,366             - 249,621 
Billings in Excess of Cost - 3,483,445             - 3,483,445               


Total Current Liabilities 5,947,578          12,238,100           (2,368,415)       15,817,263             


Long Term Liabilities
Loan - Long Term Portion - - - - 
Note Payable 5,756,869          - - 5,756,869               
Deferred Rent - 1,377,523             - 1,377,523               
Contingent Liability - Legal Expense Reim. - - - - 
Deferred Income Taxes 100,626             132,004 - 232,630 


Total Long Term Liabilities 5,857,495          1,509,527             - 7,367,022               


Total Liabilities 11,805,073        13,747,627           (2,368,415)       23,184,285             


Stockholders' Equity
Common stock - 3,232 - 3,232 
Additional Paid in Capital 16,970 - - 16,970 
Prior Years' Earnings (6,937,672)         15,701,907           - 8,764,235               
Unissued ESOP Shares - - - - 
Current Year's Earnings (1,165,268)         1,411,150             - 245,882 


Total Stockholders' Equity (8,085,970)         17,116,289           - 9,030,319               


Total Liabilities and Stockholders' Equity 3,719,103$        30,863,916$         (2,368,415)$     32,214,604$           


HEALTH SERVICES HOLDINGS, INC.
CONSOLIDATED BALANCE SHEET


2018 Fiscal Year Through December 31, 2017
Unaudited
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HSH HSAG ELMINATIONS TOTAL


YTD YTD YTD YTD


SERVICE REVENUES
Federal Revenue 30,570,263$    -$  30,570,263$   
State & Corporate Revenue 10,191,282      - 10,191,282     
LEC Revenue 5,581,117        - 5,581,117       


TOTAL SERVICE REVENUES 46,342,662      - 46,342,662     


DIRECT COSTS
Labor 16,675,481      - 16,675,481     
Leave 3,207,137        - 3,207,137       
Fringe 4,308,494        - 4,308,494       
Travel 449,292           - 449,292          
Consultants 4,316,754        - 4,316,754       
Other Direct Costs 368,048           - 368,048          


TOTAL DIRECT COSTS 29,325,206      - 29,325,206     


GROSS MARGIN 17,017,456      - 17,017,456     


ADMINISTRATIVE EXPENSES
Labor 1,061,297         3,495,324        4,556,621       
Leave / Fringe 149,214 1,575,341        1,724,555       
Other Administrative Expenses 201,828 9,587,397        9,789,225       


TOTAL ADMINISTRATIVE EXPENSES 1,412,339         14,658,062      - 16,070,401     


INCOME/(LOSS) FROM OPERATIONS (1,412,339)       2,359,394        - 947,055          


OTHER INCOME / (EXPENSES)
Interest Income - 79 - 79 
Other Income 1,113 410 - 1,523              
Interest (Expense) (130,887)          (7,967)             (138,854)         
Gain (Loss) on Asset Disposals - - - 


TOTAL OTHER INCOME / (EXPENSES) (129,774)          (7,478)             - (137,252)         


INCOME/(LOSS) BEFORE INCOME TAXES (1,542,113)       2,351,916        - 809,803          


INCOME TAXES (376,845)          940,766           - 563,921          


NET INCOME/(LOSS) (1,165,268)$     1,411,150$      -$  245,882$        


HEALTH SERVICES HOLDINGS, INC.
CONSOLIDATING STATEMENT OF INCOME 
2018 Fiscal Year Through December 31, 2017


Unaudited
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Attachment K 
HSAG – 2017 FISCAL YEAR FINANCIAL STATEMENTS 
As referenced in Section VI, 3.1.11. 
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INDEPENDENT AUDITORS’ REPORT 


To the Board of Directors and Stockholders of 


HEALTH SERVICES HOLDINGS, INC. AND SUBSIDIARY 


We have audited the accompanying consolidated financial statements of Health Services Holdings, 
Inc. and Subsidiary, which comprise the consolidated balance sheets as of June 30, 2017, 2016, 
and 2015, and the related consolidated statements of income and retained earnings, and cash flows 
for the years then ended, and the related notes to the consolidated financial statements. 


Management’s Responsibility for the Consolidated Financial Statements 


Management is responsible for the preparation and fair presentation of these consolidated financial 
statements in accordance with accounting principles generally accepted in the United States of 
America; this includes the design, implementation, and maintenance of internal control relevant to 
the preparation and fair presentation of consolidated financial statements that are free from material 
misstatement, whether due to fraud or error. 


Auditors’ Responsibility 


Our responsibility is to express an opinion on these consolidated financial statements based on our 
audits. We conducted our audits in accordance with auditing standards generally accepted in the 
United States of America.  Those standards require that we plan and perform the audits to obtain 
reasonable assurance about whether the consolidated financial statements are free from material 
misstatement. 


An audit involves performing procedures to obtain audit evidence about the amounts and disclosures 
in the consolidated financial statements.  The procedures selected depend on the auditors’ 
judgment, including the assessment of the risks of material misstatement of the consolidated 
financial statements, whether due to fraud or error.  In making those risk assessments, the auditor 
considers internal control relevant to the entity’s preparation and fair presentation of the consolidated 
financial statements in order to design audit procedures that are appropriate in the circumstances, 
but not for the purpose of expressing an opinion on the effectiveness of the entity’s internal control. 
Accordingly, we express no such opinion. An audit also includes evaluating the appropriateness of 
accounting policies used and the reasonableness of significant accounting estimates made by 
management, as well as evaluating the overall presentation of the consolidated financial statements. 


We believe that the audit evidence we have obtained is sufficient and appropriate to provide a basis 
for our audit opinion. 


Opinion 


In our opinion, the consolidated financial statements referred to above present fairly, in all material 
respects, the consolidated financial position of Health Services Holdings, Inc. and Subsidiary as 
of June 30, 2017, 2016, and 2015, and the results of their operations and their cash flows for the 
years then ended in accordance with accounting principles generally accepted in the United States 
of America. 


3101 N. Central Ave., Suite 300   ■  Phoenix, AZ  85012
Main: 602.264.6835  ■  Fax: 602.265.7631  ■ www.mhmcpa.com


   Member of Kreston International — a global network of independent accounting firms 
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Report on Consolidating Information 
 
Our audits were conducted for the purpose of forming an opinion on the consolidated financial 
statements as a whole. The consolidating balance sheet as of June 30, 2017 and consolidating 
statement of income and retained earnings for the year then ended are presented for purposes of 
additional analysis of the consolidated financial statements rather than to present the financial 
position, results of operations, and cash flows of the individual companies, and are not a required 
part of the consolidated financial statements. 
 
Such information is the responsibility of management and was derived from and relates directly to 
the underlying accounting and other records used to prepare the consolidated financial statements. 
The consolidating information has been subjected to the auditing procedures applied in the audit of 
the consolidated financial statements and certain additional procedures, including comparing and 
reconciling such information directly to the underlying accounting and other records used to prepare 
the consolidated financial statements or to the consolidated financial statements themselves, and 
other additional procedures in accordance with auditing standards generally accepted in the United 
States of America. In our opinion, the consolidating information is fairly stated in all material respects 
in relation to the consolidated financial statements as a whole. 
 
Emphasis of Matter 
 
As discussed in Note 1 to the financial statements, Health Services Holdings, Inc. and Subsidiary 
adopted ASU No. 2015-17 as of June 30, 2017, 2016 and 2015, and for the years then ended. Our 
opinion is not modified in respect to this matter. 
 
 
 
 
October 18, 2017 
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2017 2016 2015
CURRENT ASSETS


Cash and cash equivalents 4,799,329$      4,976,536$      3,919,783$      
Receivables 21,748,334      19,529,233      19,140,754      
Prepaid expenses and other current assets 1,360,018        1,522,083        1,646,839        
Income taxes receivable -                   27,712             1,648               


TOTAL CURRENT ASSETS 27,907,681      26,055,564      24,709,024      


PROPERTY AND EQUIPMENT, net 4,461,292        5,049,508        4,099,992        


DEFERRED INCOME TAXES 3,246,591        2,763,151        2,829,712        


OTHER ASSETS 179,354           163,597           163,597           


TOTAL ASSETS 35,794,918$    34,031,820$    31,802,325$    


CURRENT LIABILITIES
Accounts payable 1,966,951$      2,789,532$      4,142,630$      
Accrued expenses 13,210,756      10,823,130      9,095,947        
Income taxes payable 110,131           34,000             981,949           
Deferred revenues 2,299,145        3,069,719        3,987,199        
Other current liabilities 2,152,486        1,772,095        1,772,095        


TOTAL CURRENT LIABILITIES 19,739,469      18,488,476      19,979,820      


DEFERRED RENT 1,514,144        1,695,264        1,747,097        


NOTES PAYABLE - STOCKHOLDERS 5,756,869        5,721,536        2,506,605        


TOTAL LIABILITIES 27,010,482      25,905,276      24,233,522      


COMMON STOCK, par value $1, authorized 1,000,000
  shares, issued and outstanding 3,232 shares 3,232               3,232               3,232               


ADDITIONAL PAID-IN CAPITAL 16,970             16,970             16,970             


DEFERRED COMPENSATION EXPENSE -                   (461,980)          (841,980)          


RETAINED EARNINGS 8,764,234        8,568,322        8,390,581        
TOTAL STOCKHOLDERS' EQUITY 8,784,436        8,126,544        7,568,803        


TOTAL LIABILITIES AND STOCKHOLDERS' EQUITY 35,794,918$    34,031,820$    31,802,325$    


A S S E T S


L I A B I L I T I E S    A N D    S T O C K H O L D E R S'    E Q U I T Y


HEALTH SERVICES HOLDINGS, INC. AND SUBSIDIARY


CONSOLIDATED BALANCE SHEETS


June 30, 2017, 2016, and 2015
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2017 2016 2015
SERVICE REVENUES


Federal contracts 71,064,634$    61,193,167$    55,053,974$    
State and corporate contracts 24,282,179      23,369,481      23,323,387      


TOTAL SERVICE REVENUES 95,346,813      84,562,648      78,377,361      


DIRECT EXPENSES 58,831,488      52,593,968      50,774,860      


GROSS MARGIN 36,515,325      31,968,680      27,602,501      


ADMINISTRATIVE EXPENSES 35,711,502      31,498,630      27,159,385      


INCOME FROM OPERATIONS 803,823           470,050           443,116           


OTHER EXPENSE (520,892)          (125,573)          (50,763)            


INCOME BEFORE INCOME TAXES 282,931           344,477           392,353           


INCOME TAXES
Current provision 570,459           100,175           1,153,057        
Deferred provision (benefit) (483,440)          66,561             (999,021)          


TOTAL INCOME TAXES 87,019             166,736           154,036           


NET INCOME 195,912           177,741           238,317           


RETAINED EARNINGS, BEGINNING OF YEAR 8,568,322        8,390,581        8,152,264        


RETAINED EARNINGS, END OF YEAR 8,764,234$      8,568,322$      8,390,581$      


HEALTH SERVICES HOLDINGS, INC. AND SUBSIDIARY


CONSOLIDATED STATEMENTS OF INCOME AND RETAINED EARNINGS


Years Ended June 30, 2017, 2016, and 2015
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2017 2016 2015
CASH FLOWS FROM OPERATING ACTIVITIES


Net income 195,912$         177,741$         238,317$         
Adjustments to reconcile net income to net cash
  provided by operating activities:


Depreciation and amortization 1,618,846        1,467,220        1,146,162        
Change in deferred income taxes (483,440)          66,561             (999,021)          
Loss on disposition of fixed assets -                   1,616               123,115           
Additional cash received on disposition of fixed assets 10,959             -                   -                   
Increase in notes payable - stockholders due to accrued interest 250,264           214,931           46,406             
Changes in operating assets and liabilities:


Decrease (increase) in:
Receivables (2,219,101) (388,479) (1,611,542)
Prepaid expenses and other current assets 162,065           124,756           (534,047)          
Income taxes receivable 27,712             (26,064)            48,826             


Increase (decrease) in:
Accounts payable (462,808)          (862,874)          488,464           
Accrued expenses 2,387,626        1,727,183        2,279,503        
Deferred revenues (770,574)          (917,480)          29,332             
Income taxes payable 76,131             (947,949)          -                   
Other current liabilities 380,391           -                   322,306           
Deferred rent (181,120)          (51,833)            318,036           


Net cash provided by operating activities 992,863           585,329           1,895,857        


CASH FLOWS FROM INVESTING ACTIVITIES
Purchases of property and equipment (1,401,362)       (2,908,576)       (812,870)          
Change in other assets (15,757)            -                   (7,706)              


Net cash used in investing activities (1,417,119)       (2,908,576)       (820,576)          


CASH FLOWS FROM FINANCING ACTIVITIES
Payments on capital lease obligation -                   -                   (89,166)            
Payments on notes payable - stockholders (214,931)          -                   -                   
Proceeds from notes payable - stockholders -                   3,000,000        1,000,000        
Change in deferred compensation expense 461,980           380,000           380,000           


Net cash provided by financing activities 247,049           3,380,000        1,290,834        


NET CHANGE IN CASH AND CASH EQUIVALENTS (177,207)          1,056,753        2,366,115        


CASH AND CASH EQUIVALENTS, BEGINNING OF YEAR 4,976,536        3,919,783        1,553,668        


CASH AND CASH EQUIVALENTS, END OF YEAR 4,799,329$      4,976,536$      3,919,783$      


SUPPLEMENTAL DISCLOSURE OF CASH FLOW INFORMATION
Cash paid for interest 12,902$           7,574$             31,664$           


Cash paid for income taxes 483,396$         1,077,997$      123,664$         


SUPPLEMENTAL DISCLOSURE OF NON-CASH INVESTING AND
  FINANCING ACTIVITIES


Increase in notes payable - stockholders due to accrued unpaid interest 250,264$         214,931$         46,406$           


Purchases of property and equipment included in accounts payable 22,753$           382,526$         872,750$         


HEALTH SERVICES HOLDINGS, INC. AND SUBSIDIARY


CONSOLIDATED STATEMENTS OF CASH FLOWS


Years Ended June 30, 2017, 2016, and 2015
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HEALTH SERVICES HOLDINGS, INC. AND SUBSIDIARY 
 


NOTES TO CONSOLIDATED FINANCIAL STATEMENTS 
 


Years Ended June 30, 2017, 2016, and 2015 
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(1) Company operations and summary of significant accounting policies 


 
Company operations - Health Services Holdings, Inc. and Subsidiary (the "Company") is engaged in 
providing health care information in Arizona, Arkansas, California, Colorado, Florida, Georgia, Hawaii, 
Illinois, Iowa, Louisiana, Maryland, Michigan, Minnesota, Nevada, New Hampshire, New Mexico, Ohio, 
Oklahoma, Tennessee, U.S. Virgin Islands, Utah, Vermont, Virginia, Washington and Wyoming. Company 
efforts are designed to improve the quality of health care through the study of information. 
 
The significant accounting policies followed by the Company are summarized below: 
 
Principles of consolidation - The accompanying consolidated financial statements include the accounts of 
Health Services Holdings, Inc. (“HSH”), Health Services Advisory Group, Inc. (“HSAG”), and Health 
Services Advisory Group of California, Inc. (“HSAG-CA”). In February 2004, HSH was established as a 
holding company of HSAG. The transactions to establish HSH resulted in the stockholders of HSAG 
becoming the majority stockholders of HSH. This transaction was accounted for under the rules applying to 
reverse acquisition accounting, under which HSAG’s historical financial statement balances are carried 
forward as the financial reporting parent under the legal parent entity’s name (HSH). As of August 1, 2014, 
HSAG-CA was administratively dissolved. The operations of the entity that was required to continue was 
consolidated into and performed by HSAG. All significant intercompany transactions and accounts have 
been eliminated in consolidation. 
 
Management’s use of estimates - The preparation of consolidated financial statements in conformity with 
accounting principles generally accepted in the United States of America requires management to make 
estimates and assumptions that affect the reported amounts of assets and liabilities and disclosure of 
contingent assets and liabilities at the date of the consolidated financial statements and reported amounts 
of revenues and expenses during the reporting period. Actual results could differ from those estimates. 
 
Revenue recognition - The Company recognizes revenue as services are performed. Cash received for 
future services is deferred until the service has been performed. The Company’s contracts with the 
Department of Health and Human Services are on a cost-plus-fee basis, fixed price basis, or cost only 
basis. Therefore, revenues for the contracts are recognized to the extent reimbursable costs are incurred 
and estimated fees are earned if applicable. Billings in excess of reimbursable costs incurred plus estimated 
fees are recorded as deferred revenue. Provisions for estimated losses on contracts are recognized in the 
period in which such losses are determined. 
 
Costs related to certain contracts are subject to adjustment based on negotiations with, and the audits of 
the Company’s records by its customers, including representatives of the federal government. Revenues for 
such contracts are recorded in amounts that are expected to be realized. It is reasonably possible that 
some portion of revenues recorded in the current period may be disallowed in future periods as a result of 
audits performed by the Company’s customers. These disallowed revenues may be required to be refunded 
to the customer upon final settlement of the contract. 
 
Cash and cash equivalents - Cash includes cash and, at times, cash equivalents which consist of highly 
liquid debt instruments purchased with original maturities of three months or less. Cash deposits are 
insured up to $250,000 by the Federal Deposit Insurance Corporation (FDIC). 
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(1) Company operations and summary of significant accounting policies (continued) 


 
Receivables - Receivables are carried at the outstanding balances less an allowance for doubtful accounts. 
The Company evaluates the collectability of its receivables based on a combination of factors. In 
circumstances where it is aware of a specific customer’s inability to meet its financial obligations, the 
Company records a specific reserve to reduce the amounts recorded to what is estimated to be collected. 
Accounts are charged off against the allowance when they are deemed to be uncollectible. Accounts 
receivable at June 30, 2017, 2016, and 2015 are considered by management to be collectible in full and, 
accordingly, an allowance for doubtful accounts is not necessary. 
 
Depreciation and amortization - Depreciation and amortization is computed using straight-line and 
accelerated methods over the following estimated useful lives: 
 


Furniture and equipment  3 - 10 years 
Leasehold improvements  2 - 10 years 
Equipment held under capital lease  5 years 


 
Impairment of long-lived assets - The Company accounts for long-lived assets in accordance with the 
provisions of FASB ASC 360, Property, Plant, and Equipment, which requires that long-lived assets be 
reviewed for impairment whenever events or changes in circumstances indicate that the carrying amount of 
an asset may not be recoverable. Recoverability of assets to be held and used is measured by a 
comparison of the carrying amount of an asset to future undiscounted net cash flows expected to be 
generated by the asset. If such assets are considered to be impaired, the impairment to be recognized is 
measured by the amount by which the carrying amount of the assets exceeds the fair value of the assets. 
Assets to be disposed of are reported at the lower of the carrying amount or fair value less costs to sell. No 
impairment charges were recorded for the years ended June 30, 2017, 2016, and 2015. 
 
Deferred rent - Deferred rent represents the difference between the total rent payments amortized using 
the straight-line method over the life of the leases and the actual cash expenditures. 
 
Income taxes - The Company follows FASB ASC 740, Income Taxes. FASB ASC 740 requires an asset 
and liability approach for financial accounting and reporting for income tax purposes. This statement 
recognizes (a) the amount of taxes payable or refundable for the current year, and (b) deferred tax liabilities 
and assets for future tax consequences of events that have been recognized in the consolidated financial 
statements or tax returns. 
 
The Company accounts for uncertainty in income taxes through the application of a “more likely than not” 
threshold to the recognition and derecognition of uncertain tax positions. The provisions require that a 
change in judgment related to the expected ultimate resolution of uncertain tax positions be recognized in 
earnings in the year of such change. The Company’s policy is to classify income tax penalties and interest 
as interest expense in its consolidated financial statements. At June 30, 2017, 2016, and 2015, the 
Company did not have any unrecognized tax benefits. 
 
The Company files income tax returns in the U.S. federal jurisdiction and various state and local 
jurisdictions. The Company is no longer subject to U.S. federal and state and local income tax examinations 
by tax authorities for years before 2012. 
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(1) Company operations and summary of significant accounting policies (continued) 


 
Fair value measurements - The Company currently has no assets or liabilities subject to fair value 
measurement other than at initial recognition. 
 
Recently issued accounting pronouncements - The Financial Accounting Standards Board (FASB) 
issued Accounting Standards Update (ASU) No. 2014-09 – Revenue from Contracts with Customers (Topic 
606) (ASU 2014-09) in May 2014, as amended, which is effective for nonpublic entities for annual reporting 
periods beginning after December 15, 2018, which would be the fiscal year ending June 30, 2020 for the 
Company.. The FASB is currently undertaking efforts to provide implementation guidance to preparers of 
financial statements. The Company has not completed the process of evaluating the impact that will result 
from adopting ASU 2014-09 and is therefore unable to disclose the effects of adoption, if any, on the 
consolidated financial statements. During 2017, the Company anticipates establishing an implementation 
team to identify potential differences that could result from applying the requirements of this new standard, 
together with adoption of ASU No 2014-09. The team will be responsible for identifying and implementing 
changes to business processes, systems, and controls to support disclosure under the new standard and 
evaluate any effect the new guidance will have on the Company’s consolidated financial position.  
 
In November 2015, the FASB issued ASU No. 2015-17, Balance Sheet Classification of Deferred Taxes, 
which requires entities with a classified balance sheet to present all deferred tax assets and liabilities as 
noncurrent. The new pronouncement for entities other than public business entities is effective for fiscal 
years beginning after December 15, 2017, which would be the fiscal year ending June 30, 2019 for the 
Company. FASB permits early adoption at the beginning of an interim or annual period. The Company 
elected early adoption effective June 30, 2017, which requires a retrospective application. Accordingly, the 
Company reclassified deferred tax assets totaling $2,666,739 and $2,266,118 as of June 30, 2016 and 
2015, respectively, from current to noncurrent assets to conform to the new presentation requirements. 
 
In February 2016, the FASB issued ASU No. 2016-02 – Leases (Topic 842). ASU 2016-02 requires that a 
lease liability and a related right-of-use asset representing the lessee’s right to use or control the asset be 
recorded on the balance sheet upon the commencement of all leases except for short-term leases. Leases 
will be classified as either finance leases or operating leases, which are substantially similar to the 
classification criteria for distinguishing between capital leases and operating leases in existing lease 
accounting guidance. As a result, the effect of leases in the statement of operations and the statement of 
cash flows will be substantially unchanged from the existing lease accounting guidance. ASU 2016-02 is 
effective for fiscal years beginning after December 15, 2019, which would be the fiscal year ending June 30, 
2021 for the Company. Early adoption is permitted. The Company has not elected to adopt this standard 
early. The Company has estimated that if they were to adopt the standard, a non-current operating lease 
right-of-use asset of approximately $12.4 million and corresponding current and non-current operating lease 
liabilities of $3.2 million and $9.2 million, respectively, would be recorded in the accompanying consolidated 
balance sheet as of June 30, 2017. The estimate was calculated using the minimum future lease payments 
(see Note 10) and a discount rate representing the Company’s incremental borrowing rate (see Note 4). In 
accordance with ASU 2016-02, operating leases are expected to record a single lease cost, identified as 
lease expense, in the statement of operations, and payments arising from such operating leases are 
generally included within operating activities in the statement of cash flows. 
 
Subsequent events - The Company has evaluated subsequent events through October 18, 2017, which is 
the date the consolidated financial statements were available to be issued. 
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(2) Receivables 
 


Receivables consist of:
2017 2016 2015


Contracts receivable:
State and corporate contracts 13,359,504$    11,440,044$    9,376,315$      
Federal contracts 8,209,376        8,013,680        9,761,339        


Total contracts receivable 21,568,880      19,453,724      19,137,654      
Other receivables 179,454           75,509             3,100               


Total receivables 21,748,334$    19,529,233$    19,140,754$    


The contracts receivable amounts above include billed and unbilled amounts as follows:


2017 2016 2015


Billed 17,607,304$    16,487,076$    14,840,180$    
Unbilled 2,534,096        1,719,061        3,201,603        
Retainage 1,427,480        1,247,587        1,095,871        


Total contracts receivable 21,568,880$    19,453,724$    19,137,654$    
 


(3) Property and equipment 
 


Property and equipment consists of:
2017 2016 2015


Cost:
Furniture and equipment 8,266,735$      9,879,861$      8,096,297$      
Leasehold improvements 2,172,755        2,003,921        1,866,066        
Assets in process 4,849               215,365           73,070             


Total cost 10,444,339      12,099,147      10,035,433      
Accumulated depreciation and amortization (5,983,047)       (7,049,639)       (5,935,441)       


Net property and equipment 4,461,292$      5,049,508$      4,099,992$      
 
Depreciation and amortization expense charged to operations was $1,618,846, $1,467,220, and $1,146,162, 
for the years ended June 30, 2017, 2016, and 2015, respectively. 


 
(4) Lines of credit 
 


In May 2012, the Company entered into revolving lines of credit of $3,850,000, $1,150,000, and 
$1,150,000. All three lines of credit charged interest at LIBOR plus 2.75% (3.92%, 3.20%, and 2.90% at 
June 30, 2017, 2016 and 2015, respectively), or 4.25% if greater, payable monthly. The lines of credit 
matured in April 2015 and were replaced by an amended and restated revolving line of credit with a 
borrowing capacity of $6,150,000, maturing in February 2018. The amended line of credit bears an interest 
rate of LIBOR plus 2.50% and is secured by property and equipment, receivables and common stock of the 
Company. The line of credit is also guaranteed personally by certain stockholders of the Company. The 
lines of credit were subject to various financial and non-financial covenants. At June 30, 2017, 2016 and 
2015, there was $0 of borrowings outstanding on the line of credit. 


Response to Request for Proposal 3491 – Health Services Advisory Group, Inc. VIII.250







HEALTH SERVICES HOLDINGS, INC. AND SUBSIDIARY 
 


NOTES TO CONSOLIDATED FINANCIAL STATEMENTS 
 


Years Ended June 30, 2017, 2016, and 2015 
 
 


-10- 


 
(4) Lines of credit (continued) 
 


The Company had unexpired financial standby letters of credit through its bank at June 30, 2017, 2016, and 
2015. The letters of credit expire annually, with automatic annual extensions unless notification is made 60 
to 90 days in advance. The Company had standby letters of credit available of approximately $222,000 at 
June 30, 2017 and $1,435,000 at June 30, 2016 and June 30, 2015. The available balance to draw from the  
revolving line of credit described above is reduced by these letters of credit. 
 


(5) Notes payable - stockholders 
 
During 2011, the Company borrowed $1,395,000 from the majority stockholder of the Company and signed 
a promissory note to the majority stockholder, in which unpaid principal accrues interest at 3%  per annum, 
compound annually. During 2015, the Company borrowed an additional $1,000,000 and amended the 
promissory note such that unpaid principal accrues interest at 4% per annum. The note is unsecured and 
the outstanding principal and interest is due in June 2020. The outstanding principal and interest balance 
was $2,606,869, $2,609,036, and $2,506,605, at June 30, 2017, 2016, and 2015, respectively. 
 
During 2016, the Company borrowed $3,000,000 from the majority stockholder of the company and signed 
a promissory note to the majority stockholder, in which unpaid principal accrues at 5% per annum, 
compounded annually. The outstanding principal and interest balance was $3,150,000 and $3,112,500 at 
June 30, 2017 and 2016, respectively. The note is unsecured and matures on March 30, 2020. 
 
Annual maturities on the outstanding notes payable - stockholders are as follows: 
 
Fiscal Year


2018 -$                  
2019 -                    
2020 5,756,869         


Total annual maturities 5,756,869$        
 
Total interest expense recognized on these notes payable was $250,264, $214,931, and $46,406, for the 
years ended June 30, 2017, 2016, and 2015, respectively. 
 


(6) Other current liabilities 
 
During the years ended June 30, 2007 through 2015 and during the year ended June 30, 2017, the 
Defense Contract Audit Agency (“DCAA”), working under directive from the Centers for Medicare and 
Medicaid Services (“CMS”), audited the costs charged to a CMS contract and recommended to CMS that 
certain costs be disallowed that were included in the general and administration cost pool as well as 
employee compensation costs. Included within these disallowed costs are certain costs related to the final 
settlement of a lawsuit from one former executive and the partial settlement of a lawsuit from another 
executive. While CMS is not obligated to follow the recommendations of the DCAA, management has 
determined that CMS will disallow the costs. 
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(6) Other current liabilities (continued) 
 


The liabilities recognized as a result of these matters consists of the following: 
 


2017 2016 2015


Disallowed costs related to legal settlements 744,698$         744,698$         744,698$         
DCAA audit accrual for 2007 and 2008 140,497 140,497 140,497
DCAA audit accrual for 2008 331,804 331,804 331,804
DCAA audit accrual for 2010 and 2011 76,461 76,461 76,461
DCAA audit accrual for 2011 322,306 322,306 322,306           
DCAA audit accrual for 2012 290,375 156,329 156,329           
DCAA audit accrual for 2013 75,091 -                   -                   
DCAA audit accrual for 2014 171,254           -                   -                   


2,152,486$      1,772,095$      1,772,095$      
 


(7) Other income (expense) 
 


Other income (expense) consists of:
2017 2016 2015


Interest expense (263,166)$        (222,505)$        (78,070)$          
Interest income 106,741 64,851 16,861
DCAA audit accruals (Note 6) (380,391) -                   -                   
Other income 15,924             32,081             10,446             


Total other income (expense) (520,892)$        (125,573)$        (50,763)$          
 


 
(8) Income taxes 


 
Income taxes are provided for the tax effects of transactions reported in the consolidated financial 
statements and consist of taxes currently due plus deferred income taxes related primarily to differences 
between the financial and tax basis of property and equipment, deferred rent and certain accrued expenses, 
and the availability of net operating loss carryovers. The deferred taxes represent the future tax return 
consequences of these differences, which will either be taxable or deductible when the assets and liabilities 
are recovered or settled. 


 
Deferred income tax assets are attributable to the following: 


 
 As of June 30, 2016, the Company no longer has any state operating loss carryovers. State operating 


loss carryovers were approximately $256,000 as of June 30, 2015 and provided future income tax 
benefits as they were applied against future state taxable income.  


 
 Obligations for certain accrued expenses have no tax basis. Those accrued expenses will be deductible 


as payments are made in future periods.  
 


 Expenses recorded for rents related to the deferred rent liability have no tax basis. The rent expense 
will be deductible as payments are made in future periods. 
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(8) Income taxes (continued) 
 


Deferred income tax liabilities are attributable to the following: 
 
 The basis of property and equipment for financial reporting exceeds its basis for tax purposes by the 


cumulative amount of the income tax depreciation and amortization over financial reporting 
depreciation and amortization. The excess will be taxable in future periods through reduced 
depreciation and amortization deductions for tax purposes. 
 


 Retainage included as revenue in the consolidated statement of income is taxed when collected. The 
retainage recognized for income tax purposes is adjusted to exclude the amount of uncollected 
retainage that has yet to be recognized for tax purposes. 


 
The provision for income taxes consist of: 


2017 2016 2015
Current provision:


Federal 471,458$         70,790$           973,545$         
State 99,001             29,385             179,512           


Total current provision 570,459 100,175 1,153,057
Deferred provision (benefit)


Federal (416,125)          64,024 (872,278)
State (67,315)            2,537               (126,743)          


Total deferred provision (benefit) (483,440)          66,561             (999,021)          
Total income taxes 87,019$           166,736$         154,036$         


 
 
The components of deferred tax assets and liabilities included in the accompanying consolidated balance 
sheets are as follows: 
 


2017 2016 2015
Deferred income tax assets (liabilities):


Accrued expenses 3,263,331$      2,666,739$      2,266,118$      
Property and equipment (449,952)          (388,323)          (129,172)          
Net operating loss carryovers -                   -                   14,077             
Contracts receivable, retainage (153,460)          (173,480)          -                   
Deferred rent 586,672           658,215           678,689           


Net deferred income tax assets 3,246,591$      2,763,151$      2,829,712$      
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(8) Income taxes (continued) 


 
The provision for federal income taxes differs from that computed by applying federal statutory rates to 
income before federal income tax expense, as indicated in the following analysis: 
 


2017 2016 2015


Federal statutory income tax at 34% 96,197$           117,122$         133,399$         
Effect of state income taxes 11,927 11,559 14,536
Adjustments related to prior year true-ups (7,280) 11,704 (1,936)
Effect of non-deductible meals, travel, 
  and entertainment 11,999 20,192 15,284
State tax credit (20,845)            -                   (13,200)
Other (4,979)              6,159               5,953               


Total provision for income taxes 87,019$           166,736$         154,036$         
 


(9) Employee benefit plans 
 
The Company has a profit-sharing plan covering employees who meet specified age and service 
requirements. Contributions to the profit-sharing plan are determined annually at the discretion of the 
Company's Board of Directors. The matching contributions made by the Company were $758,247, 
$644,671, and $647,045, for the years ended June 30, 2017, 2016, and 2015, respectively. 
 
The Company has an employee stock ownership plan (ESOP) covering employees who meet specified age 
and service requirements. Contributions are determined annually at the discretion of the Company’s Board 
of Directors. 
 
Effective December 31, 2008, the Health Services Holdings, Inc. Employee Stock Ownership Plan (ESOP) 
became a leveraged plan. The purchase was structured with a blend of cash and debt. To facilitate the sale, 
HSH loaned the ESOP $3,800,000 and a stockholder loaned the ESOP $539,773. The ESOP shares were 
pledged as collateral on the aggregate amount borrowed of $4,339,773, which was initially recorded as 
deferred compensation expense in the accompanying consolidated balance sheets. As debt was repaid to 
HSH and the stockholder, shares were released from collateral and allocated to active employees, based 
on their compensation. The Company funds the ESOP through contributions authorized by the Company. 
The Company made contributions to the ESOP of $1,761,860, $1,523,354, and $1,457,427, for the years 
ended June 30, 2017, 2016, and 2015, respectively. The ESOP loan has been repaid in full as of June 30, 
2017. 


 
At June 30, 2017, 970 shares held by the ESOP have been released to the plan’s participants. The 
participants have a limited put option right to the Company that would require the Company to repurchase 
its common stock from participants in the ESOP who are eligible to receive benefits under the terms of the 
plan and elect to receive cash for their common stock. The potential commitment for the put option at June 
30, 2017 is approximately $10,900,000. 
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(10) Leases 


 
The Company leases office space and equipment under operating leases expiring in various years through 
fiscal year 2025. Minimum future rental payments under noncancellable operating leases having remaining 
terms in excess of one year including leases entered into by the Company through the date of this report 
are as follows: 
 


Years Ending June 30,
2018 3,334,290$      
2019 3,330,892
2020 3,345,760
2021 1,198,268
2022 833,274
Thereafter 1,809,398        


Total minimum future rental payments 13,851,882$     
 
Total rental expense under operating leases with terms in excess of one month was $3,254,154, 
$3,159,805, and $3,496,600, for the years ended June 30, 2017, 2016, and 2015, respectively. 
 
Some of the operating leases above contain renewal options while others make no provision for renewal 
options. In the normal course of business the Company will either renew leases or seek other 
arrangements. 


 
(11) Concentrations 


 
The Company generates a substantial portion of its revenues from contracts with the federal government. 
The Company is the sole provider of Quality Improvement Network (QIN) review services in Arizona, Florida 
California, Ohio, and the U.S. Virgin Islands under specific contracts with the federal government's Centers 
for Medicare and Medicaid Services (CMS). In addition, the Company holds several contracts with CMS, or 
a subcontractor to CMS. 
 
During the years ended June 30, 2017, 2016, and 2015 revenues from contracts with CMS were 
$70,792,328, $61,193,167, and $54,769,250, respectively. Amounts due from CMS contracts included in 
receivables were $8,209,376, $8,013,680, and $9,761,339 as of June 30, 2017, 2016, and 2015, 
respectively. 


 
If the Company were unable to maintain current or future contracts, the Company’s operations could be 
substantially affected. 


 
(12) Commitments and contingencies 


 
All of the Company’s assets and stock are pledged as collateral on certain debt arrangements held by the 
Company. 
 
Contract revenue received on government contracts is subject to future audits and adjustments by 
government audit agencies. Any disallowed costs, including amounts already collected, may constitute a 
liability of the Company. The amount of costs and related revenue that may be disallowed by future 
government audits cannot be determined at this time. However, the Company expects such amounts, if 
any, to be immaterial. 
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Health
Health Services 


Services Advisory
Holdings, Group,


Inc. Inc. Eliminations 2017 2016 2015
CURRENT ASSETS


Cash and cash equivalents 218,688$      4,580,641$      -$      4,799,329$      4,976,536$      3,919,783$      
Receivables 5,567               21,742,767      - 21,748,334      19,529,233      19,140,754      
Due from affiliates 1,860,598        - (1,860,598)       - - - 
Prepaid expenses and other current assets 590,327           769,691           - 1,360,018        1,522,083        1,646,839        
Income taxes receivable - - - - 27,712             1,648               


TOTAL CURRENT ASSETS 2,675,180        27,093,099      (1,860,598)       27,907,681      26,055,564      24,709,024      


PROPERTY AND EQUIPMENT, net 1,097,872        3,363,420        - 4,461,292        5,049,508        4,099,992        


DEFERRED INCOME TAXES 2,176,739        1,069,852        - 3,246,591        2,763,151        2,829,712        
OTHER ASSETS - 179,354           - 179,354           163,597           163,597           


TOTAL ASSETS 5,949,791$      31,705,725$    (1,860,598)$     35,794,918$    34,031,820$    31,802,325$    


CURRENT LIABILITIES
Accounts payable 115,388$      1,851,563$      -$      1,966,951$      2,789,532$      4,142,630$      
Accrued expenses 6,998,234        6,212,522        - 13,210,756      10,823,130      9,095,947        
Income tax payable - 110,131           - 110,131           34,000             981,949           
Deferred revenues - 2,299,145        - 2,299,145        3,069,719        3,987,199        
Other current liabilities - 2,152,486        - 2,152,486        1,772,095        1,772,095        
Due to affiliates - 1,860,598        (1,860,598)       - - - 


TOTAL CURRENT LIABILITIES 7,113,622        14,486,445      (1,860,598)       19,739,469      18,488,476      19,979,820      


DEFERRED RENT - 1,514,144        - 1,514,144        1,695,264        1,747,097        
NOTES PAYABLE - STOCKHOLDERS, 


less current  portion 5,756,869        - - 5,756,869        5,721,536        2,506,605        
TOTAL LIABILITIES 12,870,491      16,000,589      (1,860,598)       27,010,482      25,905,276      24,233,522      


COMMON STOCK - 3,232               - 3,232               3,232               3,232               


ADDITIONAL PAID-IN CAPITAL 16,970             - - 16,970             16,970             16,970             


DEFERRED COMPENSATION EXPENSE - - - - (461,980)          (841,980)          


RETAINED EARNINGS (ACCUMULATED DEFICIT) (6,937,670)       15,701,904      - 8,764,234        8,568,322        8,390,581        


TOTAL STOCKHOLDERS' EQUITY (DEFICIT) (6,920,700)       15,705,136      - 8,784,436        8,126,544        7,568,803        
TOTAL LIABILITIES AND STOCKHOLDERS' EQUITY 5,949,791$      31,705,725$    (1,860,598)$     35,794,918$    34,031,820$    31,802,325$    


L I A B I L I T I E S    A N D    S T O C K H O L D E R S'    E Q U I T Y


HEALTH SERVICES HOLDINGS, INC. AND SUBSIDIARY
CONSOLIDATING BALANCE SHEET


June 30, 2017
(with consolidated totals for June 30, 2016, and 2015)


A S S E T S


Consolidated totals
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Health 
Health Services


Services Advisory
Holdings Group,


Inc. Inc. Eliminations 2017 2016 2015
SERVICE REVENUES


Federal contracts -$      71,064,634$    -$      71,064,634$    61,193,167$    55,053,974$    
State and corporate contracts - 24,282,179      - 24,282,179      23,369,481      23,323,387      


TOTAL SERVICE REVENUES - 95,346,813      - 95,346,813      84,562,648      78,377,361      


DIRECT EXPENSES - 58,831,488      - 58,831,488      52,593,968      50,774,860      


GROSS MARGIN - 36,515,325      - 36,515,325      31,968,680      27,602,501      


ADMINISTRATIVE EXPENSES 1,263,151        34,448,351      - 35,711,502      31,498,630      27,159,385      


INCOME (LOSS) FROM OPERATIONS (1,263,151)       2,066,974        - 803,823           470,050           443,116           


OTHER EXPENSE (235,144)          (285,748)          - (520,892)          (125,573)          (50,763)            


INCOME (LOSS) BEFORE INCOME TAXES (1,498,295)       1,781,226        - 282,931           344,477           392,353           


INCOME TAXES
Current provision (19,933)            590,392           - 570,459           100,175           1,153,057        
Deferred provision (benefit) (537,794)          54,354             - (483,440)          66,561             (999,021)          


TOTAL INCOME TAXES (557,727)          644,746           - 87,019             166,736           154,036           


NET INCOME (940,568)          1,136,480        - 195,912           177,741           238,317           


RETAINED EARNINGS (DEFICIT), BEGINNING OF YEAR (5,997,102)       14,565,424      - 8,568,322        8,390,581        8,152,264        


RETAINED EARNINGS (DEFICIT), END OF YEAR (6,937,670)$     15,701,904$    -$      8,764,234$      8,568,322$      8,390,581$      


HEALTH SERVICES HOLDINGS, INC. AND SUBSIDIARY
CONSOLIDATING STATEMENT OF INCOME AND RETAINED EARNINGS


Year Ended June 30, 2017
(with consolidated totals for the years ended June 30, 2016 and 2015)


Consolidated totals
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Section II – Cost Proposal 


8.4.2.2 Section II – Cost Proposal 
 


Vendor’s cost proposal response shall be included in this section. 


In accordance with requirement 8.4.2.2, Health Services Advisory Group, Inc. (HSAG) is providing its 
cost proposal response in this section. 







Health Services Advisory Group, Inc. 


Activity MCO Title XIX DBA Title XIX CMO ‐FFS TOTAL


2019 $101,369.00 $25,342.00 N/A $168,948.00
2020 $105,424.00 $26,356.00 N/A $175,706.00
2021 $109,641.00 $27,410.00 N/A $182,734.00
2022 $114,027.00 $28,506.00 N/A $190,044.00
2019 $65,398.00 $16,350.00 N/A $108,997.00
2020 $68,014.00 $17,004.00 N/A $113,357.00
2021 $70,735.00 $17,684.00 N/A $117,891.00
2022 $73,564.00 $18,391.00 N/A $122,606.00
2019 $56,023.00 $16,007.00 N/A $80,035.00
2020 $69,904.00 $19,972.00 N/A $99,862.00
2021 $69,047.00 $19,728.00 N/A $98,639.00
2022 $71,810.00 $20,517.00 N/A $102,585.00
2019 $88,758.00 $29,114.00 N/A $130,968.00
2020 $92,308.00 $30,279.00 N/A $136,207.00
2021 $96,000.00 $31,490.00 N/A $141,654.00
2022 $99,840.00 $32,750.00 N/A $147,320.00
2019 $41,773.00 $5,570.00 N/A $55,698.00
2020 $43,444.00 $5,793.00 N/A $57,926.00
2021 $45,182.00 $6,025.00 N/A $60,244.00
2022 $46,989.00 $6,266.00 N/A $62,653.00
2019 $60,341.00 $8,046.00 N/A $80,456.00
2020 $62,755.00 $8,368.00 N/A $83,675.00
2021 $65,265.00 $8,703.00 N/A $87,022.00
2022 $67,876.00 $9,051.00 N/A $90,503.00


$12,791.00


$21,220.00 $8,252.00
$22,069.00 $8,582.00


$19,619.00 $7,630.00
$20,404.00 $7,935.00HEDIS Performance Measure 


Validation


2.1.1.2
2.1.3.1
2.1.3.2


Mandatory Activities:  SFY 2019‐2022


RFP Citation MCO Title XXI DBA Title XXI


Performance Improvement 
Project Validation


2.1.1.1


2.1.3.3


$30,411.00


$34,208.00 $13,303.00


$11,826.00


$31,627.00 $12,299.00
$32,892.00


$4,932.00 $4,932.00
$5,129.00 $5,129.00


Network Adequacy Validation


2.1.1.4
2.1.3.4


$4,003.00 $4,002.00
$4,993.00 $4,993.00


$7,365.00 $7,365.00


Compliance Monitor of MCOs, 
PAHP, DBA, and CMO


2.1.1.3
2.1.4


$6,548.00 $6,548.00
$6,810.00 $6,810.00
$7,082.00 $7,082.00


Validation of the Quality 
Assessment and Performance 
Improvement Strategy


2.1.3.5


$5,570.00 $2,785.00
$5,793.00 $2,896.00
$6,025.00 $3,012.00
$6,266.00 $3,132.00


$9,051.00 $4,525.00


Production of a Detailed 
Annual Technical Report


$8,046.00 $4,023.00
$8,368.00 $4,184.00
$8,703.00 $4,351.00


2.1.3.6


1 2/20/2018







Health Services Advisory Group, Inc. 


Activity MCO Title XIX DBA Title XIX CMO ‐FFS TOTAL


Mandatory Activities:  SFY 2019‐2022


RFP Citation MCO Title XXI DBA Title XXI


2019 $37,707.00 $9,427.00 N/A $62,845.00


2020 $39,215.00 $9,804.00 N/A $65,358.00


2021 $40,784.00 $10,196.00 N/A $67,973.00


2022 $42,415.00 $10,604.00 N/A $70,691.00$12,724.00 $4,948.00


Vendor Responsibilities: 
Meetings: 4 MCO Quarterly 
Meetings per year (on‐site), 4 
DBA Quarterly Meetings per 
year (on‐site), and monthly 


DHCFP teleconference calls for 
managed care (12 months) and 


the dental benefits 
administrator (12 months) 


programs.


1.5


Total Contract Costs :


$11,312.00 $4,399.00


$11,764.00 $4,575.00


$12,235.00 $4,758.00


$2,962,597.00


Total SFY Costs
2019 2020 2021 2021


$687,947.00 $732,091.00 $756,157.00 $786,402.00


2 2/20/2018
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SECTION I  –  T ITLE PAGE 


Part IA – Technical Proposal 


RFP Title: EQRO 


RFP: 3491 


Vendor Name: Mercer Health & Benefits LLC 


Address: 2325 E. Camelback Road, Suite 600 
Phoenix, AZ 85016  


Opening Date: 2/22/18 


Opening Time: 2:00 PM 
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III 
 


 


SECTION I I I  –  VENDOR INFORMATION 
SHEET 


Vendor Shall: 
 


A) Provide all requested information in the space provided next to each numbered question.  
The information provided in Sections V1 through V6 shall be used for development of the 
contract; 


 


B) Type or print responses; and 
 


C) Include this Vendor Information Sheet in Section III of the Technical Proposal. 
 


Mercer Health & Benefits LLC (Mercer) provides the Vendor Information Sheet in this 
section of our proposal. 
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IV 
 


 


SECTION IV –  STATE DOCUMENTS 


A. The signature page from all amendments signed by an individual authorized to bind the 
organization. 


B. Attachment A – Confidentiality and Certification of Indemnification signed by an individual 
authorized to bind the organization. 


C. Attachment B – Vendor Certifications signed by an individual authorized to bind the 
organization. 


D. Attachment H – Certification Regarding Lobbying signed by an individual authorized to bind 
the organization. 


E. Copies of any vendor licensing agreements and/or hardware and software maintenance 
agreements. 


F. Copies of applicable certifications and/or licenses. 


 
Mercer provides the required State documents in this section of our proposal.  
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A. AMENDMENTS 


Mercer acknowledges being in receipt of the following Amendments: 
 


 Amendment #1 – February 2, 2018 


 Amendment #2 – February 8, 2018 
 
See signed amendments starting on the following page. 
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B. ATTACHMENT A –  CONFIDENTIALITY AND 
CERTIFICATION OF INDEMNIFICATION 
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C.  ATTACHMENT B –  VENDOR 


CERTIFICATIONS 
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D. ATTACHMENT H –  CERTIFICATION 
REGARDING LOBBYING 
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E. VENDOR LICENSING & MAINTENANCE 
AGREEMENTS 


Copies of any vendor licensing agreements and/or hardware and software maintenance 
agreements. 
 
Mercer provides a Quality Compass License Agreement within this section of our 
proposal. 
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F.  CERTIFICATIONS & LICENSES 


Mercer provides the following applicable certifications & licenses within this section 
starting on the following page. 
 


 Mercer’s Nevada Business License 


 National Committee for Quality Assurance (NCQA) Certified as Healthcare 


Effectiveness Data and Information Set (HEDIS) Compliance Auditor (CHCA) 


Confirmation Letter  —  Jennifer Lenz (subcontractor) 


 CHCA Seal — Jennifer Lenz (subcontractor) 


 CHCA Certificate 2015 — Jennifer Lenz (subcontractor) 


 HEDIS Survey Vendor Certificate — National Opinion Research Center (NORC) 


(subcontractor) 
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V 
 


 


SECTION V –  SCOPE OF WORK 


Vendors shall place their written response(s) to Section 2, Scope of Work in bold/italics 
immediately following the applicable RFP question, statement and/or section. 
 
2.1.1 The selected vendor will be required under the contract to perform tasks and functions 


identified in the contract and to perform them according to specified levels of quality and 
comprehensiveness as determined by DHCFP.  These mandatory activities are as 
follows: 


 
2.1.1.1 Performance Improvement Project Validation;  


 


For over 14 years on comparable state Medicaid engagements, Mercer has been 


conducting performance improvement project (PIP) validations using the Centers 


for Medicare & Medicaid Services (CMS) protocol and providing technical 


assistance around PIP development and evaluation. Our approach to PIP 


evaluation includes the CMS external quality review (EQR) PIP Validation protocol 


elements, but in addition, Mercer includes evaluating the use of rapid-cycle quality 


improvement methodologies to ensure Managed Care Organizations (MCOs) are 


continuously evaluating and adjusting their activities throughout the performance 


year to ensure the highest probability of achieving improvement benchmarks. The 


use of rapid-cycle improvement techniques are CMS supported best practices that 


produce more measurable outcomes than methods that rely on less frequent 


evaluation of PIP performance and outcomes.  


At the start of each new EQR engagement, we ask our clients a basic question 


“Are you getting the level of performance and results from your MCOs/vendors 


today that the State wants and expects?” How would Nevada answer this question 


about your program? We want to help you answer that question positively and 


more importantly get the results and outcomes the State desires. 


Through our EQR work, we encourage our state clients to consider 


the provision of technical assistance as an important component 


of a comprehensive PIP validation process, as it can address the 


issues of PIPs that languish and produce limited outcomes and 


results which is counter-intuitive to the purpose of PIP in the first 


place. Our approach produces value for the Division of Health Care 
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Finance and Policy (DHCFP) and positively impacts the lives of those covered 


under the Nevada Medicaid and Nevada Check Up programs. Additionally, it 


ensures that MCOs build competencies with PIP design and analysis that support 


achieving DHCFP’s quality strategy goals. We have learned through real-life 


experience that providing consistent, ongoing feedback with MCOs creates an 


atmosphere of collaboration and partnership with shared vision and ownership of 


outcomes.  


Mercer’s talented team includes healthcare quality improvement professionals 


with extensive experience designing, validating, and providing technical 


assistance training on PIPs within Medicaid programs. In addition to the core team 


supporting your important EQR program, Mercer offers you a diverse array of 


additional technical experts including clinicians (e.g., licensed social workers, 


registered nurses, physicians, dentists, psychologists, and pharmacists), bio-


statisticians, IS consultants, healthcare analysts, and quality improvement 


professionals to provide consultation on PIPs that tackle clinical and non-clinical 


areas of interest such as: improving pharmacy management in high cost 


populations, improving claims payment and encounter submission timeliness and 


improving Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) 


activities within primary care. For example, our experience in assisting states in 


identifying proven strategies to address hospital readmission rates, not just in an 


acute care population, but also within Behavioral Health populations could be 


leveraged to support your PIP activity aimed at Reducing Behavioral Health-


Related Hospital Readmissions within 30-days of Discharge. Our comprehensive 


knowledge and demonstrated expertise with managed care operations as a whole 


(e.g., quality, finance, and policy) can be a value-added benefit by choosing 


Mercer to be your EQR partner. 


 


Mercer Team: 
Clinicians 


Quality Improvement Specialists 
Statisticians 


Healthcare Analysts 
Informatics Specialists 


PIP 
Validation 
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As depicted in the previous graphic, our deep bench of experienced professionals 


and team approach to our EQR work has allowed Mercer to not only provide 


robust PIP validation findings and recommendations, but to provide intensive 


technical assistance in the design, implementation, and on-going measurement 


phases of PIP activities to support successful validation outcomes on both 


clinical and non-clinical topics on comparable engagements such as: 


 “How to complete a quality improvement activity form” to more technical 


discussions and workshops on how to employ lead versus lag measures to create 


PIPs using rapid cycle process improvement techniques. 


 In New York we provided targeted assistance in performance measure (PM) 


selection, benchmark development and incremental targets for improvement for 


one of the State’s Medicaid HIV-SNPs. 


 In Pennsylvania and New Jersey we have researched and provided best practice 


information to the States’ MCOs on topics such as reducing low-acuity, non-


emergent (LANE) emergency room utilization and potentially preventable 


admissions and readmissions. This information was provided to assist MCOs in 


barrier analysis and in identification of interventions that have proved successful 


in other states. 


 


With a team of experienced EQR professionals supporting not just your quality 


initiatives, but your overall program goals, Mercer provides a partner who can 


meaningfully support your staff and your managed care partners and other 


vendors to help achieve your quality strategy goals. 
 


 
 
  


Mercer In Action: 


In our role as the EQRO for Delaware, we encouraged targeted technical 


assistance on PIP protocols, standards, and rapid cycle improvement at a 


time where the State had re-procured their MCOs and a new MCO entered 


the market. This MCO did not have prior Medicaid experience and faced a 


steep learning curve to achieve both PIP and State quality strategy goals. 


To expedite that learning, Mercer provided a series of technical assistance 


sessions on PIP protocols and required PIPs topics throughout the first year 


of operations. As a result, the MCO successfully met the first-year validation 


requirements and developed a strong foundation on which to build their 


interventions and remeasurement efforts. The training aids developed as 


part of these sessions have been leveraged by the MCO to develop its own 


internal training on PIPs for their staff involved with these activities. 
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2.1.1.2 Performance Measurement Validation; 
 


There is an old adage that says, “If you cannot measure it, you cannot improve it.” 


This statement has never been truer than in today’s healthcare environment where 


the focus on improved clinical quality outcomes, enhanced member experience 


and decreased cost, along with enhanced provider participation and satisfaction 


place performance measurement at the forefront of all discussions. It also 


underscores the importance of assuring that PMs are calculated in a standardized 


format with a consistent application of technical specifications in order to provide 


meaningful information for comparative purposes between individual MCOs, 


within and across regions and to benchmark the progress of Nevada’s program to 


established standards.  


As an external quality review organization (EQRO), Mercer has been validating 


PMs for over 14 years and has a standardized, robust process to evaluate, 


validate, and report information regarding MCO PMs. Mercer has applied the most 


up to date CMS “Protocol 2: Validation of Measures Reported by the MCO” 


(currently reflected as, Version 2.0, last updated September 2012), to validate a 


variety of PMs for our state clients. PMs have ranged from state-developed 


measures, to standardized national measures including HEDIS, Consumer 


Assessment of Healthcare Providers and Systems (CAHPS), Adult Core Measures, 


and Pediatric Core Measure sets. We use our national knowledge and exposure to 


managed care IS to quickly identify areas of concern in system architecture, data 


exchange and processes to capture, control and integrate various data sources 


from delegated vendors and alternative data resources (e.g., registries and 


electronic health records, etc.) to efficiently and effectively identify issues that can 


impact downstream PM production. 


Our comprehensive Medicaid policy, financing and program knowledge and fresh 


perspectives provide added value to DHCFP beyond what other firms 


that are limited to just EQR activities can offer. For example, we 


can help ensure that DHCFP continues to select and monitor PMs 


that align with the State’s Quality Assessment and Performance 


Improvement Strategy (QAPIS) and we can ensure that our 


presentation of information and depth of analysis can aid DHCFP 


in responding to advocate, legislative and other stakeholder 


questions as described in the Nevada Medicaid Delivery Model 


Recommendation Report produced by Navigant, January 3, 2017, DRAFT 


regarding the efficiency and effectiveness of the MCOs, dental benefits 


administrator prepaid ambulatory health plan (DBA/PAHP), and care management 


organization (CMO).  
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Mercer’s team is comprised of individuals with extensive experience across the 


PM spectrum including: measure selection, technical specification 


documentation, calculation, validation and reporting both clinical and non-clinical 


PMs. When it comes to PM validation we believe our experience designing 


innovative Medicaid programs and selecting performance metrics to target key 


areas within those complex program designs (i.e., ACOs, health homes, etc.) set 


us apart from other EQROs.  


Our clinicians have expertise to validate 


that appropriate medical record abstraction 


processes and inter-rater reliability 


standards are used for data collection as 


appropriate for hybrid measures. Our 


research and analysis team has expertise in researching national, regional and 


state-specific benchmarks and goal setting. Our Informatics data management 


team has expertise in SAS, SPSS, Visual Basic and Microsoft Office Products 


(e.g., Excel and Access), and has programmed many of the national standard 


measures (e.g., HEDIS, AHRQ, National Quality Forum, etc.) for reporting 


purposes on comparable engagements for clients such as Arizona, New Jersey, 


New Mexico, and Ohio. This informatics expertise and experience is especially 


important when analyzing the code used to produce non-HEDIS based PMs.   


 


To complement our in-house resources, we are excited to add to our team 


Jennifer Lenz of Quality Review Solutions, LLC (QRS). Ms. Lenz is an NCQA 


Certified HEDIS® Compliance Auditor (CHCA) and has over 10 years of recent 


senior level experience managing high visibility projects with state agencies, 


extensive knowledge of PM validation, and managing a HEDIS and PM validation 


audit team. Additional information about Jennifer and QRS can be found in our 


response at 2.2.8. As the following graphic illustrates, our team represents a 


variety of skill sets and competencies to undertake effective PM validation.  


 


Mercer has over 30 years of 
extensive experience using 
national standards to evaluate, 
validate and report on PMs. 
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Mercer’s ability to validate a broad range of PMs is based on the deep bench of 


staff available to participate in the validation process. We have validated a wide 


array of PMs on comparable engagements including:   


 State-specific measures in Delaware, Idaho, and North Carolina such as 


provider complaints, member grievances, brand versus generic prescribing, 


and number of primary care practices converting to a patient-centered 


medical home. 


 Nationally Recognized Measure Stewards in Delaware, New Jersey, Ohio, and 


Pennsylvania including the Agency for Healthcare Research and Quality’s 


Adult and Pediatric Core Indicators and NCQA’s HEDIS data sets. 


 Pay-for-performance measures in the District of Columbia and North Carolina, 


including potentially preventable admissions and LANE emergency room 


utilization.  
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2.1.1.3 A review, conducted within the previous 3-year period, to determine plans 
‘compliance with the standards set forth in subpart D of 42 CFR 438 relating to 
access; care coordination; amount, duration, and scope of covered services 
and other plan standards; and 


 


In our 30-plus year history as a dedicated government healthcare consulting firm, 


we have performed hundreds of managed care plan reviews. The purpose of these 


reviews has varied and includes:  


 Assessing compliance with federal Medicaid managed care regulations. 


 Evaluating clinical and operational efficiencies. 


 Assessing readiness for new program and/or population implementations. 


 Addressing post-implementation progress towards meeting corrective action 


plan (CAP) compliance.  


 


Years of experience have allowed us to develop 


best practices and state-of-the-art tools to aid 


in the efficiency and effectiveness of our 


approach. However, at the end of the day, there 


is no process or tool that can replace the value 


of the subject matter expertise that our consultants bring to the table. Our 


extensive experience, tools, and comprehensive perspectives of the role an 


effective EQRO can offer to improve managed care performance and outcomes 


truly distinguishes us from our competitors. As your EQRO, Mercer will provide 


the required CMS activities to meet federal requirements and can also provide 


Mercer In Action: 


Mercer was asked to validate a state defined low birth weight PM. As part of the 


measure validation the MCO indicated it used a low birth weight database, populated 


by maternity case managers and concurrent review staff to identify low-birth weight 


infants. This manual process resulted in incomplete and inaccurate data, which raised 


concerns with the validity of the measure calculation. As part of the Information System 


Capabilities Assessments (ISCA) we learned that the MCO was not routinely capturing 


birth weight on newborn claims, although the field is available on the UB-04 billing 


form. We made recommendations to the State and the MCO to provide education to 


hospital billing providers on coding newborn birth weights on the claim and a 


recommendation to modify MCO claim system edits for deliveries to ensure newborn 


weight was submitted. This improved the State’s ability to capture and report on birth 


weight trends as well as, improved efficiency and accuracy of MCO collection of birth 


weight data resulting in improved validity of the PM. 


Our vision for providing 


EQR services is to become 
your trusted advisor 
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broader technical assistance that will allow DHCFP to gain the greatest benefit 


from EQR activities. Our vision for EQR is to be a trusted advisor to DHCFP, your 


MCOs and other program providers, and we believe that our EQRO consultants 


coupled with our tools and processes can deliver on that vision with fresh ideas 


and a renewed energy. 


Contained within 438 subpart D are the Health Information System requirements 


found at 438.242. While the requirements are brief, the depth of their importance 


and breadth of information covered are vital to program operations and long term 


fiscal sustainability of a Medicaid program. We have extensive expertise in 


conducting information systems capabilities assessments using the approach 


outlined in CMS’ Appendix V.  


 


For over 30 years we have been using managed care claims and encounter data to 


develop actuarially-sound managed care capitation rates, develop risk adjustment 


models, and implement state monitoring and oversight tools. 


Therefore, we understand the critical nature of valid and reliable 


data, particularly as Medicaid programs adopt and integrate more 


value-based purchasing (VBP) arrangements. We bring this same 


level of systems critique to our EQR work, creating significant 


added value for our EQRO clients. If you to want see more action 


and improved outcomes from your MCOs, we can bring new 


perspectives and ideas. 


Mercer’s EQR team has experience performing MCO compliance reviews in 


accordance with the standards set forth in subpart D of 42 CFR 438 relating to 


access; care coordination; amount, duration, and scope of covered services and 


other plan standards, including conducting MCO ISCAs. These reviews have 


encompassed different managed care models including those specific to 


managed behavioral health or physical health (PH) MCOs, integrated physical and 


behavioral health models and managed long-term services and supports (MLTSS) 


programs. Populations included under these reviews have encompassed standard 


Temporary Assistance for Needy Families (TANF) populations to more complex 


aged, disabled, dual eligible, and other special needs groups.  


Many of the program design elements in these reviews have included complex 


systems of care like New York’s Health and Recovery Plans (HARPs) that provide 


specialty behavioral health services for individuals with serious and persistent 


mental illness through the State’s managed care delivery system, under 1915(i) 


waiver authority using the State’s health home program. For more discussion of 


our work with New York, please see the “Mercer In Action” box on the following 


page.  
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As shown in the following illustration, our team consists of more than just basic 


compliance-based experience. You will have the ability to take advantage of 


Mercer’s comprehensive knowledge of managed care operations to maximize the 


value and long-term effect of effective care coordination and data systems. 


 


 
 


The Mercer team has recent relevant experience, which includes conducting 


compliance and ISCA reviews in comparable engagements such as: 


 New Jersey, Delaware, and Kansas on assessing MCO readiness for the 


implementation of MLTSS programs.  


 New York, Pennsylvania, and the District of Columbia, we conducted 


targeted operational efficiency reviews that provided a detailed focus on 


specific areas of MCO program operations. Operational efficiency reviews 


dive deeper than standard compliance reviews to assess how the highly 


matrixed environments of managed care vendors integrate and coordinate 


across very specific MCO business units. For example, targeted efficiency 


reviews can examine topics, such as how MCO finance departments utilize 


encounter submission reports to validate expenditures or how aggregated 


claims data is harnessed to identify clinical drivers to support improvements 


in care coordination, utilization management and clinical outcomes.  


 Massachusetts and North Carolina, we targeted our compliance reviews to 


assess specific programs such as Massachusetts Senior Care Options, 


which combines healthcare with social services to the State’s qualifying 


geriatric population, and North Carolina’s Local Management Entities who 


are responsible for managing, coordinating, facilitating and monitoring the 


Mercer Team: 
Physical, Behavioral, Pharmacy,  


and Dental SMEs 
Information Systems 


Healthcare Policy 
Clinical Quality  


Compliance 
& ISCA 
Review 
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provision of mental health, developmental disabilities, and substance abuse 


services in the area they serve. 


 


 
 
 
  


Mercer In Action: 


The New York HARP Reviews were highly complex and dynamic and were developed 


to assess the readiness of managed care plans, their delegated behavioral health 


vendors and the State’s community based health home entities to provide a new 


service array to one of the most vulnerable populations in the State and to ensure that 


each entity’s information systems were able to support the vital exchange of 


healthcare data under New York’s strict patient confidentiality statutes.  


These reviews utilized the standard process that included a request for information, 


desk review, on-site interviews, analysis and individualized reports and were 


conducted by staff with expertise in behavioral health, physical health, and home and 


community based service delivery. We noted that there were three behavioral health 


vendors being utilized by the MCOs. To maximize value to the State and improve 


efficiency we performed compliance reviews directly with the delegated behavioral 


health vendors versus engaging the behavioral health vendors during each MCO 


review; this streamlining was vital to the timeline and represented the greatest 


efficiency for all participating in the review. We also engaged innovations such as use 


of tracer scenarios, which were developed to determine front-line staff knowledge and 


understanding of the HARP model across the three separate entities. Tracer 


methodology allowed the State and Mercer to assess the member’s experience of care 


in a highly matrixed environment. 


ISCA’s were completed to ensure that information could easily flow between the three 


entities (MCO, behavioral health vendor, and Health Home provider). New York has 


rigorous rules, beyond standard HIPAA requirements, regarding the safeguarding of 


behavioral health data, therefore the ISCA not only evaluated data exchange 


capabilities but assurances of confidentiality. 


This is an example of Mercer’s subject matter expertise and end-to-end support in 


assisting our state clients to receive the greatest value in determining compliance with 


defined standards from the federal level to unique and more rigorous State 


requirements.  
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2.1.1.4 Network Adequacy Validation.   
 


CMS signaled its intent to align Medicaid network adequacy standards with those 


in other insurance products with the issuance of 42 CFR Part 447.203 Medicaid 


Program; Methods for Assuring Access to Covered Medicaid Services (Final Rule) 


and the subsequent Managed Care Final rule in May 2016. Through these rules 


and related regulatory guidance CMS provided a stronger framework and more 


modernized approach to help states establish and monitor network adequacy 


requirements across Medicaid delivery models. Specific to Medicaid managed 


care, CMS has enhanced requirements pertaining to network adequacy including: 


considerations for capitation rate development on network adequacy, enhanced 


state responsibilities for development of adequacy standards, stronger state 


monitoring and oversight requirements and the role of the EQRO in validating 


network adequacy. Prior to publication of the enhanced requirements, Mercer was 


attuned to the importance of network adequacy, and for more than 10 years 


Mercer has led various network adequacy assessments and assisted states with 


each of the requirements listed above. 


 


Mercer understands that the DHCFP has adopted its Access to Care Monitoring 


Review Plan for its fee-for-service (FFS) population and plans on adopting 


network adequacy standards as established by the Division of Insurance (DOI) for 


its managed care program. Additionally, we understand that you will require 


assistance from the EQRO to establish adequacy standards for the remaining 


provider specialties identified within 42 CFR 438.68(b) for which the DOI has not 


developed standards. Mercer further confirms that until CMS finalizes the EQR 


protocol for Validation of Network Adequacy we will apply the existing network 


standards to review network adequacy in the preceding 12 months for each MCO 


and DBA/PAHP, as requested by the DHCFP.  


 


As depicted below, our team of clinicians, healthcare analysts, and informatics 


specialists stand ready to provide assistance to you in validating compliance to 


existing network adequacy standards and in developing new standards for 


specialty providers not currently contemplated by the DOI. We have been working 


with states over the past several years to develop network standards, complete 


geo-spatial mapping to support network validations and identify primary and 


specialty care referral patterns. We utilize Quest Analytics (Quest) version 2016.2 


software to complete our geo-coding analyses. Quest is an industry leading 


software firm dedicated to performing network access and adequacy analyses.  
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Our experience in developing network adequacy standards and validation has 


varied widely across our clients from basic geo-spatial coding to more complex 


multi-pronged analyses that include surveys, focus group interviews and analysis 


of utilization data. Our work has helped states determine time/distance standards 


as well as adopt standards appropriate for providers who may visit members in 


their home. Upon request, Mercer can create a scope of work that includes a 


utilization report and analysis of the high volume specialists that are unique to 


recipients in Nevada. Mercer can complete an environmental scan to further 


identify and recommend standards for compliance in all required areas of 42 CFR 


438.68.  


 


We believe that the breadth of our work in this area covering FFS and managed 


care delivery systems including acute, behavioral health and home- 


and community-based services (HCBS)/long-term services and 


supports (LTSS) network studies sets us apart from our competitors 


and gives us valuable insights that you can benefit from. These 


experiences and insights provide an excellent foundation for our 


EQRO team to not only complete the network validation tasks, but 


also provide valuable technical assistance in areas where reported 


results may vary, or ability to meet and/or maintain the network standards 


is inconsistent.  


 


Examples of our wide array of network access and adequacy studies in 


comparable engagements include the following: 


 


 In Delaware, Mercer was asked to provide assistance to develop the state’s 


access monitoring review plan (AMRP). This work was unique in that Delaware 
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currently has a managed care penetration rate of over 93%. Mercer provided 


support to the State during discussions with CMS to seek relief from the AMRP 


requirements; however CMS indicated that Delaware must submit an AMRP 


reflective of the services and utilization. Mercer provided assistance to 


develop those standards as well as support during the public comment period.  


 In Arizona, Mercer designed a network analysis study to review behavioral 


health service utilization in Maricopa County. This study was focused on 


reviewing the provider network for specific covered services provided to 


persons with serious mental illness. This included identification and validation 


of data sources to assess network adequacy in Maricopa County and utilized a 


multi-faceted approach combining direct testing activities such as phone calls, 


office visits, provider forums, and other mechanisms such as review of 


satisfaction data and member complaints regarding access and availability to 


triangulate on areas or services that may be under-served or even 


inappropriately served. Mercer implemented the study over two periods and 


generated a report for the State with the findings. In consultation with the 


State, Mercer also developed technical assistance on ensuring network 


sufficiency.   


 In New Jersey, Mercer helped to develop network adequacy standards for the 


State’s new MLTSS program. While this work was not geared towards ensuring 


MCO compliance with State standards, the steps taken are directly pertinent to 


the steps that may be taken under the new Network Validation protocol. This 


work also unique in that it deviated from the standard time/distance 


requirements to explore alternative measures of adequacy for providers that 


travel to the member’s place of residence.  
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2.1.2 During the length of the contract, work requests may be made of the Vendor at the sole 
discretion of the DHCFP for optional activities described in 42 CFR 438.358(c) or 
comparable activities that assess the quality of care or provide for the control of 
utilization of the DHCFP fee-for-service program.  Optional activities may include: 


 
2.1.2.1 Validation of encounter data;  


 


Mercer has many years of hands-on experience in working with data from some of 


the nation’s largest Medicaid programs (e.g., California, New Jersey, New York, 


and Pennsylvania). We take in over 1 billion records annually to support a variety 


of activities including actuarial rate development, FFS fee schedule development, 


risk adjustment, and data modeling to support program and policy changes. We 


consider data validation and data use is a core competency and an integral 


component of our daily work 


 


                    Mercer In Action: 


In Delaware, Mercer was asked to independently validate each MCOs submitted  


geo-spatial report. To complete this work we reviewed pediatric and adult primary and 


specialty care provider access reports submitted by the MCOs. We then requested each 


MCO submit, direct to Mercer, the provider data in a format specified by Mercer.  


Our informatics team worked with the informatics leads at each MCO to review the data 


request in detail to ensure understanding and consistency in data submission. Each 


MCO data file was scrubbed and outstanding questions resolved; updated MCO data 


was submitted when necessary; Mercer then geo-coded the data, using Quest software, 


to recreate the reports. Our lead clinician and assigned healthcare analyst reviewed the 


results and identified several inconsistencies. Mercer presented the results to the State 


and made recommendations for next steps, which included a collaborative meeting 


between Mercer, the State, and its MCOs to review the results and discuss the data 


findings.   


Through this process we learned that differences in how the MCOs identified pediatric 


specialists led to significant variation between MCOs in compliance with network 


pediatric specialty standards; this required the state to issue a standard definition for 


identification of pediatric specialist. There were also variations in how distance was 


calculated, global positioning vs. “as the crow flies” as well as, inconsistent inclusion of 


cross-border providers. These “lessons learned” underscore the importance of having a 


partner with proven experience performing network review activities to ensure accurate 


and consistent results. 
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To effectively use this array of data, Mercer has established our own  


in-house technical infrastructure, software tools and programming, 


and analytical expertise that allow us to receive, store, manipulate, 


and analyze millions of records for detailed claims, encounters, 


eligibility, enrollment, demographics, provider, level of care 


assessment, and other types of data. We have over 35 informatics 


specialists trained in industry standard SAS, PLSQL, and Cognos 


software products that support our informatics work.  


 


To support our informatics specialists, we round out our EQR encounter data 


validation (EDV) team to include clinicians, certified coders, and healthcare 


analysts. Our clinicians not only perform medical chart abstraction, but they have 


deep expertise in performing encounter file reviews and understand various 


coding schemas including international classification of disease (ICD-9/ICD-10), 


current procedural terminology (CPT), healthcare common procedure coding 


system (HCPCS), and different groupers (e.g., MS-DRG and APR-DRG) and work in 


concert with our certified coders. Our coders take the lead in developing coding 


analytic frameworks to address topics, such as EPSDT and Family Planning 


services and work directly with our informatics team to ensure accurate 


programming of the coding schemas. 


 
 


 
 


Mercer is aware that the State’s Medicaid Management Information System (MMIS) 


has not been updated for many years and no longer aligns with CMS standards for 


modularity and leveragability. This has resulted in DHCFP’s embarking on the 


Core MMIS Modernization project, with an expected completion date of 2020. We 


believe that based on our experience working with other states to accomplish 


similar goals to respond to the increasing pressure to utilize and recognize the full 
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potential of encounter data  throughout the full spectrum of Medicaid program 


management we can provide valuable insight and experience.  


 


One of the reasons Mercer is different than limited-focus 


EQROs is that we help our clients move beyond standard 


compliance with federal regulations to provide a 


comprehensive assessment of the system and to identify 


priorities that can drive synergies across the system.  


 


A sampling of our demonstrated experience includes:  


 


 Completing encounter data intake and validations for 28 different states. 


 Designing and implementing encounter data systems for Connecticut, District 


of Columbia, and Pennsylvania. This work entailed collecting encounter data 


directly from the health plans, performing edits on the incoming files and 


records, creating and updating databases, and producing reports for the 


clients on a monthly basis. 


 Developing data analytics and specialized dashboard reports to display results 


for physical health, behavioral health, LTSS, transportation, and pharmacy 


benefit services utilization and cost trend data. 


 Hosting national encounter data roundtables to provide a forum for states to 


gather technical assistance and support based on lessons learned from other 


states. 
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2.1.2.2 Administration or validation of consumer or provider surveys of quality of care; 


 


We have a strong desire to assist our clients in moving beyond the Triple Aim of 


health care (i.e., better care, lower costs, improved health) to achieve the 


Quadruple Aim. The fourth dimension recognizes the critical role provider 


satisfaction plays in achieving improved clinical and system outcomes and 


improving overall member experience of care. Mercer achieves accurate and 


reliable data collection and analysis through a thoughtful and consistent 


approach in administering and validating surveys. All of our survey work is rooted 


in the key pillars of sound survey design and include: ensuring survey objectives 


are measurable, represent a sound research design, including effective question 


Mercer In Action: 


In Delaware, Mercer was asked to conduct an EDV. Mercer’s EQR team worked with 


the State to develop a multi-phase, multi-year approach that considered how the 


EDV results would be used to identify potential enhancements to the State’s MMIS 


as it underwent its T-MMIS redesign and improve overall administration of the 


encounter submission process. 


Using the results of the most recent ISCA, our informatics consultants and clinicians 


worked together to complete the EDV and identified several opportunities for the 


State to enhance the operational effectiveness of its MCOs and MMIS vendor, 


including recommendations to implement an 835 response process for MCO voided 


transactions to improve MCO tracking and submission, adjust MMIS vendor’s 


limitations on file size and/or volume that may negatively impact timeliness of 


encounter data submission, develop and implement encounter data monitoring 


reports and an encounter submission guide to monitor timeliness and improve 


consistency in encounter submissions and implement enhancements to the MMIS to 


capture key data elements currently collected by the MCO such as birth weight data, 


patient payment liability, and MCO paid date. 


As a follow up to our work the client requested additional assistance from the Mercer 


team to develop training and education for internal State staff regarding encounter 


data management and oversight and requested that Mercer’s informatics consultant 


sit in on the initial T-MMIS scope meetings to supplement the states knowledge on 


critical areas requiring extensive revision to support the transition from the historical 


FFS processing of the MMIS core to the required encounter focused processing core. 


We believe our experience and insight gained in Delaware can be beneficial to 


DHCFP as you begin your MMIS transformation project journey. 
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structure, have effective strategies to promote high response rates, include a 


robust data analytics plan and effectively display and report results so that even 


the most technical information can be understood in layman terms. Adhering to 


this process ensures crucial information comes to light and allows for 


interventions that have real impact. When not using nationally normed and 


validated survey instruments we rely on our experience working with various 


Medicaid populations, our population health research knowledge and the subject 


matter expertise of our staff. 


 


As shown below, Mercer’s team includes clinicians (e.g., RNs, LCSWs, MDs, 


PharmDs, and DDSs), statisticians, quality professionals and healthcare analysts 


with a variety of experience in the administration and the validation of consumer 


and provider surveys through EQR and stakeholder contracts for various 


Medicaid populations. Additionally, Mercer brings our partnership with the non-


partisan and objective research organization National Opinion Research Center 


(NORC) to Nevada to provide additional expertise and assistance as needed. 


NORC is an NCQA certified CAHPS 5.0 survey vendor who brings national 


renowned expertise to survey administration and validation. Additional 


information about NORC can be found in our response at Section 2.2.7. 


 


 
 


Historically within DHCFP’s program the MCOs have administered the CAHPS. 


Mercer has noted that continuous recommendations to improve CAHPS survey 


response rates have been issued. Strong survey response rates allow for survey 


results to be extrapolated to the broader population which helps to ensure that 


interventions to improve variances from benchmarks are targeted at the right 


populations for the right reasons. We have provided recommendations to our 


client states to improve survey results using various “carrots” and “sticks” for 


MCOs to improve response rates and would encourage further consideration of a 


Mercer Team: 
Clinicians 


NORC  
Quality Professionals 
Statisticians/Analysts 


Survey 
Administration 
& Validation 
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statewide CAHPS survey, sampling stratification and results which can be done at 


the MCO specific level and used for comparison across FFS populations.     


 


Mercer has completed a number of survey administration and validation projects 


in comparable engagements over the course of the last several years including, 


but not limited to, the following:  


 


 In New Jersey, Mercer created surveys to collect information from community 


based- care management organizations (CB-CMOs) and HCBS providers 


regarding perceived inadequacy or “service gaps” in the provision of certain 


HCBS. Each survey was uniquely designed to identify perceptions of network 


service gaps by waiver and within waiver services. Mercer worked with the 


State to develop a communication plan to ensure high response rates from 


both the CB-CMOs and the HCBS providers, which included periodic follow-up 


and outreach phone calls. At the conclusion of the study it was very clear that 


both care managers and providers identified the same network gaps; however, 


each experienced those gaps differently. For example, personal care assistant 


(PCA) services were identified as a shortage area on both surveys. However, 


care managers experienced this as a critical barrier, while PCA providers, 


mainly Home Health Agencies, experienced this as a temporary and variable 


gap. This work highlighted the importance of creating standards other than 


time/distance to ensure not only network adequacy but network capacity to 


provide the service.  


 Mercer worked with Pennsylvania on a Fidelity Monitoring project for 


behavioral health that included a telephonic survey and interviews with 43 


Assertive Community Team (ACT)/Community Treatment Teams 


(CCT). The survey data was married with other cost and 


utilization data to analyze fidelity outcomes. The key finding 


from this work was that overall spending increased over 


seven times as much for consumers on low-fidelity teams 


compared to high-fidelity teams. The Commonwealth plans to 


use the findings to improve BH-MCOs monitoring of ACT teams 


and to target fidelity training.  


 Mercer worked with CMS and several of our state clients to help obtain 


approval for use of EQR enhanced federal match for the survey work outlined 


above – providing additional value as many states faced difficult challenges in 


developing their HCBS setting compliance plans.  
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2.1.2.3 Calculation of performance measures in addition to those reported by health 
plans;  


 


Mercer clinical staff will work with the DHCFP to identify PMs that can be 


calculated and whose results will serve to inform DHCFP, MCOs, DBA/PAHP, the 


CMO and stakeholders about areas of interest, particularly as they relate to the 


DHCFP QAPIS. The measures will be calculated using the CMS Protocol for 


“Calculating Performance Measures.” Mercer will utilize our knowledge of 


nationally recognized measures, as well as our considerable experience in 


defining, measuring and analyzing performance metrics for other Medicaid 


programs and applications. Our goal is to help inform and direct you on the most 


efficient and effective approach to ensure this activity meets your needs and is in 


keeping with the overall DHCFP Quality Improvement Strategy.  


 


Mercer In Action: 


Since 2014, Mercer has provided support to clients in implementing the HCBS 
final rule. We have worked with California, Connecticut, Delaware, Missouri, 
and New Mexico in developing assessment strategies and tools to determine 
the status of HCBS providers’ compliance with the settings requirements of the 
final rule. Most notably, we have worked with our clients to develop and 
implement participant, case manager, MCO, and provider surveys to 
determine that HCBS are provided in appropriate provider settings. Our 
specific tasks have included: 


 Determining the appropriate sample size for survey distribution.  


 Developing the survey tools. 


 Validating the survey tools. 


 Developing and providing training on the use of the survey tools. 


 Manning hotline to address and respond to inquiries while surveys are 


live. 


 Tracking the status of survey results. 


 Analyzing survey results. 


With our support, Connecticut, Delaware, Missouri, and New Mexico were able 


to demonstrate successful compliance with the federal settings requirements. 


Delaware has received both initial and final CMS approval. Connecticut, 


Missouri, and New Mexico have received initial approval. We are now working 


with clients to develop monitoring strategies and tools to measure ongoing 


provider compliance with all applicable requirements. 
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Mercer’s team of informatics analysts, PM experts, certified professional coders, 


clinicians and statisticians can assist with the selection, calculation and reporting 


of optional PMs. Mercer will also incorporate the most recent findings from the 


ISCA (and EDV if conducted) to ensure a selected PM is appropriate based on the 


available participant and enrollment data, provider data, claims and encounter 


data, and pharmacy and laboratory data. Our data capabilities (noted in section 


2.1.2.1 Validation of Encounter Data) allow us to take in large amounts of data, 


develop code to validate and analyze the data received, calculate PM results, all 


with a robust peer review process. Mercer evaluates the PMs calculated not only 


from the technical perspective, but also from the perspective of “is the 


information making sense based on what we know of the client’s program, 


membership and MCO, DBA/PAHP, or CMO.  
 


 
 


The following steps highlight some of the primary tasks associated with this 


activity. 


 
For each state-specific PM selected for calculation that does not have an 


associated national measure steward, Mercer clinical and analytical staff will work 


with DHCFP to identify the most appropriate methodologies and specifications. 


We will develop PM documentation that contains specifications and calculation 


elements, including the following: 


 


 Measure description, including numerator and denominator population 


specifications. 


 Data collection methodology. 


  


Mercer Team: 
Clinicians 


Certified Coders 
Performance Measure Experts 


Informatics/Statisticians 


Performance 
Measure 


Calculation 
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 Programming technical specifications: 


- Denominator criteria 


- Numerator criteria 


 


For each PM to be calculated, Mercer clinical and analytical staff will complete the 


following steps: 


 


 Ensure all members who were eligible to receive the specified services are 


included in the initial population from which the denominator is produced. This 


“at risk” population will include both members who received the services, as 


well as those who did not:  


- Mercer’s clinical staff will review the denominator for reasonableness 


based on national comparisons and clinical knowledge. 


 Apply any required exclusion criteria to the denominator. 


 Write program logic that identifies, tracks and links member enrollment by age 


and gender criteria and applies enrollment specifications as applicable. 


 


Our clinical staff will peer review the clinical coding structure developed by the 


certified coders to ensure the completeness and accuracy of any codes used to 


identify medical events, such as diagnoses and procedures and ensure these 


codes are appropriately identified and applied as specified in each PM. This can 


also be done in direct collaboration with DHCFP staff if preferred: 


 


 Adhere to any time parameters required by the specifications of the PM. 


 Perform calculations to produce rates for each PM. 


 


For each PM calculated, Mercer clinical and analytical staff will prepare a report 


comparing and interpreting results. The report format will be pre-approved by the 


DHCFP and will be designed to facilitate understanding of the results against 


appropriate available benchmarks or state established levels of performance or 


national/regional thresholds. 


 


Mercer has calculated literally hundreds of PMs including those pertaining to cost, 


utilization, use of services, process, and outcomes. We are more than just 


competent in this area. These PM calculations have been used for a 


myriad of purposes included development of capitation rate 


trends, modeling program or policy changes, measure 


performance improvement and more recently to support VBP 


strategies from simple pay-for-performance models to more 


robust shared savings models and alternative payment 
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mechanisms such as bundled payments that include both cost and quality 


components. This is an exciting area where we would welcome the opportunity to 


partner with Nevada. 


 


 
 


 
2.1.2.4 Conduct of PIPs in addition to those conducted by health plans; 


 


Our team of professionals have demonstrated expertise to assist DHCFP in 


identifying performance improvement areas and conducting PIPs to target the 


identified opportunity areas. As noted in our response found in Section 2.1.1.1 our 


team includes staff with quality experience in acute care, behavioral health, LTSS, 


Developmental Disabilities, special needs plans, and FFS models. Our experience 


includes partnering with state staff, MCOs or other identified stakeholders to 


support performance improvement activities beyond just validation of PIPs.  


 


Mercer has utilized CMS Protocol 7: Implementation of PIPs to assist our EQR 


clients design and implement various activities. In these instances the state and 


its MCOs have worked collaboratively with Mercer to follow the various stepwise 


activities including: 


 


 Selection of the study topic 


 Defining the study questions 


 Selecting the study variables 


 Defining the sampling plan 


 Identifying the data collection methodology and sources 


 Strategizing on intervention activities  


  


Mercer In Action: 


Over the past several months Mercer’s clinicians, actuaries, healthcare analysts, and 


informatics specialists have been working with a number of states including New 


Jersey and Virginia to explore the redesign of maternity kick payments to reflect a 


more value based payment approach. This work combines the calculation of 


utilization and cost metrics along with the addition of specific quality process and 


outcomes measures such as frequency of prenatal care, mix of vaginal versus 


cesarean delivery, and other factors to develop payment methodology that aligns 


cost to outcomes. 


This work highlights Mercer’s expertise in PM calculation and synthesis of results to 


drive performance innovation aimed at achieving better outcomes at lower cost. 
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 Analyzing data and interpreting results 


 Evaluating improvement outcomes 


 


What is exciting about these PIP activities is the collaboration with the MCOs to 


identify and implement interventions as a result of the data. In a true laboratory 


testing environment each MCO implemented similar and unique strategies. 


Through this process we were able to quickly identify activities that produced 


results versus those that had little impact. Mercer commits to supporting Nevada 


in development and execution of PIPs within managed care, care coordination and 


FFS models. 


 


 
 


2.1.2.5 Conduct studies on quality that focus on a particular aspect of clinical or non-
clinical services at a point in time; and 


 


Upon request Mercer will work with the DHCFP to ensure the topic of the focused 


study is meaningful and actionable for the population served. Mercer will 


collaboratively work with you on the scope and timing of all focused studies and 


upon approval Mercer will create a project charter outlining the project team, 


responsibilities and contact information. Mercer has learned that focused studies 


proceed more efficiently when our client designates a steering committee or 


executive sponsor to champion the study and would encourage you to consider 


this approach.  


 


Mercer then schedules a study kick-off meeting between the Mercer team and 


DHCFP staff. The intent of this meeting is to review the project plan, calendar 


Mercer In Action: 


Mercer developed a PIP focused on reducing LANE emergency department 
utilization. This project relied on the data from Mercer’s LANE algorithm, stratified 
by health plan and age bands, sex and day of week. Information utilized all 
claims data within the study period and allowed for a 90-day run out on claims. 
Results were reviewed with the MCOs and Mercer facilitated discussions on 
barrier analysis. Utilizing an Eisenhower matrix evaluating impact and effort, 
each MCO selected interventions. Mercer performed a remeasurement to 
determine the impact of the activities. 


Lessons learned included low impact/low effort activities such as mailers had 
little impact on outcomes while higher impact/higher effort activities such as 
phone calls and face-to-face encounters improved outcomes. Seasonality was 
also noted as a factor and identified new strategies related to contracting for 
urgent care centers and telephonic triage services which had not previously been 
contemplated by the MCOs. 







E X T E R N A L  Q U A L I T Y  R E V I E W  
O R G A N I Z A T I O N  ( E Q R O )  
R E Q U E S T  F O R  P R O P O S A L :  3 4 9 1  


N E V A D A  D E P A R T M E N T  O F  H E A L T H   


A N D  H U M A N  S E R I V C E S  


D I V I S I O N  O F  H E A L T H  C A R E  F I N A N C I N G  A N D  


P O L I C Y  


 


M E R C E R  7 4  


timelines, and key deliverables. As appropriate, Mercer would facilitate a second 


kickoff meeting that includes DHCFP staff and appropriate MCO and/or 


DBA/PAHP, CMO staff members. The intent of this meeting is to provide an 


overview of the project, present the timelines, and target deliverable dates for 


each activity. Mercer will facilitate all subsequent meetings with the MCOs or 


other program vendors as appropriate and agreed to by DHCFP.  


 


Mercer will use this project management approach along with the CMS Protocol 8: 


Focused Studies to complete this optional activity. Throughout the process 


Mercer will work with the identified DHCFP study champion and identified vendor 


staff to walk through the eight (8) focused study activities.  


 


The core focused study team always includes clinicians, statisticians, healthcare 


analysts, and informatics specialists. Additional our subject matter experts 


(SMEs) can be engaged, as needed, based on the topic being study. For example, 


we can access our pharmacy and substance use disorder clinicians for studies 


pertaining to opioid prescribing and management, or we can bring in our dental 


expert to address topics related to dental benefit management or our clinical 


quality specialists in children’s health to address EPSDT and or Foster Children 


systems of care. 


 
 


Mercer has a wealth of focused study experience from comparable engagements, 


recent highlights include the following: 


 


 In Connecticut, Mercer conducted a focused study on Children in Foster Care 


to determine whether children in foster care were receiving adequate 


healthcare and services through Medicaid managed care. This study evaluated 


children in all types of foster care and identified their use of age-appropriate 


Mercer Team: 
Clinicians 


Statisticians/Analysts 
Informatics 


Subject Matter Experts (e.g., opioids) 


Focused 
Studies 







E X T E R N A L  Q U A L I T Y  R E V I E W  
O R G A N I Z A T I O N  ( E Q R O )  
R E Q U E S T  F O R  P R O P O S A L :  3 4 9 1  


N E V A D A  D E P A R T M E N T  O F  H E A L T H   


A N D  H U M A N  S E R I V C E S  


D I V I S I O N  O F  H E A L T H  C A R E  F I N A N C I N G  A N D  


P O L I C Y  


 


M E R C E R  7 5  


clinical services compared to children not in foster care. Utilization of services 


was used to identify opportunities for improvement. 


 


 Connecticut hired Mercer to evaluate the cost impact of moving its behavioral 


health program from traditional service delivery settings toward more 


community-based treatment settings. Mercer worked with three separate 


divisions at the State, including the State Medicaid agency, to define the study 


population and develop a medical record abstraction tool and process to 


efficiently identify members who would be appropriately served under the new 


programs. The study involved integrating multiple databases to define the 


population universe, pull the sample, and model the results of the medical 


record abstraction with current utilization and unit cost data. This study was 


designed to yield statistically-valid and reliable results within agreed upon 


confidence intervals and error rates. To complete the study, Mercer also 


developed a medical record abstraction tool and processes, trained clinicians 


on the medical record abstraction process and oversaw the abstraction of over 


850 medical records. 


 


 In Delaware, Mercer designed a Childhood Overweight and Obesity focus 


study to help understand the current practice patterns and barriers to effective 


screening, counseling and treatment that face healthcare providers. The study 


design was created to include both a medical record abstraction, as well as a 


targeted interview component. Where the medical record review could help 


quantify changes from the baseline study and adherence to specific practice 


recommendations, the targeted interviews provided a mechanism to engage 


providers and to identify root causes that impact their ability to adequately and 


effectively screen, counsel and treat childhood overweight and obesity, 


providing an independent and comprehensive assessment and review of the 


quality outcomes, Timeliness of and access to the services included in the 


contract between the State and the MCOs. The sampling plan included 166 


providers who participated in the study, a total of 300 patient charts were 


abstracted and 49 interviews were conducted. Key recommendations included 


continuation of a stakeholder group which was capable of addressing a broad 


array of interventions focused on improving the screening, assessment and 


treatment of childhood overweight and obesity within the State of Delaware. 
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2.1.2.6 Assistance with the Quality Rating System.  
 


With the release of the Final Rule CMS advanced the Agency’s mission of “better 


care, smarter spending, and healthier people.” The QRS provisions found at 


438.334 helps to recognize that mission by strengthening beneficiary’s experience 


of care and improving quality, accountability, and transparency through alignment 


of Medicaid and Children’s Health Insurance Program (CHIP) requirements with 


those of other health coverage programs.   


 


A 2009 Annals of Internal Medicine Study found that public reporting of information 


helped providers improve performance by focusing on gaps in quality. Similar 


studies targeted at managed care plans found that entities that publicly reported 


quality information received higher consumer satisfaction ratings. The underlying 


message from these studies is that competition is good, especially when results 


help improve outcomes and drive greater efficiency.  


 


Should DHCFP require assistance with the implementation of a QRS, Mercer’s team 


of clinicians, statisticians, healthcare analysts, and our CHCA stand ready to ready 


Mercer In Action: 


Mercer recently completed a pharmacy focused study to identify differences in 
treatment outcomes among Medicaid MCOs for members prescribed buprenorphine. 
This study was designed by our Pharmacist in consultation with the State’s Medicaid 
Pharmacy Director, acting as the Executive Sponsor, and included subject matter 
expertise from our Psychiatrist with specialty expertise in substance use disorder. 
 
The study was designed to compare Medicaid rates of initiation and engagement of 
alcohol and drug treatment visits to the national benchmarks, and evaluate outcomes 
including emergency room visits, overdose visits and opioid related deaths between 
each of the State’s MCO vendors.  


Utilizing pharmacy, claims and enrollment data Mercer analyzed the study population 
in calendar year 2016 data, with a 90-day run out period. No medical record 
abstraction was performed. 
 
Key recommendations included continuation of emphasis on appropriate opioid 
prescribing protocols and alternative pain management approaches, and continued 
use of the prescription monitoring database. Results from the study were summarized 
and presented to the Medicaid Directory and Deputy Director by the Medicaid 
Pharmacist and Mercer was asked to perform a follow up study based on several of 
the recommendations from the base study. 
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to help you assess the practicality and utility of implementing a QRS for your 


Medicaid program. As noted in our prior responses we have significant experience 


in PM calculation and validation to meet the needs of developing a QRS. 


 


Mercer’s team includes clinical and quality experts, healthcare analysts, and 


informatics specialist that have performed similar work in other states including 


New Jersey, Pennsylvania, Delaware, and Connecticut. We have extensive 


experience with data aggregation, PM calculation, and PM reporting and data 


display for public consumption. 


 


 
 


There are many factors that DHCFP should consider as it plans for the potential 


implementation of a QRS. Some of those considerations include: 


 


 Adoption of CMS’ QRS or development of a Nevada specific QRS?  


 How the Medicaid QRS align with the Nevada Health Link QRS? 


 What impact will public dissemination of information have on continuity and 


coordination of care should results lead to significant membership turnover by 


MCO?  


 How will QRS data be used to improve health literacy?  


 What lessons learned from the implementation of Nevada Health Link will be 


used to streamline implementation of the Medicaid QRS? 


 


Not only do our EQR consultants provide expertise in PM calculation, validation 


and data display, we are experts at providing technical assistance to our clients to 


work through the nitty-gritty considerations. As needed, we have a host of 


technical advisors standing by to provide additional support and guidance. 


 
 


Mercer Team: 
Clinicians 


Statisticians/Analysts 
CHCA 


Implement a 
QRS 
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2.1.3 Validation of MCO, DBA/PAHP and CMO Performance Indicators 
 


2.1.3.1 Performance measures are calculated and submitted annually to the DHCFP 


by the contracted MCOs; the DBA/PAHP; and the CMO. The Contractor will 


evaluate the accuracy and the extent to which Medicaid-specific performance 


measures followed Health Effectiveness Data and Information Set (HEDIS®) 


Specifications for the calculation of performance measures using one of two 


methods: 1) A HEDIS® Compliance Audit™ Standards, Policies and 


Procedures or 2) the Center for Medicare and Medicaid (CMS) Validating 


Performance Measures Protocol. 


 
2.1.3.2 Verification of methods used to collect HEDIS performance measures. The 


validation process will be accomplished through methods descried in the most 
recent version of the National Committee for Quality Assurance (NCQA) HEDIS 
Compliance Audit™ Specifications or the CMS Validating Performance 
Measures protocol. The audit will be conducted for SFY contract years 2019 
and each subsequent EQRO contract renewal years.  


 
A. Validation of HEDIS and performance measures reported (as 


required by the State) during the preceding 12 months. 
 
B. Audited HEDIS Data using Interactive Data Submission System 


(IDSS). Submit information to NCQA, if applicable. 
 
C. HEDIS™ Comparative Analysis for SFY 2019 and each subsequent 


EQR contract renewal year. 
 
D. The awarded vendor is required to submit a comparative analysis 


and production of a HEDIS report using HEDIS performance 
measures data submitted by each MCO and DBA/PAHP. 


 


P M  A N D  H E D I S  V A L I D A T I O N  A P P R O A C H  


In the following section we are addressing 2.1.3.1 and 2.1.3.2 collectively. Mercer 


will utilize the CMS “Protocol 2: Validation of Measures Reported by the MCO” 


Version 2.0, September 2012 and Mercer’s internal Performance Measure 


Validation Worksheets that are based on the CMS “Attachment A: Performance 


Measure Validation Worksheets” but enhanced to improve functionality, data 


display and reporting. The protocol is built to execute three activities. Activity 1 is 


Pre-onsite Activities, Activity 2 is On-site Activities and Activity 3 is Post-on-site 


Activities consistent with CMS protocols for validating PMs.  


 


To adhere to the CMS protocol Mercer will follow the basic “EQR Arrow” depicted 


on the following page:  
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R E Q U E S T  F O R  I N F O R M A T I O N  A N D  D E S K  R E V I E W  


The following steps outline the project management approach and information to 


be gathered prior to Mercer completing the on-site review/interviews: 


1. Define the scope of the validation. The Mercer PM Team lead will initiate a PM 


project planning meeting with DHCFP to discuss your expectations for PM 


validation of the MCOs, DBA/PAHP, and CMO. This discussion will result in 


detailed information on the PMs required, methods for reporting measures 


(administrative vs hybrid), expectations for reporting format, identification of 


the technical specification measure stewards, timelines for performing the 


activity, and soliciting input on areas of concern in MCO, DBA/PAHP, and 


CMO performance and/or data availability. Following the initial planning 


discussion, Mercer will develop a formal methodology document and submit 


it for DHCFP review prior to the initiation of the PM activity. The formal 


methodology document will detail the contract year’s methods for conducting 


the PM validation activity, including the number and types of entities required 


to report PM for a given year, the DHCFP-selected PM set, and a proposed 


work plan that includes key milestones, targeted dates of completion, and the 


responsible organization. Upon approval of the methodology document, the 


Mercer team will develop a PM reporting template for non-HEDIS measures 


that will be reported by the MCOs, DBA/PAHP, and CMO outside of the NCQA 


interactive data survey system (IDSS) for HEDIS-measures. The reporting 


template will include the following information as outlined in the CMS 


protocol including: 


a. The eligible population 


b. Data collection methodology 


c. Sampling methodology (if used) 


d. Denominator calculations 


e. Numerator calculations 


f. Calculated and reported rates 
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2. Mercer will develop a PM validation worksheet to assess the accuracy of the 


reported results and the extent to which the MCOs, PAHP, and CMO followed 


the measures specifications. Mercer will employ the MercerConnect® site to 


support within-team and between-team project efficiencies for validation and 


performance measurement activities. MercerConnect® will allow secure 


documents such as source code, medical record data, and large data sets to 


be shared easily and securely. Additional information about MercerConnect 


can be found in our response in Section 2.3.1.2. 


3. Assess the integrity of the MCO’s Information System. This step in the 


protocol occurs in conjunction with the ISCA. The ISCA results are 


fundamental to determining if the required PM data are complete and accurate 


and if MCO, PAHP, and CMO data (e.g., membership/enrollment, provider 


data, claims/encounter data, medical record data, and ancillary and 


supplemental data) are integrated appropriately to calculate PM rates. The PM 


validation team will participate in these portions of the ISCA review.  


4. Select measures for detailed review. Concurrent with Step 1, the Mercer team 


will meet with DHCFP to discuss the PMs selected for validation. For these 


measures, Mercer will request additional information, including programming 


source code, through a Request for Information (RFI) communication 


provided to the MCOs, PAHP, and CMO. If a MCO, PAHP, and CMO utilizes a 


vendor to calculate HEDIS PMs and the vendor received NCQA measure 


certification, Mercer will accept the validated source code. However, for non-


certified measures, the MCOs, PAHP, and CMO will be required to submit 


source code for Mercer review. Once all information is received, Mercer will 


complete PM validation worksheets as appropriate based on measurement 


approach. 


5. Initiate review of medical record data collection. For the PMs using hybrid 


methodology, the Mercer team will validate that the following activities are 


assessed: 


 The medical record review staff has the appropriate experience and 


credentials. 


 The review tools collect the information required for the measure. 


 The training provided was sufficient to ensure accurate data collection. 


 A statistically sound assessment of the reviewer’s performance was 


conducted. 
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6. Mercer will conduct medical record validation on a sample of records for 


some or all hybrid measures depending on the similarity and complexity of 


the hybrid PMs. Mercer proposes the use of a modified NCQA review 


approach. In this model, Mercer randomly selects 16 numerator compliant 


files for submission. If the 16 records contain no errors, the measure passes 


medical record validation. If there is one error detected, another sample of 16 


records is reviewed and if no additional errors are detected, the measure 


passes. If two or more errors are detected on the original sample or the 


second set of 16 records fails, then Mercer will work with the MCO, 


DBA/PAHP, or CMO to correct the errors. If errors cannot be corrected and the 


medical record review fails, then Mercer will work with DHCFP to determine if 


the MCO, DBA/PAHP, or CMO can report an administrative only rate or if 


Mercer will determine the PM rate biased.  


7. Prepare the MCO on-site visit. Prior to the on-site visit, the Mercer team will 


inform the MCOs, DBA/PAHP, and CMO of the PM validation activities that will 


take place while on-site, discuss the process for reviewing confidential 


information, and ensure the appropriate staff and resources will be available. 


Mercer will prepare all agendas and share those in advance with the MCOs, 


DBA/PAHP, and CMO. Mercer will conduct a pre-onsite conference call with 


each MCO, PAHP, and CMO in advance of the on-site visit to address on-site 


logistics and address any questions that the MCOs, DBA/PAHP, and CMO 


may have.  


O N - S I T E  R E V I E W  A N D  A N A L Y S I S  


After the pre-onsite activities are underway, Mercer will focus on the on-site 


review and analysis steps. Mercer will conduct on-site reviews to gather additional 


information provided in the ISCA.  


Review IS underlying PM. As noted in the steps above, the ISCA is a fundamental 


component of the PM validation protocol. In addition to participating in and 


reviewing the ISCA findings, the Mercer team will complete the following steps as 


appropriate for each PM: 


 Interview key staff involved in PM (e.g., quality, business intelligence, IS etc.). 


 Review primary source data s and data input processes. 


 Review systems and processes for calculating PMs. 


 Observe staff members involved in various steps of calculating and reporting 


PMs. 


 Review data files to ensure data are stored and processed as described. 


 Evaluate the peer review or quality assurance processes that ensures a 


“second set of eyes” reviews and signs off on all PM reporting data. 
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1. Assess data integration and control for PM calculation. The Mercer team will 


evaluate each MCO’s, DBA/PAHP’s, and CMO’s ability to integrate data from 


all data sources used to calculate each PM rate. This evaluation will include 


an assessment of the data flows from the source systems to a data 


warehouse/repository and the control processes surrounding the PM 


production data.  


2. Review PM Production. Mercer approaches this step in the validation protocol 


as the culmination of each of the individual steps described above and 


evaluates them as a whole. Understanding that a breakdown in any one 


aspect of the process can result in inaccurate calculation and reporting of 


PMs from collecting data, to integrating data, to programming, calculating and 


reporting. A full review of the process is critical.  


3. Conduct detailed review of selected measures. For those measures that the 


State selects, Mercer will do in an in-depth analysis to assess the accuracy of 


the identification of the population eligible to be included in the measure 


denominator, the measure numerator and the resulting calculation. The in-


depth analysis includes assessment of the source code to ensure that all 


specifications, such as age, gender, continuous enrollment criteria, 


exclusionary criteria, medical event codes, etc. are programmed correctly. In 


addition to the review of specifications for generating the denominator and 


numerator, the Mercer team will ensure that measures are calculated as 


required. That is, the team will confirm that measures reported in member 


months or rates per 1,000 are correct. Furthermore, Mercer will conduct 


primary source verification on a sample of cases across several measures 


and trace the sample members back through the source systems to ensure 


that the programming code logic is working correctly. 


4. Assess the sampling process. For any measures for which the MCOs, 


DBA/PAHP, and CMO has conducted sampling, the Mercer team will review 


the sampling process to validate that the sample is representative of the full 


population for which the measure is being calculated and reported. Mercer 


has a team of statisticians available to consult on appropriate sampling 


methodologies and to assess the validity of the sample for a specific 


measure. 


5. Preliminary findings and outstanding items. At the conclusion of the on-site 


portion of the review, Mercer will provide a verbal preliminary assessment of 


the validity of the PM process. Mercer will request any outstanding 


documentation and will provide a timeline for submission so those items can 
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be reviewed by the team prior to developing the preliminary validation 


assessment. 


R E P O R T I N G  


1. Determine preliminary validation findings for each measure. The PM Team 


Lead will produce a written preliminary validation assessment. The MCOs, 


DBA/PAHP, and CMO will have the opportunity to review the assessment to 


identify errors or omission in the assessment and as needed provide 


additional documentation to support a recommended correction.  


2. Assess accuracy of vendor PM reports to the State. This step in the validation 


process will assess if the MCOs, DBA/PAHP, and CMO submitted reports to 


the State timely, in the required format, with the appropriate level of review and 


attestation of such.  


3. Submission of validation report to the State. Based on the final submitted PM 


rates, Mercer will determine whether the rates are valid and reliable for 


reporting. Mercer will use industry standard audit bias methodology. The 


Mercer team’s validation of the PM report will include the following: 


 A list of measures that underwent validation review. 


 A description of the methodology used to conduct activities that were part 


of the validation process. 


 Supporting documentation such as worksheets or tools used in the PM 


validation process (e.g., Mercer PM Validation worksheet). 


 PM rates and conclusions from the validation process. 


 Validation findings and recommendations for improvement. 


 


Mercer will produce a summary of the PM validation results for inclusion in the 


EQR Technical Report with sufficient detail to meet CMS requirements. The 


MCOs, DBA/PAHP, and CMO will be required to develop a CAP plan to address 


all PM validation findings. The Mercer team will review the CAP plan and as 


needed meet with the MCOs, DBA/PAHP, and CMO to ensure the CAP will 


result in improved compliance results in subsequent review years. Based on 


our experience, we consider this approach a best practice.  


 


4. Submission to IDSS. For those measures that are appropriate to report to 


NCQA Mercer will work with the DHCFP to ensure accurate and timely 


collection and submission of audited HEDIS data using the NCQA IDSS. The 


team will plan EQR activities to align with the submission timeline published 


by NCQA. The team will ensure that templates for both Audit Review Table and 


XML submissions are developed appropriately for MCO data submission and 
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to reduce error probability. Validation reports will be reviewed, corrections 


made, and the submission will be locked for auditing. 


 


5. Comparative Analysis. Comparative analysis of the HEDIS 


results can be very informative to the DHCFP and 


stakeholders, not just to track and trend results, but to 


answer broader questions such as, “Is the State getting the 


most value of its MCOs for the premium dollars it is 


paying?” Mercer will work with DHCFP to present the 


Medicaid (Title XIX population) and Nevada Check Up (Title XXI 


population) HEDIS results in a “reader friendly” approach. As appropriate 


based on the stability of HEDIS measure specifications, year over year 


comparative analysis of individual MCO performance as well as between MCO 


performance will be conducted.  


 


The comparative analysis will act as the nexus of the report of the PM data 


submitted by the MCOs and the DBA/PAHP. We note that the CMO is not 


included in this requirement, but as data are available, inclusion of this 


information could provide a full picture of the activities and performance of the 


DHCFP program. Mercer’s annual license to NCQA’s Quality Compass 


Medicaid information will allow us to include national and regional benchmark 


information in the comparison report. The comparison of results across 


entities and with national information will help assist DHCFP in assessing its 


value position with the MCOs and DBA/PAHP. Mercer has prepared this type of 


comparative report for a number of clients in a variety of formats please see 


Section VIII for an example. 


  


As a value-added benefit, Mercer has corporate resources that as an expanded 


scope of work, can develop brief (one or two page) infographics to “tell the 


story” of the Medicaid program and the progress toward meeting QAPI goals. 


Our clients have found this tool to be useful as not only an internally 


informative means of disseminating information but also useful for wide 


distribution of program progress to the general public. 


  


2.1.3.3 Validation of Performance Improvement Projects (PIPs). The awarded vendor 


will be required to annually evaluate and validate two clinical PIPs and three 


non-clinical PIPs for the MCO; and one clinical PIP and one non-clinical PIP for 


the DBA/PAHP. 


 


P I P  V A L I D A T I O N  A P P R O A C H  


Mercer will utilize the CMS “Protocol 3: Validation of PIPs” Version 2.0, September 


2012 and Mercer’s internal PIP Validation Worksheets that are based on the CMS 
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“Attachment A: PIP Review Worksheet”, but enhanced to improve functionality, 


data display and reporting. The protocol is built to execute three activities. 


Activity 1 is Pre-onsite Activities, Activity 2 is On-site Activities and Activity 3 is 


Post-on-site Activities consistent with CMS protocols for validating IPs. To adhere 


to the CMS protocol Mercer will follow the basic “EQR Arrow” depicted below.  


 


R E Q U E S T  F O R  I N F O R M A T I O N  A N D  D E S K  R E V I E W  


1. Define the scope of the validation. The Mercer PIP Team Lead will meet with 


the DHCFP to discuss which PIPs should be selected for validation. While we 


understand that two clinical and three non-clinical PIPs will be validated for 


each MCO and one clinical and one non-clinical PIP for the DBA/PAHP, we 


would anticipate each MCO and the DBA/PAHP would have multiple PIPs 


addressing areas of either care or service that require improvement. This initial 


meeting will also help us understand in what format the DHCFP has instructed 


the MCO’s and the DBA/PAHP to document and report PIP activities. While 


many states and MCOs prefer NCQA’s QIA format, there are many states who 


have homegrown PIP documents or who allow each vendor to create their own 


reporting template. Mercer considers it a best practice to use a standardized 


format to ensure comparability and ease for both the State and EQRO across 


all PIPs. However, we can be flexible in our approach and can work with the 


DHCFP to discuss how to build the greatest efficiencies in the PIP process.  


2. Issue RFI. Once we have an understanding of the PIP reporting document, we 


can begin to address which data elements may be required for validation. 


From this conversation we can begin to build our RFI. Documents that could 


be requested as part of the RFI include: 


 Performance Measure specifications including detail of the numerator and 


denominator. 


 Eligible population. 


 Underlying research. 







E X T E R N A L  Q U A L I T Y  R E V I E W  
O R G A N I Z A T I O N  ( E Q R O )  
R E Q U E S T  F O R  P R O P O S A L :  3 4 9 1  


N E V A D A  D E P A R T M E N T  O F  H E A L T H   


A N D  H U M A N  S E R I V C E S  


D I V I S I O N  O F  H E A L T H  C A R E  F I N A N C I N G  A N D  


P O L I C Y  


 


M E R C E R  8 6  


 Methodology and reasoning for selecting certain benchmarks or 


performance improvement thresholds. 


 Tools used to support barrier analysis (i.e., pareto charts, fish bone 


diagrams, etc.) and the results of such analysis. 


 Approach to selecting interventions (i.e., four quadrant grid, cost benefit 


analysis, etc.). 


 Mechanisms and forums in place to monitor progress and ensure rapid 


cycle process improvement. 


 Short written responses to specific questions outlining the MCOs approach 


to PIPs. 


 


We will work with the DHCFP to adjust our RFI based on whether selected PIPs 


are in a foundational versus a re-measurement phase. It is also important to 


understand that the focus of the RFI between initial baseline validation and 


subsequent remeasurement years will look different as many of the foundational 


elements of the PIP validation worksheet do not need to be revalidated in 


subsequent years unless changes to the study questions or study measures 


occur. 


To exchange information between the MCOs and the EQRO, the MercerConnect® 


site can be used to safely transmit data.  


3. Performed detailed review of submitted documentation. Using the Mercer PIP 


validation worksheet our PIP Team Lead and Healthcare Analyst will begin the 


review process; one of our Statisticians is available to review PIP 


documentation and provide input and technical assistance. The following 


elements provide a detailed overview of the types of validation activities and 


criteria used to complete the process: 


 Clear definition of the study question(s): The study questions will be 


examined to verify that they are simple, clearly stated, and adequately 


structured to enable the researchers to maintain the focus of the PIP and 


set the appropriate framework for data collection, analysis, and 


interpretation. 


 Accurate definition and integrity of selected study indicators: Mercer will 


ensure that the study indicators (quantitative or qualitative) used for 


tracking performance and improvement in the PIPs are relevant, objective, 


measurable, clearly and unambiguously defined, and based on current 


clinical knowledge or health services research. Additionally, the reviewers 


will verify that indicators are specifically selected and designed based on 


the ability to measure changes in health status, functional status, enrollee 


satisfaction, or valid proxies of these outcomes. 
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 Adequacy of identified study population: The reviewers will validate that 


measurement and improvement efforts are targeted to the entire Medicaid 


enrolled population to which the PIP study indicators apply and ensure that 


this entire population is correctly identified. 


 Sampling methods: Mercer will verify that the sampling methodology is 


statistically valid and reliable and that results that have been obtained 


through sampling can be generalized to the entire study population. In 


general, Mercer seeks to ensure a 95% level of confidence, plus or minus 


five percentage points. Furthermore, Mercer will validate that all the 


assumptions made in arriving at the sample are reasonable. 


 Completeness of the data collection tools and procedures: Mercer will 


ensure that a sound and comprehensive data collection plan was utilized 


for the studies including: 


- Clear identification of the data to be collected. 


- Identification of the data sources and how and when the baseline and 


repeat indicator data were collected. 


- Appropriate tool use for gathering data. 


- Specification of who collected the data. 


 


 When data has been collected from automated data systems, Mercer will 


validate that specifications for automated retrieval of the data were devised 


and appropriately used. If data were obtained from visual inspection of 


medical records or other primary source documents, Mercer will ensure 


that the researchers selected the right number of medical records, 


established clear guidelines, provided staff education for obtaining and 


recording data, and used appropriate methods for ensuring data accuracy 


and reliability. 


 Thoroughness of data analysis and adequacy of interpretation of study 


results: Mercer will conduct a thorough review of the calculated 


performance on the selected clinical or non-clinical indicators. The review 


will examine the appropriateness of, and adherence to, the statistical 


analysis techniques defined in the data analysis plan and the addressing of 


factors that threaten the internal or external validity of the findings. 


 Assess whether improvements are real and that sustained improvement is 


documented: Mercer will perform a review of the results and improvement 


strategies to verify that any of the stated improvements are a result of valid 


and sustainable changes in the processes of health care delivery. Such 


changes should result in sustained improvements and not be “one time” 


improvements resulting from unplanned accidental occurrences or random 


chance. For example, in one of the states that Mercer performed this type 
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of assessment, it was found that reported improvements in performance 


were related to enhanced data reporting and capture mechanisms and were 


not related to specific changes in health care delivery. 


 Assess improvement strategies: Mercer will evaluate that any documented 


improvements in performance are clearly linked to a continuous cycle of 


measuring and analyzing performance and the development and 


implementation of system-wide improvements in care. If repeat measures 


of performance indicate that the quality improvement initiatives were not 


successful (i.e., did not achieve significant improvement), Mercer will 


ensure that a valid and appropriate problem-solving process was 


performed (with data analysis when possible), root causes were identified, 


action plans were developed, and solutions were implemented. If the 


interventions were successful, Mercer will verify that the new processes 


have been appropriately standardized and monitored.  


 


O N - S I T E  I N T E R V I E W S  A N D  A N A L Y S I S  


1. Assess MCO and DBA/PAHP PIP management approach. The PIP Task Lead 


will work with the Healthcare Analyst to evaluate each MCOs and the 


DBA/PAHPs approach to PIP management. This evaluation will include a 


review of the staff involved in PIP development and implementation activities 


and the general approach and processes used to conduct research, develop 


benchmarks and thresholds, select measures, complete barrier analysis and 


select interventions to address identified barriers to success. The intent of the 


evaluation is to ascertain whether the MCO and DBA/PAHP has allocated 


appropriate numbers of staff, with the requisite subject matter expertise and/or 


training, provided access to appropriate tools and resources, including  


budget, to ensure that PIP activities have a high probability of meeting and/or 


exceeding established goals.  


2. Preliminary Findings and Outstanding items. During the PIPs foundational 


year, there is a subset of elements within the PIP Validation worksheet that 


focus on the framework of the PIP. For example, during the foundation year, 


there will be a focus on assessing the study methodology; this includes review 


of the study topic, the population included and the study questions. Also 


during the foundation year, the sampling methods and the collection 


procedures shall be clearly defined. Once these elements are defined and 


approved, they will not need to be reviewed during the remeasurement years. 


During the remeasurement years, a review of the data analysis and 


interpretation takes place. Verification that appropriate tools were used and 


review of the results is the focus are two examples of information that is 


reviewed to determine if statistically significant improvements are evident and 







E X T E R N A L  Q U A L I T Y  R E V I E W  
O R G A N I Z A T I O N  ( E Q R O )  
R E Q U E S T  F O R  P R O P O S A L :  3 4 9 1  


N E V A D A  D E P A R T M E N T  O F  H E A L T H   


A N D  H U M A N  S E R I V C E S  


D I V I S I O N  O F  H E A L T H  C A R E  F I N A N C I N G  A N D  


P O L I C Y  


 


M E R C E R  8 9  


to identify opportunities for success. At the conclusion of the interview, 


Mercer will provide a preliminary assessment of the PIP’s validity. The PIP lead 


will request any outstanding documentation and will provide a timeline for 


submission so these items can be reviewed by the team prior to developing 


the preliminary validation assessment.  


R E P O R T I N G  


1. Determine preliminary validation findings for each PIP. Following the analysis 


of all available information, the Mercer PIP lead will develop a preliminary 


validation assessment. The MCOs and the DBA/PAHP will have the opportunity 


to review the assessment and identify errors or omissions in the assessment 


and, as needed, provide additional documentation to support a recommended 


correction.  


PIP validation requires several levels of scoring and includes the individual 


elements of each PIP, such as the evaluation of the study question or review of 


selected indicators, as well as overall PIP confidence in reporting results and 


success and sustainability. Individual PIP elements are scored using a three-


point scale (Met, Partially Met and Not Met) and an option for Not Applicable 


(NA). However, once the individual PIP elements are scored, the EQRO is 


directed to look at the totality of the PIP from approach to outcomes and score 


two key elements: Confidence in Reported Results and Confidence in Success 


and Sustainability of Improvement Efforts. The tables below are excerpted 


from our tools and illustrate the individual element scoring of the PIP along 


with the overall PIP validation determinations. 


2. Submission of validation report to state. Once all the necessary data is 


collected and reviewed, Mercer will provide a report that outlines each of the 


areas of review and the extent to which the MCOs and the DBA/PAHP has met 


each element. The validation of PIPs report will include the following:  


 A list of PIPs that were validated.  


 A description of the activities that were part of the validation process. 


 Supporting documentation including validation worksheets and score 


tables. 


 Conclusion of the validation process. 


 Validation findings and recommendations for improvement. 


The detailed PIP results as described above will be shared with each MCO and 
the DBA/PAHP and an analysis in a distilled format will appear in the Annual 
Technical Report. The MCOs and the DBA/PAHP will be required to develop a 
CAP to address all of the findings from the PIP validation. The Mercer PIP lead 
will review the CAP and as needed, meet with the MCOs and the DBA/PAHP to 
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ensure each entities cap approach will result in improved compliance results 
in subsequent validation. 


 
2.1.3.4 Validation of MCO and DBA/PAHP network adequacy during the preceding 12 


months. 
 


N E T W O R K  A D E Q U A C Y  V A L I D A T I O N  A P P R O A C H  


Mercer will utilize the CMS protocol for network validation and associated 


worksheets upon release of the finalized documentation. In the absence of the 


protocol Mercer has put forth a similar approach to validate network adequacy of 


the MCOs and DBA/PAHP based on current CMS protocols for conducting 


validation activities which includes: Activity 1 is Pre-onsite Activities, Activity 2 is 


On-site Activities and Activity 3 is  


Post-on-site Activities consistent with other CMS protocols used for performing 


validations. To adhere to the standard CMS protocol approach Mercer will follow 


the basic “EQR Arrow” depicted below. Should DHCFP have an established 


network validation process already in place, Mercer is happy to adopt such a 


process until such time CMS issues its protocol for network validation. 


 


 
 


R E Q U E S T  F O R  I N F O R M A T I O N  A N D  D E S K  R E V I E W  


1. Define the scope of the validation. Mercer’s process to access and validate 


network adequacy begins with a kick-off meeting with DHCFP. This meeting 


will be conducted in-person (with telecommunication options) with the State. 


The kick-off meeting is to ensure Mercer fully understands DHCFP’s MCO and 


DBA/PAHP contract, exception process, and exceptions granted. Mercer will 


discuss DHCFP’s process for monitoring the MCO and DBA/PAHP network 


compliance, directions that DHCFP, has given to the MCO and DBA/PAHP to 


operationalize the standards, and any network reports completed to avoid 


duplication of effort. Another goal of the kick-off meeting is to develop the 


approach to review the network adequacy standards by MCO and DBA/PAHP 


and statewide.  







E X T E R N A L  Q U A L I T Y  R E V I E W  
O R G A N I Z A T I O N  ( E Q R O )  
R E Q U E S T  F O R  P R O P O S A L :  3 4 9 1  


N E V A D A  D E P A R T M E N T  O F  H E A L T H   


A N D  H U M A N  S E R I V C E S  


D I V I S I O N  O F  H E A L T H  C A R E  F I N A N C I N G  A N D  


P O L I C Y  


 


M E R C E R  9 1  


 


Following the kickoff meeting, a detailed work plan will be generated that includes 


ongoing meetings with the State both in-person and telephonically as needed and 


timeline for deliverables. Mercer will submit the work plan to the DHCFP, in an 


agreed upon timeframe. Whenever possible, Mercer will use the most current MCO 


and DBA/PAHP submitted reports including geographical access and appointment 


availability reports to conduct the desk review. If additional layers of validation are 


required, Mercer will create a scope of work that includes network provider and 


member information data transfer from the appropriate data sources.   


 


2. Develop the RFI. Mercer will design a RFI for the MCOs and the DBA/PAHP to 


complete with a timeframe for information and data to be submitted via 


Mercer’s Connect® site. Mercer will host a meeting with the vendors to answer 


any questions related to the RFI, and allow for a process for follow up 


questions and answers. The RFI may include but is not limited to a provider 


network data request, questions related to geographical access software used 


by the MCO and DBA/PAHP, credentialing process and systems used to 


generate and validate active network providers, MCO and DBA/PAHP out of 


network exceptions process and information on exceptions granted, as well as 


any information on network access grievances and appeals. Mercer may also 


request any previous CAPs or supplemental data as necessary to meet the 


needs of the DHCFP in performing the adequacy evaluation. 


  


3. Prepare for the on-site. A desk review of the data and information will be 


conducted. Mercer will evaluate and make determinations and validate 


submitted data (using any CMS validation worksheets that may be included 


within the protocol). Mercer may review a sample of the network provider’s 


information submitted by the MCOs and DBA/PAHP against the published 


provider directory and geo-access reports to determine if what is being 


displayed is accurate. Mercer may also, at the request of DHCFP for this 


enhanced scope of work, conduct a sample of secret shopper calls to provider 


offices to determine in the provider is excepting Medicaid members or validate 


appointment wait times. 


 


O N - S I T E  R E V I E W  A N D  A N A L Y S I S  


1. Assess Data integration and control of provider data. The Mercer team will 


evaluate the MCO and DBA/PAHP’s provider data management activities and 


systems. This evaluation will include an assessment of how the MCO and 


DBA/PAHP’s systems and processes related to quality and accuracy of 


provider data maintenance. If the MCO has delegated network arrangements 
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this would review frequency of delegate data submission and the internal 


quality controls in place to ensure “clean” provider files. 


 


2. Review production of geo-spatial and other required reports. Mercer will 


conduct an on-site review of each MCO and DBA/PAHP to further evaluate the 


mechanisms in place to monitor and oversee the provider network, including 


the network of any delegated entities. This may include a system 


demonstration, review of processes to validate provider accuracy, review of 


geographical access reporting, MCO and DBA/PAHP validation of appointment 


availability, disability access, etc. The purpose of the on-site review is to 


understand fully how MCO and DBA/PAHP s ensure network adequacy 


standards are met, oversee any subcontractor network adequacy and validate 


information is accurately reported. 


 


3. Preliminary findings and outstanding items. At the conclusion of the on-site 


portion of the review, Mercer will provide a preliminary assessment of the 


network validation process. The team will request any outstanding documents 


and will provide a timeline for submission so items can be reviewed by the 


EQR team prior to developing the preliminary validation assessment. 


 


R E P O R T I N G  


1. Determine Validation Findings. At the conclusion of the steps outlined above, 


the Mercer Network Task Lead will develop a preliminary validation 


assessment. The MCO and DBA/PAHP will have an opportunity to review the 


assessment to identify errors or omissions and as needed, provide additional 


documentation to support a recommended correction.  


2. Assess accuracy and report to the State. This step in the validation process 


will assess if the MCO and DBA/PAHP is submitting reports to the State timely, 


in the required format, with the appropriate level of review and attestation, if 


required. The Mercer team will gather information from the DHCFP, the MCO 


and DBA/PAHP and review previously submitted reports to identify any 


concerns in the ongoing accuracy of MCO and DBA/PAHP network reporting. 


3. Submit final network validation report to the State. The threshold for 


compliance with network validation reporting will be developed based on the 


state expectation and CMS’s final Network Validation protocol. The Mercer 


team anticipates the report will include the following: 


  







E X T E R N A L  Q U A L I T Y  R E V I E W  
O R G A N I Z A T I O N  ( E Q R O )  
R E Q U E S T  F O R  P R O P O S A L :  3 4 9 1  


N E V A D A  D E P A R T M E N T  O F  H E A L T H   


A N D  H U M A N  S E R I V C E S  


D I V I S I O N  O F  H E A L T H  C A R E  F I N A N C I N G  A N D  


P O L I C Y  


 


M E R C E R  9 3  


 A description of activities that were part of the validation process. 


 Supporting documentation such as worksheets, tools or reports that were 


used in the validation process. 


 Validation results and conclusions from the validation process. 


 Validation findings and recommendations for improvement. 


 


Mercer will work with the DHCFP, to ensure that the network validation reporting 


is synergistic with and not duplicative of what the State is reporting to CMS 


through its annual reporting requirement. Mercer will generate its network 


adequacy validation report to feed into Nevada’s CMS report.  


 


The final network validation will be incorporated into the Individual MCO and 


DBA/PAHP assessment reports and summarized in the Annual EQR Technical 


Report. Mercer will continue to work with the DHCFP to revise this approach upon 


receipt of the final protocol from CMS and to ensure that all validation and 


reporting is streamlined with state reporting requirements so as to build greater 


efficiencies. 


 


2.1.3.5 Validation of the Nevada DHCFP State Quality Assessment and Performance 


Improvement Strategy (QAPIS) in SFY 2019 and each subsequent EQR 


contract renewal year. The comprehensive quality assessment and 


performance improvement program must include PIPs; collection and 


submission of performance measurement data; mechanisms to detect both 


underutilization and overutilization of services; and mechanisms to assess the 


quality and appropriateness of care furnished to recipients with special 


healthcare needs as defined by the State in the quality strategy under 438.340.  


 


A. The awarded vendor will evaluate the completeness of the state quality 


assessment and performance improvement strategy, examining 


strengths, limitations, and recommending improvements in the description 


or implementation of the strategy.  


 


B. The awarded vendor will provide technical assistance to the Division as 


needed to incorporate changes and recommendations for the 


development of the Quality Strategy and performance tracking tool for the 


MCOs, DBA/PAHP, and CMO. 


 


C. The evaluation in each year should include information about the State’s 


progress and status of goals; trends in clinical or service quality 


performance improvement programs; corrective actions and sanctions; 


progress and status of value based purchasing; and an assessment of 


the overall structure and process of the State Quality Assessment and 
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Performance Improvement Strategy. Findings from this assessment will 


be incorporated as a chapter in the EQR Technical Report described 


below, entitled “External Quality Review Technical Report”.     


 


D. DHCFP requires an electronic copy of the final report in PDF and Word 


Format annually and three (3) hard copies of the final report for 


distribution. 


 


We are excited by how DHCFP operationalizes its QAPIS to drive continuous 


quality improvement efforts and to maintain a quality framework that adapts to 


emerging needs and trends. The dynamic use of the QAPIS provides for an 


evolving and comprehensive quality system that aligns priorities, allows for 


judicious allocation of resources and creates a collaborative environment in 


which innovation and excellence can thrive.  


 


A P P R O A C H  T O  E V A L U A T E  T H E  Q A P I S  


Annually Mercer will validate the effectiveness of the QAPIS in meeting its defined 


goals and objectives. To complete the analysis Mercer will use the Quality 


Strategy Tracking Table found in Attachment B of the QAPIS to track progress of 


and trends in each of the identified objectives under each of the six (6) QAPIS 


goals. Goal attainment will be validated against the Quality Improvement System 


for Managed Care (QISMC) methodology to increase rates by 10% each year and 


will include identification of trends within measures, across MCOs and in 


aggregate across all goals and measures.  


 


In addition to the review of the QAPIS objective measures, Mercer will utilize the 


results of the validation of PIPs and the evaluation of each entity’s Internal Quality 


Assurance Plan (IQAP) to assess the QAPIS’ effectiveness. We appreciate the 


incorporation of the MCO’s IQAP evaluation into the broader QAPIS evaluation as 


it provides consistency in the application and review of the quality assurance and 


performance improvement framework as it moves from the micro (MCO level) to 


the macro (Statewide) level. This comprehensive systems analysis help assist 


DHCFP in its mission to purchase and provide quality healthcare services and 


to promote equal access to healthcare at an affordable cost by incorporating 


assessment findings, PM trends and other information from the MCOs, DBA/PAHP 


and the CMO to provide context and to paint a holistic view of the successes, 


strengths and opportunities for improvement within the Nevada Medicaid and 


Nevada Check Up program.  


 
  







E X T E R N A L  Q U A L I T Y  R E V I E W  
O R G A N I Z A T I O N  ( E Q R O )  
R E Q U E S T  F O R  P R O P O S A L :  3 4 9 1  


N E V A D A  D E P A R T M E N T  O F  H E A L T H   


A N D  H U M A N  S E R I V C E S  


D I V I S I O N  O F  H E A L T H  C A R E  F I N A N C I N G  A N D  


P O L I C Y  


 


M E R C E R  9 5  


T E C H N I C A L  A S S I S T A N C E  


Nevada has a vested interest in the success of its QAPIS and Mercer’s team is 


ready to assist DHCFP as necessary with resolving issues discovered during the 


QAPIS evaluation. Once the assessment of the effectiveness of the QAPIS is 


completed, Mercer proposes a meeting with DHCFP to review the results of the 


assessment and to discuss findings and recommendations.  


 


The Mercer team has extensive experience providing technical assistance on a 


broad array of topics germane to this engagement including, but not limited to: 


 


 Benefit management and benefit integration. Topics include pharmacy, 


physical health, behavioral health, LTSS, transportation, and dental benefits. 


 VBP models. Topics include development of straight forward pay-for-


performance VBP to more robust shared savings arrangements. 


 Performance improvement strategies. Topics include activities and 


interventions to drive year-over-year and sustained improvements in PM 


results. 


 Policy guidance. Topics include maximizing federal 


authorities, waiver and funding opportunities, including 


maximizing enhanced match under EQR. 


 State staff assistance. Topics include state staff education, as 


well as building capacity and efficiency in oversight and 


monitoring activities through the use of disruptive tools. 


 Cross system collaboration. Topics include cross-system collaboration to 


incent synergies and build collaborative and innovative models of care. 


 Encounter data submission. Topics include support for downstream activities 


such as PM reporting, capitation rate setting and risk adjustment. 


 Federal and state regulatory requirements. Topics include 2008 Mental Health 


Parity and Addiction Equity Act (MHPAEA), the 2016 Medicaid Managed Care 


Finial Rule, the HCBS Final Rule and the 21st Century Cures act as well as, 


options in state plan amendments and federal waiver options.   


 Outcome measurement tools. Topics include tool selection, use in treatment 


planning, case management, and care coordination. 


 Outcomes data collection. Topics include best practices research for the 


collection of outcomes data (i.e., tools and processes for collection and use of 


the data). 
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In preparing our response, Mercer reviewed the 2016–2017 QAPIS, previous EQRO 


Technical Reports and other assessments of the Nevada Medicaid and Nevada 


Check Up programs. Our approach is built on asking the internal question “Are 


the performance metrics used to evaluate the QAPIS goals measuring what really 


matters? Do I have a clear understanding of what I should be measuring and 


why?”  


 


Mercer recognizes that the process of selecting and evaluating PMs is critical to 


DHCFP’s monitoring and oversight efforts. We provide the following observations 


of where Mercer can bring our expertise to bear to assist DHCFP in meeting its 


QAPIS goals.  


 


 DHCFP has taken a number of steps over the past several years to improve the 


results of its identified PMs including implementation of Specific, Measurable, 


Attainable, Realistic and Timely (SMART) goals, QISMC methodology for 


measuring improvements and a pay-for-performance framework to address 


key populations including children, adolescents, moms-to-be and individuals 


with chronic conditions (diabetics). We have noted that during the same time 


approximately 70% of all PMs that were the same between SFY 2015–2016 and 


SFY 2016–2017 have demonstrated increases, many achieving the QISMC 


threshold. However, we also noted that this improvement is dampened by the 


30% of measures that saw a decrease in the same period.  


 We also note the absence of PMs (VBP and other) 


pertaining to behavioral health in general and opioid 


management in particular. We would welcome the 


opportunity to work with DHCFP to discuss strategies that 


would allow PM improvements without converse losses and 


discuss how to build cross-system collaborations to support 


Nevada’s opioid abuse issues including how to build synergies with 


MCOs, the CMO and DBA/PAHP to support Nevada’s new Prescription Drug 


Abuse Prevention Act. This type of technical assistance can cover a wide 


range of activities including implementation of PIPs and PMs as well as, 


engaging MCOs to provide education and support to their respective provider 


networks.  NCQA is releasing its new HEDIS measures targeting opioid usage 


and treatment which could provide valuable data to DHCFP and its 


stakeholders. We bring extensive experience on this topic and recently 


conducted a focused study in Delaware to evaluate “Treatment Outcomes and 


Prescribing Patterns among Delaware Medicaid Managed Care Plans for 


Members Prescribed Buprenorphine.”   
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We consider part of our role in providing technical assistance is to include the 


development of the necessary materials to present any revisions to the QAPIS to 


other vested parties including Medicaid Leadership, the Department of Health and 


Human Services, MCOs the DBA/PAHP, consumers and other stakeholders. Public 


comment and public input is a critical part of ensuring success of any 


interventions that may be implemented. 


 


In addition to the described technical assistance following the annual evaluation 


of the QAPIS, Mercer views the quarterly on-site meetings with DHCFP and the 


MCOs as an opportunity to “check-in” to ensure ongoing goal alignment and to 


provide detailed support and on-going technical assistance as needed and 


approved by DHCFP for each MCOs PIPs and other quality measure reporting 


requirements.  


 


R E P O R T  F I N A L I Z A T I O N  


It is our understanding that DHCFP expects an Annual QAPIS Evaluation Report 


as well as a summary of the Annual QAPIS Evaluation report to be included as a 


chapter within the Annual EQR Technical Report. As with all of our report formats 


we work directly with DHCFP staff to draft a report template that meets the needs 


of DHCFP and its audience  


Once all approved entities have reviewed the report, Mercer will finalize the 


document. We are happy to amend our approach to meet the needs of DHCFP. 


Mercer will provide one electronic Microsoft® Word and one electronic Adobe PDF 


version of the final Report along with three (3) hardcopies of the report. We will 


work with Mercer’s in-house production services to create the hardcopy report to 


your specifications from report binding style, color options and paper, to choice 


of front/back covers – we can produce any type of hard copy report you desire. 


Mercer can also produce the report to ensure compliance with Section 508 of the 


Rehabilitation Act for stakeholders who may request the information. More 


information on our Section 508 capabilities is found our “Report Finalization” 


response in section 2.1.3.6 below. 


 
2.1.3.6 Annual External Quality Review Technical Report – The vendor will be required 


to produce a detailed technical report that must include:  
 


A. Objectives; technical methods of data collection and analysis; description 
of data obtained, including validated performance measure data for each 
activity; and conclusions drawn from the data. 


 
B. An assessment of each MCO's and DBA/PAHP's strengths and 


weaknesses for the quality, timeliness, and access to healthcare services 
furnished to Medicaid beneficiaries. 
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C. Recommendations for improving the quality of healthcare services 


furnished by each MCO and DBA/PAHP including how the State can 
target goals and objectives in the quality strategy, to better support 
improvement in the quality, timeliness, and access to healthcare services 
furnished to Medicaid recipients. 


 
D. Methodologically appropriate, comparative information about all MCOs 


and DBA/PAHP, consistent with guidance included in the EQR protocols 
issued in accordance with §438.352(e). 


 
E. An assessment of the degree to which each MCO and PAHP, has 


addressed effectively the recommendations for quality improvement 
made by the EQRO during the previous year's EQR. 


 
F. Revision. States may not substantively revise the content of the final EQR 


technical report without evidence of error or omission. 
 
G. Availability of information. (1) The State must contract with a qualified 


EQRO to produce and submit to the State an annual EQR technical 
report in accordance with paragraph (a) of this section. The State must 
finalize the annual technical report by April 30th of each year. 


 
H. Each year the Vendor will include a Chapter in the EQR Technical Report 


summarizing the findings from the assessment of the DHCFP’s 
implementation of the State Quality Assessment, Performance 
Improvement Strategy and Performance Tracking Tool.  DHCFP requires 
an electronic copy of the final report in PDF and Word Format annually 
and three (3) hard copies of the final report for distribution.      


 


R E P O R T  C O N T E N T  


Compliant with CFR 438.364, Mercer will provide DHCFP with an Annual 


Technical Report summarizing the findings for all EQR activities. The Technical 


Report is a comprehensive look at all activities completed by the EQRO or 


validated by the EQR over the past year. The report will present a balanced and 


cohesive summary of the value that the MCOs and DBA/PAHP provide to the 


Medicaid population while meeting and exceeding federal requirements and State 


contract standards. The report will note developing trends in healthcare quality by 


highlighting notable achievements throughout the year and tracking areas of 


concern and the solutions, if resolved, or steps taken to ameliorate the situations, 


if not resolved. The report will also include a brief discussion of activities planned 


for the upcoming year and potential changes to the work plan and is organized to 


share information in a variety of areas including: 
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 Methodology: The Methodology section will include the objectives of the EQR 


and our approach to collecting data, sampling plans and other pertinent 


information; the type of information gathered; an overview of the CMS EQR 


Protocols relevant for the various activities; how data was accessed 


(administrative interviews, desk reviews, chart reviews, research) and whether 


it was on-site or offsite; and the types of tools utilized for the different portions 


of the review. Compliance and ISCA data collection information PIP and PM 


validation information will be summarized here, in the relevant sections of the 


report and will include a description of the scoring system for the PIP, PM and 


compliance review (see below).  


 Executive Summary: This 5–8 page stand-a-lone summary is a condensed 


version of EQR activities conducted, methodologies used, findings, 


recommendations and general themes of strengths and opportunities. We 


have found that our clients appreciate this condensed summary and find it 


useful for messaging Medicaid Leadership, the Department Secretary and 


other key stakeholders. We are happy to work with DHCFP to incorporate this 


approach into our Annual Technical Report. 


 Strengths and Opportunities: This section describes the strengths and 


opportunities of each MCO, the DBA/PAHP and the CMO regarding the quality 


of, access to and timeliness of services that are detailed in the review areas of 


the report. This section looks at individual entities and identifies themes 


across the system of care.  


 PIP Validation: PIP validation results will be displayed in tables and graphs 


and will include a summary assessment of findings and recommendations for 


improvement, as well as actions taken as a result of the prior year’s 


recommendations. The PIP summary will note trends gathered from the data 


when possible. 


 PM Validation: The PM validation section will include the background of the 


process, PMs that were validated and the methodology of the review process. 


Results will be displayed in tables and graphs and include summary 


assessment of findings and recommendations for improvement, and actions 


taken as a result of the prior year’s recommendations. Validation protocols will 


be included in the specific PM reports. 


 Compliance and ISCA: Performance consistent with CMS managed care 


regulations and State contract standards will be evaluated in accordance to 


the QAPIS schedule for review for the MCOs and the overall assessment of the 


DBA/PAHP and CMO entities. Conclusions as to the overall quality of care and 


recommendations for improvement, and actions taken as a result of the prior 


year’s recommendations are incorporated. These recommendations 


encompass potential updates to the goals and objectives in the State’s QAPIS 
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to further align and support improvements and innovations in the quality, 


access and timeliness of healthcare services. 


 Corrective Action: The corrective action review will be derived from the prior 


Annual Report and detail how the MCOs and DBA/PAHP responded to the EQR 


recommendation and implemented corrective actions; what activities were 


undertaken, which initiatives were begun, any program changes that were 


made, process improvements that were initiated. If any outstanding corrective 


actions exist from prior EQRs, these will also be noted in the report. Mercer 


will assess how successfully each MCO has addressed Mercer’s corrective 


action recommendations from the previous year’s reviews when applicable. 


 A section of the report will be dedicated to addressing the summarized 


findings for Mercer’s assessment of DHCFP’s implementation of the QAPIS 


and will contain progress updates in the Performance Tracking Tool. 


 


R E P O R T  R E V I E W  


Mercer’s typical approach to finalize the Annual Technical Report includes key 


milestones that consider DHCFP’s review of the report for errors and omissions, 


and submission of the Report to the MCOs and the DBA/PAHP, as appropriate, to 


capture their review of the report for errors and omissions. Once all approved 


entities have reviewed the report, Mercer will finalize it. When recommendations 


for revision are not accepted by Mercer, we will respond, in writing with the list of 


rejected revisions and the reason for the rejection. Through this iterative process 


we believe the most accurate report is produced while still meeting the CMS 


requirements governing the extent to which EQR reports can be revised found at 


438.364(b). We are happy to amend our approach to meet the needs of DHCFP. 


 


R E P O R T  F I N A L I Z A T I O N  


Mercer’s Technical Report will be compliant with all the CMS requirements found 


at 42 CFR 438.364 and presented in a format approved by DHCFP, formatted in 


accordance with information requirements found at 438.10(d) and ready for 


posting to the State website, should DHCFP require such formatting. Mercer 


agrees to produce the report in accordance with the agreed upon work plan and 


timeline and certifies that the final approved will be delivered to DHCFP to ensure 


that you can meet the April 30 due date imposed by CMS. 


 


In addition, Mercer recognizes the need for the Technical Report to be shared with 


the public and evaluates the content and language to meet this need. The 


Technical Report will integrate and summarize information from each MCO and 


the DBA/PAHP and will include comparisons across MCOs and any themes 


identified across the care delivery system.  
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The final work product will be produced in formats preferred by the State and 


Mercer will provide one electronic Microsoft® Word and one electronic Adobe PDF 


version of the final Annual Technical Report along with three (3) hardcopies of the 


report. We will work with Mercer’s in-house production services to create the 


hardcopy report to your specifications from report binding style, color options 


and paper to choice of front/back covers – we can produce any type of hard copy 


report you desire.  


 


Mercer can also work with DHCFP to address the need of developing printed 


copies, and formats that are accessible to persons with sensory disabilities, 


including large print, and compliant with Section 508 of the Rehabilitation Act 


requirements. The Mercer team understands many States and stakeholder’s have 


expectations for Section 508 compliance and we acknowledge expectations within 


the Final Rule for accessibility of beneficiary information. The Mercer team has 


built relationships with partner companies to ensure our team is prepared to 


generate reports accessible to individuals with sensory disabilities, if requested. 


For example, a likely partner, Word Wizards, Inc. uses advanced technology and 


methods to offer premium Section 508 accessibility remediation services. Their 


experts specialize in Section 508 remediation solutions for a variety of types of 


digital media. Their philosophy is to make the extra effort to ensure that the 


remediation process yields media that is comprehensible to the end user and “. . . 


believe that accessibility goes beyond compliance. Accessibility is about real 


people who deserve a fair playing field.”  


 
2.1.4 Conduct a compliance review evaluating the effectiveness of the quality strategy within 


the previous 3 years. This review will be broken out in sections to be reviewed annually. 
 


C O M P L I A N C E  R E V I E W  A P P R O A C H  


Mercer will utilize the CMS “Protocol 1: Assessment of Compliance with Medicaid 


Managed Care Regulations” Version 2.0, September 2012 and Mercer’s tools that are 


based on the CMS Attachments A–D that support compliance review activities” and the 


CMS Protocol Appendix V, “Information Systems Capabilities Assessment”, for ISCA 


activities but enhanced to improve functionality, utility, data display and reporting. The 


protocol is built to execute three activities. Activity 1 is Pre-onsite Activities, Activity 2 is 


On-site Activities, and Activity 3 is Post-on-site Activities consistent with CMS protocols 


for validating PMs.  


 


To adhere to the CMS protocol Mercer will follow the basic “EQR Arrow” depicted below: 
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Mercer understands that Nevada currently approaches the compliance review in a 


three-year cycle that parses annual review areas into subject matter sections. For each of 


these areas, as a component of the annual compliance reviews, Mercer will evaluate the 


progress toward to QAPIS goals aligned with that years’ EQRO review areas and support 


updates to the QMS where appropriate. In addition, Mercer can provide feedback on 


potential changes to support your quality improvement goals. To support the QMS 


annual updates, Mercer will provide a summary of strengths and opportunities based on 


the annual review of the MCOs, DBA/PAHP, and CMO within the program. The upcoming 


review cycle would be as follows: 


 


 
 


Mercer’s approach to compliance reviews offers Nevada over a decade of experience 


through, which we identified best practices and developed state-of-the-art tools to aid in 


the efficiency and effectiveness of our approach. This includes our proprietary electronic 


•Credentialing and Recredentialing 


•Availability and Accessibility of Services 


•Provider Dispute and Complaint Resolution 


•Provider Information 


2018 


•Member Rights and Responsibilities 


•Member Information 


•Continuity and Coordination of Care 


•Grievance and Appeals 


•Coverage and Authorization of Services 


2019 


•Internal Quality Assurance Program 


•Cultural Competency Program 


•Confidentiality and Recordkeeping 


•Enrollment and Disenrollment 


•Program Integrity 


2020 
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tool that houses a framework for all review areas and elements to be evaluated and 


includes findings of the desk review and on-site interviews and assigns a compliance 


designation (i.e., met, partially met, not met). Our tool improves 


efficiency in report development and provides a historical database to 


compare year-over-year findings, recommendation and corrective 


actions. At the end of the day, there is no process or tool that can 


replace the value of the individual subject matter expertise that our 


consultants bring to the table. Our extensive experience, tools, and 


subject matter expertise truly distinguish us from our competitors.  


In preparing for this activity, Mercer will meet with DHCFP to discuss changes to 


program requirements and/or contractual requirements. This will include exploring 


specific issues of concern for the sections to be reviewed in the current review cycle and 


your priorities for the year. 


 


Step 1: RFI: Mercer will develop a detailed RFI tailored to the MCOs and the, DBA/PAHP 


or CMO being reviewed and the areas targeted for review and validation. Through our 


past experiences, we have determined that a combined data request makes it 


significantly less cumbersome for an MCO to respond and collect the necessary 


information in a timely and efficient manner.  


 


In general, the compliance RFI requests detailed information required in order to evaluate 


the targeted review areas, including but not limited to: 


 


 Organizational charts, staffing ratios, and caseloads. 


 Training and education plans for staff, members and providers. 


 Policies, procedures, and desktop aides. 


 Program descriptions, annual evaluations, and work plans. 


 Examples of management information reports used in day-to-day activities. 


 Call scripts. 


 Member Handbook, Provider Directory, and website uniform resource locator. 


 Provider Manual and payment dispute resolution procedures. 


 Grievance and appeal information. 


 Delegation oversight tools, reports, and audit results. 


 Pharmacy benefit manager information and integration protocols. 


 Quality Committee structure, associated meeting minutes, and agendas. 


 


In addition, a separate RFI targeting claims and IS will be developed as part of the ISCA 


evaluation. Mercer develops separate RFIs as we have found that different internal staff 


complete these documents and this approach streamlines the process and provides 


additional efficiency. The purpose of the ISCA review is to evaluate the collection and 
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processing of data by the MCOs and DBA/PAHP and documentation requested will 


include but isn’t limited to information such as: 


 Business continuity plans, data back up, and data breach procedures. 


 Organizational charts, staffing levels, and staff productivity requirements. 


 System architecture, workflows, and data integration pathways. 


 Claims edits and claims audits. 


 Procedures to capture, control, and validate vendor and delegate data. 


 Encounter submission processes. 


 


In addition, Mercer will work with DHCFP to identify appropriate files for review such as: 


Care Coordination/Care Management, Provider Credentialing and Provider Termination 


Files, Appeals and Grievance files, claims files. Mercer has found a file review in these 


areas provides significant detail into the operational compliance with managed care and 


contract standards and requirements. To support our file review process we develop 


detailed file review layouts in excel that each MCO and the DBA/PAHP would populate 


and submit. From these submissions Mercer would select a random sample of 30 files. 


We use a modified NCQA 8/30 file review approach. 


Mercer will employ the MercerConnect® site to support within-team and between-team 


project efficiencies and to support the streamlined and confidential submission of all 


review documentation. 


 


Step 2: Desk Review 


For the desk review, Mercer reviews all available MCO, DBA/PAHP, or CMO and program 


data, submitted documents (manuals, policies and procedures, flow charts), and the 


updated CAP to evaluate the progress toward resolving corrective action items, 


identification of new issues, and to evaluate maintenance of effort for closed or “met” 


items.  


Our EQR review team utilizes our proprietary on-line tool to evaluate information 


submitted against defined standards and metrics that are consistent with BBA 


requirements and modified to include any Nevada specific requirements. Our SME in 


each area complete their evaluations and once evaluations are complete our EQR team 


meets internally to review findings and identify items of concern requiring  


cross-collaboration and follow up. For example our pharmacy SME may discuss the 


process of adjudicating pharmacy denials and issuing appeals with the grievance and 


appeals SME. Through this discussion they may identify the need to ask additional 


questions on-site about how pharmacy appeal decisions are documented and denial 


letters issued to ensure consistency in medical and pharmacy denial processing. At the 


conclusion of our desk review our team is fully prepared and had developed on-site 


interview questions. When this is complete we schedule a meeting with DHCFP staff to 


present preliminary findings and discuss concerns or areas of emphasis that may be 







E X T E R N A L  Q U A L I T Y  R E V I E W  
O R G A N I Z A T I O N  ( E Q R O )  
R E Q U E S T  F O R  P R O P O S A L :  3 4 9 1  


N E V A D A  D E P A R T M E N T  O F  H E A L T H   


A N D  H U M A N  S E R I V C E S  


D I V I S I O N  O F  H E A L T H  C A R E  F I N A N C I N G  A N D  


P O L I C Y  


 


M E R C E R  1 0 5  


required during the on-site. This allows for collaboration and deeper understanding 


between the Mercer EQR team and DHCFP.  


 


Step 3: Onsite Review  


Mercer has found that a cross-functional team of reviewers with a strong understanding 


of each functional area greatly enhances the review process, as well as the review 


recommendations. We anticipate that our review team will be accompanied by 


appropriate DHCFP staff responsible for MCO, DBA/PAHP or CMO oversight and 


monitoring. The review will begin with a combined introduction with appropriate vendor 


staff after which the interviews with identified staff will begin. Staff interviews will be 


conducted during the on-site reviews to assess the compliance, accuracy, and efficiency 


of clinical management, operational management, financial reporting, claims processing, 


and program integrity operations of the MCOs, DBA/PAHP, or CMO and adherence to 


state, federal and contract requirements.  


Transferring knowledge and enhancing internal skills are often a part of a state’s 


ongoing oversight and monitoring goals. To this end, Mercer welcomes the involvement 


of DHCFP staff in the desk review and interview process. 


Interviews maybe conducted in groups with each vendor’s cross-functional staff member 


representation as appropriate so that information can be gathered in a time efficient and 


instructive manner for all participants. The interviews will be focused so that the 


knowledge gained supplements and verifies what was learned during the desk review, 


particularly regarding compliance with regulations and DHCFP focus areas.  


The on-site review will begin with introductions, an explanation of the purpose of the 


review, and an opportunity for the vendor to highlight accomplishments and challenges 


during the previous year. Afterward, the interviewers will break off into different tracks 


and separately interview staff as validation of the desk review material for compliance, 


ISCA, PIP, and PM activities. 


Mercer will team with DHCFP staff to perform the staff interviews to assess compliance 


in day-to-day operations. At the on-site review, Mercer and AMA staff will interview 


senior management of the MCOs. DBA/PAHP or CMO to determine the effectiveness of 


the administrative functions, including provider contracting, member services, utilization 


management, medical directors, care management and care coordination, financial 


management, reporting, claims processing, IT, and program integrity to measure 


compliance, efficiency, and accuracy; and to complete an overall assessment of 


business operations. Mercer suggests conducting interviews and ISCA reviews at the 


same time as part of the comprehensive EQR process to gain a full view of operations 


and business practices and to reduce the burden on the MCOs, DBA/PAHP, CMO, and 


DHCFP staff.  
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Mercer recommends closing the on-site review with an exit conference to give high-level 


feedback on findings, to address issues that remain open, and to lay out the timeline for 


the report and next steps. While Mercer understands that formal corrective action may be 


required, Mercer leverages the site visit and exit conference to present review findings as 


opportunities to collaborate with the DHCFP and other system stakeholders towards 


continuous improvement of the system of care.  


Interviews will be conducted with the following personnel, based on the established 


DHCFP review cycle and at a minimum: 


 Administration: Chief Executive Officer, Chief Operating Officer or Vice-President, 


Chief Financial Officer, Compliance/Program Integrity Officer.  


 Clinical Management: Medical Director(s), Directors/Managers of Quality 


Management, Utilization Management, Care Management, and Care Coordination. 


Select staff of each of these areas will also be interviewed. 


 Operational Management: Directors/Managers of Marketing, Member Services, and 


Provider Services. 


 Information Systems: Directors/Managers of Information/Data Management and 


Claims Management. 


 


Additional staff will be interviewed based upon the review priorities. 


 


Mercer’s review will include an evaluation of IS capacity; data audits; screening of data 


for completeness, logic, and consistency; data use within health plans; and results of 


independent assessments. It captures MCO, DBA/PAHP, or CMO data relating to IS 


structure and usage, and identifies any issues surrounding data capture, analysis, and 


reporting. Mercer recommends that the ISCA review take place at the same time as the 


compliance review. 


It is important to note that, at times, the on-site review identifies area gaps in materials 


submitted by the MCO, DBA/PAHP, or CMO to demonstrate compliance. Mercer may 


request these materials be submitted immediately following the on-site review to finalize 


the evaluation against requirements.  


 


Step 4: Analysis 


Following the on-site reviews, Mercer will evaluate any additional follow up information 


submitted. Mercer will re-evaluate any previously partially-met or not-met items from the 


desk review and issue a final score for each metric. This final scoring will feed the 


technical reports and allow for comparisons across MCOs and identify strengths and 


opportunities for each entity.  
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Step 5: Report and Corrective Action Plans 


Compliant with CFR 438.364, Mercer will provide DHCFP with a summary EQR Technical 


Report summarizing the findings for all entities reviewed. Mercer’s Technical Report will 


be compliant with CMS requirements and in a format DHCFP can post to their State 


website. Detailed information about the Annual EQR Quality Review Technical Report 


can be found in our response to Section 2.1.3.6.  


 
2.1.5 Technical Assistance and Optional Activities  


 
The vendor may be required to provide technical assistance and/or optional activities 
described in 42 CFR 438.58(c) or comparable activities that assess the quality or 
utilization of services in the fee-for-service program to DHCFP and the participating 
MCOs, PAHP, and CMO during the contract period. The specific nature of the technical 
assistance will be defined on a case-by-case basis, but at a minimum, may include 
educational sessions to enhance the use of EQR results, identification of healthcare 
trends or “best practices” in performance measures or quality improvement activities; 
providing clinical consultation and/or expertise; and conducting evaluations of healthcare 
initiatives. Optional activities described in 42 CFR 438.358(c) may include:    
 
2.1.5.1 Nevada Medicaid FFS population activities such as: 


 
A. Clinical focused studies;  
 
B. Healthcare Effectiveness Data and Information Set (HEDIS®) or HEDIS 


like calculations and audits;         
 
C. Encounter data validation and omission studies; and  
 
D. Consumer Assessment of Healthcare Providers and Systems (CAHPS®) 


surveys.  
 


Mercer’s team can provide technical assistance to support any of the mandatory 


or optional activities encompassed under this scope of work. All of our technical 


assistance is targeted to meet the audience where they are and to bring them 


along to a place of understanding. It has been our experience over the years that 


turn-over of key staff within managed care entities and other vendors often results 


in a drain of organizational knowledge and understanding. While one of our goals 


when performing compliance reviews is to assess the systems in place to guard 


against this “brain drain” we recognize that there are occasions where 


reinforcement and on-going collaboration and technical assistance are necessary 


in order to create the right environment for continued success. Technical 


assistance is also a critical tool when introducing new requirements, processes, 


and/or populations. In this environment technical assistance acts more as real-
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time training and education for vendors to quickly operationalize new aspects of 


program operations. 


 


Our approach to hosting technical assistance sessions is to engage proven 


learning retention strategies to ensure that the state and its vendors get the most 


value from the resources spent. These strategies include information-chunking, 


this approach provides information in bite sized, digestible pieces and then we 


weave these pieces into a story or we develop hands-on exercises so that 


participants can apply and work with their new knowledge. Examples of stories 


and exercises include the use of scenarios, break-out sessions where a smaller 


group must work on applying the new knowledge or homework assignments. In 


the latter example we developed a series of technical assistance trainings aimed 


at integrating rapid-cycle process methods into PIPs. Each session included an 


hour of training followed by a homework assignment, over a series 


of several days we provided chunks of information that built on the 


previous day and asked the participants to go back and apply the 


knowledge to their PIPs. We then reviewed the PIP submissions 


(the homework assignments) and provided refocusing and 


reinforcement of prior trainings. This was a highly successful 


approach to engage various levels of staff and create a safe and 


effective learning environment. 


 


All of our technical assistance materials are developed and presented so that the 


target audience can use the documentation and maintain a training binder. We 


have also recorded training sessions and created YouTube videos as a method to 


support maintenance of organizational knowledge.  


 


C L I N I C A L  F O C U S E D  S T U D I E S  


Should DHCFP wish to implement a clinical focused study for its FFS population, 


Mercer would apply the CMS protocol 8 for Conducting Focused Studies of 


Healthcare Quality. See additional description of Mercer’s expertise and approach 


to clinical focused studies in Section 2.1.2.5. 


 


Mercer has conducted multiple focused studies within FFS populations, including 


assessing inappropriate emergency room utilization in Oklahoma, assessing 


outcomes between managed care and FFS disease management programs in 


Texas and analyzing utilization patterns during Connecticut’s transition from 


managed care to an administrative service model. 
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C A L C U L A T I O N  A N D  V A L I D A T I O N  O F  P E R F O R M A N C E  


M E A S U R E S  


Mercer can provide both calculation and validation of PMs across any population 


or program. These activities if selected would utilize the CMS protocols 2 and 6 for 


the Validation and Calculation of Performance Measures respectively. See 


additional description of Mercer’s expertise and approach to calculation and 


validation of PMs in Sections 2.1.2.3 and 2.1.3, respectively. 


 


E N C O U N T E R  D A T A  V A L I D A T I O N  


Mercer takes in over a billion lines of claims and encounter data annually. We use 


this data primarily to set managed care capitation rates and FFS fee-schedules; 


we consider EDV a core competency of our daily work.  


 


All EDV activities will follow the CMS Protocol 4: “Validation of Encounter Data 


Reported by the MCO” and will include an ISCA, conducted within the last three 


years, as the foundation from which to initiate the validation process. Given that 


Mercer is not the DHCFP’s actuary, all EDV 


activities would need to include time to 


address the data intake and loading process. 


This process includes volume charts of 


encounter data, diagnoses population and 


validation, and field frequencies.  


 


Below is a high-level overview of Mercer’s Data Validation Process.  


Review State Requirements (Intake/Load Process): 


 


 Data Dictionary/File Layouts — Mercer obtains file layouts and data 


dictionaries to guarantee a thorough understanding of the data contents.  


 Review of encounter/claims submission guides. 


 Control Total Verification — It is vital that all data are collected and properly 


transmitted. As part of all file loads, Mercer requires control totals be sent with 


the data to ensure all data has been successfully transmitted and loaded. 


 Field Check — All files are checked to make sure all fields requested are 


included in the files. 


 Interviews with DHCFP and/or MMIS staff as necessary. 


 


Data Analysis/Validation Process includes but is not limited to the following: 


 


 Referential Integrity — Procedures are performed to ensure files can be joined 


for analysis. Common verifications are that header and detail records can be 


linked, claims match eligibility, and claims match provider files. Strong 


referential integrity is critical for all projects to ensure no data loss.  


We are very skilled at 
detecting potential data 
issues and working with 
states and plans to identify 
promising solutions.  
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 Valid Values — National standard fields are checked to ensure they contain 


valid values. These fields include ICD 9/ICD 10 codes, CPT codes, HCPCS, 


revenue codes and national drug codes.  


 Missing Values — Records are checked to identify unpopulated fields, as well 


as the corresponding percent of total records this represents. This is done for 


each field in the data. This provides an overview of the completeness of the 


data.  


 Duplicates — Data are run through processes to identify possible duplicate 


payments/claims for the same service. In order to perform a project that 


utilizes claims data, the information must be as accurate as possible. Having 


additional claims/services in the data that do not belong can introduce bias in 


downstream analysis.  


 Micro Analyses — Mercer conducts an evaluation of encounter data by 


category of service. The measures used to evaluate the completeness of 


encounter data include:  


- Utilization rate per 1,000 members per month 


- Average number of encounters per enrollee 


- Percentage of enrollees that received services 


- Average cost per recipient 


- Average cost per encounter 


- Average cost per user 


- Total number of submitted diagnoses 


- Total number of valid diagnoses 


- Percent of encounters with one, two, three, or more diagnoses 


 Encounter to Cost Report Comparison — A comparison of provider payment 


amounts contained in encounter data with medical expenses reported on the 


MCO’s financials is performed. The comparison is preceded by adjustments to 


the data to reflect sub capitation amounts, incurred but not reported claims, 


settlements, risk pools, risk sharing, reinsurance and any other items that are 


reflected in the MCO’s financials but are not included in the encounter data line 


items. 


 


Upon completing each of these validation reports for each applicable data file, 


Mercer will review the results to determine if there are any data problems or 


issues that need to be discussed with the client and will make any appropriate 


data corrections based on these conversations.  
 


Medical Record Review: 


Should the data quality support a medical record review, Mercer would work with 


DHCFP to identify claim types and/or populations of interest from which to select 


medical records for review. Mercer will work with DHCFP to create the sampling 
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frame and the data abstraction tool. Mercer has three certified coders on-staff and 


a host of clinical resources adept at performing medical record review.  


 


C A H P S  S U R V E Y S  


Should DHCFP wish to implement a FFS CAHPS survey or a statewide survey of 


all Nevada Medicaid and Nevada Check Up populations we will work with our 


NCQA Certified CAHPS vendor NORC to administer the survey in accordance with 


CMS protocol 5: Validation and Implementation of Surveys and NCQA 


requirements for CAHPS administration. Additional information about our vendor 


NORC can be found at Section 2.2.7. 


 
2.1.5.2 Nevada Medicaid Care Coordination program activities such as: 


 
A. A comprehensive on-site contract compliance audit of DHCFP’s Care 


Coordination Vendor.   
 
B. Validation of up to 5 Performance Measures for DHCFP’s CMO Vendor. 


The EQRO will conduct the Validation of Performance Measures review 
in compliance with the CMS Protocol, Validating Performance 
Measures. 


 


C O M P R E H E N S I V E  C O M P L I A N C E  A U D I T  


Our consultants have significant experience conducting contract compliance 


audits and operational efficiency reviews specific to behavioral health or physical 


health contracts, integrated physical and behavioral health models, health home 


models and LTSS entities, including Programs 


of All-Inclusive Care for the Elderly (PACE) and 


Community Based Organizations (CBOs). 


Populations included under these reviews have 


encompassed standard TANF populations to 


more complex populations such as aged, 


disabled, dual eligible, and other special needs groups including those with 


chronic conditions. Many of the program design elements in these reviews have 


included complex systems of care like New York’s HARPs. The HARPs provide 


specialty behavioral health services for individuals with serious and persistent 


mental illness through the State’s managed care delivery system, under 1915(i) 


waiver authority using the State’s health home program which emphasizes the 


use of health home CBO providers. We have also worked with Massachusetts to 


assess its PACE provider and evaluated Texas’ Medicaid Wellness Program 


administered by McKesson. These reviews leverage the CMS protocols for 


Assessing Compliance and conducting ISCA. We believe that the approach to 


these reviews, as outlined in the protocols, provides a best in class approach to 


conducting reviews, regardless of whether the review is targeted at a managed 


Mercer can help you assess 


if you are getting the value 


expected from your 


vendors. 


. 
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care entity or FFS contractor. We perform extensive review of the contract that 


governs the relationship, in this instance between DHCFP and its CMO vendor and 


adjust our Request for Information to specifically target those areas identified 


under contract. We then adapt our desk review and on-site review tools to ensure 


that we address all aspects of contract compliance. As requested by DHCFP we 


can modify our record review tools to address contract specific standards that 


may be different from standards required under federal regulations for managed 


care. 


 


Years of experience have allowed us to develop best practices and state-of-the-art 


tools to aid in the efficiency and effectiveness of our approach. However, at the 


end of the day, there is no process or tool that can replace the value of the 


individual subject matter expertise that our consultants bring to the table. Our 


extensive experience, tools and subject matter expertise truly distinguish us from 


our competitors. Our vision for approaching these types of reviews is to be your 


trusted advisor. We believe that when your CMO vendor is successful, your 


members receive the best possible care and services and DHCFP receives the 


value it deserves for the rate it pays.  


 


P E R F O R M A N C E  M E A S U R E  V A L I D A T I O N  


Mercer is prepared to validate up to five (5) CMO specific PMs. We will follow the 


same approach as outlined in our response to 2.1.3.1 and 2.1.3.2. We recognize 


that the measures selected may not be HEDIS measures and that they could 


represent HEDIS-like measures or some other measure steward. We have a wealth 


of experience in validating all types of PMs and consider it a core competency of 


our EQR work. In addition to HEDIS and HEDIS-like measure, we currently validate 


other measure stewards including those contained within the Medicaid Adult and 


Child core measurement sets, and the Agency for Healthcare Research and 


Quality Quality Indicator and Pediatric Quality Indicator measurement sets. 


When validating PMs across vendors and populations our goal is to standardize 


the approach to the extent possible in order to analyze results, identify findings 


and make recommendations that are consistent across the program and can be 


extrapolated to the broader Nevada Medicaid and Nevada Check Up programs. 


All PM validations must include an ISCA as a precursor to measure validation. The 


ISCA must have been completed within the last three years in order to be 


considered valid. Additionally, significant changes in the vendor’s IS platform 


within the three-year period signals the need to conduct an interim evaluation 


aimed at assessing any impacts as a result of the system changes. If requested to 


perform this activity we will work with DHCFP and its CMO vendor to identify the 
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last ISCA data and determine if any interim updates to system platforms have 


occurred to determine whether a full or interim ISCA must be completed prior to 


the measure validation.  


2.1.5.3 The awarded vendor may be asked to assist with the development and/or 
implementation of the Medicaid managed care quality rating system within 3 
years of the date of the final notice in the FEDERAL REGISTER by: 


 
A. Adopting the Quality Rating System developed by CMS, in consultation 


with States and other stakeholders and after providing public notice and 
opportunity to comment, will identify performance measures and a 
methodology for a Medicaid managed care quality rating system that 
aligns with the summary indicators of the qualified health plan quality 
rating system; or  


 
B. Adopting an alternative Medicaid managed care rating system approved 


by CMS that utilizes different performance measures or applies a different 
methodology as long as the ratings generated by the alternative rating 
system yield information regarding the MCOs, and PAHP performance is 
substantially comparable to that yielded by the system developed by CMS. 


 


As proposed by CMS the Medicaid and CHIP QRS will include three (3) summary 


indicators consistent with those found on the Marketplace QRS which include the 


following: 


 Clinical Quality Measurement 


 Member Experience 


 Plan Efficiency, Affordability, and Management 


 


However, CMS has signaled its intent to allow states autonomy and flexibility to 


adopt different measures under each of the summary indicators. We would 


anticipate DHCFPs interest to develop a QRS consistent with the look and feel of 


the Nevada Health Link marketplace while considering the populations served 


under the Nevada Medicaid and Nevada Check Up programs.  


 


Mercer can provide consultation, technical assistance, PM calculation, and 


measure reporting services to support this task, should DHCFP request this 


optional task. 


Our experience providing PM consultation and technical assistance includes: 


 


 Research to support measure selection. 


 Identification of measures. 


 Stakeholder presentation and support for question and answer sessions. 
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 Development of measure specifications. 


 


Research to support measure selection is a vital part of the process and ensures 


that what is measured matters. Our experience is that many states make what they 


measure matter – which leads to incorrect assumptions around results and 


findings and can lead to lack of confidence and buy-in from stakeholders. 


 


While it is anticipated that CMS and DHCFP would prefer the use of nationally 


recognized measures such as those represented in HEDIS and/or the CMS Adult 


and Child Core Measures, there is flexibility to develop state specific measures. 


Mercer always encourages states to use measures that are nationally recognized 


and/or National Quality Forum endorsed; this ensures the appropriate rigor in 


measure development and general consensus on measure validity. 


 


Mercer can assist in presentation of measures to stakeholders through a number 


of mechanisms including preparing “mock-ups” of the QRS display and modeling 


of QRS results across the MCOs. We believe it is imperative that results of any 


QRS approach be modeled in advance to determine whether QRS rating will result 


in confusion or lead to “negative” press regarding the results.  


Should DHCFP request Mercer’s assistance in the calculation of QRS PMs we will 


use the CMS EQR protocol 6: Calculation of Performance Measures and 


associated worksheets to define the measure specifications. In the event that the 


QRS uses HEDIS measures, Mercer will utilize the appropriate HEDIS measure 


technical specifications. We current have over 20 different HEDIS measures 


programmed for current clients and can easily program additional measures as 


needed. Should non-HEDIS measures be selected for inclusion, Mercer will 


develop the Measure specifications to include data elements such as: age, 


gender, continuous enrollment, index events, numerator, and denominator 


information, etc. Additional information as to the frequency, timing will also be 


captured to ensure all details of the measure is documented. This approach 


ensures transparency as well as, reliability and validity in PM calculations. Once 


measure calculations are complete Mercer will work with the appropriate DHCFP 


or other resource to share information in a format for easy upload and display. 


 
2.1.5.4 The awarded vendor may be asked to perform the following quality activities for 


a new Nevada Medicaid Aged Blind and Disabled (ABD) managed care 
expansion program. Tasks may include: 


 
A.  Provide consulting to DHCFP for ABD performance measures. The 


EQRO will identify/recommend new or revised performance measures 
applicable to the ABD population;  
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B.  Conduct an Information Systems (IS) Readiness Review on selected ABD 


MCO Vendors; and  
 
C.  Evaluate implementation of performance measures. 
 


Mercer has been partnering with states and other stakeholder organizations for 


over 30 years to support healthcare outcomes for low-income and the most 


vulnerable populations. Our team of diverse clinicians, policy leaders from 


Medicaid agencies, CMS, and Health Information Technology and Health 


Information Exchange bring a comprehensive review to the implementation of new 


membership. Confidence in knowing that at the start efficient administration of the 


expansion is what Mercer will offer.  


 


The goal to deliver quality healthcare is key to any program, within this goal is the 


objective to decrease costs while improving health outcomes. Performance 


measures allows for a consistent and objective oversight for quality of care. 


Mercer’s approach to the development of PMs within a program is to ask the right 


questions. What is driving the cost or lack of care for the population served? The 


identification of barriers that deny consumers access to care.  


 


The expansion of managed care for aged, blind and disabled (ABD) signals data is 


available. This population has been identified as having chronic and/or complex 


health issues. Gathering and analyzing the known health issues is a key 


beginning point. Mercer has experience providing the technical assistance to 


validate and analyze data to identify the areas of importance to this complex 


population by using the data available and partnering with the state agency to 


define the priorities that identify value of the MCO for the ABD membership. 


 


Mercer has provided technical assistance to various states in 


comparable engagements on the evaluation of PMs. Through our 


EQR contract in Delaware, we have assisted with the analysis and 


recommendations from this analysis on the measures identified. 


In New York and Pennsylvania, Mercer has provided technical 


assistance in the identification of members with high probability 


for preventive re-admissions, LANE emergency room visits and 


potentially preventable admissions. Mercer will provide technical 


assistance on the evaluation of the PMs and feedback for the MCO vendors.  


 


Completion of ISCAs and EDVs are both part of the work Mercer has completed 


through EQR and other contracts. Again, leveraging the expertise within Mercer to 


not only include those with Health Information Technology and Health Information 







E X T E R N A L  Q U A L I T Y  R E V I E W  
O R G A N I Z A T I O N  ( E Q R O )  
R E Q U E S T  F O R  P R O P O S A L :  3 4 9 1  


N E V A D A  D E P A R T M E N T  O F  H E A L T H   


A N D  H U M A N  S E R I V C E S  


D I V I S I O N  O F  H E A L T H  C A R E  F I N A N C I N G  A N D  


P O L I C Y  


 


M E R C E R  1 1 6  


Exchange experience but to also include those with clinical and operations 


experience brings front to back and back to front review of systems. Mercers 


experience in conducting IS readiness reviews include the detail needed for report 


specifications to be accurate and available.  


 
2.1.5.5 The awarded vendor may be asked to perform the following quality activities for 


expansion of Managed Care for the TANF/CHAP and CHIP populations into 
the rural counties.  The awarded vendor may be asked to provide consulting to 
DHCFP’s MCOs.  Tasks may include: 


 
A. Provide consulting for expansion performance measures applicable to the 


TANF/CHAP and CHIP populations;  
  
B. Conduct an Information Systems (IS) Readiness Review on selected 


expansion MCO Vendor(s);  
 
C. Provide technical assistance to the MCOs on the development of 


performance measures; and  
 
D. Conduct a HEDIS Compliance Audit or validate the measures using the 


CMS Validating Performance Measures protocol on the contracted 
MCOs. 


 


As noted above Mercer has extensive experience providing technical assistance 


for various Medicaid populations. Technical assistance for managed care of 


TANF/CHAP and CHIP populations would also begin by evaluating what is known 


about the population being served. In contrast with the ABD population, this 


population will have limited known healthcare needs. Therefore, information may 


want to be gathered via a health risk assessment or screening prior to the 


development of PMs. This would assist in ensuring that the measures are crucial 


to the population. In addition to the exploration of health needs, the consideration 


of accessibility in rural areas may be an area of assessment.  


 


Mercer has provided technical assistance with the development of quality 


services in rural areas. Delaware, Kansas, Arizona are three examples where the 


location of the membership and providers was crucial information to the 


development of a quality strategy. The focus of prevention, wellness and 


accessibility would be recommended starting points in evaluating the appropriate 


PMs for TANF/CHAP and CHIP. Mercer has designed performance-based incentive 


structures and PMs with technical specifications to establish accurate and 


consistent reporting across contractors in Delaware, District of Columbia, New 


Mexico, and Pennsylvania. Drawing on this experience and utilizing the specific 
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information on the state of Nevada’s identified quality strategy would guide the 


technical assistance for the MCOs development of PMs.  


 


The IS readiness review process and would be similar to what has been discussed 


above for the ABD expansion as Mercer would leverage our multi-level experience 


to ensure that compliance and readiness review tools accurately measure and 


report performance.   


 


Mercer’s experience with quality strategy includes interpreting and implementing 


nationally recognized PMs such as HEDIS, measures endorsed by the National 


Quality Forum, and CMS core set of adult and pediatric healthcare quality 


measures for Medicaid in Connecticut, Delaware, District of Columbia, New 


Jersey, New Mexico, and Pennsylvania. Mercer has provided technical assistance 


regarding which measures to prioritize and which measures to use for financial 


incentives. 


 
2.1.5.6 At the discretion of the DHCFP, the EQRO may be asked to provide additional 


technical assistance or consultative services related to EQR activities.  All 
requests for technical assistance or consultative services shall be transmitted in 
writing from the DHCFP to the EQRO.  Each request, at a minimum, will 
include the following: 


 
A. A description of the major functions, tasks, and activities required; 
 
B. The timeline/due date for any reports or identified deliverables; 
 
C. Specifications as to the medium and/or format of the desired deliverable; 
 
D. A listing of the EQRO's project requirements; and 
 
E. Any other instructions, definitions, specifications, requirements, 


outcomes, tangible items, or projects expected. 
 


The EQRO will submit to the DHCFP, for approval, its cost proposal for 
completing the technical assistance or consultative project according to the 
scope of work detailed in the DHCFP's request. 


 


Mercer understands and will comply with the terms and conditions as set forth in this 


Request for Proposal (RFP). 


 


2.2  QUALIFICATIONS OF EXTERNAL QUALITY REVIEW ORGANIZATIONS 


 
2.2.1 The vendor and all subcontractors must meet all requirements of 42 CFR 438.354 and 


the mandatory DHCFP contract requirements as follows:  







E X T E R N A L  Q U A L I T Y  R E V I E W  
O R G A N I Z A T I O N  ( E Q R O )  
R E Q U E S T  F O R  P R O P O S A L :  3 4 9 1  


N E V A D A  D E P A R T M E N T  O F  H E A L T H   


A N D  H U M A N  S E R I V C E S  


D I V I S I O N  O F  H E A L T H  C A R E  F I N A N C I N G  A N D  


P O L I C Y  


 


M E R C E R  1 1 8  


 


Mercer’s qualifications as an EQRO extend beyond the standard competence and 


independence requirements set forth at 42 CFR 438.354 and the mandatory 


DHCFP contract requirements; when leveraged or desired by our state clients, we 


can provide Medicaid program design, policy guidance, and quality improvement 


support that is not typical of our competitors.  


 


Mercer exceeds EQRO federal regulation 


competency requirements. We have been 


providing EQR and EQR-like services for over 


14 years to several states including Arizona, 


Connecticut, Delaware, District of Columbia, 


Kansas, Louisiana, Minnesota, North Carolina, 


and Virginia. In addition to our competence as an EQRO, the additional value we 


bring to DHCFP is our knowledge of and participation in the transformation of 


other Medicaid managed care programs, an understanding of where they are 


going, and ongoing participation in current advancements for quality 


improvement and VBP strategies.  


 


Mercer differs from our competitors in that Mercer’s Government Health Services 


Consulting specialty practice is primarily dedicated to providing services to 


government healthcare purchasers. We are a full service Medicaid consulting firm 


that, for the past 30 years, has been dedicated to assisting over 35 states to 


design, implement, monitor, and evaluate Medicaid programs.  


 


Throughout our entire response, we have endeavored to describe and highlight 


our breadth and depth of experience to assure you that Mercer has more than 


demonstrated our competency and experience to be your EQRO going forward. 


We are eager and excited about the opportunity to bring fresh ideas, new 


perspectives and lessons learned from other state Medicaid programs to the 


betterment of Nevada and your important programs. 


 
2.2.1.1 The vendor must have staff with demonstrated experience, knowledge and 


skills of:  
   


A.  Medicaid recipients, policies, data systems, and processes;  


 


Medicaid Recipients: 


As noted in the Nevada Medicaid Delivery Model Recommendation Report,  


January 3, 2017 draft, themes from stakeholders included difficulty “navigating 


the system” and “customer service and communication.” Healthcare is complex 


and resources are scarce which is why we believe that understanding “the face” 


Mercer is an extremely 


competent EQRO and we have 


been providing EQR and EQR-


like services for over 14 years 
to more than nine states. 
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of the Medicaid population is critical for developing sound policy guidance, 


allocating resources, analyzing the impact of interventions and ultimately – for 


improving the system, driving and sustaining year-over-year results. Our team of 


EQR consultants is well versed in the different populations that may be 


encompassed under a single Medicaid program and we use that knowledge to 


collaborate with our clients and their vendors to ensure that resources spent to 


improve the quality, access and timeliness of services result in the best possible 


member and provider experience and improved health outcomes. 


 


Our consultants have conducted EQR activities in Delaware that directly impact 


the lives of Medicaid recipients. As an active participant on Delaware’s Quality 


Improvement Initiatives Task Force we have helped to improve information 


exchange and to reduce fragmentation through conducting PIPs, assisting in the 


development and refinement of the State’s Quality Strategy (held out by CMS as 


being an excellent example of a well written strategy), and engaging MCOs as key 


collaborators with other State organizations. We have worked with the Department 


of Health, Division of Substance Abuse and Mental Health and the Department of 


Services for Children, Youth and Families. These collaborative efforts have led to 


improved coordination of services for foster children, improved service arrays 


and service coordination for individuals with persistent mental illness. The results 


of these efforts have been synergies across organizations which have focused on 


same/similar topics, including opioid prescribing practices, behavioral health 


integration and development of value based performance measurement 


approaches. In addition to our work with the Division of Medicaid & Medical 


Assistance, the Mercer team has worked with the Delaware Health Care 


Commission on their State Innovation Model including alternative payment 


arrangements, quality and cost benchmark efforts and public reporting and 


transparency. All of these efforts work toward accomplishing the state’s Quality 


Strategy goals and providing the best care to Medicaid recipients. 


 


In addition, our EQR clinicians, statisticians and data analysts have conducted 


multiple focused studies targeting client priority topics such as: Childhood 


Overweight and Obesity, Opioid Prescribing and Treatment Practices, 


Identification of Potential Over- and Under-Utilization of HCBS and Managed Care 


Network Access Compliance. The recommendations from these studies have 


helped to set policy, drive improved access and enhance the quality of services 


available to a state’s most vulnerable citizens. 


 


In addition to the improved clinical quality of services we have improved the 


access to and availability of service through our work analyzing the sufficiency 


and availability of critical provider types and services. For example, Mercer 


completed a geospatial analysis and produced heat maps of primary care 







E X T E R N A L  Q U A L I T Y  R E V I E W  
O R G A N I Z A T I O N  ( E Q R O )  
R E Q U E S T  F O R  P R O P O S A L :  3 4 9 1  


N E V A D A  D E P A R T M E N T  O F  H E A L T H   


A N D  H U M A N  S E R I V C E S  


D I V I S I O N  O F  H E A L T H  C A R E  F I N A N C I N G  A N D  


P O L I C Y  


 


M E R C E R  1 2 0  


availability and emergency department utilization for the Oklahoma Health Care 


Authority. In Arizona, Mercer conducted a network sufficiency evaluation of the 


priority mental health services (i.e., supported employment, supported housing, 


consumer operated services and assertive community treatment) to assess and 


estimate unmet needs and in Delaware our utilization and  


geo-spatial mapping analyses were used to develop the State’s network adequacy 


standards to support compliance with Final Rule.  


 


Medicaid Policies: 


Our policy and state operations group is 


an interdisciplinary team of consultants 


with broad knowledge and experience in 


Medicaid and CHIP rules for Medicaid 


managed care and how states and 


managed care plans design  


high-quality programs within these 


expectations.  


 


We understand the barriers and opportunities faced by those involved in systemic 


change. This team of consultants complements our talented team of EQRO 


consultants to address both issues of federal compliance and opportunities to 


leverage EQR to inform and drive policy. Our policy and operations group also 


actively supports our EQRO team and states on the emerging federal landscape 


as the federal rules for Medicaid managed care and quality oversight continue to 


evolve in the 2016 Final Rule, the Mental Health Parity rules, waiver terms and 


conditions, and now the pending new revisions to the managed care rules. Mercer 


often produces “Mercer Flash” notices of current events that we share with our 


clients and prospects as a complementary service. 


 


Our EQR consultants are actively engaged with a number of states to usher in the 


new quality landscape that emphasizes value over volume. We work with the 


National Committee for Quality Assurance (NCQA), the Center for Health Care 


Strategies (CHCS) and other quality focused organizations to develop and 


implement innovative models aimed at improving healthcare quality. We worked 


with New Jersey to operationalize their new quality measurement framework for 


nursing homes that will set the stage for a managed long term services and 


supports VBP model. Mercer facilitated the presentation of this work along with 


our partners from CMS, and Tennessee at the 2017 National Association for 


State’s United for Aging and Disabilities (NASUAD) fall conference. Our team 


currently is working to redesign New Jersey’s maternity kick payment model to 


integrate quality measures and outcomes into payment.  


 


With a cadre of former federal 
and state officials, Mercer 
brings unparalleled knowledge 
of how states can operate a 
high-quality Medicaid managed 
care program within the federal 
quality framework for managed 
care.  
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Our team was also intimately involved with Connecticut’s transition from a 


managed care environment to a provider focused model. This work was a 


testament to a true paradigm shift that required significant focus on quality 


measurement and monitoring. Connecticut’s experience with Mercer as an EQRO 


was one of the keys to our team’s continued participation even though the state 


moved away from managed care. 


 


Mercer’s expertise as a full service consulting firm highlights the sophistication of 


our knowledge pertaining to Medicaid data and data systems. Our knowledge 


extends beyond our own internal systems and includes specialty knowledge and 


expertise in the operation of State MMIS, integration of vendor systems (i.e., 


managed care, dental, pharmacy benefit managers, transportation etc.) and the 


impact of delegated relationships, benefit coordination and third-party liability 


have on the capture and control of critical 


claims and encounter information. This end-


to-end knowledge is critical to performing 


key EQR activities including conducting 


Information Systems Capabilities 


Assessments, Performance Measure 


Validation and EDV. This experience can be 


leveraged in FFS delivery models as well. 


 


Tools and Data Systems to Support any Analysis: 


To support the data management process, Mercer has invested in commercially 


recognizable and globally supported technology and tools to provide for the 


intake, validation, storage, analysis, and reporting of large claims and encounter 


data sets. Our information technology system configuration provides for 


scalability and expansion of both disk space and processing power, as needed, 


for data warehousing and other analytics. System backups allow for recoverability 


and business continuity, enabling stored data to be retrieved within hours. All 


application servers are connected to each other and to the mass storage device 


with gigabit fiber network connections.  


 


All analysis tools currently used support our open architecture and are open 


database connectivity compliant. Our technical platform assures a seamless 


interface between our systems and those of other parties including: 


 


 State Medicaid agencies. 


 MCOs. 


 State fiscal agents. 


 


Mercer has received data for 
more than 25 state agencies and 
takes in over a billion lines of 
claims and encounter data 
annually. 
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We have a comprehensive, automated, and integrated information technology 


system that is capable of: 


 


 Exchanging files. 


 Receiving, storing, analyzing, and reporting on state data in order to meet 


project timelines. 


 Supporting large data sets and exponential growth in a repository over the life 


of the contract. 


 


Our data warehouse utilizes Oracle database management software. Our primary 


tools used to support intake, validation, analysis, and reporting of data are 


industry standard SAS, PLSQL, and Cognos software products. The Cognos 


product enables us the ability to provide clients with access to data, which can be 


manipulated by the client, without the need for programming knowledge, via our 


secured web interface. All of our data systems have state of the art security and 


privacy features with multiple layers of redundancy for maximum protection. 


 


Mercer has received data for more than 25 state agencies and takes in over a 


billion lines of claims and encounter data annually. Below is a list of the states in 


which Mercer has acquired and validated claim, encounter, eligibility/enrollment, 


or other health data. 


 


    


Alabama Florida Missouri Ohio 


Arizona Georgia Montana Oklahoma 


California Kansas Nebraska Pennsylvania 


Colorado Louisiana New Jersey Texas 


Connecticut Massachusetts New Mexico Utah 


Delaware  Minnesota New York Virginia 


District of Columbia Mississippi North Carolina Washington 


 


This data and Mercer’s experience has been accumulated on projects that have 


ranged in focus across the following: 


 


 Validating (completeness and accuracy) encounter and FFS data. 


 Developing actuarially sound capitation rates for various states’ Medicaid 


programs for physical health, behavioral health, and LTSS. 


 Evaluating efficiency analyses for Medicaid managed care programs. 
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 Conducting risk adjustment, selection, and case mix analyses using diagnosis 


based risk adjustment models or pharmacy based models. 


 Shadow pricing of Medicaid encounters with Medicare or commercial fee 


schedules. 


 Benchmarking data across state clients. 


 Providing provider quartiling and profiling with identification of potentially 


aberrant providers. 


 Conducting utilization review, disease management, and case management. 


 Calculating quality indicators. 


 Conducting geo spatial analysis and mapping to determine provider network 


adequacy. 


 Creating dashboard reporting for the evaluation and assessment of health 


programs. 


 


E N D - T O - E N D  S Y S T E M S  C O N S U L T I N G  


In addition to our ability and expertise in capturing and controlling various data 


sources, we have deep subject matter expertise in the data systems used by State 


MMIS vendors, pharmacy benefit managers, managed care entities and other state 


vendors (e.g., transportation vendors). We believe this knowledge, insight and 


experience is critical when performing an ISCA as issues in system operations 


and data exchange often lead to increased claims rejections, poor encounter data 


submission, claims payment timeliness and inaccuracies in PM calculations.  


 


During the State of Delaware’s T-MMIS transformation project our EQR informatics 


consultants were used by the State Medicaid agency to provide technical 


assistance during the design process. Delaware’s system was initially built when 


FFS was the predominant delivery model. As managed care became more 


prevalent the system was “tweaked” to accept encounters, but still functioned 


very much like a FFS claims payment engine. Our EQR consultants used the 


information and insight gained during our ISCA and EDV work to inform the State 


and its MMIS vendor of areas where specific re-engineering towards a more 


encounter friendly processing environment would result in more streamlined, 


efficient and effective use of data. Implementation of these changes will have a 


significant positive impact on downstream functions that support activities such 


as managed care rate setting, risk adjustment, and will lead to the development of 


more robust data analytic capacity as well as support expanded dash-board 


development to bolster monitoring and oversight activities.  


 
B.  Managed care delivery systems, organizations, and financing;       
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M A N A G E D  C A R E  D E L I V E R Y  S Y S T E M S  A N D  O R G A N I Z A T I O N S  


As a full service Medicaid consulting firm we believe our knowledge and 


understanding of managed care delivery systems and managed care plan 


operations is unparalleled. We have over 30 years of experience helping states 


build and implement managed care programs from the ground up and many on 


our team are previous managed care executives. We are more than just an EQRO. 


Our clients benefit from the depth and breadth of expertise and experience that 


Mercer offers. We are excited about partnering with you to move Nevada’s 


program forward and help make DHCFP a more informed and effective program 


sponsor.  


 


Our consultants have worked in some of the largest and most complex Medicaid 


programs in the Country including California, New York, New Jersey, 


Pennsylvania, Ohio, Florida, and Massachusetts. Our understanding of healthcare 


delivery models stretches beyond managed care and includes a wealth of 


experience with broader delivery system elements including: FFS, enhanced 


primary care models and medical/health home programs, pre-paid ambulatory 


health plans and dual Medicare/Medicaid integration models.  


 


Mercer’s key EQR staff members possess exceptional consulting skills and a 


unique breadth and depth of understanding of the Medicaid program and of 


Managed Care delivery models, which allow us to deliver to you the greatest value 


in assessing, designing, and implementing EQR activities to address your most 


pressing issues and concerns of today while helping you build your vision for the 


Medicaid managed care program of tomorrow.  


 


F I N A N C I N G  


Mercer is a nationally known and respected Medicaid actuarial 


and financial consulting firm; our knowledge and understanding 


of healthcare financing is beyond compare. We perform 


managed care rate setting, risk adjustment, development of FFS 


rate schedules for acute, behavioral health, HCBS and non-


emergent transportation providers and we have provided these 


services to over 30 different states. From an  


EQR perspective, knowledge of healthcare financing is only a portion of what we 


bring to the table. 


 


Our EQR key staff understands the linkage between healthcare, financing, and 


delivery of healthcare quality. As many Medicaid programs have focused system 


transformation efforts to incent value  


over volume our EQR key team has been on the cutting edge of developing new 


and innovative approaches.   
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Heather Huff our EQR Program Director has been delivering EQR services for over 


ten years. She is currently assisting Delaware’s Health Care Commission with the 


development of a VBP strategy to support the State’s Innovation Model work. Son 


Yong Pak, our EQR project manager, is a Certified Professional in Healthcare 


Quality and a Certified Professional Coder. She has extensive experience in 


Arizona, Idaho, and Pennsylvania in the development of value based payment 


models, and is the co-lead for Mercer’s Program Integrity work which is focused 


on developing critical processes to assess, quantify and develop systems to 


reduce fraud, waste, and abuse. Rachel Wright is the EQR team’s Clinical Quality 


Lead and is a Master’s prepared Registered Nurse and a designated Public Health 


Nurse. Rachel’s experience in delivering sustainable clinical quality programs 


includes the implementation of clinical efficiency analyses and alternative delivery 


systems to support a variety of clients including New Jersey, Pennsylvania, New 


Mexico, and California.  


 
2.2.1.2 Quality assessment and improvement methods; and     


 


As an experienced EQRO Mercer has extensive knowledge and experience in the 


application of quality assessment and performance improvement methods. We 


utilize the CMS’ Quality Framework which incorporates both quality assurance 


and performance improvement activities and we recognize the primacy of the 


Quality Strategy in establishing the structure through which these QA and PI 


activities occur. We appreciate DHCFP’s efforts to align the State’s Quality 


Strategy to the CMS and National Strategies; this serves as a strong and 


coordinated message to all stakeholders of Nevada’s intent on delivering on the 


Triple Aim to “achieve better care for patients, better health for communities, and 


lower costs through improvement in the healthcare system.”   


 


We understand the six (6) goals and the underlying objectives for the Nevada 


Medicaid and Nevada Check Up programs and we understand the important role 


the EQRO plays in assisting DHCFP in achieving those goals. We believe EQR 


activities are more than just a “check box” in compliance. We view our role as the 


EQRO as a vital instrument in the State’s tool belt. We have implemented the 


following performance improvement techniques in many states including Arizona, 


Delaware, Pennsylvania, New Jersey, and New Mexico. 


 


 Plan-Do-Study-Act (PDSA): this model for performance improvement is used 


by CMS and the Agency for Healthcare Research and Quality. We routinely 


apply this model when conducting PIPs or when providing technical 


assistance to MCOs. 
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 Rapid-cycle techniques: while the PDSA model is meant to be used in a rapid-


cycle environment our experience working with States and managed care 


plans is that HEDIS measures are often selected as they represent the “gold 


standard” for performance measurement. However, it can take a year or more 


to determine whether statistically significant improvement has been made. 


Therefore, we have engaged states to use the concept of rapid-cycle “lead” 


and “lag” measures. Lead measures are interim measures that determine 


whether interventions have a likelihood of success while HEDIS represents the 


“lag” measure. Rapid-cycle approaches also set a window of 3-months for 


which interventions and follow-ups are performed, which keeps the concept of 


“continuous quality improvement” at the heart of all improvement efforts. This 


approach is just as effective when measures other than HEDIS are selected. 


 Specific to our quality assurance work under our EQR and EQR-like 


engagements our experience encompasses conducting managed care 


compliance and process reviews. These reviews utilize the standard EQR 


protocol approach of requesting information, completing a desk review and 


conducting on-site interviews. We believe these steps are critical in evaluating 


highly complex matrixed environments that are the hallmark of managed care 


organizations. Additionally, our team has developed novel approaches 


including: 


 


 Tracer Methodology: this work modifies a proven technique used by The Joint 


Commission. Our tracers are built to examine a provider’s or member’s 


experience through the managed care matrix. Our EQR key team has 


developed these scenarios to encompass complex, real life member and 


provider scenarios. We present these scenarios directly to the front line staff 


at a managed care plan to gain a greater understanding of how systems 


integrate across the organization, the tools and training each staff 


member brings to the analysis and resolution of these 


situations and the process used to track and trend activities 


for the purposes of quality assurance and performance 


improvement. We’ve used this approach in Delaware, New 


York, and Pennsylvania to help state staff and MCOs quickly 


identify missed opportunities for providing high quality member 


and provider services and areas requiring further training, 


education, and process streamlining. 


 Secret Shopper: While not new, secret shopper approaches are invaluable for 


understanding what occurs on a day-to-day basis and for understanding the 


member’s experience of working with a managed care plan. Secret shopper 


activities include performing an in-depth review of each MCO’s public website, 
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outreaching to member services and provider services including the member 


and provider call lines of any delegates or sub-contracted vendors. We have 


used this technique in Connecticut, Delaware, and New Jersey. 


 
2.2.1.3 Research design and methodology, including statistical analysis. 


   


Mercer’s has a wealth of experience in developing and implementing research and 


analytical projects from conducting chart reviews to performing 1115 waiver 


program evaluations. We bring years of research design, analysis, and reporting 


experience to the table.  


 


Our experience ranges from sampling and tool development, including data 


mining algorithms and medical record abstraction databases, to performing 


statistical analysis such as descriptive, inferential, and multivariate statistics. Our 


expertise has been applied to clinical and non-clinical areas and covers selecting, 


calculating and validating HEDIS and non-HEDIS outcome and PMs, performing 


medical record abstraction, geo-spatial mapping to detect utilization and referral 


patterns, analyzing impact of pay-for-performance and other VBP strategies and a 


host of other quality of care and service studies.  


 


Our key EQR team includes doctoral level bio-statisticians, healthcare 


researchers, licensed clinicians and pharmacists, healthcare data analysts and 


informatics specialists with expertise in all aspects of research design, data 


validation, measure calculation, statistical analysis and report writing. We are 


experts in taking technical information and presenting it in easy to read, easy to 


understand language so that a broad range of audiences can benefit from the 


information.  


 


Some examples of research and analytical projects we have conducted include: 


 


 Acting as the Independent Evaluator for the St. Louis Regional Health 


Commission’s Gateway to Better Health 1115 Demonstration Waiver. 


 Conducting a focused study on “Treatment Outcomes and Prescribing 


Patterns among Delaware Medicaid Managed Care Plans for Members 


Prescribed Buprenorphine.” 


 Analyzing Oklahoma’s Non-emergency Transportation Utilization and Payment 


Rates. 


 Oklahoma Emergency Department Utilization: July 2012 through June 2015. 


 Analyzing Geo-spatial positioning and utilization trends of primary and 


specialty providers to inform Delaware’s Network Adequacy standards. 
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2.2.2 Sufficient physical, technological, and financial resources to conduct EQR or EQR-
related activities 
 


Mercer is a wholly owned subsidiary of Marsh and McLennan a fortune 500 company. As 


such we have access to vast amount of resources, unparalleled by other EQRO firms. 


Today, Mercer’s specialized government 


healthcare consulting practice has over 275 


dedicated professionals with backgrounds in 


Medicaid and the CHIP administration and 


program operations, federal healthcare policy 


and reform, clinical expertise, quality and 


performance measurement and monitoring, 


behavioral health needs, research, large data/information management, pharmacy 


reimbursement and benefit management, actuarial/financial analyses and rate work, and 


project management. Our mission – to assist governments in becoming more efficient 


purchasers of healthcare services – has remained unchanged since we began helping 


state Medicaid and other healthcare programs in 1985. 


To supplement our staff’s individual subject matter expertise, Mercer’s Washington 


Resource Group (WRG) provides assistance and in-depth research and intellectual 


capital development to consultants and clients on legal, technical, and marketplace 


issues. A key area of WRG expertise is healthcare policies and practices. Most recently, 


WRG has been steeped in information research and analysis of national healthcare 


reform legislation, the new Managed Care Final Rule and the MHPAEA implications, 


including staying abreast of the impact of the recent Administration change and its 


potential impact on our clients. As it relates to this engagement, our EQRO consultants 


have access to WRG services to assist in “at your fingertips” research to assist in the 


development and provision of technical assistance in areas of clinical quality and 


outcomes measurement rooted in national evidence-based and emerging promising 


practices. 


2.2.3 Other clinical and nonclinical skills necessary to carry out EQR or EQR-related activities 


and to oversee the work of any subcontractors. 


 


We have learned over more than a decade of providing EQR services on comparable 


engagements that there is often need to access technical experts on a variety of topics. 


That is why Nevada will have access to our hundreds of talented professionals in 


addition to the core team listed within this proposal. As a result, we have a host of 


support resources that stand ready to assist as needed including:  


 Policy experts – who can provide guidance on interpretation of federal rules and 


insight into CMS concerns, many whom are former CMS staff members and leaders.  


Our mission – to assist 
governments in becoming more 
efficient purchasers of 
healthcare services – has 
remained unchanged. 
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 Certified public accountants – who act as technical advisors for nuanced and/or 


complex questions related to financial concerns and issues. Medicaid transformation 


efforts have increasingly focused on payment for value over volume and 


understanding fiscal concerns can often go a long way in resolving issues or 


contemplating interventions/recommendations for improvement.  


 Informatics, statisticians, and health data analysts – who, from an EQR perspective, 


have provided an increasing level of subject matter expertise relating to data capture, 


control, validation, statistical analysis reporting, and data display/presentation. This 


trend is a result of Medicaid reform efforts that are data intensive and rely on the 


ability to harness and make healthcare data “actionable.”  


 Other licensed clinicians – who provide expert technical advice in best practice 


clinical management, including use of therapeutic pharmacy regimens to improve 


clinical outcomes, application of evidence based practice and innovative strategies to 


improve outcomes of care all who have deep understanding in Medicaid pharmacy 


and dental benefit management. While we understand that the pharmacy, dental, 


vision, and other key benefits intersect with clinical and quality outcomes and should 


be managed in a holistic and person-centered fashion.  


The following graphic illustrates our staffing approach for this EQR engagement:  
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Our key EQRO project team possesses deep knowledge and experience working with: 


 Protocols for EQR of Medicaid MCOs. 


 Continuous quality improvement methodologies and quality assurance standards 


aimed at incenting value over volume.  


 Managed care delivery models and internal managed care operations from the most 


basic to the complex and highly integrated. 


 Social and medical models of care rooted in best practices that promote integrated 


and “whole-person” care.  


 Measuring and evaluating the efficiency and effectiveness of Medicaid programs and 


populations including PM calculation, validation and reporting. 


 Study research and design including development of sample frames, statistical 


analysis and data interpretation. 


 Medicaid and CHIP programs and federal rules and regulations as they relate to 


medically and categorically needy programs for all populations.  


 Claims payment and encounter data processing activities including ISCA and EDV. 


While we believe that we possess a deep bench of EQRO consultants and technical 


advisors to address any areas of concern that may arise during the course of this 


contract, we recognize we cannot predict the future. To the extent that Mercer cannot 


immediately address a specific topic or it is determined that the question or issue 


requires direct access to other states or SMEs, we are prepared to outreach to other 


organizations such as the NASUAD, CHCS, and the NCQA and/or other state Medicaid 


agencies. We frequently work with these partners on a host of topics and are 


accustomed to making connections between states and working with other consultants 


and contractors. 


 
2.2.4 Independence. The EQRO and its subcontractors must be independent from the MCO, 


PAHP, or CMO entities.  To qualify as “independent”: 
 
2.2.4.1 A State agency, department, university, or other State entity: 
 
2.2.4.2 May not have Medicaid purchasing or managed care licensing authority; and 
 
2.2.4.3 Must be governed by a Board or similar body the majority of whose members 


are not government employees. 
 


Mercer attests to our and our subcontractor’s (Quality Review Solutions, LLC) 


independence as an EQRO. We are not a state agency or university, nor do we 


have Medicaid purchasing or managed care licensing authority. Our employees 


are not government employers. We have no control over the State of Nevada or 


any Nevada government agency or any MCO in Nevada that precludes us now, or 


in the future, from providing an independent EQR. 
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We also certify that we shall refrain, for the life of the contract, from entering into 


any contractual relationships that would violate the independence requirements 


set forth by federal rule under 42 CFR 438.354. 


 


Mercer’s Board of Directors is comprised of 11 individuals, none of whom are 


government employees. 


 
2.2.5 As described in (described in §438.310(c)(2)) an EQRO may not: 


 
2.2.5.1 Review any MCO, PIHP, PAHP, or PCCM entity or a competitor operating in 


the State, over which the EQRO exerts control or which exerts control over the 
EQRO (as used in this paragraph, “control” has the meaning given the term in 
48 CFR 19.101) through: 


 
A.  Stock ownership; 
 
B.  Stock options and convertible debentures; 
 
C.  Voting trusts; 
 
D.  Common management, including interlocking   management; and 


 
E.  Contractual relationships. 


 


Mercer does not exert control over any MCO, prepaid inpatient hospital plan 


(PIHP), PAHP, or primary care case management entity or any competitor 


operating in Nevada, including relationships such as stock ownership, stock 


options and convertible debentures, voting trusts, common management 


including interlocking management, and contractual relationships. 


 


2.2.5.2 Deliver any healthcare services to Medicaid beneficiaries; 
 


Mercer is a full service, nationally-known Medicaid consulting firm, and as such 


does not deliver any health services either directly or indirectly to Medicaid 


beneficiaries.  


 
2.2.5.3 Conduct, on the State's behalf, ongoing Medicaid managed care program 


operations related to oversight of the quality of MCO, PAHP, or CMO entity 
services, except for the related activities specified in §438.358; 


 


We will not conduct, on the State’s behalf, ongoing Medicaid managed care 


program operations related to oversight of the quality of MCO services, except for 


EQR protocol-related activities and technical assistance related to those topics. 
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2.2.5.4 Review any MCO, PAHP or CMO entity for which it is conducting or has 
conducted an accreditation review within the previous 3 years; or 


 


Mercer certifies that it is not an accrediting body and has not conducted and will 


not in the future conduct any accreditation review any Nevada MCO, PAHP, or 


CMO entity. 


 


2.2.5.5 Have a present, or known future, direct or indirect financial relationship with an 
MCO, PAHP, or CMO entity that it will review as an EQRO. 


 
Mercer certifies that it does not have any current direct or indirect financial 
relationship with an MCO, PAHP, or CMO entity that would be reviewed as part of 
its scope of work with DHCFP. We also certify that we shall refrain for the life of 
this contract entering into any direct or indirect financial relationship. 


 
2.2.6 The vendor must designate a contract manager to work with the assigned DHCFP 


program specialist or contract monitor(s). 
 


Mercer strives to be your “Trusted Advisor” and to help achieve that vision our dedicated 


EQR Program Director (contract manager) is responsible for collaborating with DHCFP to 


set the project direction, oversee team activities, manage team dynamics, provide 


technical leadership, collaborate, and manage subcontracted entities.  


 


Heather Huff is Mercer’s EQR Program Director and the designated contract manager 


that is assigned to DHCFP’s program specialist and/or contract monitor. Heather has a 


Master’s Degree in Sociology and she brings over 10 years of EQR experience to this 


engagement. Heather has led EQR engagements and performed all mandatory and 


optional activities encompassed under this scope of work. She has deep experience in 


leading engagements of this size and complexity and has done so successfully in 


Connecticut, prior to its transition to an Administrative Services model, and Delaware. 


Furthermore, within Mercer, every client state is assigned a “client leader” who is 


responsible for overall client satisfaction across all accounts as we often have more than 


one contract within in a state. For Nevada, that individual is Fred Gibison, a Partner in 


Mercer with nearly 20 years Medicaid consulting experience specializing in payment/rate 


setting, policy and LTSS. Fred is also a member of Mercer’s business leadership group 


and will support Heather in contract matters as needed. 


 
2.2.7 The awarded vendor is, or will subcontract with, a National Committee for Quality 


Assurance (NCQA) certified Consumer Assessment of Health Plans Survey (CAHPS) 
vendor, if this optional activity is assigned.   


 


Mercer is pleased to present our partnership with National Opinion Research Center 


(NORC). NORC is a nationally known independent social research company and an 


NCQA certified CAHPS 5.0 vendor. In 2014 and 2015, under contract with the CMS, NORC 
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conducted a multi-mode (telephone and mailing) national Medicaid CAHPS survey 


sampling over 1.5 million adults. NORC brings a wealth of social research survey 


experience and intimate knowledge regarding survey success in a Medicaid population. 


Should DHCFP assign this optional activity Mercer and NORC stand ready to conduct 


statewide, regional and/or MCO specific CAHPS surveys.  


 
2.2.8 The awarded vendor is or has on staff, or will subcontract with, an NCQA- Certified 


Health Employer Data Information Set (HEDIS) Compliance Auditor.  
 


Mercer is pleased to present our partnership Jennifer Lenz of QRS, LLC. Jennifer is an 


NCQA certified HEDIS compliance auditor and President of QRS. Prior to opening her 


firm in May of 2015 Jennifer was the Executive Director of State and Corporate Services 


for the Health Services Advisory Group. Jennifer brings over eight years of EQR 


experience and has performed various audit and quality improvement activities including 


interfacing with NCQA Licensed Organizations to conduct HEDIS Compliance Audits™, 


CMS data validation audits, and PM validation audits for Commercial, Medicare, 


Medicaid, and Marketplace populations. 


2.9  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. 


 


Mercer will maintain current International Classification of Diseases (ICD) and Electronic 


Data Interchange (EDI) compliance as defined by CMS regulation and policy. 


 
 


2.3 VENDOR OPERATING STRUCTURE AND STAFFING  


 
2.3.1 The vendor must assure DHCFP that the organization is adequately staffed with 


experienced, qualified personnel.  The vendor shall provide such assurances as 
follows: 


 
2.3.1.1 Provide DHCFP with an updated organizational chart 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 all 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; 


 


Mercer certifies that it will submit to DHCFP’s contract monitor or other 


designated liaison an updated organizational chart whenever a significant change 


in the organization occurs. As the world’s largest human resources consulting 


firm with offices in over 40 countries for the purposes of this engagement Mercer 
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interprets “significant change” in the organization as changes that directly impact 


Mercer’s ability to fulfill its obligations under this contract, including changes to 


EQR key staff and identified subcontractors. Should DHCFP wish to expand this 


interpretation we are happy to provide the requisite information at the identified 


level of detail within the agreed upon timeframe. Please see the organizational 


chart on the next for this engagement. 
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2.3.1.2 The vendor must have in place the organizational, management, and 
administrative systems capable of fulfilling all contract requirements; and 


 


Mercer is a wholly owned subsidiary of Marsh and McLennan a fortune 500 


company. As such we certify that we have the requisite organizational, 


management, and administrative systems as well as, access to vast amount of 


resources, unparalleled by other EQRO firms. This is our business and this is 


what we do. 


 


A key service that is included in all 


Mercer government consulting 


business is comprehensive project 


management designed to ensure the 


entire EQR process is structured and 


organized. As shown in the previous organizational chart, Mercer will have a 


dedicated EQR Project Manager who will assist the EQR Program Director and 


individual task team leads to develop and maintain a comprehensive EQR work 


plan, schedule and manage project meetings with DHCFP staff, complete meeting 


agendas and meeting minutes, and ensure that all project tasks and milestones 


are monitored, tracked and completed timely. The EQR Project Manager will 


continually measure and monitor the three project drivers: results (deliverables), 


resources (people and information) and time (project timeline). We have found 


that these interdependent project drivers are the key elements to all projects. The 


EQR Project Manager will immediately engage the EQR Team Lead to discuss any 


variances in any of the three project drivers and together they will determine next 


steps and communicating those proposed steps with DHCFP.  


 


Our goal with any project is to work collaboratively with our clients to deliver 


solutions that meets and exceeds your expectations. Our project management 


approach helps clarify expected results, confirm progress and scope against 


agreed-upon deliverables and project plan, and escalate risk, approval and project 


issues quickly. Underlying this process is collaborative decision-making to drive 


progress of the work plan, role clarification, articulation of project dependencies, 


timely project communication, and project documentation. To support this 


collaborative approach, Mercer will utilize the quarterly meetings with the EQR 


Program Director, and EQR Project Manager and DHCFP staff as an opportunity to 


“check-in”, review progress to timelines and adjust priorities to meet the needs of 


DHCFP. Additionally, we recommend an annual kick-off meeting (for each year of 


the contract) to close out the previous year’s scope of work, review any program 


or MCO contract changes, and review the upcoming year’s tasks, timelines and 


deliverables that will build the annual project plan. 


 


Mercer’s project management 


approach is highly collaborative 


to ensure we are aligned with 


expectations and program goals 
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On other comparable engagements, Mercer also maintains a user friendly, secure 


and HIPAA compliant online site that is used as the repository for all project 


materials. This site is known as Connect® and allows DHCFP identified staff the 


ability to access this site at any time. The EQR Project Manager acts as the EQR 


site administrator and will be available to assist your staff in use or access to the 


DHCFP folder(s) on Mercer’s Connect® site. Designated staff within an MCO, 


DBA/PAHP, and CMO can also be given access to our Connect® site to aid in the 


exchange of information required as a result of EQR activities. Use of the site is 


optional for our client’s, however, many clients have found the centralized 


location, ease of use and ability to access historical as well as current documents 


to be very beneficial for their oversight and management of the EQR process. 


Should DHCFP have an established site already that is used for MCO and other 


program vendor communication, we are happy to tailor our approach to be as 


seamless as possible. The image below provides a diagram of how Mercer and 


DHCFP can collaborate to ensure the most efficient and effective project 


management process. 


 


 
 


2.3.1.3  The vendor is accountable for and must oversee all subcontractor functions. 


 


Mercer assures the State that we will maintain effective oversight responsibility 


and final accountability for all subcontracted functions. To ensure high-quality 


consulting and work products, all work performed by Mercer, and by extension its 


subcontracted entities, is subject to a strict quality assurance process.  


 


We have clear, professional standards regarding the process of “peer review” 


(i.e., quality control) at various steps in product development. Mercer believes 


peer review of professional work delivers the highest-quality service to our 


clients.  


 


EQR Program 
Director  


& Contract 
Manager;  


Project Manager 
 


Annual  
Work Plan 


Quarterly  
Meetings 


MercerConnect® 
Site 


Collaborate 
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Peer review ensures our work is consistent with best practice 


and conforms to our objective of delivering work that is both 


excellent and error free. Mercer requires that all our professional 


work and work performed by our subcontractors be thoroughly 


peer reviewed by properly qualified Mercer colleagues before 


being released to our client. Professional work includes, but is not 


limited to, letters, reports, spreadsheets, proposals, presentations, 


speeches, and articles, as well as internal documents that our consultants may 


rely upon in providing advice to clients. Professional work also includes material 


advice provided orally or transmitted by facsimile or other electronic means. 


 


We apply peer review from a number of perspectives, reviewing all deliverables 


for:  


 


 Technical accuracy of all calculations and work products including overall 


reasonableness. 


 Consulting appropriateness to ensure soundness of the approach and that the 


appropriate issue/question has been completely addressed in a clear manner. 


 Editorial correctness. 


 Final look to ensure a professional work product appearance that meets 


delivery and other specifications.  


 


Mercer will work closely with our subcontractors, Jennifer Lenz, Certified HEDIS 


Compliance Auditor and our certified CAHPS vendor, NORC, if the optional 


CAHPS activity is requested, throughout this project and will ensure peer reviews 


are completed and work is of the highest quality before it is provided to the 


DHCFP. 


 


2.4 IMPLEMENTATION 


 
2.4.1 The vendor shall develop and submit to DHCFP for approval, no later than one month 


after notification that the vendor has been awarded the Contract, a detailed work plan 
and timeline for performing the obligations set forth in the Contract for the first contract 
year. 


 


Mercer has extensive experience managing large, complex projects many with  


multi-million dollar budgets. We have modern project management tools, honed over 


years of use and we have invested in project management training for all of our staff. We 


warrant that we will submit to DHCFP for approval, no later than one month from 


notification of award, a detailed work plan and timeline. Please see Section VIII for an 


example of a detailed EQR project timeline. We agree to provide DHCFP a work plan and 


timeline specific to this contract work within the required timeframe. 
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Mercer proposes Son Yong Pak as its dedicated EQR Project Manager who will assist the 


EQR Program Director to develop and maintain the comprehensive DHCFP EQR work 


plan, schedule, and manage project meetings with DHCFP, complete meeting agendas 


and meeting minutes, and ensure that all project tasks and milestones are monitored, 


tracked and completed timely. She has over five years of experience managing similar 


types of projects and has an excellent track record of working successfully with 


Medicaid leadership, program staff, and stakeholders. Son Yong Pak will follow our 


project management processes outlined in our response to Section 2.3.1.2 above. 


 


2.4.2 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 stage of 
readiness to perform all Contract obligations.  All such updates shall be reviewed and 
approved by the DHCFP.   


 


Our goal with any project is to work collaboratively with our clients to deliver solutions 


that meet and exceed your expectations. Our project management approach helps clarify 


expected results, confirm progress and scope against agreed-upon deliverables and 


project plan, and escalate risk, approval and project issues quickly. Underlying this 


process is collaborative decision-making to drive progress of the work plan, role 


clarification, and articulation of project dependencies, timely project communication and 


project documentation. To support this collaborative approach, Mercer proposes an initial 


in-person kick-off meeting within two weeks of contract award. The purpose of this 


meeting will be to review the draft detailed work plan and timeline. Any changes as a 


result of this meeting will be submitted to DHCFP for approval in order to meet the one 


month requirement identified in 2.4.1 above. Upon DHCFP’s approval, Mercer will finalize 


the project plan and publish the finalized documents, including key dates to appropriate 


stakeholders including MCOs, CMO, and others as identified by DHCFP. 


 


Monthly telephonic and quarterly on-site meetings between DHCFP and the EQR Program 


Director and Project Manager will provide additional opportunity to review progress on 


the work plan and timeline. Any revisions based on interim status updates will be 


submitted to DHCFP for approval.  


 


Additionally, we recommend an annual kick-off meeting (for each year of the contract) to 


close out the previous year’s scope of work, review any program or MCO contract 


changes, and review the upcoming year’s tasks, timelines and deliverables that will build 


the annual project plan.  


 
2.4.3 Unless otherwise agreed to by the DHCFP, submit to the DHCFP, within a minimum of 


ten (10) working days of the service start date, all deliverables to permit any DHCFP 
identified modifications.  The DHCFP will have a maximum of twenty (20) working days 
upon receipt in which to respond with modifications to the vendor.  If the DHCFP does 
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not respond by the twentieth work day after receipt of the deliverable, the DHCFP’s 
approval of the submission will be assumed to be granted. 
 


Mercer agrees that we will submit to DHCFP, within ten (10) working days of the service 


start date (unless otherwise agreed to an alternative schedule), all deliverables to provide 


DHCFP the opportunity to review and respond with modifications. We will build into our 


timelines and work plan the twenty (20) day review period and a five (5) business day 


Mercer finalization period. This five (5) day finalization period is used to incorporate any 


changes and to complete our peer review process. As noted in our response in 2.3.1.3 


our peer review process helps us to ensure that our deliverables demonstrate the 


highest professional standards and accuracy.  


 


For certain deliverables that are more detailed or contain more complex information or 


data tables (e.g., focused studies, EDV etc.) our experience has demonstrated they can 


be reviewed more efficiently when Mercer hosts a meeting with DHCFP to walk through 


the document. We welcome the opportunity to work with DHCFP to develop an approach 


that allows for the greatest efficiency of DHCFP staff in reviewing and approving EQR 


deliverables. 


 


2.5 PRESENTATION OF FINDINGS 


 
The awarded vendor must obtain 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. 
 


Mercer agrees 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 agree to follow all DHCFP protocols and Federal, State rules to ensure 


compliance regarding recipient privacy and confidentiality. As a further safeguard Mercer 


shall make all such requests for approval in writing through the DHCFP identified 


contract liaison. Such requests shall be made by Mercer on a “per occurrence” basis and 


are not considered blanket approvals unless otherwise stated in writing by DHCFP. 


 


2.6 HIPAA COMPLIANCE REQUIREMENTS 


 
2.6.1 The vendor represents and warrants that:   


 
2.6.1.1 It will conform to all applicable Health Insurance Portability and Accountability 


Act (HIPAA) requirements and regulations no later than the compliance date 
of each of those requirements or regulations;     
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2.6.1.2 It will ensure compliance with all HIPAA standards for themselves and any 
Business Associate(s), including transaction, code sets, identifier, privacy, 
confidentiality, and security standards, by the effective date of those rules; 


 
2.6.1.3 As a Business Associate, the Vendor and all subcontractors will comply with 


the Business Associate Addendum, (“BAA”) found in Attachment J that is 
made a part of the contract. 


 


Mercer understands and will comply with the terms and conditions as set forth in 


this RFP and will include the applicable BAA in our subcontractor agreements 
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VI 
 


 


SECTION VI  –  COMPANY BACKGROUND AND 
REFERENCES 


3.1.1 Vendors shall provide a company profile in the table format below. 
 


Question Response 


Company name: Mercer Health & Benefits LLC 


Ownership (sole proprietor, 
partnership, etc.): 


Corporation 


State of incorporation: Delaware 


Date of incorporation: 1976 


# of years in business: 31 


List of top officers: Julio A. Portalatin 
President and CEO 
 
Helen Shan 
Chief Financial Officer 
 
Ken Haderer 
Chief Operating Officer 


Location of company headquarters, 
to include City and State: 


New York 


Location(s) of the office that shall 
provide the services described in this 
RFP: 


2325 E. Camelback Road, Suite 600 
Phoenix, AZ 85016  
 


Number of employees locally with the 
expertise to support the requirements 
identified in this RFP: 


0 in the State of Nevada 


Number of employees nationally with 
the expertise to support the 
requirements in this RFP: 


Over 280 


Location(s) from which employees 
shall be assigned for this project: 


Mercer currently has four offices 
focused on government healthcare 
consulting (Atlanta, Minneapolis, 
Phoenix, and Washington DC) plus 
many remote staff. We intend to 
use our Phoenix office to provide 
services on this project. 
2325 E. Camelback Road, Suite 600 
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Question Response 


Phoenix, AZ 85016  
 


 
3.1.2 A Nevada-based business may apply for a five percent (5%) preference on its proposal.  


This preference may apply if a business has its principal place of business within 
Nevada.  This preference cannot be combined with any other preference, granted for the 
award of a contract using federal funds, or granted for the award of a contract procured 
on a multi-state basis.  To claim this preference a business must submit a letter with its 
proposal showing that it qualifies for the preference. 


 


Mercer does not have a principal place of business within Nevada. Mercer does 


have a local office in Las Vegas, but employees in that office do not specialize in 


the services required in this RFP and therefore we do not expect to use our Las 


Vegas office in support of this engagement. 


 
3.1.3 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the 


laws of another state shall 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. 


 
Mercer is currently registered with the State of Nevada, Secretary of State’s Office.  


 
3.1.4 The selected vendor, prior to doing business in the State of Nevada, shall 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: 


NV20041250294 


Legal Entity Name: Mercer Health & Benefits LLC 


  
 


Is “Legal Entity Name” the same name as vendor is doing business as? 
 


Yes X No  


 
If “No”, provide explanation. 
 
N/A 
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3.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?   
 


Yes X No  


 
If “Yes”, complete the following table for each State agency for whom the work was 
performed.  Table can be duplicated for each contract being identified. 
 


Question Response 


Name of State agency: Nevada Department of Health 
and Human Services 


State agency contact name: Philip Nowak and 
Charles Duarte 


Dates when services were 
performed: 


1994 to 2002 


Type of duties performed: Actuarial Consulting 


Total dollar value of the contract: Not available 


 
3.1.6 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 shall be performing or 
producing the services which you shall be contracted to provide under this contract, you 
shall disclose the identity of each such person in your response to this RFP, and specify 
the services that each person shall be expected to perform. 


 
3.1.7 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 shall also be disclosed. 


 
Does any of the above apply to your company? 


 


Yes  No 
X 


(see 
below) 
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Mercer does not have any contracts containing services similar in scope to those 


proposed here that have been subject to 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 agency.  


 


In the ordinary course of business, Mercer companies are involved with litigation 


and other legal proceedings, investigations, and inquiries, some of which are 


conducted on an industry-wide basis. Based on information currently available, 


the outcomes of currently pending litigation, investigations, and inquiries are not 


expected to have any material adverse effect upon Mercer or its ability to service 


its clients in the ordinary course. Details regarding certain outstanding legal 


proceedings pertaining to Mercer and its affiliates are disclosed in the public 


Securities and Exchange Commission filings of Marsh & McLennan Companies, 


(http://irnews.mmc.com/phoenix.zhtml?c=113872&p=irol-sec), Mercer's ultimate 


parent company. 


 
If “Yes”, please provide the following information.  Table can be duplicated for each 
issue being identified. 


 


Question Response 


Date of alleged contract failure or 
breach: 


 


Parties involved:  


Description of the contract failure, 
contract breach, or litigation, 
including the products or services 
involved: 


 


Amount in controversy:  


Resolution or current status of the 
dispute: 


 


If the matter has resulted in a court 
case: 


Court Case Number 


  


Status of the litigation:  


 
3.1.8 Vendors shall review and provide if awarded a contract the insurance requirements as 


specified in Attachment D, Insurance Schedule for RFP 3491. 
 


Agreed and we acknowledge the RFP’s language in Section 10.2.2 on page 31 and 


in item G of Attachment D related to insurance. 


 
  



http://irnews.mmc.com/phoenix.zhtml?c=113872&p=irol-sec

http://irnews.mmc.com/phoenix.zhtml?c=113872&p=irol-sec
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3.1.9 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. 


 


Mercer’s qualifications to carry out the scope of work requested through this RFP 


are derived from decades of directly related experience our specialized 


government health care consulting practice has in providing clinical quality, 


pharmacy benefit management, program development and implementation, policy 


consulting and actuarial services to our state Medicaid and CHIP clients.  


 


Beginning in 1985, a group of consultants within Mercer began working with  


publicly-funded health care programs across the country, developing actuarially 


sound Medicaid managed care capitation rates and helping states design, 


develop, and implement innovative solutions to improve quality of care while 


saving state general fund dollars. In 1992, after seven years of working to meet the 


specialized needs of  


publicly-sponsored health care programs, 


primarily Medicaid, Mercer formally 


established a separate specialty consulting 


practice – Mercer Government Human 


Services Consulting. Since that time, we 


have provided innovative clinical quality, 


actuarial and related consulting on issues related to Medicaid, CHIP, and other 


state health programs for more than 35 states and territories.   
 


Today, Mercer’s government healthcare practice boasts a staff of more than 275 


dedicated professionals with expertise and experience in Medicaid and CHIP 


programs. This experience includes consulting work in dozens of states with 20 of 


those state contracts having clinical quality, performance measurement, and 


managed care operations components. Our dedicated government staff includes: 


 


 More than 13 credentialed clinicians. 


 Five licensed pharmacists.  


 Three bio-statisticians, three certified coders.  


 Two certified project managers along with a host of healthcare analysts, 


informatics, and actuarial specialists.  


 


In addition, our other staff expertise and experience includes Medicaid and CHIP 


administration and operations, Federal health care policy, an ability to easily work 


with large data set/information management, pharmacy management, health 


policy analysis, clinical quality, behavioral health, actuarial/financial analyses, and 


project management. Please see more specific details on our proposed staffing 


Mercer has been providing 
innovative solutions to 
improve quality of care and 
services for Medicaid and 
CHIP agencies since 1985. 
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plan and staff qualifications in Section VII Proposed Staff Resumes in this 


response.  


 


We have been performing EQR and EQR-like services since 2000 and were a 


designated Quality Improvement Organization (QIO) when this was a requirement 


for EQROs. We were the EQRO in Connecticut for eight years, until their transition 


to an administrative services model in 2012, and have been providing EQRO 


services in Delaware since 2000 and their sole EQRO since 2006. Our EQR 


services have spanned more than 15 years across several comparable state 


engagements.   


 


Our core EQRO project team possesses 


deep knowledge and experience 


working with: 


 CMS protocols for EQR of Medicaid 


MCOs. 


 Continuous quality improvement 


methodologies and quality 


assurance standards aimed at 


incenting value over volume.  


 Managed care delivery models and 


internal managed care operations 


from the most basic to the complex 


and highly integrated. 


 Social and medical models of care 


rooted in best practices that 


promote integrated and 


“whole-person” care.  


 Measuring and evaluating the 


efficiency and effectiveness of 


Medicaid programs and populations 


including PM calculation, validation, 


and reporting. 


 Study research and design including 


development of sample frames, 


statistical analysis, and data 


interpretation. 


 Medicaid and CHIP programs and federal rules and regulations as they relate 


to medically and categorically needy programs for all populations.  


Recent feedback from our clients 
 
“Remained faithful to and furthered 
core values of ...Medicaid reform, and 
kept beneficiary rights and interests 
top of mind” 
 
The Mercer team “came together and 
produced a solid, comprehensible 
model design” 
 
“Worked rapidly, thoughtfully and in a 
manner that has reflected respect for 
our various disciplines” 
 
“Consistently met or anticipated hair-
raising deadlines” 
 
“Walked the walk of excellent 
stakeholdering process” 
 
“Good, good, good . . . I love all of the 
aspects of the shared savings design” 
 
“You have really done a great job . . . 
Mercer has been extremely helpful” 
 
“I couldn’t have done it without 
Mercer” 
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 Claims payment and encounter data processing activities including ISCA and 


EDV. 


Mercer’s EQR team consists of credentialed clinicians, a licensed pharmacist, 


healthcare analysts, a certified coder, informatics specialists and a statistician all 


who have collaboratively worked to become “trusted advisors” to our state clients 


by providing relevant consulting advice and technical assistance – the longevity 


of our contracts are a testament to the value we bring to clients. The following are 


examples of our client engagements summarizing our experience that 


demonstrate our qualifications to provide EQRO services under this scope of 


work.  


 


Connecticut — EQRO 2004–2012 


As Connecticut’s EQRO, Mercer provided the federally mandated EQRO services 


as well as the following optional services: 


 


 Conducted a behavioral health provider satisfaction survey. 


 Conducted an access and availability secret shopper survey. 


 Provided technical assistance on elements of a comprehensive quality 


strategy. 


 Performed EDV. 


 Calculated PMs through analysis of encounter data. 


 Conducted multiple focused studies including: 


- Comparative analysis of service utilization between children in the foster 


care system and those not in foster care: 


 Identification and service utilization patterns of children and 


adolescents, up to 18 years of age, with Type 2 diabetes. 


 


As a key partner, Mercer assisted Connecticut with the transition from a managed 


care delivery model to an Administrative Services Organization (ASO) model by 


performing readiness review activities for the ASO contractor and provided 


implementation technical assistance and post-implementation operational re-


review services and assisted in PM development.  


 


Delaware — EQRO 2000–Current  


As Delaware’s EQRO, Mercer provided the federally mandated EQRO services as 


well as the following optional services: 


 


 Active participation on Delaware’s Quality Improvement Initiatives Task Force. 


 Conducted a surveys of members and providers to support compliance with 


the HCBS Final Rule setting of service requirement.  
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 Provided technical assistance on elements of a comprehensive quality 


strategy and amends to the strategy to support implementation of the MLTSS 


and VBP program. 


 Performed readiness and post-implementation reviews for the state’s new 


MLTSS program and for new MCO contractors entering the market. 


 Provided technical assistance to support implementation of an Accountable 


Care model. 


 Performed EDV. 


 Calculated PMs through analysis of encounter data. 


 Conducted multiple focused studies including: 


- Assessing fidelity to practice guidelines for treatment of childhood 


overweight and obesity. 


- Assessing MCO prescribing patterns and treatment of individuals 


prescribed buprenorphine. 


 


Delaware has also requested Mercer to provide services outside the scope of 


EQRO protocols including development of clinical practice guidelines, assistance 


with the 2016 Managed Care Final Rule implementation – including development 


of network adequacy standards, and systems consulting advice to support MMIS 


transformation efforts to the T-MMIS requirements.  


 


New Jersey — MCO Reviews/Long Term Care Readiness Reviews/Technical 


Assistance – 2010–2017 


 


Mercer has conducted a number of EQR and EQR-like services including: 


 


 Conducted MCO compliance reviews to ensure readiness of the state’s five (5) 


contracted MCOs to implement the state’s MLTSS program.  


 Performance measure calculation on clinical quality measures including 


potentially preventable admissions, re-admissions and LANE emergency room 


utilization. 


 Provided technical assistance in areas such as identification of potential 


MLTSS PMs, development of a comprehensive State Quality Management 


Strategy and implementation of a robust care management program to 


encompass Medicaid/CHIP and MLTSS populations. 


 Provided design and implementation assistance to support the state’s MLTSS 


VBP program. 


 Conducted a focused study on the impact of preventive dental care on 


emergency room and admission admissions for dental related sequelae. 


 


  







E X T E R N A L  Q U A L I T Y  R E V I E W  
O R G A N I Z A T I O N  ( E Q R O )  
R E Q U E S T  F O R  P R O P O S A L :  3 4 9 1  


N E V A D A  D E P A R T M E N T  O F  H E A L T H   


A N D  H U M A N  S E R I V C E S  


D I V I S I O N  O F  H E A L T H  C A R E  F I N A N C I N G  A N D  


P O L I C Y  


 


M E R C E R  1 4 9  


Pennsylvania — Medicaid Behavioral Health Program Review – 1996–Current 


The Commonwealth of Pennsylvania (Commonwealth) has contracted with Mercer 


to perform a wide spectrum of EQR-like quality review activities related to its 


Medicaid behavioral managed care program including:  


 


 Conducting annual compliance reviews of 25 county-based behavioral 


managed care organizations (BMCOs). This involves conducting clinical and 


operational reviews of large national BMCOs, regional university-based 


BMCOs, county owned and operated BMCOs, and local, privately held BMCOs.  


 Calculating PMs to evaluate clinical efficiency in behavioral health 


readmissions and duplication of services. 


 Development and maintenance of a web-based reporting dashboard to support 


transparency of financial and encounter data. 


 Conducting surveys of consumer/family and providers. 


 Developing dashboards and calculating and aggregating PMs. 


 Conducting EDV including identification of outcome frequencies, analyzing the 


sequence of the outcomes, and evaluating overlapping records and co-


occurring services. 


 Conducting focused studies evaluating impact on cost and utilization between 


high and low fidelity assertive community treatment team program (ACT/CCT) 


models, identification of service duplication for individuals receiving ACT or 


CCT services and analysis of potentially preventable inpatient behavioral 


health admissions.  


 Assessing compliance with program integrity standards. 


 
3.1.10 Provide a brief description of the length of time vendor has been providing services 


described in this RFP to the public and/or private sector. 
 


Starting in 1985, Mercer’s has been providing specialized government health care 


consulting services. Mercer has and continues to provide services consistent with 


EQR activities, including performing managed care plan reviews, calculating PMs, 


conducting focused studies on quality as well as, administering surveys, and 


validating encounter data. Soon after the issuance of the Balanced Budget Act in 


1997, and the resulting EQR regulations Mercer began operating as an EQRO in 


the State of Delaware under a primary contractor. Four (4) years later Mercer 


successfully procured the EQRO contract for the State of Connecticut and in 2006 


we successfully procured the Delaware EQRO contract and have continued as 


their sole EQRO to this day. While Connecticut transitioned to an administrative 


services model in 2012 and no longer is required to procure EQRO services, 


Mercer has continued to perform EQR-like activities for the state.   
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3.1.11 Financial information and documentation to be included in accordance with Section 8.5, 
Part III – Confidential Financial Information.  


 
3.1.11.1 Dun and Bradstreet Number  
 
Mercer Health & Benefits, LLC: 616213125 


 
3.1.11.2 Federal Tax Identification Number 
 
Mercer Health & Benefits, LLC: 34-2015463 


 
3.1.11.3 The last two (2) years and current year interim: 
 


A.  Profit and Loss Statement  
B.  Balance Statement 


 


Mercer has included its parent company’s Balance Sheet and Summary of 


Operations in Appendix VIII. We have also included a link to Mercer’s Annual 


Report below, which includes additional financial information. 


 


http://irnews.mmc.com/phoenix.zhtml?c=113872&p=irol-reportsAnnual 


 


3.2 SUBCONTRACTOR INFORMATION 


 
Subcontractors are defined as a third party, not directly employed by the contractor, who shall 
provide services identified in this RFP.  This does not include third parties who provide support 
or incidental services to the contractor. 
 
3.2.1 Does this proposal include the use of subcontractors? 
 


Yes X No  


 
If “Yes”, vendor shall: 


 
3.2.1.1 Identify specific subcontractors and the specific requirements of this RFP for 


which each proposed subcontractor shall perform services. 
 


Mercer is including two subcontractors in this proposal: 
 


 Quality Review Solutions, LLC. 


 National Opinion Research Center (NORC) 


 
3.2.1.2 If any tasks are to be completed by subcontractor(s), vendors shall: 
 



http://irnews.mmc.com/phoenix.zhtml?c=113872&p=irol-reportsAnnual
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A. Describe how the work of any subcontractor(s) shall be supervised, 
channels of communication shall be maintained and compliance with 
contract terms assured; and 


 


Mercer takes pride in our ability to effectively coordinate, communicate, manage, 


and monitor the efforts of our subcontractors. It will be the responsibility of the 


EQR Program Director, and Project Manager to set expectations, provide training 


on any internal processes, obtain commitment to the project plan, and keep in 


regular communication with the subcontractor(s). Our subcontractor agreements 


will include specific contract requirements stemming from Mercer’s prime 


contract with Nevada that are applicable to subcontractors (e.g., “flow-downs”) in 


addition to standard terms and conditions that are included in all of Mercer’s 


subcontractor agreements. 


 


Our subcontractors truly become part of our team and are included in relevant 


project communication and team meetings. Our subcontractors will have a direct 


line of communication to our Project and Contract Managers and related team 


members. Any work product in which our subcontractors assist with will be peer 


reviewed by a designated Mercer team member before being issued to the State. 


We will also hold our subcontractors to a high standard of work quality as 


specified in the Mercer subcontractor agreement. 


 


We regularly use subcontractors in our engagements and we have established 


policies and procedures for ensuring smooth working relationships.  


 
B. Describe your previous experience with subcontractor(s). 


 


Mercer routinely leverages talent of external subcontractors to either add a 


specialized skillset or general bandwidth to our team. With many state clients, our 


subcontractors provide added capacity to meet the needs of our clients and often 


we choose subcontractors, like NORC and QRS, that have experience with 


different states and/or markets so that our clients get an even broader exposure to 


ideas, innovations and experience. While Mercer always maintains primary 


responsibility for the client relationship and quality of work, our subcontractors 


are considered team members and will be exposed to our clients in settings that 


are most aligned to their areas of expertise. As a national leader in Medicaid 


consulting, Mercer has a long contact list of subcontractors that we can choose 


from given the unique needs of a given project or client.  


 


In terms of subcontractor contract management, Mercer will either use our 


standard Professional Services Agreement or Vendor Agreement depending on 


the organizational structure of the subcontractor (e.g., corporation or solo 
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vendor). To our standard agreements, we execute a Work Order Addendum that 


establishes the specific requirements of a defined project including any additional 


terms and conditions. We have dedicated staff based in our Phoenix office that 


maintains all subcontractor agreements, work orders, and other related 


addendums. 


 
 
3.2.1.3 Provide the same information for any proposed subcontractors as requested in 


Section 3.1, Vendor Information. 
 


S U B C O N T R A C T O R  # 1 :  Q U A L I T Y  R E V I E W  S O L U T I O N S ,  L L C  


 


Question Response 


Company name: Quality Review Solutions, LLC. 


Ownership (sole proprietor, partnership, 
etc.): 


Sole Proprietor 


State of incorporation: Arizona 


Date of incorporation: May 5, 2015 


# of years in business: 2.75 


List of top officers: Jennifer A. Lenz 


Location of company headquarters, to 
include City and State: 


4527 E. Villa Maria Dr. 
Phoenix, AZ 85032 


Location(s) of the office that shall provide 
the services described in this RFP: 


4527 E. Villa Maria Dr. 
Phoenix, AZ 85032 


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: 


1 


Location(s) from which employees shall be 
assigned for this project: 


4527 E. Villa Maria Dr. 
Phoenix, AZ 85032 


 
3.1.2 A Nevada-based business may apply for a five percent (5%) preference on its proposal.  


This preference may apply if a business has its principal place of business within 
Nevada.  This preference cannot be combined with any other preference, granted for the 
award of a contract using federal funds, or granted for the award of a contract procured 
on a multi-state basis.  To claim this preference a business must submit a letter with its 
proposal showing that it qualifies for the preference. 
 
N/A 
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3.1.3 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the 
laws of another state shall 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. 


 
N/A 


 
3.1.4 The selected vendor, prior to doing business in the State of Nevada, shall 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: 


If required, subcontractor 
agrees to obtain the 
appropriate State of Nevada 
license pursuant to NRS76 
upon contract award.  


Legal Entity Name: Quality Review Solutions, 
LLC 


 
Is “Legal Entity Name” the same name as vendor is doing business as? 


 


Yes X No  


 
If “No”, provide explanation.  
 


3.1.5 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: 
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3.1.6 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 shall be performing or 
producing the services which you shall be contracted to provide under this contract, you 
shall disclose the identity of each such person in your response to this RFP, and specify 
the services that each person shall be expected to perform. 


 
3.1.7 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 shall 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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3.1.8 Vendors shall review and provide if awarded a contract the insurance requirements as 


specified in Attachment D, Insurance Schedule for RFP 3491. 
 


The subcontractor (QRS) has met all of the insurance requirements specified in 


Attachment D, Insurance Scheduled for RFP 3491 and is prepared to provide them 


to the State of Nevada upon contract award. 


 


3.1.9 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. 


 


QRS, LLC is an Arizona-based, women-owned, small business organization 


established in 2015. QRS is an independent auditing and consulting firm with 


expertise in quality improvement science and auditing services.  


 


QRS has been selected to serve as the project lead for Mercer for the PM 


validation activity based on its extensive subject matter expertise and experience 


related to conducting HEDIS Compliance Audits™, PM validation audits, EQR 


compliance audits, and CMS data validation audits. 


 


QRS maintains an NCQA Certified HEDIS Compliance Auditor who has conducted 


over 100 HEDIS, PM validation, and CMS data validation audits for the past nine 


years. QRS was selected to serve on NCQA’s electronic clinical delivery system’s 


expert workgroup, which has provided input to NCQA on its most recently added 


“ECDS” reporting methodology.  


 


QRS meets the definition of independence for conducting EQR work for the State 


of Nevada as it does not have a direct financial relationship with any Medicaid 


plan in the State of Nevada.  


 
3.1.10 Provide a brief description of the length of time vendor has been providing 


services described in this RFP to the public and/or private sector. 
 


Since its inception in 2015, QRS has been contracted to provide HEDIS 


Compliance Audits and PM validation audits for seven NCQA Licensed 


Organizations and has been contracted by three EQROs to perform various 


audit-related activities across both public and private sectors. QRS’ audit 


engagements span various populations including Medicaid, Medicare, 


Commercial, Marketplace, Medicare-Medicaid populations, as well as 


specialty populations and stratified population reporting.  


 


QRS has provided consultation to state-agencies regarding the selection of 


PMs including technical interpretation and considerations to help inform 
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state agencies’ decision-making process. This assistance has included 


analysis of measures across multiple measure sets including NCQA, CMS 


adult and child core set measures, URAC, internally-developed, and other 


measure stewards.    


 
3.1.11 Financial information and documentation to be included in accordance with 


Section 8.5, Part III – Confidential Financial Information.  
 
3.1.11.1 Dun and Bradstreet Number  
 
N/A 
 
3.1.11.2 Federal Tax Identification Number 
 
QRS: 47-3988324 
 
3.1.11.3 The last two (2) years and current year interim: 
 


A.  Profit and Loss Statement  
B.  Balance Statement 


 


The last two (2) years and current year interim are attached. Per Section 


8.5.1 “if needed…”, there was no need for QRS to provide our financial 


information in separate Part III. 
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S U B C O N T R A C T O R  # 2 :  N O R C  


 


Question Response 


Company name: National Opinion Research 
Center (NORC) 


Ownership (sole proprietor, partnership, 
etc.): 


Non-profit corporation 


State of incorporation: Colorado 


Date of incorporation: 1941 


# of years in business: 77 


List of top officers:  Daniel S. Gaylin, President 
and CEO 


 Chet Bowie, EVP of Research 


 Michael Davern, EVP of 
Research 


 Angela DeBello, SVP of 
Business Development 


 James E. Dunne, CFO and 
EVP of Finance and 
Administration 


 Ronald J. Jurek, CIO and 
EVP of Operations 


 Michele Nachbar, EVP of 
Business Ventures and 
Innovation 


 Greg Lanier, SVP of Strategic 
Communications and 
External Affairs 


 Jeffrey Telgarsky, EVP of 
Research 


 Kirk M. Wolter, Chief 
Statistician and EVP of 
Statistics and Methodology 


Location of company headquarters, to 
include City and State: 


55 East Monroe Street, 30th Floor 
Chicago, IL 60603 


Location(s) of the office that shall 
provide the services described in this 
RFP: 


 55 East Monroe Street, 
Chicago, IL 60603 


 2021 North Amidon, Suite 
1300, Wichita, KS 67203 


 10500 Copper Avenue NE, 
Albuquerque, NM 87123 


 4350 East-West Highway, 8th 
Floor, Bethesda, MD 20814 


Number of employees locally with the 
expertise to support the requirements 


5 
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Question Response 


identified in this RFP: 


Number of employees nationally with 
the expertise to support the 
requirements in this RFP: 


10 


Location(s) from which employees shall 
be assigned for this project: 


 55 East Monroe Street, 
Chicago, IL 60603 


 2021 North Amidon, Suite 
1300, Wichita, KS 67203 


 10500 Copper Avenue NE, 
Albuquerque, NM 87123 


 4350 East-West Highway, 8th 
Floor, Bethesda, MD 20814 


 
3.1.2 A Nevada-based business may apply for a five percent (5%) preference on its proposal.  


This preference may apply if a business has its principal place of business within 
Nevada.  This preference cannot be combined with any other preference, granted for the 
award of a contract using federal funds, or granted for the award of a contract procured 
on a multi-state basis.  To claim this preference a business must submit a letter with its 
proposal showing that it qualifies for the preference. 
 


N/A 
 


3.1.3 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the 
laws of another state shall 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. 
 
N/A  


 
3.1.4 The selected vendor, prior to doing business in the State of Nevada, shall 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: 


NORC is not currently licensed 
in the State of Nevada, but the 
prime vendor, Mercer is 
licensed. If required upon 
contract, NORC will register 
with the State of Nevada 


Legal Entity Name: National Opinion Research 
Center 


 
Is “Legal Entity Name” the same name as vendor is doing business as? 
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Yes  No X 


 
If “No”, provide explanation. 
 
The registered dba name is NORC.  


 
3.1.5 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:  


 
3.1.6 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 shall be performing or 
producing the services which you shall be contracted to provide under this contract, you 
shall disclose the identity of each such person in your response to this RFP, and specify 
the services that each person shall be expected to perform. 


 
3.1.7 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 shall also be disclosed. 


 







E X T E R N A L  Q U A L I T Y  R E V I E W  
O R G A N I Z A T I O N  ( E Q R O )  
R E Q U E S T  F O R  P R O P O S A L :  3 4 9 1  


N E V A D A  D E P A R T M E N T  O F  H E A L T H   


A N D  H U M A N  S E R I V C E S  


D I V I S I O N  O F  H E A L T H  C A R E  F I N A N C I N G  A N D  


P O L I C Y  


 


M E R C E R  1 6 6  


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:  


 
3.1.8 Vendors shall review and provide if awarded a contract the insurance requirements as 


specified in Attachment D, Insurance Schedule for RFP 3491. 
 


Agreed. 
 
3.1.9 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 1941, NORC is a public policy and social science research 


organization affiliated with the University of Chicago (UChicago). Our mission is to 


conduct high-quality research in the public interest. Our work frequently helps to 


inform decision-makers about the issues facing society through data collection 


and interpretation. NORC expands the reach and power of this research through 


policy analysis and technical assistance activities that support the aims of many 


government and nonprofit organizations. 


 


Headquartered in Chicago, NORC has offices in Bethesda, Maryland, Atlanta, 


Boston, and San Francisco as well as field operations staff members around the 


country, and telephone interviewing facilities in Albuquerque, New Mexico, and 


Wichita, Kansas.   
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C A H P S  S U R V E Y S  


NORC has long participated in CAHPS efforts and we have used CAHPS 


instruments, protocols, and data extensively in critical evaluation efforts for 


federal and state agencies. We supported the methodological development of the 


Hospital CAHPS survey through multiple survey data collection efforts, and 


recently completed the Nationwide Adult Medicaid CAHPS survey. We have also 


served as the data collection organization for evaluation of the Texas Medicaid 


program for the last several years. Building on this experience, we obtained NCQA 


certification to administer the HEDIS CAHPS survey beginning in 2016. Below we 


explore in greater detail key CAHPS projects at NORC. 


 


H O S P I T A L  C A H P S ® :  H C A H P S   


NORC’s earliest CAHPS work was assisting in the development of the HCAHPS 


survey instrument. As part of the CAHPS II initiative, NORC conducted the 


HCAHPS pilot survey in four states – Arizona, Connecticut, Maryland, and New 


York – for the Delmarva and Qualidigm QIOs. We tested the HCAHPS 


questionnaire using both telephone and mail data collection modes on a sample 


of almost 55,000 discharges who had a recent inpatient event at a participating 


hospital. NORC also conducted a follow-up project that tested Interactive Voice 


Recording as a survey administration mode for the survey. NORC produced data 


files and a Lessons Learned report for the CAHPS grantees. This work 


demonstrates our experience with conducting CAHPS surveys and producing 


CAHPS data files. 


 


N A T I O N W I D E  A D U L T  M E D I C A I D  C A H P S  


NORC has expanded its CAHPS experience through our work on the Nationwide 


Adult Medicaid CAHPS survey for the CMS. NORC sampled approximately 1.2 


million Medicaid beneficiaries across 50 states and administered a slightly 


modified CAHPS 5.0H questionnaire, strictly adhering to a mixed-mode 


(mail/telephone) NCQA protocol. In close collaboration with CMS, NORC adapted 


the standard adult CAHPS questionnaire for the adult Medicaid population to 


capture demographics of the beneficiaries and more finely assess access for the 


disabled. To perform sample selection, NORC was granted access to the CMS 


secured storage of state Medicaid beneficiary files and executed sample selection 


that was sensitive to the data structure and other state-specific needs. Data 


collection was carried out by Thoroughbred Research Group, an NCQA certified 


vendor, under NORC’s supervision.  


 


This project presented an opportunity to capture baseline national and state-level 


estimates of adult Medicaid enrollees’ experiences with the health care system by 


collecting measures of access, barriers to care, and satisfaction with providers. 







E X T E R N A L  Q U A L I T Y  R E V I E W  
O R G A N I Z A T I O N  ( E Q R O )  
R E Q U E S T  F O R  P R O P O S A L :  3 4 9 1  


N E V A D A  D E P A R T M E N T  O F  H E A L T H   


A N D  H U M A N  S E R I V C E S  


D I V I S I O N  O F  H E A L T H  C A R E  F I N A N C I N G  A N D  


P O L I C Y  


 


M E R C E R  1 6 8  


Because Medicaid data is maintained by states, NORC worked with each of the 50 


states and the District of Columbia to select state-based samples — a challenging 


task highlighting NORC’s sampling and statistical skills as well as our experience 


working with multiple stakeholders. NORC sought to maintain consistent sample 


design standards across the states and provide statistical consulting services to 


the states and to CMS. NORC created and implemented the appropriate dual-frame 


weighting plan, creating weighted key metrics, and provided assistance with the 


final methodology reports for statistical related sections — experiences that make 


NORC well-suited to meet the sampling and final reports needed for the FFS 


CAHPS, and any other survey work the State may need related to EQRO activities. 


 


T E X A S  M E D I C A I D  C A H P S  S U R V E Y S  


As the EQRO for Texas the Medicaid Program, the Institute for Child Health Policy 


(ICHP) at the University of Florida regularly evaluates the experiences of enrollees 


in the Texas Medicaid STAR and STAR+PLUS programs. NORC has served as the 


data collection organization for this work since 2011. Each year, NORC conducts 


CAHPS-based surveys via telephone to collect information from Texas Medicaid 


beneficiaries on their experiences with their Medicaid health plans. NORC 


conducts computer assisted telephone interviewing and prepares and delivers the 


final data sets to ICHP. The results of the surveys are used to make 


recommendations to the State of Texas and Texas Medicaid MCOs for improving 


health care delivery and quality. This work demonstrates NORC’s ability to 


conduct CAHPS data collection with Medicaid health plan members and prepare 


and deliver datasets following set specifications.   


 


Our CAHPS projects lead, Gillian Lawrence, M.P.H. is currently managing 


development of the Medicare Beneficiary Experience of Care Surveys on behalf of 


the CMS’ Office of Minority health. This survey system will explore the healthcare 


experiences of key minority groups enrolled in Medicare. Surveys will be fielded 


using a multi-mode (web, mail, and telephone) protocol based on the Fee for 


Service CAHPS questionnaire and methodology. Gillian is a Survey Director with 


over 14 years of experience in research and survey management work, and 


extensive experience managing large survey projects throughout their lifecycles. 


She has previously served project director for the Texas Medicaid STAR and 


STAR+PLUS surveys and is the project manager for NORC’s HEDIS CAHPS and 


other CAHPS certifications. She has also served as project manager for the 


Sentinel Communities Health Values survey for the Robert Wood Johnson 


Foundation, a mixed mode (web, mail, telephone) survey of health values. Gillian 


previously served as Data Collection Lead for the National Children’s Study (NCS) 


Central Regional Operations Center. The NCS involved multi-mode data collection 


including phone, mail, and in-person activities for participants spread across the 


central United States. In this role she oversaw all aspects of the data collection 
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process including Information Management System (IMS) development and 


implementation, staffing planning, training, operational implementation, and 


production and progress reporting. In addition to survey management work, 


Gillian also works with NORC Web Survey team on innovations in web survey 


methodology and implementation strategies and training.   


 


A D D I T I O N A L  N O R C  E X P E R T I S E  


In addition to our CAHPS experience, NORC offers Mercer and the State of Nevada 


talented, well-regarded staff with experience and expertise in areas such as: 


 


 Medicaid enrollment and eligibility.  


 Questionnaire design. 


 Conducting mixed-mode survey protocols (including mail, web, and 


telephone). 


 Focus groups. 


 Data analytics and reporting for a variety of stakeholders. 


 Technical assistance. 


 Health care quality measurement and specifically.  


 Patient and beneficiary satisfaction data collection, as well as provider 


surveys. 


 


In addition to NORC’s support of any CAHPS tasks, NORC also has many staff 


members with deep expertise in Medicaid programs, policy, evaluation, and 


statistical sampling and analytics which could be leveraged as needed to support 


Mercer and the State of Nevada. Please see resumes for select NORC staff in 


Section VII. 


 


O T H E R  R E L E V A N T  W O R K  


In addition to collecting primary data for the Nationwide Adult Medicaid (NAM) 


CAHPS survey, mentioned previously, NORC also contracted with CMS’s Center 


for Medicaid and CHIP Services to provide access to and facilitate the use of the 


NAM CAHPS survey data files containing data from over 272,000 completed 


surveys. The analytic framework and data dissemination activities of the NAM 


CAHPS Analytic Support contract included: developing a productive analytic 


framework through meetings with federal and non-federal stakeholders; 


generating a data repository with clean, well-documented data files that are 


platform and technology independent; developing user support and outreach for 


data files; facilitating the use of CAHPS data by developing reports and 


substantive briefs as well as communication tools to encourage policy analysis; 


developing a Public Use File to provide states with microdata; and, partnering 


with subcontractors to assist state Medicaid agencies in obtaining access to the 


state data files and using the data. This work demonstrates our expertise in 
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providing our clients analytic and technical assistance related to Medicaid 


programs and developing user-friendly reports and data products. 


 
3.1.10 Provide a brief description of the length of time vendor has been providing 


services described in this RFP to the public and/or private sector. 
 


NORC has been conducting rigorous social science and survey research for over 


75 years, focusing on issues ranging from health care and public health; 


education and child development; economics and social justice; international 


affairs; and statistics and methodology. NORC has long participated in CAHPS 


efforts and we have used CAHPS instruments, protocols, and data extensively in 


critical evaluation efforts for federal and state agencies. We supported the 


methodological development of the Hospital CAHPS survey through multiple 


survey data collection efforts beginning in 2003, and recently completed the NAM 


CAHPS survey. We have also served as the data collection organization for 


evaluation of the Texas Medicaid program for the last several years. Building on 


these experiences, NORC obtained NCQA certification to administer the HEDIS 


CAHPS survey beginning in 2016 and continue to maintain this certification. 


 
3.1.11 Financial information and documentation to be included in accordance with 


Section 8.5, Part III – Confidential Financial Information. 
 
3.1.11.1 Dun and Bradstreet Number  


 
NORC: 069512291 
 
3.1.11.2 Federal Tax Identification Number 
 
NORC: 36-2167808  


 
 


3.1.11.3 The last two (2) years and current year interim: 
 


A.  Profit and Loss Statement  
B.  Balance Statement 


 


Per Section 8.5.1 “if needed…”, NORC has opted to provide financial 


information in separate Part III. Please see the Income Statement and 


Balance Sheet Summary 2015-2017 included in Part III, Confidential 


Financial Information. There is no information yet available for 2018. 


 
3.2.1.4 Vendor shall not allow any subcontractor to commence work until 


all insurance required of the subcontractor is provided to the 
vendor. 
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Mercer agrees. 
 


3.2.1.5 Vendor shall 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 
3.2, Subcontractor Information.  The vendor shall receive agency 
approval prior to subcontractor commencing work. 


 
Mercer agrees  
 


3.3  BUSINESS REFERENCES 


 


3.3.1  Vendors shall provide a minimum of three (3) business references from similar 


projects performed for private and/or public sector clients within the last three (3) 


years. 


 


3.3.2 Vendors shall submit Attachment E, Reference Questionnaire to their business 


references. 


 


3.3.3 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 7, RFP 


Timeline for inclusion in the evaluation process.  Reference Questionnaires not 


received, or not complete, may adversely affect the vendor’s score in the 


evaluation process.   


 


3.3.4 The State reserves the right to contact and verify any and all references listed 


regarding the quality and degree of satisfaction for such performance. 


 
References were requested and provided following the instructions in Attachment 
E. 
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VII 
 


 


SECTION VI I  –  ATTACHMENT F,  PROPOSED 
STAFF RESUMES 


Resumes (Attachment F) of key and support staff are included in this Section. Mercer is 


proud to have much depth of expertise that may be called upon during the course of this 


engagement.  


 


As illustrated in our organization chart, in addition to our key and support staff, we are 


providing resumes for a sample of our team’s Technical Advisors. In the case of NORC, 


we provided all requested information for them as a subcontractor because if Nevada 


requests the optional activity of a CAHPS vendor (see Section 2.2.7), NORC would 


support this activity. The other Technical Advisors illustrate the additional resources and 


skill sets that we can draw upon to meet your needs. Indeed, all of our employees and 


long contact list of professional resources are available to Nevada by choosing Mercer to 


be your EQRO.  
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KEY AND SUPPORT STAFF 
RESUMES 
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Mercer Health & Benefits LLC 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: √ Subcontractor:  


 


The following information requested pertains to the individual being proposed for this project. 


Name: Frederick Gibison Jr, MBA 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title Client Leader & Account Manager / Partner 


# of Years in Classification: 12 # of Years with Firm: 19.5 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 


With Fred’s many years’ of Medicaid/health care experience, he combines his client leadership, analytical aptitude, 


and team leadership/organization to effectively manage and lead some of Mercer’s largest client engagements. 


Fred helps drive the strategic planning process, assess policy review and implications, collaborates with senior 


team leaders to ensure Mercer’s clients get the right advice at the right time, guides the project management 


process as well as ensuring Mercer complies with the legal requirements/contract terms. Fred is a member of 


Mercer’s business leadership group and a member of Mercer’s long-term services and supports (LTSS) strategic 


initiative team. 


 


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. 


 


Timeframe 2008 to Present 


Company Name Mercer Health & Benefits LLC 


Company Location Phoenix, AZ 


Position/Title State of Delaware – Team Leader/Client Leader/Account Manager 


Details of Project  Delaware EQR Contract: As Delaware’s EQRO, Mercer provides comprehensive 


services to the State to conduct review of compliance with federal regulations, contract 


standards and internal MCO policies and procedures; validate PIPs; validate 


performance measures; conduct focused studies on buprenorphine prescribing patterns 


and initiation and engagement in alcohol or other drug treatment, overweight and 


obesity in childhood; lead readiness reviews; participate in information systems 


capabilities assessments; participate in quality improvement initiative task force; 


participate in program integrity reviews; develop and provide technical assistance to 


MCOs; develop and manage measurement and reporting projects.  
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 Delaware Actuarial/Financial Services Contract: Mercer is the Delaware Medicaid 


actuary of record. In this role, the Mercer team develops prospective Medicaid managed 


care capitation rates on an annual basis that involves numerous encounter data and 


fee-for-service data analyses, medical trend evaluation (e.g., Hepatitis C), 


program/policy adjustments, managed care quality/efficiency adjustments (e.g., 


avoidable hospital readmissions, pharmacy generic drug reference pricing), risk 


mitigation including risk sharing/risk corridors, and non-medical expense loads and 


regular financial monitoring of the MCOs’ financial statements. Mercer also implemented 


diagnostic-based risk adjustment using the CDPS+Rx model for all populations 


excluding newborns and LTSS. In 2012, Mercer collaborated with the State to expand 


risk-based managed care to LTSS populations including dual eligibles. Services also 


include health/Medicaid policy and program design, 1115 waiver work, strategic 


planning, development of new behavioral health delivery system (PROMISE program), 


and technical support of Delaware’s efforts to comply with the HCBS Settings Rule 


(statewide transition plan). Mercer created new Medicaid MCO contract language 


mandating VBP objectives and quality/metric monitoring. Our team also supports the 


State’s PACE program with developing the annual UPLs/AOPs. 


 Accelerate Payment Reform - State Innovation Model (SIM) Contract: Late in 2017, 


Mercer was awarded a competitive procurement to provide payment reform consulting 


services on Delaware’s SIM initiative. Work has included writing a Benchmark 


Legislative Report, strategic planning around developing all-payer cost and quality 


benchmarks, stakeholder meetings, and collaboration across multiple State agencies to 


strategically move Delaware further along the continuum of VBP. 


 


Timeframe 2005 – 2018 


Company Name Mercer Health & Benefits LLC 


Company Location Phoenix, AZ 


Position Commonwealth of Pennsylvania - Team Leader/Account Manager/Client Leader 


Details of Project  Pennsylvania Rate Setting, Financial Management and Consulting Services 


Contract: Mercer is Pennsylvania’s Medicaid actuary of record as well as a general 


consultant on all things Medicaid-related. This is a very broad and large contract that 


averages $10-$12 million a year in related consulting services. Project work is diverse 


and includes actuarial rate setting for the statewide mandatory HealthChoices managed 


care program, encounter/fee-for-service data analyses and reporting, 1915b waiver 


development/cost effectiveness, MCO rate negotiations, CDPS+Rx risk adjustment, risk 


sharing, risk pools, health policy research and application, managed care/ACA adult 


expansion, managed LTSS program design and development (duals/integrated care), 


PACE UPLs, financial analyses, analysis of program/policy changes and impact on 


cost/risk, new cutting-edge managed care efficiency/value-based payment adjustments 


(e.g., avoidable ER use, poly-pharmacy), HCBS provider fee development/1915c waiver 


renewals, and contract management. This contract covers five different Offices within 


Pennsylvania’s Department of Human Services including: 


- Office of Medical Assistance Programs (OMAP): Responsible for the physical 


health/acute care operations.  
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- Office of Mental Health and Substance Abuse Services (OMHSAS): Responsible 


for the behavioral health/substance abuse operations. 


- Office of Long Term Living (OLTL): Responsible for elderly/physically disabled 


populations, HCBS waivers and the new managed LTSS program called 


“Community HealthChoices.” 


- Office of Developmental Programs (ODP): Responsible for the 


intellectually/developmentally disabled (I/DD) populations, I/DD HCBS waivers, 


and autism services. 


- Office of Children’s Health Insurance Program (OCHIP): Responsible for the Title 


XXI population which is served exclusively through risk-based managed care. 


 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 


University of Phoenix, Phoenix, AZ, Master of Business Administration (MBA), 2007 


Central Washington University, Ellensburg, WA, Bachelor of Science (BS) in Mathematics/Statistics, 1993 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Not applicable 


 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


 


Name Steve Groff 


Title Director 


Organization State of Delaware; Division of Medicaid & Medical Assistance 


Phone # +1 302 255 9663 


Fax # + 1 302 255 4425 


Email Address Stephen.Groff@state.de.us 


 


Name Lisa Zimmerman 


Title Deputy Director 


Organization State of Delaware; Division of Medicaid & Medical Assistance 


Phone # +1 302 255 9535 


Fax # +1 302 255 4425 


Email Address lisa.zimmerman@state.de.us 


 


Name George Rhyne 


Title Director, Division of HealthChoices Rates 


Organization Commonwealth of Pennsylvania, Department of Human Services, Bureau of Fiscal 


Management 



mailto:Stephen.Groff@state.de.us

mailto:lisa.zimmerman@state.de.us
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Phone # +1 717 705 8256 


Fax # +1 717 772 6328 


Email Address GRHYNE@pa.gov 


 
  



mailto:GRHYNE@pa.gov
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Mercer Health & Benefits LLC 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: √ Subcontractor:  


 


The following information requested pertains to the individual being proposed for this project. 


Name: Heather Huff 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title Contract Manager & EQR Program Director / Principal 


# of Years in Classification: 25 # of Years with Firm: 11 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 


As part of the Clinical and Behavioral Health Solutions Sector, Heather has led and participated in multiple projects 


such as clinical quality, clinical efficiency and behavioral health projects for Medicaid/ Children’s Health Insurance 


Program (CHIP) and long term care (LTC) populations. Heather has led performance-based contracting, 


compliance, quality measurement and management activities for Connecticut, Delaware, District of Columbia, 


Florida, New Jersey, Oklahoma, Pennsylvania, and Texas. Her knowledge of nationally recognized performance 


measures, accuracy with data analysis, ability to translate data into actionable steps and project management skills 


result exceptional deliverables for client projects. 


 


Heather’s core competencies include performance-based contracting; quality measurement and reporting; focus 


study design, data collection analysis and presentation; EQR and regulatory compliance; and project management.    


 


RELEVANT EXPERIENCE 
Information required should include: timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 


 


Timeframe February 2007 to Present 


Company Name Mercer 


Company Location Phoenix, Arizona 


Position/Title Principal 


Details of Project Delaware EQR: coordinate full scope of work and manage cross-sector project team; 


conduct review of compliance with federal regulation, contract standards and internal MCO 


policies and procedures; validate PIPs; validate performance measures; conduct focused 


studies on buprenorphine prescribing patterns and initiation and engagement in alcohol or 


other drug treatment, overweight and obesity in childhood; lead readiness reviews; 


participate in information systems capabilities assessments; participate in quality 
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improvement initiative task force; participate in program integrity reviews; develop and 


provide technical assistance to MCOs; develop and manage measurement and reporting 


projects. Facilitate quarterly onsite meetings with Delaware Managed Care Operations, 


Planning, Policy and Quality and Case Management staff and Medicaid Director and Deputy 


Director. Serve as HEDIS and Quality Compass subject matter expert advising on VBP 


initiatives and quality alignment for alternative payment methods. 


District of Columbia Pay for Performance Initiative: facilitate discussions with District 


regarding initiative objectives, research and select appropriate performance measures, 


benchmarks and performance goals, develop MCO training materials, assist with 


performance measurement analysis. 


Commonwealth of Pennsylvania MCO Operational and Clinical Efficiency Reviews: led 


project initiation, developed scope of work and budget, coordinated cross-sector team effort 


for desk review and onsite interviews, developed reporting template, facilitated onsite 


review, peer reviewed report, facilitated post-review discussion with Medicaid Director. 


 


Timeframe June 2005 – February 2007  


Company Name Health Services Advisory Group 


Company Location Phoenix, Arizona 


Position Associate 


Details of Project Medicare Health Outcomes Survey: Assisted with data intake, programmed SAS code for 


managing data, conducted data validity analysis, parsed data for distribution and posted 


data to secure FTP site. 


 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 


University of Akron, Akron, Ohio, Master’s degree in Sociology, May 1993 


Mount Vernon Nazarene University, Mt. Vernon, Ohio, Bachelor’s degree in Sociology, May 1990 


 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Not applicable 


 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


 


Name Kathleen Dougherty 


Title Chief, Managed Care Operations 


Organization Delaware Division of Medicaid & Medical Assistance 


Phone # +1 302 255 9937 


Fax # +1 302 255 9529 
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Email Address kathleen.dougherty@state.de.us 


 


Name Laurie Rock 


Title Director, Bureau of Managed Care Operations 


Organization Commonwealth of Pennsylvania Office of Medical Assistance Programs 


Phone # +1 717 772 6197 


Fax # +1 717 772 6328 


Email Address lrock@pa.gov 


 


Name Lisa Truitt 


Title Director, Health Care Delivery Management Administration 


Organization Department of Health Care Finance 


Phone # +1 202 442 9109 


Fax # +1 202 722 5686 


Email Address lisa.truitt@dc.gov 


 
  



mailto:kathleen.dougherty@state.de.us

mailto:lrock@pa.gov

mailto:lisa.truitt@dc.gov
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PROPOSED STAFF RESUME FOR RFP 3491 


A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 
 


Company Name Submitting Proposal: Mercer Health & Benefits LLC 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: √ Subcontractor:  


 


The following information requested pertains to the individual being proposed for this project. 


Name: Rachel Wright, RN, MSN, PHN 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title Clinical Quality Lead / Senior Associate  


# of Years in Classification: 13 # of Years with Firm: 3 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 


Rachel brings a unique understanding of state Medicaid and Public Health systems. She has 13 years of nursing 


experience in physical, behavioral and long-term health care. Rachel is a former Quality Bureau Chief for New 


Mexico Medicaid, former Director of Nursing Services Coordinator for New Mexico Public Health, and former 


Diversion Program manager for the New Mexico Board of Nursing. 


 


Rachel’s core competencies include: Managed care program operations; EQR, Provider network access and 


availability, utilization management and, clinical care coordination strategies and clinical quality improvement 


analysis.  


 


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. 


 


Timeframe February 2015 to Present 


Company Name Mercer Health & Benefits, LLC 


Company Location Phoenix, Arizona 


Position/Title Mercer Senior Associate  


Details of Project Since February of 2015, Rachel has been the EQRO Project Manager for Mercer’s State of 


Delaware EQRO contract. Rachel leads the Delaware Medicaid compliance reviews (desk 


and onsite) for service and care coordination, long-term services and supports, and 


utilization management as well as a 2017 managed care readiness review for a new 


Medicaid health plan.  


Technical assistance: Rachel provided PIP technical assistance for the MCO on lead and 
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lag measures and created a Delaware specific MCO quarterly reporting tool.  


Network Adequacy: Rachel created network adequacy analysis using Delaware’s contract 


standards and geographical access reports. Rachel co-led a workgroup with DHHS that 


reviewed the Center for Medicare & Medicaid Services (CMS) final rules and Delaware 


contract compliance. Rachel created utilization reports for unique members accessing 


specialists to review Delaware specific needs. Rachel created time, distance, and 


accessibility recommendations based on Delaware’s specific population for physical, 


behavioral health, managed long tern services and supports (MLTSS), hospitals and 


pharmacies.  


 


Timeframe December 2013 – January 2015 


Company Name New Mexico Human Services Department, Medical Assistance Division 


Company Location Santa Fe, New Mexico 


Position New Mexico Medicaid Quality Bureau Chief  


Details of Project New Mexico Medicaid Quality oversight: EQRO contract owner, created the request for 


procurement, oversaw the MCO performance of contract measures and reports, annual 


review and creation of new contract performance measures, lead quality and clinical areas 


for MCO readiness reviews, and quality file reviews.  


Clinical oversight of the Medicaid program including but not limited to: patient centered 


initiatives, performance measurement, implementation of quality improvement and CAPs, 


Medicaid adult quality grant.   


 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 


Benedictine University, Lisle, Illinois, Master’s degree in Nursing, (12/2010) 


Regis University, Denver, Colorado, Bachelor’s degree in Nursing, (12/2004)  


 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 


Licensed Registered Nurse, Minnesota (02/2005)  


Licensed Registered Nurse New Mexico (compact license), (09/2006) 


Certified Public Health Nurse, Minnesota, (11/2014) 


MLC Certified Medicaid Professional, (07/2016) 
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REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


 


Name Kathleen Dougherty 


Title Managed Care Operations 


Organization Delaware Health and Social Services, Medicaid and Medical Assistance 


Phone # +1 302 255 9500 


Fax # +1 302 255 4454 


Email Address Kathleen.Dougherty@state.de.us 


 


Name Nancy Smith Leslie 


Title New Mexico Medicaid Division Director 


Organization New Mexico Human Services Department, Medical Assistance Division 


Phone # +1 505 827 3100 


Fax # +1 505 827 3185 


Email Address Nancy.Smith-Leslie@state.nm.us 


 


Name Dr. Anne Foster  


Title (Former) New Mexico Medicaid Medical Director 


Organization (Former) Human Services Department, Medical Assistance Division 


Phone # +1 575 770 2501 


Fax # N/A 


Email Address afr@newmex.com 


 
  



mailto:Kathleen.Dougherty@state.de.us

mailto:Nancy.Smith-Leslie@state.nm.us

mailto:afr@newmex.com
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Mercer Health & Benefits LLC 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: √ Subcontractor:  


 


The following information requested pertains to the individual being proposed for this project. 


Name: Son Yong Pak, CPHQ, CPC 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title Project Manager & Program Integrity Lead / Senior Associate 


# of Years in Classification: 20 # of Years with Firm: 5 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 


Son Yong combines her experience in operations and project management and in clinical quality and efficiency in 


physical and behavioral health for Medicaid, children’s health insurance program, and long-term care (LTC) 


populations to plan and monitor project implementations to ensure initiatives are completed with the scope, on time, 


and within the budget. Also, she is a key contributor to the internal Mercer medical coding team and has contributed 


medical coding knowledge to almost every Mercer’s Medicaid clients. Son Yong researches federal and state 


regulations and guidelines as well as clinical and medical coding guidelines and provides coding expertise and 


support to the actuarial and clinical teams. 


 


Son Yong’s core competencies include project management, medical coding, health care data analysis and 


interpretation, regulatory and operations compliance, practice transformation, quality improvement and evaluating 


MCO readiness and compliance.  


 


RELEVANT EXPERIENCE 
Information required should include: timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 


 


Timeframe January 2013 to present 


Company Name Mercer 


Company Location Phoenix, Arizona 


Position/Title Senior Associate 


Details of Project Arizona Health Care Cost Containment System (AHCCCS) State Innovation Models (SIM) 


and Targeted Investments Program: coordinate full scope of work, oversee budget and 


manage cross-sector and subcontractor project team; draft public comments summary, 


develop core components and milestones for each project; participate in justice system 


stakeholder sessions; draft stakeholder and steering committee presentations, facilitate 
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client update meetings, support the implementation of some of the delivery strategies 


identified in the SIM process. 


Commonwealth of Pennsylvania Technical Assistance: participate in multiple technical 


assistance projects including, but not limited to, mental health parity analysis, behavioral 


health managed care organization (BH-MCOs) compliance review to include desk review, 


onsite interviews and report writing; program integrity assessment of BH-MCOs to include 


desk review, onsite interview, develop reporting template and report card, review CAPs, 


provide technical assistance presentation; behavioral health procurement and contractor 


readiness manual to include key staff interview, document responsibilities and procurement 


processes. 


Georgia Department of Behavioral Health and Developmental Disabilities (DBHDD) 


development of a request for proposal (RFP) and evaluation approach for selecting a 


qualified vendor to function as an Administrative Services Organization (ASO): coordinate 


full scope of work, oversee budget and manage cross-sector and subcontractor project 


team; facilitate client update meetings; oversee project budget and timelines. 


All client actuarial teams with medical coding support: review of medical codes and service 


categorizations, including ICD-9 and ICD-10 diagnosis and procedural codes, CPT-4 and 


HCPCS procedure codes, DRGs and ADA dental codes as well as codes specific to UB04 


and CMS-1500 forms for rate development, clinical efficiency reviews and maternity kick-


payment; develop medical coding logic for enhanced federal Medicaid assistance 


percentage analysis for family planning and preventive services. 


 


Timeframe June 2010−December 2012 


Company Name Arizona Chapter of the American Academy of Pediatrics 


Company Location Phoenix, Arizona 


Position Improvement Coach 


Details of Project Recruited and coached primary care practices to participate in a practice transformation 


process in implementing Patient-Centered Medical Home (PCMH) processes to improve 


their operational systems, outcomes and patient satisfaction; served as a liaison to 


community, MCOs and government organizations in promoting PCMH and improving 


healthcare delivery system; served as a liaison to the Arizona Health-E Connection and 


recruited providers to participate in the meaningful use incentive program and health 


information exchange; Reviewed and provided feedback to the national American Academy 


of Pediatrics on a new product line that is designed to aid practices in achieving the NCQA 


PCMH Recognition. 


 


Timeframe September 2008–June 2010 


Company Name Health Choice Arizona 


Company Location Phoenix, Arizona 


Position Director of Early Periodic Screening, Diagnosis and Treatment (EPSDT) and Performance 


Improvement 


Details of Project Developed and implemented operational processes and improved full- compliance rating 
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from 75% to 100% for the EPSDT program; engaged in cross-departmental strategies to 


implement PIPs; developed performance improvement strategies, goals and work plan 


working in cross-sector departments to improve state required HEDIS measures; provided 


member and provider outreach on recommended services based on the EPSDT visits. 


 


Timeframe February 2007−August 2008 


Company Name State of Arizona, Arizona Department of Economic Security,  


Comprehensive Medical and Dental Program 


Company Location Phoenix, Arizona 


Position Chief Operations Officer 


Details of Project Provided ongoing operational process analysis, communicated project status, identified and 


resolved operational issues, and implemented processes to ensure Medicaid regulatory 


compliance; supervised 20 staff members involving mentoring, training and providing 


feedback on their performance to accomplish their goals; orchestrated four project teams 


and successfully transitioned to a new Pharmacy Benefits Management (PBM) for three 


programs covering over 12,000 lives; serviced as a liaison to the regulator, State Attorney 


General’s Office and Child Protective Services. 


 


Timeframe May 2001−February 2007 


Company Name State of Arizona, Arizona Health Care Cost Containment System (AHCCCS) 


Company Location Phoenix, Arizona 


Position Acute Care Operations and Compliance Officer, 


Behavioral Health Senior Clinical and Quality Officer  


Behavioral Health Clinical Program Analyst 


Details of Project Assessed regulatory compliance of contracted Medicaid MCOs in accordance with the 


federal and state rules and regulations; oversaw three state carve-out programs: Children’s 


Rehabilitative Services, children in the foster care system and behavioral health program; 


provided cross-functional team leadership in Medicaid contractors’ operational and financial 


audits; developed, reviewed and monitored multidisciplinary CAPs of Medicaid contractors; 


developed contract provisions and managed contract negotiation processes; served as a 


member of the 2006 Arizona Long Term Care System (ALTCS) Program Request for 


Proposal (RFP) evaluation team. 


 


Timeframe September 1996−May 2001 


Company Name ValueOptions/ComCare 


Company Location Phoenix, Arizona 


Position Quality Management Analyst 


Homeless Outreach Specialist  


Seriously Mentally Ill (SMI) Case Manager 


Details of Project Co-developed and implemented provider monitoring audit tool and processes to ensure 


regulatory compliance of behavioral health providers; hand selected by the Office of the 


Court Monitor to participate in its Independent Review of the exit stipulation; performed 


outreach activities to homeless SMI individuals and engaged individuals in services. 







E X T E R N A L  Q U A L I T Y  R E V I E W  
O R G A N I Z A T I O N  ( E Q R O )  
R E Q U E S T  F O R  P R O P O S A L :  3 4 9 1  


N E V A D A  D E P A R T M E N T  O F  H E A L T H   


A N D  H U M A N  S E R I V C E S  


D I V I S I O N  O F  H E A L T H  C A R E   


F I N A N C I N G  A N D  P O L I C Y  


 


M E R C E R  1 8 7  


 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 


University of California, Berkeley, California, Bachelor’s degree in Sociology, December 1995 


 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 


Certified Professional in Healthcare Quality, April 2010 


Certified Professional Coder, August, 2008 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


 


Name Michael Bailit 


Title President 


Organization Bailit Health Purchasing, LLC 


Phone # +1 781 453 1166 


Fax # +1 781 453 1167 


Email Address mbailit@bailit-health.com 


 


Name Melissa Sperbeck 


Title Director, Division of Performance Management and Quality Improvement 


Organization State of Georgia, Department Behavioral Health and Developmental Disabilities 


Phone # +1 404 657 2258 


Fax # +1 770 342 4849 


Email Address melissa.sperbeck@dbhdd.ga.gov 


 


Name Sayeh Shirvani 


Title Chief – LTSS Analysis 


Organization Ohio Department of Medicaid 


Phone # +1 614 752 3642 


Fax # +1 614 466 6945 


Email Address sayeh.shirvani@medicaid.ohio.gov 


  



mailto:mbailit@bailit-health.com

mailto:melissa.sperbeck@dbhdd.ga.gov

mailto:sayeh.shirvani@medicaid.ohio.gov
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Mercer Health & Benefits LLC 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: √ Subcontractor:  


 


The following information requested pertains to the individual being proposed for this project. 


Name: Janine Statt, PharmD 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title Pharmacy Lead & Managed Care Operations Lead / Senior Associate 


# of Years in Classification: 10 # of Years with Firm: 1 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 


Janine is a pharmacist within Mercer's Government Human Services Consulting group, a part of Mercer Health & 


Benefits LLC (Mercer) in the Phoenix, AZ office. She comes to Mercer from a MCO setting, managing the 


pharmacy benefit for various Medicaid, Medicare, Exchange and Commercial health plans in several states. She 


oversaw benefit design, clinical program and performance measure development, stakeholder engagement, and 


vendor contract oversight. Janine’s experience at Mercer includes similar work consulting on pharmacy projects for 


New Mexico, New Jersey, California and North Carolina, in addition to drug utilization and efficiency projects across 


other states. 


 


Janine’s core competencies include Medicaid MCO pharmacy program design, implementation and evaluation; 


Medicaid pharmacy policy; Encounter data validation; Medicaid PIP implementation and analysis; CAHPS survey 


evaluations; HEDIS reporting; Pharmacy trend analysis and projections; Prior authorization and PDL analysis; 


Pharmacy benefit management.  


 


RELEVANT EXPERIENCE 
Information required should include: timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 


 


Timeframe 2018 


Company Name Mercer Health & Benefits, LLC 


Company Location Phoenix, AZ 


Position Senior Associate, Pharmacist 


Details of Project Manage data and financial analytical work on large and complex state managed health and 


welfare capitation projects; provide guidance in developing the data model and assumptions 


for the project. Ensure the project is consistent with federal regulations and actuarial 


standards; determine the appropriate data sources for the specific project’s data analysis. 
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Collaborate with client team and project team to finalize rates; educate and consult with 


client on the impact of their policies on the data and rates. Present results and analysis to 


clients and key stakeholders; answer detailed and challenging questions regarding the data.  


 


Timeframe 2015 – 2017 


Company Name Tenet Healthcare 


Company Location Phoenix, AZ 


Position/Title Clinical Program Manager 


Details of Project Management of pharmacy operations including pharmacist and technician oversight, inter-


departmental collaboration with compliance, eligibility, finance, medical, case management, 


grievance and appeals departments. 


Build strategy at plan level, inclusive of federal and state (AZ, TX, MI) regulations, template 


filings, draft pharmacy communications to members, providers, state and federal. 


Co-Chair P&T Committee (commercial), custom formulary management, and formulary 


conversion strategies.  


Propose cost savings initiatives, collaborate with plan’s actuaries and medical economics 


team to provide cost effective value based care, financial analysis and reconciliation of 


Cost-Sharing Reduction monitor FWA, oversee drug rebating potential, and improve 


specialty pharmacy outcomes. 


Prior authorization (PA) oversight, project management to bring pharmacy PA in house from 


PBM, process change to move pharmacy appeals from the grievance and appeals 


department, clinical review of pharmacy appeal cases. 


Reporting of quality and financial measures to committee, Quality of Care (QOC) reporting, 


provider trending. 


Audit representation (internal, state departments of insurance, CMS), audit preparation and 


response, URAC accreditation application support, mock audit with Integral Healthcare 


Solutions consultants, PIP selection and implementation. 


Vendor management oversight of delegated functions (ESI, CVS, Navitus, EQuIPP, 


Agadia/PA Hub, MRIOA, CareAnalyzer/DST Health Solutions). 


 


Timeframe 2014 – 2015 


Company Name Tenet Healthcare 


Company Location Phoenix, AZ 


Position Medicaid Clinical Pharmacist 


Details of Project Prior authorization (PA) reviews, heavy focus on cost containment strategies and 


compliance with state regulations. 


P&T Committee co-chair (Medicaid), criteria development, and Hepatitis C adherence 


program creation. 


Inter-collaborative Care Team (ICT) team member, medication reviews, clinical detailing 
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pieces, nurse case manager medication training sessions. 


Audit support, medical and pharmacy reporting to the state, Arizona Health Care Cost 


Containment System (AHCCCS) and Notice of Action (NOA) audits. 


Provider Forum presentations throughout the valley on behalf of Phoenix Health Plan 


pharmacy services department. 


Medical Management collaborative projects, J Code clinical reviews, J Code PA list 


management. 


Additional support: EQuIPP Implementation for pay for performance pilot study, PBM 


conversion, HEDIS measure strategy and reporting, Medicare Part D STARS team creation 


and oversight, MTM Medicare clinical reviews with members and providers. 


 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 


University of Hawaii at Hilo, PharmD, (2014) 


University of Hawaii at Hilo, Bachelor’s degree, Pharmacology, (2014) 


University of California at Los Angeles, Bachelor’s degree in Psychobiology, (2005) 


 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 


Licensed pharmacist, Arizona, (2014) 


Licensed pharmacist, Texas, (2015) 


 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


 


Name Andy Le 


Title Pharmacy Program Manager 


Organization Care 1
st
 Health Plan 


Phone # +1 602 778 4140 


Fax # N/A 


Email Address ale@care1staz.com 


 


Name Stephanie Sanders 


Title Pharmacy Director 


Organization Tenet Healthcare 


Phone # +1 602 824 3984 


Fax # N/A 


Email Address Stephaniem.sanders@tenethealth.com 


 



mailto:ale@care1staz.com

mailto:Stephaniem.sanders@tenethealth.com
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Name Anissa Marzuki 


Title Pharmacy Community Residency Coordinator, Clinical Pharmacist 


Organization Midwestern University, Safeway 


Phone # + 1 301 920 4340 


Fax # N/A 


Email Address Anissa.marzuki@safeway.com 


 
  



mailto:Anissa.marzuki@safeway.com
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Mercer Health & Benefits LLC 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: √ Subcontractor:  


 


The following information requested pertains to the individual being proposed for this project. 


Name: Jane Szymanski 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title 
ISCA (Information Systems Capabilities Assessment) & Electronic Data 


Validation (EDV) Lead / Senior Associate 


# of Years in Classification: 37 # of Years with Firm: 16 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 


Jane’s expertise is in managed care systems and claims payment processes. Since joining Mercer, Jane has 


worked with more than 20 states, including Delaware, North Carolina, Pennsylvania, and the District of Columbia. 


She has 35+ years of experience in the health care claims industry. With her expertise in managed care and 


encounter data, Jane has worked with numerous actuarial, clinical, and financial teams on data issues related to 


risk adjusted rates, EQR, and the collection, validation and analysis of encounters. 


 


Jane’s core competencies include Information systems capabilities assessments, Data management; 


Claims/encounter processing expertise; Claims/clinical edit efficiency analysis; Encounter data. 


 


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. 


 


Timeframe 2001 – Current 


Company Name Mercer 


Company Location Phoenix, AZ 


Position/Title Senior Associate 


Details of Project Delaware information systems capability assessment: Performed the CMS ISCA along with 


expanded encounter data validation activities since 2002. Also performed reviews for 


readiness of a new MCO, benefit expansions and encounter submissions. A detailed 


technical report was produced with strengths and opportunities to allow for CAPs to be 


created as needed to enhance MCO performance. 


District of Columbia encounter data completeness and accuracy: Since 2004 when 


encounter data collection began, assist the District with MCO submissions to verify 
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completeness and accuracy with monthly quality reporting to monitor the processes. 


North Carolina prepaid inpatient hospital plans (PIHPS): Oversee the implementation, 


ongoing activities, and mergers of PIHPs for 1915(b)(c) services. Mercer provided annual 


technical assistance for the PIHPs to improve data collection, data verification, payment 


accuracy, and encounter submission completeness.     


District of Columbia encounter data collection: Oversee the claims/encounter activities of 


MCOs for encounter data projects. Various projects including encounter data collection, 


data verification, system edits, payment accuracy and timeliness, and encounter submission 


completeness and accuracy. Onsite projects include additional needs to review and 


enhance financial reporting, home health data, and third-party liability processes.     


 


Timeframe 1999 – 2001 


Company Name First Health 


Company Location Scottsdale, AZ 


Position Manager of data Integrity for corporate quality assurance 


Details of Project First Health data integrity: Review intra-company processes for data integrity and accuracy 


in data sharing between departments such as provider demographics and fee schedules 


and clinical authorizations with the claims department. In addition, we audited customer 


service calls and documentation, claim system edits, and system documentation for 


information systems and claims processing procedures.  


 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 


Western International University, Phoenix, AZ, Bachelor’s degree in Business Management, (May 2000) 


 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Not applicable 


 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


 


Name Lawrence Williams 


Title Management Analyst 


Organization DC Division of Managed Care, Department of Health Care Finance 


Phone # +1 202 724 8864 


Fax # +1 202 722 5686 


Email Address Lawrence.Williams2@dc.gov 


 
  



mailto:Lawrence.Williams2@dc.gov
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Name Katherine Nichols 


Title Assistant Director for Policies and Programs,  


Organization NC Division of Mental Health Developmental Disabilities and Substance Abuse Services 


Phone # +1 919 715 2027 


Fax # +1 919 508 0951 


Email Address Katherine.Nichols@dhhs.nc.gov 


 


Name John Miller 


Title Financial Analysis and Reporting 


Organization Pennsylvania Office of Medical Assistance Programs 


Phone # +1 717 705 8129 


Fax # +1 717 705 8112 


Email Address johnmil@pa.gov 


 
  



tel:919-508-0951

mailto:Katherine.Nichols@dhhs.nc.gov

mailto:johnmil@pa.gov
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Mercer Health and Benefits, LLC 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor:  Subcontractor: √ 


 


The following information requested pertains to the individual being proposed for this project. 


Name: Jennifer Lenz, QRS, MPH, CHCA 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title 
Performance Measure Validation (PMV) Lead & HEDIS Certified Auditor / 


Independent Consultant 


# of Years in Classification: 2.75 # of Years with Firm: 2.75 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 


Jennifer is highly qualified professional with more than 18 years of experience in the healthcare industry, with 


expertise in implementing and managing EQR activities, managing teams, and driving quality improvement 


initiatives. She has experience in conducting evaluation of public health programs, compliance reviews, and 


performance measure validation. She has a working knowledge of Medicaid, Medicare, the Children’s Health 


Insurance Program (CHIP), Marketplace, Medicare-Medicaid plan demonstration projects, and federal employee 


benefit plans. Jennifer also has experience as a National Committee for Quality Assurance (NCQA) Certified 


HEDIS Compliance Auditor (CHCA) and a Centers for Medicare & Medicaid Services (CMS) data validation 


evaluator with extensive knowledge of performance measures, information systems, and auditing techniques. 


 


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. 


 


Timeframe June 2015 – Present 


Company Name Quality Review Solutions, LLC. (QRS) 


Company Location Phoenix, AZ 


Position/Title President/Independent Consultant 


Details of Project Serves as an independent consultant for conducting various audit and quality improvement 


activities. Has responsibility for interfacing with NCQA Licensed Organizations to conduct 


HEDIS Compliance Audits™, CMS data validation audits, and performance measure 


validation audits for Commercial, Medicare, Medicaid, and Marketplace populations. 


Interfaces with EQROs to conduct compliance and care management audits, provide staff 


training, and technical assistance. Provides consultation to NCQA and the Centers for 


Disease Control and Prevention (CDC) on the Million Hearts Hypertension Control Project.   
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Timeframe November 2008 – August 2015 


Company Name Health Services Advisory Group, Inc. (HSAG) 


Company Location Phoenix, AZ 


Position Executive Director, State & Corporate Services 


Details of Project Served as the EQR primary point of contact for the Georgia Department of Community 


Health with oversight of Project Directors who served as main points of contacts for the 


states of California, Ohio, and Virginia. Had responsibility for oversight of the HSAG teams 


for PIPs, community collaboratives, and HEDIS and performance measure validation audits. 


This included communications, project planning and budgeting, tracking project timelines 


and task schedules, overseeing timely and quality contract deliverables, developing written 


reports, identifying project improvement opportunities, developing and facilitating quality 


improvement activities, and coordination and communication with internal departments on 


project activities.  


Provided technical assistance on strategic planning and quality strategy development to 


Medicaid state clients and health plans with project facilitation that incorporated logic 


models and key driver diagrams, as well as introduced quality improvement science 


techniques to evaluate quality improvement effectiveness. 


Served as the principal investigator on the Ohio Department of Health, Quality Improvement 


Project for Type II Diabetes Mellitus Post-Partum Screening Among Women with a History 


of Gestational Diabetes Mellitus. 


 


Timeframe January 2006 – November 2008 


Company Name Arizona Department of Health Services (AZDHS), Bureau of Chronic Disease Prevention 


and Control, Well Woman HealthCheck Program 


Company Location Phoenix, AZ 


Position Well Woman HealthCheck Program Director 


Details of Project Responsible for implementation of the National Breast and Cervical Cancer Early Detection 


Program in Arizona providing breast and cervical cancer screening and diagnostics to 


approximately 8,000 low-income, uninsured, and underinsured women annually. Oversaw 


cooperative agreement requirements with the CDC for all aspects of the program including 


program management, professional development, public education, recruitment, quality 


assurance, screening, tracking, case management, surveillance and evaluation. Developed 


the annual work plan containing specific goals, activities, and performance measures for the 


program. Identified grant opportunities, wrote applications for grant funding, and oversaw 


implementation and reporting of grant activities. Secured more than $1 million dollars in 


non-federal grants between 2007 and 2008. Responsible for Arizona Proposition 303 


(tobacco tax) funds, including project management, budget management, development of 


evaluation plan, and surveillance activities. 
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Timeframe October 2002 – January 2006 


Company Name PacifiCare Health Systems, Desert Region (AZ, NV, CO) 


Company Location Phoenix, AZ 


Position Regional Project Manager, Healthcare Quality 


Details of Project Responsible for project management of NCQA accreditation for the Desert Region, 


including knowledge of regulatory standards related to quality improvement, utilization 


management, credentialing, and member rights and responsibilities, HEDIS, and CAHPS. 


Provided training to internal staff related to accreditation requirements and was responsible 


for coordination of all aspects of audit preparation including mock audits and final review. 


Prepared annual quality improvement documentation, including work plan, program 


description, and program evaluation. Participation on community collaborative project with 


multiple state, private, and non–profit agencies. Performed ambulatory medical record 


reviews in physician offices for regulatory compliance. 


 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 


University of Arizona, Tucson, Arizona, Master of Public Health in Health Administration and Policy, 2004 


Arizona State University, Tempe, Arizona, Bachelor of Science in Psychology, 1997 


 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Certified HEDIS Compliance Auditor; 10/2011–Present 


 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


 


Name Wendy Talbot, MPH 


Title Director, Measure Validation and Data Collection 


Organization National Committee for Quality Assurance (NCQA) 


Phone # +1 202 955 1708 


Fax # N/A 


Email Address talbot@ncqa.org 


 


Name Cassandra Eckhof  


Title Project Director, Massachusetts External Quality Review Program 


Organization KEPRO Acquisitions, Inc. 


Phone # +1 617 913 8093 


Fax # N/A 


Email Address ceckhof@kepro.com 



mailto:talbot@ncqa.org

mailto:ceckhof@kepro.com
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Name Catherine Basham 


Title Project Associate, MassHealth Quality Office 


Organization Massachusetts Executive Office of Health and Human Services (EOHHS) 


Phone # + 1 617 847 3720 


Fax # N/A 


Email Address Catherine.Basham@MassMail.State.MA.US 
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Mercer Health & Benefits LLC 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: √ Subcontractor:  


 


The following information requested pertains to the individual being proposed for this project. 


Name: Jorge Hasbun 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title HEDIS Measure Calculation Lead / Associate 


# of Years in Classification: 3 # of Years with Firm: 1.5 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 


Jorge’s SAS programming and statistical knowledge are combined to assist with clients’ data management, 


summarization, visualization, and analysis needs. Jorge is a team member for the client states of Missouri, 


Mississippi, Minnesota, Pennsylvania, and Wisconsin. In addition, Jorge supports the department’s work on the 


Health Plan Employer Data and Information Set (HEDIS) quality performance measures. 


 


Jorge’s core competencies include data acquisition, data validation, analyzing and interpreting health care data 


using descriptive and inferential statistics.  


 


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. 


 


Timeframe 2016 – Present 


Company Name Mercer 


Company Location Phoenix, AZ 


Position/Title Associate 


Details of Project Calculate rates for clients on a quarterly basis and maintain and update performance 


measure library to align with most current specifications. 
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Timeframe 2014 – 2016 


Company Name Health Services Advisory Group 


Company Location Phoenix, AZ 


Position Analyst 


Details of Project Calculated rates and generated weekly, monthly, and quarterly reports for CMS’ Hospital 


Inpatient and Outpatient Reporting Programs (HIQR and HOQR). 


Calculated rates for five states on a quarterly and annual basis including healthcare 


consumer survey-based rates. 


Created performance-based plan comparison scorecards and incentive programs for over 


10 states. Conducted cost savings analysis for state Medicaid programs. And validated 


IDSS data sets for over 50 plans across four product lines in preparation for final submission 


to NCQA. 


 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 


Texas A&M University, College Station, TX, Master’s degree in Statistics, 2013 


Portland State University, Portland, OR, Bachelor’s degree in Mathematics, 2010 


 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Not applicable 


 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, 


fax number and email address.   


 


Name Julie Pearson 


Title CCBHC Project Manager 


Organization Minnesota Department of Human Services, Mental Health Division 


Phone # 651.431.4879 


Fax # 651.431.7566 


Email Address Julie.Pearson@state.mn.us 


 


Name Brian Starr 


Title Analyst / Statistician 


Organization Health Services Advisory Group 


Phone # 520.977.6736 


Fax #  


Email Address bstarr@hsag.com 
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Name Jalal Haddad 


Title Associate Analyst 


Organization Department of Health Care Services (CA), Integrated Systems of Care Division 


Phone # 916.750.3586 


Fax # N/A 


Email Address Jalal.Haddad@dhcs.ca.gov 


 
  







E X T E R N A L  Q U A L I T Y  R E V I E W  
O R G A N I Z A T I O N  ( E Q R O )  
R E Q U E S T  F O R  P R O P O S A L :  3 4 9 1  


N E V A D A  D E P A R T M E N T  O F  H E A L T H   


A N D  H U M A N  S E R I V C E S  


D I V I S I O N  O F  H E A L T H  C A R E   


F I N A N C I N G  A N D  P O L I C Y  


 


M E R C E R  2 0 2  


 
PROPOSED STAFF RESUME FOR RFP 3491 


A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 
 


Company Name Submitting Proposal: Mercer Health & Benefits LLC 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: √ Subcontractor:  


 


The following information requested pertains to the individual being proposed for this project. 


Name: Brenda Jenney, PhD 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title Statistician / Senior Associate 


# of Years in Classification: 6 # of Years with Firm: 7 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 


Brenda combines statistical knowledge and SAS programming skills, and over five years of analytical expertise to 


assist with clients’ data management and analysis needs. Brenda is a team member for the client state of New 


Jersey. 


 


Brenda’s core competencies include Designing statistically valid studies; Analyzing and interpreting health care 


data using descriptive and inferential statistics.  


 


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. 


 


Timeframe July 2013-present 


Company Name Mercer 


Company Location Phoenix, AZ 


Position Senior Associate 


Details of Project 
California HCBS Statewide Transition Plan: Recommending data collection strategies, 


statistical analysis, and reporting methodology for the settings assessment methodology for 


compliance with the Home and Community Based Services (HCBS) final rule. 


Arizona First Things First Statistical disclosure control (SDC): Utilizing statistical and 


summarization algorithms to protect the privacy of individuals, when health care data tables 


must be released publicly.   


Oregon Cost of Dispensing (COD) Survey: Providing statistical analysis of pharmacy survey 


data, including: determining usable survey responses, outlier analysis, creating weights for 
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nonresponse, regression analysis, and calculation of average cost of dispensing overall and 


for pharmacy subgroups. 


Oklahoma Emergency Department Utilization: Developing statistical comparisons of 


program interventions. 


 


Timeframe August 2006 – May 2007 


Company Name Arizona State University 


Company Location Tempe, AZ 


Position Statistical Consultant 


Details of Project Advised ASU faculty, employees and graduate students on statistical problems from diverse 


areas of research, including: biology, engineering, business, and fitness. Consulting topics 


included design and analysis of experiments, multiple regression, analysis of variance, 


sampling and survey methodology and categorical data analysis. Also advised on the use of 


statistical software, including: SAS, SPSS, JMP, R, and Minitab. 


 


Timeframe May 2004 – January 2006 


Company Name Mercer 


Company Location Phoenix, AZ 


Position Health Care Informatics Analyst 


Details of Project Analyzed health care utilization and encounter data for commercial and state government 


clients. Used SAS programming skills to load, summarize and analyze large datasets.  


Programming team member on rate-setting, risk-adjusted rate-setting, and payment error 


rate measurement projects. Member of the peer-review committee, instituted to improve 


peer-review practices within the programming team. 


 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 


Arizona State University, Tempe, Arizona, Doctoral degree in Statistics, 2009 


Arizona State University, Tempe, Arizona, Master’s degree in Statistics, 2005 


Duke University, Durham, North Carolina Bachelor’s degree in Mathematics, 1996 


 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Not applicable 


 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


 


Name Roopa Iyer 


Title Senior Director, Research and Evaluation 


Organization State of Arizona, Early Childhood Development and Health Board, First Things First 







E X T E R N A L  Q U A L I T Y  R E V I E W  
O R G A N I Z A T I O N  ( E Q R O )  
R E Q U E S T  F O R  P R O P O S A L :  3 4 9 1  


N E V A D A  D E P A R T M E N T  O F  H E A L T H   


A N D  H U M A N  S E R I V C E S  


D I V I S I O N  O F  H E A L T H  C A R E   


F I N A N C I N G  A N D  P O L I C Y  


 


M E R C E R  2 0 4  


Phone # +1 602 771 5075 


Fax # N/A 


Email Address riyer@asftf.gov 


 


Name Jalal Haddad 


Title Associate Analyst 


Organization State of California, Department of Health Care Services, Integrated Systems of Care 


Division 


Phone # +1 916 750 3586 


Fax # N/A 


Email Address Jalal.haddad@dhcs.ca.gov 


 


Name Sharon Lohr 


Title Professor Emerita 


Organization Arizona State University 


Phone # Email contact preferred 


Fax # N/A 


Email Address sharon.lohr@asu.edu 


 
  



mailto:riyer@asftf.gov

mailto:Jalal.haddad@dhcs.ca.gov

mailto:sharon.lohr@asu.edu
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Mercer Health & Benefits LLC 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: √ Subcontractor:  


 


The following information requested pertains to the individual being proposed for this project. 


Name: Barbara Anger, CPC 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title Certified Professional Coder / Analyst 


# of Years in Classification: 20 # of Years with Firm: 6 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 


As an Analyst and Coding Specialist with Mercer, Barbara concentrates on clinical quality and clinical efficiency in 


physical and behavioral health projects. She is a key contributor to the internal Mercer ICD-10 workgroup by 


educating internal Mercer teams about the ICD-10 transition and assisting state clients with the ICD-10 


implementation and impact analysis. 


 


Barbara’s core competencies include Medical coding; EQR and regulatory compliance; Contract management; 


Readiness review tools; Policy and rate setting support.  


 


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. 


 


Timeframe March 2012 to Present 


Company Name Mercer Health & Benefits LLC 


Company Location Phoenix, Arizona 


Position/Title Consultant 


Details of Project Delaware EQR: provide project management; budget tracking and invoicing; participate in 


onsite compliance reviews; produce multi-project timeline; coordinate various update 


meetings across multiple projects; provide monthly data collection analysis and 


presentation; create quality measurement and reporting dashboards; provide technical 


assistance to MCOs. 


Connecticut Medicaid’s Person-Centered Medical Home Plus (PCMH+): provide project 


management; conduct compliance review of PCMH+ program which includes on-site 
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interviews, desk reviews, tool development and data analysis, report writing, and report 


editing; provide monthly quality data collection analysis and presentation; provide technical 


assistance to PEs. 


New York System Transformation for Improved Behavioral Health and Physical Health: 


assist with the development and implementation of New York’s Request for Qualifications 


(RFQs); evaluation criteria and scoring; readiness review tool development. 


 


Timeframe September 1999 – March 2012 


Company Name FM GROUP INC 


Company Location Scottsdale, Arizona 


Position Project Coordinator 


Details of Project Environmental Project Coordinator: Generated proposals and co-authored environmental 


reports, tracked project budget, reviewed and approved project submittals and Requests for 


Information, coordinated technical trainings and seminars for EPA certifications. 


 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 


East Stroudsburg University, East Stroudsburg, PA, Bachelor’s degree in Elementary Education, Minor in 


Psychology, 1993 


 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 


Certified Professional Coder, May 2015 


 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


 


Name Kathleen Dougherty 


Title Chief, Managed Care Operations 


Organization Delaware Division of Medicaid & Medical Assistance 


Phone # +1 302 255 9937 


Fax # +1 302 255 9529 


Email Address kathleen.dougherty@state.de.us 


 


Name Robert W. Zavoski, MD 


Title Medical Director 


Organization Connecticut Department of Social Services 


Phone # +1 860 424 5583 


Fax # +1 860 424 5799 



mailto:kathleen.dougherty@state.de.us
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Email Address robert.zavoski@ct.gov 


 


Name Elizabeth Vose 


Title Director, Bureau of MCO Oversight and Monitoring 


Organization New York Office of Mental Health Division of Managed Care 


Phone # +1 518 486 5821 


Fax # +1 518 391 9472 


Email Address elizabeth.vose@omh.ny.gov 


 



mailto:robert.zavoski@ct.gov

mailto:elizabeth.vose@omh.ny.gov
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TECHNICAL ADVISOR  
RESUMES   
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Mercer Health & Benefits LLC 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor:  Subcontractor: √ 


 


The following information requested pertains to the individual being proposed for this project. 


Name: Lois Simon 
Key Personnel: 


(Yes/No) 
No 


Individual’s Title Medicaid Consultant / Principal Research Scientist / 


# of Years in Classification: 3 # of Years with Firm: 4 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 


Lois Simon, MHS, is a Principal Research Scientist in the Health Care Research Department at NORC. She has 


more than 25 years of experience in health policy and analysis, program development, implementation, and 


administration, and health care operations with a specific expertise in Medicaid and managed care. Ms. Simon has 


spent many years focusing on improving Medicaid program at both the managed care plan level and at the state 


level. 


She is working on a number of projects currently underway at NORC related to the Medicaid program. She is the 


project director for Improving Oversight of Managed Care Quality in Medicaid and CHIP, a project supporting CMS’ 


efforts to advance and improve the EQR process for monitoring and overseeing the quality of state Medicaid and 


CHIP managed care programs. She is also the project director for the Home and Community-Based Services 


(HCB) Settings Characteristics project, which is assisting CMS in the national implementation of new regulations to 


ensure that beneficiaries receiving HCBS live in settings that are home and community-based and that are 


integrated into the community. In addition, she serves as a senior advisor for NORC’s project to support the CMS’ 


Financial Alignment Demonstration. 


Most recently, Ms. Simon was at MACPAC, where she was responsible for the Commission's research and analytic 


work on Medicaid managed care. Before joining MACPAC, she was the Director of the Bureau of Program Planning 


and Implementation in New York State’s Office of Health Insurance Programs. In this position, she managed policy 


and implementation activities related to the state's federal Section 1115 demonstration waiver for the Medicaid 


managed care and Family Health Plus programs, which provided, at the time, health coverage for approximately 


three million New Yorkers. Overseeing a staff of 35, she managed efforts related to the implementation of 


strategies for expanding Medicaid managed care to new populations and service areas throughout the state. At 


EmblemHealth (formerly HIP Health Plan of New York), Ms. Simon’s key responsibilities included the development, 


implementation and monitoring of the company’s Corporate Compliance program, HIPAA privacy activities and 
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disaster recovery. She has a Masters of Health Sciences in Health Policy at the Johns Hopkins Bloomberg School 


of Public Health. 


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. 


 


Timeframe October 2014 to Present 


Company Name NORC at the University of Chicago 


Company Location Bethesda, MD 


Position Project Director 


Details of Project Home and Community-Based Settings (HCBS) Characteristics Centers for Medicare and 


Medicaid Services (CMS). NORC is assisting CMS in CMS in the national implementation 


of new regulations to ensure that beneficiaries receiving home and community-based 


services live and work in settings that are home and community-based and that are 


integrated into the community. NORC is developing education and training for states, 


assuring state compliance with HCBS statue and regulation and performing data-collection 


and analysis. Responsibilities on the project include managing the project budget and day-


to-day project activities and coordinating between CMS, and NORC’s team of 


subcontractors and consultants.  


 


Timeframe April 2014 to Present 


Company Name NORC at the University of Chicago 


Company Location Bethesda, MD 


Position Project Director 


Details of Project Improving Oversight of Managed Care Quality in Medicaid and CHIP. For CMS’ Center for 


Medicaid and CHIP Services (CMCS), NORC supports CMS’ efforts to advance and 


improve the EQR process for monitoring and overseeing the quality of state Medicaid and 


CHIP managed care programs. NORC is developing, populating and maintaining both a 


data abstraction tool and a web-based relational database management system that will 


provide the means for analyzing the contents of state 2013-2014 EQR Technical Reports 


and creating profiles of each states’ EQR activities. NORC will also provide analysis and 


recommendation on several specific substantive topics, and help CMCS better to 


understand MCOs’ performance with regard to quality, access, and timeliness.  


 


Timeframe New York State Department of Health, Division of Managed Care, Office of Health 


Insurance Programs 


Company Name December 2014 to Present 


Company Location Albany, NY 


Position Senior Advisor 


Details of Project CMS’ Financial Alignment Initiative Operation Support Contract. NORC supports CMS in 


implementing state Demonstration programs for individuals enrolled in both Medicare and 


Medicaid (MMEs). These demonstration programs are opportunities for states to test new 


approaches to providing integrated, high quality care to MMEs through managed fee-for-
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service (FFS) or capitated models of care. NORC conducts readiness reviews for 


participating states or health plans, monitors the states' and health plans' progress in 


implementing the Demonstrations, creates beneficiary materials and educates stakeholders 


about the Demonstrations, tracks and analyzes public comments about the Demonstrations, 


and assists CMS in general project management. 


 


Timeframe September 2010 – November 2013 


Company Name Medicaid and CHIP Payment and Access Commission 


Company Location Washington, DC 


Position/Title Director of Managed Care 


Details of Project Staff lead for MACPAC’s Medicaid and CHIP analytic work on managed care issues and 
various other research and policy issues. 


Responsible for setting research agendas, scoping research tasks, reviewing and 
evaluating Medicaid and CHIP policies, programs, and proposed federal regulations, 
managing vendor contracts, and developing program and policy options for consideration by 
the Commission. 


Functioned as a primary author and presenter of ongoing policy and analytic work at public 
Commission meetings for MACPAC’s annual March and June reports to the Congress. 


Led analytic work and staff efforts for the Commission’s June 2011 Report to the Congress: 
The Evolution of Managed Care in Medicaid. 


 


Timeframe December 2007 – September 2010 


Company Name New York State Department of Health, Division of Managed Care, Office of Health 


Insurance Programs 


Company Location Albany, NY 


Position Director, Bureau of Program Planning and Implementation 


Details of Project Responsible for policy and program implementation activities related to the State’s Medicaid 


Managed Care (MMC) and Family Health Plus (FHP) programs, which provide health 


coverage to more than three million New Yorkers. 


Managed staff and activities related to federal Section 1115 demonstration waiver programs 


that enable New York State to operate its Medicaid managed care program. 


Responsible for determining and setting policies on coverage and service requirements for 


MMC and FHP and implementing strategies for expanding the program to new populations 


and service areas throughout the State. 


Led the operations of local social services districts and the management of MMC/FHP 


managed care contracts, stop-loss program and retroactive disenrollment review process. 


Played a lead role on the NYS Partnership for Coverage initiative for expanding high quality, 


affordable health care to all New Yorkers. 


 


Timeframe June 1995 – June 1998 


Company Name The Commonwealth Fund 


Company Location New York, NY 


Position Program Officer 
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Details of Project Responsible for the development and management of a grant-making portfolio of national 


projects related to Medicare, long-term care, women’s health and academic health centers. 


Served as program staff to the Fund’s Commission on Women’s Health, Task Force on 


Academic Health Centers, and the Advisory Committee for the Picker/Commonwealth 


Program on Long-Term Care for Frail Elders and Program on Medicare’s Future. 


Designed and analyzed population-based survey research. 


 


Timeframe June 1993 – June 1995 


Company Name Kaiser Commission on Medicaid and the Uninsured 


Company Location Washington, DC 


Position Policy Analyst 


Details of Project Conducted research and policy analysis on issues related to the role of Medicaid in 
providing health care to low-income populations. 


Prepared an in-depth review and synthesis of more than 20 years of literature on evaluating 
managed care’s impact on access, quality, enrollee health status and the cost of care for the 
Medicaid population. 


 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 


Johns Hopkins University, Bloomberg School of Public Health, Baltimore, MD, MHS, Health Policy, 1994 


Emory University, Atlanta, GA, BA, Economics and Political Science, 1983 


 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Not Applicable 


 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


 


Name Michael Brea 


Title Government Task Lead 


Organization Center for Medicaid and CHIP Services, CMS 


Phone # +1 410 786 4961 


Fax # N/A 


Email Address Michael.Brea@cms.hhs.gov 


 


Name Rachel Garfield 


Title Senior Researcher 


Organization Kaiser Family Foundation 


Phone # +1 202 347 5270 


Fax # +1 202 347 5274 



mailto:Michael.Brea@cms.hhs.gov
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Email Address RachelG@kff.org 


 


Name Barbara Dailey 


Title Deputy Director, Division of Quality and Health Outcomes 


Organization Center For Medicaid and CHIP Services, CMS 


Phone # +1 410 786 9012 


Fax # N/A 


Email Address Barbara.Dailey@cms.hhs.gov 


 
  



mailto:RachelG@kff.org

mailto:Barbara.Dailey@cms.hhs.gov
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Mercer Health & Benefits LLC 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor:  Subcontractor: √ 


 


The following information requested pertains to the individual being proposed for this project. 


Name: Gillian Lawrence 
Key Personnel: 


(Yes/No) 
No 


Individual’s Title CAHPS Project Manager / Research Director II 


# of Years in Classification: 4 # of Years with Firm: 11 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 


Gillian Lawrence, M.P.H. is a Survey Director in the Health Sciences Department at NORC and has extensive 


experience managing large survey projects throughout their lifecycles. Lawrence has over 14 years of experience 


in research and survey management work. She recently served as project manager for the Sentinel Communities 


Health Values survey for the Robert Wood Johnson Foundation (RWJF), a mixed mode (web, mail, telephone) 


survey of health values. She is also managing the development of the Medicare Beneficiary Experience of Care 


Surveys (MBECS) on behalf of the Centers for Medicare and Medicaid Services’ Office of Minority health. These 


surveys will explore the healthcare experiences of key minority groups enrolled in Medicare. Surveys will be fielded 


using a multi-mode (web, mail, and telephone) protocol. Lawrence previously served as Data Collection Lead for 


the National Children’s Study (NCS) Central Regional Operations Center (ROC). The NCS involved multi-mode 


data collection including phone, mail, and in-person activities for participants spread across the central United 


States. In this role she oversaw all aspects of the data collection process including Information Management 


System (IMS) development and implementation, staffing planning, training, operational implementation, and 


production and progress reporting. Lawrence also maintains NORC’s suite of CAHPS certifications. In addition to 


survey management work, works with NORC Web Survey team on innovations in web survey methodology and 


implementation strategies including corporate documentation and training. Lawrence earned her M.P.H. in Maternal 


and Child health from the University of Minnesota. 
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RELEVANT EXPERIENCE 
Information required should include: timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 


 


 
  


Timeframe 2017 to Present 


Company Name NORC at the University of Chicago 


Company Location Chicago, IL 


Position Survey Director II 


Details of Project Medicare Beneficiary Experience of Care Survey. This suite of surveys explores the 


healthcare experiences of key minority groups enrolled in Medicare. Surveys will be fielded 


using a multi-mode (web, mail, and telephone) protocol. NORC setting up this survey 


system on behalf of the Centers for Medicare and Medicaid Services’ Office of Minority 


health and plans to field the first survey in late 2018. 


Role: Manage all aspects of this survey including preparing the work plan and project 


schedule, preparing the OMB submission package, and managing the data collection, data 


file preparation, and final client deliverables. 


Timeframe 2016 -– 2017 


Company Name NORC at the University of Chicago 


Company Location Chicago, IL 


Position Survey Director II 


Details of Project Sentinel Communities Health Values Survey. ORC conducted this survey on behalf of 


the Robert Wood Johnson Foundation (RWJF) as part of their new Culture of Health (CoH) 


vision which embraced a broadly integrated and comprehensive approach to health where 


well-being lies at the center of every aspect of American life. This survey builds on the 


previously fielded American Health Values Survey (AHVS) which was a nationally-


representative survey of American health values. The Sentinel Communities survey was 


conducted in five communities across the county to further test and refine the findings from 


the AHVS. Data are collected following a multi-mode protocol involving web, mail, and 


telephone modes of collection. 


Role: Lawrence served as project manager for data collection activities. In this role she 


oversaw questionnaire development, web, mail, and telephone (CATI) data collection 


activities, sample planning and release, data review, production monitoring, creation of final 


data files, and vendor management.   
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Timeframe 2016 


Company Name NORC at the University of Chicago 


Company Location Chicago, IL 


Position/Title Survey Director II 


Details of Project STAR and STAR+PLUS Annual Report Card (ARC) and Member CAHPS surveys. 


As the EQRO for Texas the Medicaid Program, the Institute for Child Health Policy (ICHP) 


at the University of Florida regularly evaluates the experiences of enrollees in the Texas 


Medicaid STAR and STAR+PLUS programs. For the 2016 Texas Medicaid STAR CAHPS 


surveys NORC conducted telephone interviews to collect information from Texas Medicaid 


beneficiaries on their experiences and satisfaction with their Medicaid health plans. The 


surveys collect information on members' experiences and satisfaction across four domains 


of care: 1) Access and timeliness of care 2) Patient-centered medical home 3) Care 


coordination and 4) Health plan information and customer service. The results of the survey 


will be used to make recommendations to the State of Texas and Texas Medicaid MCO for 


improving health care delivery and quality to Medicaid members. The recommendations will 


be translated into PIPs and other interventions designed to address gaps and inadequacies 


in care. 


Role: Served as project director including overseeing the project from inception through data 


delivery; oversaw CATI systems and questionnaire development, managed client 


relationship, supervised staff, coordinated with telephone operations staff, developed 


training materials and production tracking reports, produced final data sets and client 


reports. 


 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 


University of Minnesota, Minneapolis, MN, BA Psychology, 2004 


University of Minnesota, Minneapolis, MN, MPH, Maternal and Child Health 2007 


 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 


Lawrence is NORC’s CAHPS project manager and has been responsible for maintaining NORC’s NCQA’s HEDIS 


CAHPS approved vendor status since 2016. Most recently she attended HEDIS CAHPS Survey Vendor training on 


10/11/2017. 
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REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


 


Name Christina Dragon 


Title Health Scientist 


Organization CMS Office of Minority Health 


Phone # +1 575 649 4144 


Fax # N/A 


Email Address Christina.Dragon@cms.hhs.gov 


 


Name Magali Jorand-Fletcher 


Title Research Coordinator III 


Organization University of Florida, College of Medicine, Health Outcomes and Biomedical Informatics 


Phone # +1 352 627 9142 


Fax # N/A 


Email Address magali20@ufl.edu 


 


Name Carolyn Miller 


Title Senior Program Officer, Research, Evaluation and Learning  


Organization Robert Wood Johnson Foundation 


Phone # +1 609 627 6257 


Fax # +1 609 419 8257 


Email Address cmiller@rwjf.org 


 
  



mailto:Christina.Dragon@cms.hhs.gov

mailto:magali20@ufl.edu

mailto:cmiller@rwjf.org
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Mercer Health & Benefits LLC 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor:  Subcontractor: √ 


 


The following information requested pertains to the individual being proposed for this project. 


Name: Scott Leitz 
Key Personnel: 


(Yes/No) 
No 


Individual’s Title Medicaid Policy Expert / Senior Fellow 


# of Years in Classification: 2 # of Years with Firm: 2 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 


Scott Leitz, MN, MA is a senior fellow with the Health Care department at NORC, and is the former CEO of 


MNsure, the state-based health insurance marketplace serving the state of Minnesota. There he oversaw the 


enrollment of more than 500,000 Minnesotans in the MNsure program. Leitz focused his efforts on improving the 


customer experience, enhancing the functionality of the state’s website, and expanding marketing strategies used 


to promote it. Immediately before joining NORC, Leitz worked with the Washington DC-based Health Care Cost 


Institute. 


 


Prior to his role at MNsure, Leitz served as Assistant Commissioner at the Minnesota Department of Human 


Services, where he oversaw the state’s $10 billion Medicaid program. Earlier he served as Assistant Commissioner 


for Health Policy at the Minnesota Department of Health where he held major responsibility for development and 


passage of Minnesota’s landmark 2008 health care reform law, which pre-dated passage of the Affordable Care 


Act. 


 


Leitz also served for six years as Minnesota’s State Health Economist. Leitz has a Master’s Degree from the 


Humphrey School of Public Affairs at the University of Minnesota and a Bachelor’s Degree in Economics and 


Mathematics from the University of Wisconsin-Eau Claire. 


  







E X T E R N A L  Q U A L I T Y  R E V I E W  
O R G A N I Z A T I O N  ( E Q R O )  
R E Q U E S T  F O R  P R O P O S A L :  3 4 9 1  


N E V A D A  D E P A R T M E N T  O F  H E A L T H   


A N D  H U M A N  S E R I V C E S  


D I V I S I O N  O F  H E A L T H  C A R E   


F I N A N C I N G  A N D  P O L I C Y  


 


M E R C E R             2 1 9  


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. 


 


Timeframe June 2016 to Present 


Company Name NORC at the University of Chicago 


Company Location Chicago, IL 


Position/Title Senior Fellow 


Details of Project Responsible for providing expert leadership for the NORC health care department with 


particular emphasis on state health care policy. Brought program expertise in Medicaid, 


state health care exchanges, health care data analytics, cost and quality measurement, 


payment reform, and service costs. Helped NORC position itself relative to the evolving 


roles of commercial entities, federal and state government, and other stakeholders in cost, 


quality and delivery of health care services.  


Oversees a portfolio of work focused on improving the health outcomes of state populations, 


including through improved health care purchasing models through Medicaid and statewide 


health improvement efforts, through the CMS State Innovation Model program.  


In first three months of employment, successfully organized, authored and lead team that 


won $7 million contract to assist the Centers for Medicaid and Medicare Services expand 


alternative payment models, such as ACOs, to state Medicaid programs. 


Responsible for leading and coordinating NORC’s efforts to respond to and position itself in 


the changing health care landscape in light of past and ongoing political and policy 


environment changes. 


 


Timeframe June 2015 – May 2016 


Company Name Health Care Cost Institute 


Company Location Washington, DC 


Position/Title Vice President and Chief Transformation Officer 


Details of Project Responsible for strategic vision and implementation of HCCI’s efforts on health care price 


and quality transparency. Responsible for establishing, developing and maintaining 


stakeholder relationships to ensure HCCI’s unique data resource of 13 billion commercial 


insurance claims is used to inform and develop health policy at the state and national level. 


Developing the organizational structure, vendor relationships, staffing and work plan to 


deliver health care price and quality information through the establishment and refinement of 


www.guroo.com. 


Establishing and maintaining relationships with key state, federal, employer, and health care 


delivery stakeholders to ensure effective use of HCCI’s data assets. 


Working with HCCI and academic research teams to ensure data and information produced 


by HCCI is effectively translated to policymakers and stakeholders. 


Working with state Medicaid programs and other state entities to develop opportunities to 


use HCCI information as effective state and regional quality and utilization benchmarks. 


Plan and gain acceptance for a cross-state research consortium to allow for comparable 
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analysis on key drivers of health care cost and utilization using All-Payer Claims Databases. 


 


Timeframe December 2013 – May 2015 


Company Name MNSure: Minnesota’s Health Insurance Exchange 


Company Location St. Paul, MN 


Position Chief Executive Officer 


Details of Project Responsible for providing vision, strategic direction, and oversight for Minnesota’s health 


insurance on-line marketplace, MNsure. Establish strong relationships with MNsure’s 


governing board, legislative leadership, key stakeholder groups, advocacy organizations, 


and consumers.   


Accomplishments and Responsibilities included: Setting a strong strategic vision for 


MNsure, including future growth pathways, current improvement strategies, and 


communication and marketing strategies. 


Working closely and actively with the Board of Directors to ensure MNsure is positioned for 


future growth from both an infrastructure as well as budget perspective. 


Re-establishing broad stakeholder trust and communications upon being hired; 


Dramatically improving customer experience and website functionality, as well as creating 


an environment of trust and communication with Minnesotans. 


Restructuring staff and organizing and recruiting key leadership roles to bring greater 


stability and management flow to MNsure. 


Enrolling over 500,000 Minnesotans into comprehensive, affordable health coverage. 


 


Timeframe January 2011 – December 2013 


Company Name Minnesota Department of Human Services 


Company Location St. Paul, MN 


Position Assistant Commissioner  


Details of Project Responsible for providing vision, strategic direction, and oversight for Minnesota’s health 


insurance on-line marketplace, MNsure. Establish strong relationships with MNsure’s 


governing board, legislative leadership, key stakeholder groups, advocacy organizations, 


and consumers.   


Accomplishments and Responsibilities included: Setting a strong strategic vision for 


MNsure, including future growth pathways, current improvement strategies, and 


communication and marketing strategies. 


Working closely and actively with the Board of Directors to ensure MNsure is positioned for 


future growth from both an infrastructure as well as budget perspective. 


Re-establishing broad stakeholder trust and communications upon being hired; 


Dramatically improving customer experience and website functionality, as well as creating 


an environment of trust and communication with Minnesotans. 


Restructuring staff and organizing and recruiting key leadership roles to bring greater 
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stability and management flow to MNsure. 


Enrolling over 500,000 Minnesotans into comprehensive, affordable health coverage. 


 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 


University of Minnesota, Humphrey Institute of Public Affairs, Minneapolis, MN, MA, Public Affairs, with a 


concentration in Policy Analysis and Quantitative Methods, 1993 


University of Wisconsin, Eau Claire, Eau Claire, WI, BS, Economics, 1988 


 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Not Applicable 


 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


 


Name Negussie Tilahun 


Title Social Scientist  


Organization U.S. Department of Health and Human Services, Centers for Medicare and Medicaid 


Services 


Phone # +1 410 786 2058 


Fax # N/A 


Email Address Negussie.tilahun@cms.hhs.gov 


 


Name Jan Malcolm 


Title Commissioner of Health 


Organization Minnesota Department of Health 


Phone # +1 651 201 5000 


Fax # N/A 


Email Address Jan.malcolm@state.mn.us 


 


Name Karen Llanos 


Title Director, Medicaid Innovation Accelerator Program 


Organization U.S. Department of Health and Human Services, Centers for Medicare and Medicaid 


Services 


Phone # +1 410 786 9071 


Fax # N/A 


Email Address Karen.Llanos@cms.hhs.gov 


 
  



mailto:Negussie.tilahun@cms.hhs.gov

mailto:Jan.malcolm@state.mn.us

mailto:Karen.Llanos@cms.hhs.gov
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Mercer Health & Benefits LLC 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: √ Subcontractor:  


 


The following information requested pertains to the individual being proposed for this project. 


Name: Nicole Kaufman, JD, LL.M 
Key Personnel: 


(Yes/No) 
No 


Individual’s Title Technical Advisor – Policy / Senior Associate  


# of Years in Classification: 8 # of Years with Firm: 2 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 


Nicole is a Senior Associate in Mercer's Government Human Services Consulting Policy and Operations Sector, a 


part of Mercer Health & Benefits LLC (Mercer) in the Phoenix office. As a former Technical Director for Medicaid 


Managed Care Policy and Health Insurance Specialist for section 1115 demonstration programs for the Centers or 


Medicare & Medicaid Services (CMS), she has a unique understanding of the federal legal and policy framework for 


Medicaid managed care and delivery system reform design.  


 
Nicole’s core competencies include Medicaid laws and regulation; Medicaid managed care rate setting and 
payment policies; Medicaid state plan and waiver authorities.  


 


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. 


 


Timeframe 2017 to Present 


Company Name Mercer Health & Benefits LLC 


Company Location Phoenix, AZ 


Position Senior Associate 


Details of Project Assisting several clients and Mercer client teams in reviewing and modifying managed care 


contracts and policies for compliance with the quality-related aspects of the Medicaid 


Managed Care Final Rule. 


 


Timeframe 2014 – 2016 


Company Name Centers for Medicare and Medicaid Services (CMS) 


Company Location Baltimore, MD 


Position/Title Technical Director for Medicaid Managed Care Policy 
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Details of Project Primary author and project manager for CMS’ Medicaid Managed Care Proposed Rule 


(2015) and Final Rule (2016). 


 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 


Saint Louis University School of Law, Saint Louis, MO, Master of Laws (LL.M) in Health Law, May 2008 


Southern Illinois University School of Law, Carbondale, IL, Juris Doctor (JD), May 2007 


University of Illinois, Urbana-Champaign, IL, Bachelor of Arts in History and Political Science, May 2003 


 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Not applicable 


 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


 


Name Camille Dobson 


Title Deputy Executive Director 


Organization NASUAD 


Phone # +1 202 304 0336 


Fax # N/A 


Email Address cdobson@nasuad.org 


 


Name Debbie Anderson 


Title Deputy Division Director, Division of Managed Care Plans 


Organization Center for Medicaid and Medicare Services (CMS) 


Phone # +1 410 786 5545 


Fax # N/A 


Email Address debbie.anderson@cms.hhs.gov 


 


Name James (Jim) Golden 


Title Division Director, Division of Managed Care Plans 


Organization Center for Medicaid and Medicare Services (CMS) 


Phone # +1 410 786 7111 


Fax # N/A 


Email Address james.golden@cms.hhs.gov 


 
  



mailto:cdobson@nasuad.org

mailto:debbie.anderson@cms.hhs.gov

mailto:james.golden@cms.hhs.gov
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Mercer Health & Benefits LLC 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: √ Subcontractor:  


 


The following information requested pertains to the individual being proposed for this project. 


Name: Laura K. Nelson, MD 
Key Personnel: 


(Yes/No) 
No 


Individual’s Title Technical Advisor – Behavioral Health / Principal  


# of Years in Classification: 21 # of Years with Firm: 5.5 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 


Laura is a Principal within Mercer's Government Human Services Consulting group, a part of Mercer Health & 


Benefits LLC (Mercer) in the Phoenix office. Laura brings extensive Medicaid managed care clinical and 


administrative expertise to the Mercer team in the areas of mental health (MH), substance use disorders (SUD), 


and intellectual/developmental disabilities (I/DD). Laura is a board-certified psychiatrist with experience ranging 


from direct care within inpatient and outpatient settings to state-level executive leadership positions in public health, 


behavioral health, and I/DD. 


 


Laura’s core competencies include serious mental illness; substance use disorders, including medication assisted 


treatment; Intellectual/developmental disabilities; state behavioral health systems; managed care, including 


procurement, program implementation, readiness reviews, and ongoing monitoring.  


 


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. 


 


Timeframe 2013 to Present 


Company Name Mercer Health & Benefits LLC 


Company Location Phoenix, AZ 


Position/Title Principal 


Details of Project Commonwealth of Pennsylvania, Department of Hunan Services, Office of Mental Health 


and Substance Abuse Services: The goal is to provide a comprehensive and fair 


assessment of each Medicaid managed care county-based primary contractor’s (PCs) and 


sub-contracted Behavioral Health Managed Care Organization’s (BH-MCOs) level of 


compliance with the BBA of 1997 regulations, contractual requirements, and specific 


standards of care. Laura currently leads the onsite review component of these triennial 
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reviews in Pennsylvania, which entails interviews with PC and BH-MCO executive 


leadership, clinical leadership and supervisors, and direct-line utilization/care management 


and member services staff. Laura also participated in the care management record review 


component, which uses a standardized tool. Laura serves as the gold standard for inter-


rater reliability testing. These reviews evaluate strengths-based assessments, individualized 


treatment planning, medical necessity, care coordination, and planning for 


transition/discharge to lower levels of care. This current review cycle focuses on children 


with autism spectrum disorder, adolescents in residential treatment facilities, and adults with 


opioid use disorder.  


Delaware Health and Social Services, Division of Substance Abuse and Mental Health: As 


part of comprehensive claims review training for State staff developing audit protocols, 


Laura recently supported development and implementation of a medical record review of 


Assertive Community Treatment (ACT) services in Delaware. The review focused on 


medical necessity for ACT level of care and assessment of provision of services consistent 


with best practices and fidelity to the model. Medical necessity was reviewed in relation to 


the approved plan of care, provider treatment plan, and associated medical record 


documentation. Findings and recommendations were summarized and shared with the 


State. 


New York State Office of Mental Health: Laura is currently supporting the readiness review 


component for New York State to redesign and implement managed care for children/youth. 


This redesign includes merging six HCBS 1915(c) waivers under an 1115 waiver authority, 


including: an Office for People with Developmental Disabilities (OPWDD) Care at Home 


(CAH) waiver, Department of Health Care at Home (CAH) I/II waiver, Office of Children and 


Families (OCFS) Bridges to Health (B2H) SED, Developmental Disability (DD) and 


Medically Fragile waivers, and the Office of Mental Health (OMH) Serious Emotional 


Disturbance (SED) waiver. Activities include: 


 Drafting contract standards and requirements and evaluation criteria 


 Training State staff to participate in readiness review activities 


 Participating in desk review and onsite reviews with 17 health plans 


Laura also supported the Mercer team in drafting a request for qualification and evaluation 


criteria to quality existing NYS Health Plans to administer behavioral health services for 


adults, including Plans interested in developing a separate Health and Recovery Plan 


(HARP) line of business to administer integrated physical health, behavioral health, and 


HCBS for adults with SMI and SUD. Laura participated on the Mercer team of clinical, 


member services, network, QM, information systems, claims, and finance SMEs to evaluate 


readiness review desk materials from 10 New York City Plans and 13 Plans outside of New 


York City. Laura was involved with development of a comprehensive desk review request 


and evaluation criteria, facilitation of consensus meetings with the State, documentation of 


findings, and development of the onsite interview guide. She co-led clinical/program track 


onsite readiness reviews and drafted Plan specific reports of findings and recommendations 
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Timeframe April 2008 to August 2012 


Company Name Arizona Department of Health Services (ADHS)  


Company Location Phoenix, AZ 


Position Deputy Director, Division of Behavioral Health Services (DBHS) 


Details of Project As the executive leader of Arizona’s public behavioral health system, serving as both the 
Single State Agency (SSA) Director for Substance Abuse Services and for Mental Health 
Services, responsible for: 


 The Medicaid managed care carve-out program for substance abuse and mental health 


services. 


 The allocation and oversight of an annual budget of approximately $1.4 billion inclusive 


of Medicaid, Federal Grants (e.g. SAPT, CMHS, PATH, DIG, and DASIS) and 


discretionary grants, state General Fund appropriations and city/county 


Intergovernmental Agreements. 


 Providing comprehensive community-based services to a diverse population of children 


and adults in rural and urban communities; currently serving approximately 160,000 


individuals statewide, including 52,000 children/adolescents, 21,000 adults with 


substance abuse conditions, 34,000 adults with serious mental illness, and 52,000 


adults with general mental health conditions. 


 Partnering with local community coalitions and other stakeholders to strengthen 


Arizona’s prevention infrastructure and outcomes related to tobacco, alcohol, and other 


substance abuse prevention, suicide prevention, and mental health promotion. 


 Serving as a voting member of the Arizona Substance Abuse Partnership (ASAP), 


which was established in 2007 via Executive Order to serve as the single statewide 


council on substance abuse issues. ASAP brings together stakeholders at the federal, 


state, tribal and local levels to improve coordination across state agencies; address 


identified gaps in prevention, treatment, recovery, and enforcement efforts; and improve 


funding allocation. ASAP utilizes data to develop effective methods for integrating and 


expanding services across Arizona, maximizing available resources. ASAP also studies 


current policy and recommends relevant legislation for the Arizona Legislature’s 


consideration.  


 Maintaining a positive relationship with community stakeholders that welcomes input, 


feedback, and collaborative, solution-focused dialogue. This includes regular meetings 


with the (a) Pacific Southwest Addiction Technology Transfer Center (ATTC), (b) the 


Arizona Council of Human Service Providers, a 40-year-old, member driven, not-for-


profit association of human service organizations that provide public and private sector 


services in the mental health, substance abuse, child welfare, prevention and court 


systems, and (c) Arizona’s numerous peer and family-run organizations and advocacy 


groups. 


 Strategic leadership for behavioral health-physical health integration activities, including 


current development of a solicitation that will fully integrate mental health, substance 


abuse and physical health care services for Medicaid-eligible adults with serious mental 


illness in Maricopa County. The solicitation will integrate funding at the administrative 


level and will require the successful bidder to also be a Medicare Special Needs Plan to 
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better serve dual eligible members. 


 Oversight of contract development, implementation and monitoring; quality assurance 


and performance monitoring; medical management and care management; grievance, 


appeal, and claim dispute management; policy development; financial oversight and 


actuarially sound capitation rate development.  


 Strategic and performance oversight of ADHS’ responsibilities in two Arizona class 


action lawsuits: Arnold v. Sarn, in which class members include all individuals with 


Serious Mental Illness in Maricopa County, and Jason K., in which class members 


include all enrolled TXIX members under the age of 21. 


 Oversight of the Arizona State Hospital, which treats civilly committed, forensic, and 


sexually violent patients.  


 Leading a staff of approximately 970 individuals, including 800 state hospital employees 


 


Timeframe July 2010 to August 2012 


Company Name Arizona Department of Health Services (ADHS)  


Company Location Phoenix, AZ 


Position/Title Chief Medical Officer 


Details of Project As the executive-level clinical leader for the Arizona Department of Health Services (ADHS), 
responsible for: 


 Leading ADHS efforts to integrate public physical healthcare with behavioral healthcare 


prevention, screening, evaluation, and treatment. Examples include fostering 


partnership opportunities within the agency to collaborate on activities related to (a) 


Recovery Month (b) tobacco cessation (c) chronic disease self-management (d) Project 


LAUNCH and home visiting grants, and (e) Quarterly Health Initiatives that educate 


individuals with mental health or substance abuse conditions and their providers about 


common physical health conditions.  


 Identifying opportunities to positively impact overall health and wellness of Arizonans 


through focused and strategic efforts that bring public health preparedness and 


prevention together with behavioral health prevention and treatment. 


 Leading ADHS efforts to plan for and implement the Patient Protection and Affordable 


Care Act (ACA; Health Care Reform). 


 Leading the ADHS Medical Advisory Board, which includes the multidisciplinary ADHS 


medical staff responsible for advising the Director on clinical and medical policy issues 


related to public health prevention, public health preparedness, medical marijuana, vital 


records and statistics, behavioral health, special health care needs for children, 


licensing, clinical laboratory, and state hospital care. 


 Coordinating ADHS medical responses with the Governor’s Office, the Legislature, the 


Media, and other external entities. 
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Timeframe Jan 2006 to May 2007; August 2007 to April 2008 


Company Name Arizona Department of Health Services (ADHS), Department of Behavioral Health Services 


(DBHS) 


Company Location Phoenix, AZ 


Position/Title Chief Medical Officer 


Details of Project As the executive-level clinical leader for the Division of Behavioral Health Services 
(ADHS/DBHS), responsible for: 


 Providing medical and clinical leadership for statewide, contracted, Regional Behavioral 


Health Authorities (RBHAs) and Tribal Regional Behavioral Health Authorities 


(TRBHAs). 


 Providing medical and clinical leadership for all quality management and medical 


management activities, including morbidity and mortality reviews, Quality of Care 


reviews, Peer Review, and Pharmacy and Therapeutics functions 


 Review and approval of Preadmission Screening and Resident Review (PASRR) to 


ensure that individuals are not inappropriately placed in nursing homes for long-term 


care. 


 Providing medical and clinical leadership in contract and policy development. 


 Providing medical and clinical leadership of ADHS’ responsibilities in two Arizona class 


action lawsuits: Arnold v. Sarn, in which class members include all individuals with 


Serious Mental Illness in Maricopa County, and Jason K., in which class members 


include all enrolled TXIX members under the age of 21. 


 


Timeframe September 2005-January 2006 


Company Name Arizona Department of Health Services (ADHS), Department of Behavioral Health Services 


(DBHS) 


Company Location Phoenix, AZ 


Position/Title Associate Medical Director 


Details of Project As a supportive clinical leader for the Division of Behavioral Health Services (ADHS/DBHS), 
responsible for assisting the ADHS/DBHS Chief Medical Officer with the functions noted 
above and serving as back-up when the Chief Medical Officer is unavailable. 


 


Timeframe May 2007-Aug 2007 


Company Name Schaller Anderson, Inc 


Company Location Phoenix, AZ 


Position/Title Senior Medical Director 


Details of Project In this newly established position identified as Senior Medical Director for the Integration 
Solutions Unit, responsible for:  


 Strategic leadership and development of a Behavioral Health/Physical Health 


Integration model to enhance collaboration and integration of healthcare services 


across all Schaller Anderson contracted lines of business. 


 Development of a methodology for return on investment related to integrated services. 


 Development of a training curriculum for health plan care managers to enhance 


pharmacy adherence. 
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EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 


Banner University Medical Center, Phoenix, Arizona, Internship and Psychiatric Residency, (1998) 


Medical University of South Carolina, Charleston, South Carolina, Doctorate of Medicine, (1994) 


Middlebury College, Middlebury, Vermont, Bachelor of Arts degree in Biology, Magna Cum Laude, (1990) 


 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 


Medical License, Arizona, (1996 to present) 


Board Certified, American Board of Psychiatry and Neurology, (2000 to present) 


Physician waiver for buprenorphine, American Society of Addiction Medicine, (2006) 


 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


 


Name Kellie Wayda, MSW, LSW 


Title Director, Western Operations 


Organization Commonwealth of Pennsylvania, Department of Human Services, Office of Mental Health 


and Substance Abuse Services 


Phone # +1 717 772 7471 


Fax # +1 717 705 8386 


Email Address kwayda@pa.gov  


 


Name Karen Records, MA 


Title Director, Contracts Unit 


Organization Delaware Health and Social Services, Division of Substance Abuse and Mental Health 


Phone # +1 302 255 9430 


Fax # +1 302 255 4428 


Email Address karen.records@state.de.us 


 


Name Elizabeth Vose 


Title Director of Bureau of Implementation and Oversight 


Organization New York State Office of Mental Health 


Phone # +1 518 486 5821   


Fax # N/A 


Email Address Elizabeth.Vose@omh.ny.gov 


 
  



mailto:kwayda@pa.gov

mailto:karen.records@state.de.us

mailto:Elizabeth.Vose@omh.ny.gov
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Mercer Health & Benefits LLC 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: √ Subcontractor:  


 


The following information requested pertains to the individual being proposed for this project. 


Name: Cindy Ward, RN, MBA, LHRM 
Key Personnel: 


(Yes/No) 
No 


Individual’s Title Technical Advisor, ABD populations and FFS delivery model / Principal 


# of Years in Classification: 22 # of Years with Firm: 5 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 


Cindy is a Principal within Mercer's Government Human Services Consulting group, a part of Mercer Health & 


Benefits LLC (Mercer) in the Phoenix office. Cindy brings extensive Medicaid healthcare quality experience to the 


Mercer team. She is a registered nurse with clinical proficiency in both physical and behavioral health settings, 


professional in healthcare quality improvement. Her experience and understanding of integrated physical and 


behavioral health service in managed care models provides a unique and invaluable level of expertise. In addition, 


she holds a MBA which ensures focus and sensitivity to fiscal and utilization risk issues for her clients. 


 


Cindy’s core competencies include: Clinical quality and external review, population health management, integrated 


care coordination models, value based purchasing, managed care operational oversight and clinical health 


analytics.  


 


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. 


 


Timeframe May 2012 to Present 


Company Name Mercer Government Consulting  


Company Location Phoenix, Arizona  


Position/Title Principal Consultant, Clinical and Behavioral Solutions  


Details of Project Delaware: Serve as clinical lead for EQR activities focused on clinical file review, care 


coordination compliance, and PIP evaluation. Provided detailed series of technical 


assistance sessions to State’s contracted MCOs regarding PIP development, rapid cycle 


improvement techniques and PIP evaluations. Assisted State in redesigning care 


coordination model to improve population health outcomes and address social 
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determinants.  


Connecticut Integrated Care Coordination Shared Savings Model: Design state integrated 


care coordination model within a Shared Savings program including program clinical design 


and quality measure identification and development. 


Commonwealth of Pennsylvania Managed Care Organization Operational and Clinical 


Efficiency Reviews: led Clinical and Clinical Operations reviews including clinical file review 


and coordination with Pharmacy review team.  


 


Timeframe June 2011 – April 2012 


Company Name Amerigroup Corporation 


Company Location Tampa, Florida 


Position Quality Improvement Manager 


Details of Project Quality improvement lead for Medicaid managed care plan managing acute care, behavioral and 


long term care beneficiary benefits. Led accreditation and provider certification processes and 


clinical quality improvement activities.  


 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 


Kennesaw State University, Kennesaw, Georgia, Master Business Administration (MBA), May 2010 


Georgia Southern University, Statesboro, Georgia, Bachelor Science in Nursing (BSN), May 2005 


Armstrong Atlantic State University, Savannah, Georgia, Associate of Science in Nursing (ASN), June 1995 


 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 


Six Sigma Green Belt Certification, March 2010 


Licensed Registered Nurse, Georgia since July 1995 


Licensed Registered Nurse, Florida since October 2011 


 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


 


Name Kathleen Dougherty 


Title Chief, Managed Care Operations 


Organization Delaware Division of Medicaid & Medical Assistance 


Phone # +1 302 255 9937 


Fax # +1 302 255 9529 


Email Address kathleen.dougherty@state.de.us 


 


Name Dr. Robert Zavoski  



mailto:kathleen.dougherty@state.de.us
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Title Medicaid Medical Director State of Connecticut Department of Social Services  


Organization State of Connecticut Department of Social Services 


Phone # +1 860 424 5583 


Fax # N/A 


Email Address Robert.Zavoski@ct.gov 


 


Name Laurie Rock 


Title Director, Bureau of Managed Care Operations 


Organization Commonwealth of Pennsylvania Office of Medical Assistance Programs 


Phone # +1 717 772 6197 


Fax # +1 717 772 6328 


Email Address lrock@pa.gov 


 
  



mailto:Robert.Zavoski@ct.gov

mailto:lrock@pa.gov
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Mercer Health & Benefits LLC 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor:  Subcontractor: √ 


 


The following information requested pertains to the individual being proposed for this project. 


Name: Lisa Knowles DDS 
Key Personnel: 


(Yes/No) 
No 


Individual’s Title Technical Advisor / Dental  


# of Years in Classification: 19 # of Years with Firm: 1 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 


Dr. Knowles graduated from the University of Michigan school of dentistry and then completed a one-year general 


practice residency at the Veterans Affairs Medical center in Ann Arbor, Michigan. Since then, she has worked in a 


variety of work settings including owner of two private practices and working for other organizations as an 


associate. Most recently, she as an associate for My Community Dental Centers, a DSO based organization that 


serves a predominantly Medicaid based population. She serves on the Michigan Dental Association’s (MDA) board 


of trustees, as well as the Points of Light Committee, the Finance Committee, and the Health & Well-Being 


Committee. She meets regularly with legislators for the MDA to help network and influence key points. Dr. Knowles 


speaks and writes nationally for her consulting business, Intentional Dental Consulting. She is a thought leader in 


her profession and is known for providing creative business solutions for leaders in practice. Her background in 


communications at Alma College proves most helpful in negotiating win-win solutions and providing colleagues 


better strategies for success.  


 


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. 


 


Timeframe 1998 to Present 


Company Name Lisa L. Knowles DDS, P.C., and Haslett East Lansing Dental Health & Wellness 


Company Location 2024 Lansing Rd, Charlotte, Michigan, 1451 East Lansing Dr. East Lansing Dr. East Lasing 


and multiple other locations as an associate dentist in my tenure 


Position/Title Dentist, C.E.O 


Details of Project Provided insight and guidance to two small businesses. One as a take-over practice and 


one as a start-up business 


 


Timeframe 2014 to Present  
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Company Name Intentional Dental Consulting 


Company Location 1451 East Lansing Dr. Suite 221, East Lansing, MI 48823 


Position C.E.O. 


Details of Project Dental consulting that predominately entails speaking, writing and consulting for the dental 


profession. Thought leader in industry and frequent writer for dental trade journals such as 


Dental Economics, and Dr.Bicuspid.com. 


 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 


University of Michigan, Ann Arbor, Michigan, Doctor of Dental Surgery, May 1998 


Alma College, Alma, Michigan, Bachelor of Arts in Communication with a Minor in Biochemistry, April 1994 


 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 


North East Regional Board (NERB) in Dentistry, Michigan Dental Board, 1998 


Certified CE Instructor: State of Michigan Dental Board, 2015 (current) 


 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


 


Name Dr. Beth Ann Faber 


Title Dentist and Business Owner 


Organization N/A 


Phone # +1 517 285 8714 


Fax # N/A 


Email Address faberhenry@comcast.net 


 


Name Ms. Karen Burgess 


Title Executive Director 


Organization Michigan Dental Association 


Phone # +1 517 331 5885 


Fax # N/A 


Email Address kburgess@MichiganDental.org 


 


Name Dr. David Murphy 


Title Corporate Relations 


Organization My Community Dental Centers 


Phone # +1 269 217 8485 


Fax # N/A 


Email Address N/A 



mailto:faberhenry@comcast.net

mailto:kburgess@MichiganDental.org
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VIII 
 


 


SECTION VI I I  –  OTHER INFORMATIONAL 
MATERIAL 


Mercer provides the following listed other information material within the section starting on the 
next page: 
 
 Mercer Health & Benefits LLC Annual Report  


 Comparative Report Example 


 Sample of an EQR project timeline 


 
  







E X T E R N A L  Q U A L I T Y  R E V I E W  
O R G A N I Z A T I O N  ( E Q R O )  
R E Q U E S T  F O R  P R O P O S A L :  3 4 9 1  


N E V A D A  D E P A R T M E N T  O F  H E A L T H   


A N D  H U M A N  S E R I V C E S  


D I V I S I O N  O F  H E A L T H  C A R E   


F I N A N C I N G  A N D  P O L I C Y  


 


M E R C E R             2 3 6  


Mercer is a wholly-owned subsidiary of Marsh & McLennan Companies. A separate financial audit is not 


performed and reported on Mercer LLC (global corporation), Mercer (US) Inc., or Mercer Health & 


Benefits LLC individually. Instead, all operations are reported in the consolidated statements of Marsh & 


McLennan Companies.  


 


Marsh & McLennan Companies is a public company traded on stock exchanges around the world with 


2015 revenue of approximately $13 billion (2015 Annual Report, page 1). The Consolidated Statements 


of Income is provided on page 47 and the Consolidated Balance Sheet is provided on page 49 of the 


March & McLennan Companies 2015 Annual Report. 


 


Mercer’s 2015 Annual Report is available at http://irnews.mmc.com/phoenix.zhtml?c=113872&p=irol-


reportsAnnual Annual Report includes three years (2013, 2014, and 2015) of financial information.  


 


Specific information on Mercer is provided within the report as noted below. 


 


 Mercer generated approximately 33% of the Company's total revenue in 2015. (2015 Annual Report, 


Introduction, page 5). 


 Mercer’s underlying revenue growth of 4% was strong and marked the fifth consecutive year of 


growth of 3% or higher. (2015 Annual Report, Introduction, page 3) 


 Mercer’s revenue was over $4.31 billion in 2015. (2015 Annual Report, page 28). 


 Mercer’s Health and Benefits LLC line of business increased 6% in 2015 and accounted for almost 


$1.56 billion of Mercer’s total revenue. (2015 Annual Report, page 29). 


 
  



http://irnews.mmc.com/phoenix.zhtml?c=113872&p=irol-reportsAnnual

http://irnews.mmc.com/phoenix.zhtml?c=113872&p=irol-reportsAnnual
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Mercer provides the following Comparative Report Example as referenced in 2.1.3.1. 
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Mercer provides the following sample of an EQR project timeline referenced in 2.4.1. 
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SECTION I I  –  COST PROPOSAL 


Vendor’s cost proposal response shall be included in this section. 
 
Mercer has included the cost proposal on the following page.  
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VENDOR INFORMATION SHEET FOR RFP 3491 
 


Vendor Shall: 
 


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 Section III of the Technical Proposal. 
 


V1 Company Name Milliman, Inc. 


 


V2 Street Address 1301 Fifth Avenue, Suite 3800 


 


V3 City, State, ZIP Seattle, WA  98101 


 


V4 
Telephone Number 


Area Code:  206 Number:  504-5974 Extension:   


 


V5 
Facsimile Number 


Area Code:  206 Number:  682-1295 Extension:   


 


V6 
Toll Free Number 


Area Code:   Number:   Extension:   


 


V7 


Contact Person for Questions / Contract Negotiations, 


including address if different than above 


Name:  David C. Lewis 


Title: Senior Consultant 


Address: 1301 Fifth Ave., Suite 3800 Seattle, WA 98101 USA 


Email Address: david.lewis@milliman.com 


 


V8 
Telephone Number for Contact Person 


Area Code:  206 Number:  504-5974 Extension:   


 


V9 
Facsimile Number for Contact Person 


Area Code:  206 Number:  682-1295 Extension:   


 


V10 
Name of Individual Authorized to Bind the Organization 


Name:  David C. Lewis Title:  Senior Consultant 


 


V11 
Signature (Individual must be legally authorized to bind the vendor per NRS 333.337) 


Signature:  Date:  2/22/2018 
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State of Nevada  


  
 


Brian Sandoval 


Department Administration Governor 
Purchasing Division  


515 E. Musser Street, Suite 300 Jeffrey Haag 


Carson City, NV  89701 Administrator 


 


SUBJECT: Amendment 1to Request for Proposal 3491 


RFP TITLE: External Quality Review Organization (EQRO) 


DATE OF AMENDMENT: February 2, 2018  


DATE OF RFP RELEASE: January 10, 2018 


OPENING DATE: February 22, 2018 


OPENING TIME: 2:00 PM 


CONTACT: Ronda Miller, Purchasing Officer II 


 


 


The following shall be a part of RFP 3491.  If a vendor has already returned a proposal and any of the 


information provided below changes that proposal, please submit the changes along with this 


amendment.  You need not re-submit an entire proposal prior to the opening date and time. 


 


 


RFP CHANGES: 


 


1.  Old language: 


2.2.5 As described in (described in §438.310(c)(2)) an EQRO may not: 


 


New language: 


 


2.2.5 As described in (described in §438.354(c)(2)) an EQRO may not: 


 


2 Old language: 


2.1.5      Technical Assistance and Optional Activities  


 


The vendor may be required to provide technical assistance and/or optional 


activities described in 42 CFR 438.58(c) or comparable activities that assess 


the quality or utilization of services in the fee-for-service program to 


DHCFP and the participating MCOs, PAHP, and CMO during the contract 


period. The specific nature of the technical assistance will be defined on a 


case-by-case basis, but at a minimum, may include educational sessions to 


enhance the use of EQR results, identification of healthcare trends or “best 


practices” in performance measures or quality improvement activities; 


providing clinical consultation and/or expertise; and conducting evaluations 


of health care initiatives. Optional activities described in 42 CFR 438.358(c) 


may include:    
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New language: 


 


2.1.5      Technical Assistance and Optional Activities  


 


The vendor may be required to provide technical assistance and/or optional 


activities described in 42 CFR 438.358(c) or comparable activities that 


assess the quality or utilization of services in the fee-for-service program to 


DHCFP and the participating MCOs, PAHP, and CMO during the contract 


period. The specific nature of the technical assistance will be defined on a 


case-by-case basis, but at a minimum, may include educational sessions to 


enhance the use of EQR results, identification of healthcare trends or “best 


practices” in performance measures or quality improvement activities; 


providing clinical consultation and/or expertise; and conducting evaluations 


of health care initiatives. Optional activities described in 42 CFR 438.358(c) 


may include:    


 


3. RFP section deletions: 


RFP  Section 2.2.9 to be deleted in its entirety. 


 


4. RFP ATTACHMENT G – COST PROPOSAL REVISED: 


Vendors to submit cost on the following revised cost proposal:  


 


 


EQRO Cost Sheet 


Revised 2.1.18.xlsx
 


 


QUESTIONS AND ANSWERS:  


 


1. Vendor Duties and Responsibilities-1.5-7-The RFP requests that vendors be available for 


regular meetings, including teleconference and face-to-face meetings in Nevada; however, the 


Cost Schedule provided in Attachment G does not include a category for teleconference and 


face-to-face meetings to be priced by vendors. Will the DHCFP consider issuing a Cost 


Schedule that includes meetings, as it has in prior RFPs? 


 


 Yes, the Cost Schedule will be amended to include web meetings, teleconferences, and face to 


face meetings. 


 


2. 2.1 and Attachment G – Cost Schedule-2.1.5.4.A, B, C-12 and 41-There does not appear to be a 


designated column on the Optional Activities Cost Schedule for the new Nevada ABD 


managed care expansion program. Under which column(s) should the vendor price the optional 


activities for the ABD managed care expansion program? 


 


 Refer to the beginning of this amendment.  Attachment G has been revised. 


 


3. Attachment G – Cost Schedule--41-The entries in the Cost Schedule column labeled “RFP 


Citation” do not align with the RFP citations for the activities listed in Section 2. Will the 
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DHCFP consider issuing a revised Cost Schedule to help ensure vendors address the correct 


RFP requirements for each price proposed?  


 


Refer to beginning of this amendment for RFP submittal change. 
 


4. Attachment G – Cost Schedule--41-Please confirm that not all cells on the Cost Schedule 


require that a price be entered. For example, on the Optional Activities schedule, the row for 


Technical Assistance – Onsite contract compliance audit of the contracted CMO vendor will 


only have a price under the CMO-FFS column. 


 


 Refer to the beginning of this amendment. Attachment G has been revised. 


 


5. 2.1.1.4; 2.1.3.4-Network Adequacy Validation; page 7;  Validation of MCO and DBA/PAHP 


network adequacy during the preceding 12 months; page 9-Are there current contract 


requirements or other guidance for the MCOs and PAHP for Network Adequacy?  


  


There are current network adequacy standards outlined in the MCO RFP 3260 Section 3.7.5 


Access and Availability, and DBA RFP 3425 Section 3.6.5 Access and Availability. 


 


6. 2.1.1.4; 2.1.3.4-Network Adequacy Validation; page 7;  Validation of MCO and DBA/PAHP 


network adequacy during the preceding 12 months; page 9-What are the current network 


adequacy standards for the MCOs and PAHP?  


  


Refer to MCO RFP 3260 Section 3.7.5 Access and Availability, and DBA RFP 3425 Section 


3.6.5 Access and Availability. 


 


7. 2.1.1.4; 2.1.3.4-Network Adequacy Validation; page 7;  Validation of MCO and DBA/PAHP 


network adequacy during the preceding 12 months; page 9-Has the State of Nevada developed 


the new managed care requirements, related to time and distance standards, format for annually 


certifying adequacy of their networks?  


  


Refer to MCO RFP 3260 Section 3.6.3.2. Twenty-Five Mile Rule. 


 


8. 2.1.1.4; 2.1.3.4-Network Adequacy Validation; page 7;  Validation of MCO and DBA/PAHP 


network adequacy during the preceding 12 months; page 9-Does Nevada contract with MCOs 


or PAHPs for long term services and supports? 


  


Refer to MCO RFP 3260 Section 3.4.4.2 Excluded Populations, Services and Coverage 


Limitations for Individuals Enrolled in Managed Care. The DHCFP does not contract with 


the DBA for adult dental services. 


 


9. 2.1.2.4-Conduct of PIPs in addition to those conducted by health plan; page 8-Please clarify 


who would be conducting these PIPs? 


  


The selected EQRO vendor may be asked to conduct PIP activities in addition to the 


validation of MCO PIP activities. 


 


10. 2.1.2.4-Conduct of PIPs in addition to those conducted by health plan; page 8-What is the 


EQRO’s role with PIPs in addition to those conducted by health plan? 
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The EQRO’s role would be to validate additional PIPs conducted by the PCCM/CMO related 


to Pay for Performance Measures (P4P). 


 


11. 7-2.1.3-Validation of MCO, DBA/PAHP and CMO Performance Indicators; page 8-Which 


measures are the HEDIS measures? 


  


The State does not understand this question. Is the vendor looking for a list or an amount of 


the HEDIS and non-HEDIS measures? 


 


12. 2.1.3-Validation of MCO, DBA/PAHP and CMO Performance Indicators; page 8-Which 


measures are not HEDIS and will be validated using the CMS protocol? 


  


Refer to the response provided in question 11. 


 


13. 2.1.3.3-Validation of Performance Improvement Projects (PIPs); page 8-Does DHCFP have a 


preference for whether the PIP topics are selected by DHCFP, the MCO or the EQRO?  


 


Historically, the DHCFP has collaborated with both MCO and EQRO vendors to determine 


PIP topics based from performance measure data for the MCO vendors. 


 


14. 2.1.3.3-Validation of Performance Improvement Projects (PIPs); page 8-Does DHCFP have a 


preference for the selection of a single PIP topic across all MCOs or for allowing MCOs to 


select distinct and separate PIP topics?   


 


The DHCFP has had the same PIPs across plans as well as selected distinct and separate 


PIPs. PIP selection is determined by performance indicators, as well as determined with 


Nevada Department of Health and Human Services health goals and objectives in mind. 


 


15. 2.1.3.3-Validation of Performance Improvement Projects (PIPs); page 8-If the MCO is allowed 


to select the PIP topic, is the topic vetted and approved by DHCFP or the EQRO before 


implementation? 


  


Yes. 


 


16. 2.1.3.5-Validation of the Nevada DHCFP State QAPIS in SFY 2019 and each subsequent EQR 


contract renewal year; page 9-Can the state provide more detail about what data or documents 


the EQRO might review as part of the QAPI to measure objectively the progress and status of 


Value Based Purchasing? 


  


Validating performance measure data related to pay for performance programs outlined 


within CMO, MCO, or DBA contracts. 


 


17. 2.1.4-Compliance Review; page 10-How many sections are in the compliance review? 


  


IQAP Compliance Review Calendar 


Standard Number Compliance Review Standard Review Year 


I Internal Quality Assurance Program FY 2020 


II Credentialing and Recredentialing FY 2018 


III Member Rights and Responsibilities FY 2019 


IV Member Information FY 2019 


V Availability and Accessibility of FY 2018 
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Services 


VI Continuity and Coordination of Care FY 2019 


VII Grievance and Appeals FY 2019 


VIII Subcontracts and Delegation FY 2018 


IX Cultural Competency Program  FY 2020 


X Coverage and Authorization of Services FY 2019 


XI Provider Dispute and Complaint 


Resolution 
FY 2018 


XII Confidentiality and Recordkeeping FY 2020 


XIII Provider Information FY 2018 


XIV Enrollment and Disenrollment FY 2020 


XV Program Integrity FY 2020 


 


18. 2.1.5-Technical Assistance and Optional Activities; pages 10-11-Can you clarify whether cost 


information for the Technical Assistance and Optional activities described in Section 2.1.5 is 


requested for the Cost Proposal at this time; or whether it should be provided after a specific 


request and scope of work is provided by DHCFP (as indicated at the end of 2.1.5)? 


  


After a specific scope of work and request for costs is provided by the DHCFP. 


  


19. 2.2.9-ICD-9 and EDI compliance; page 14-Section 2.2.9 indicates the vendor must maintain 


ICD-9 and EDI compliance as defined by CMS. Could the state cite the CMS regulations to 


which this compliance refers? 


  


 Refer to beginning of this amendment for RFP submittal change. 
 


20. 2.4.1-Implementation; page 15-Is a preliminary work plan required as part of the proposal? 


  


A preliminary work plan is not required as part of the RFP. 


 


21. 9.2-Proposal Evaluation and Award Process, page 28-Is there a state statute, regulation or 


written rule that describes in more detail the specifics for the 5% discount for Nevada-based 


businesses? If not, can DHCFP elaborate on the criteria used to determine the 5% discount? 


 


 Refer to Assembly Bill 280 dated March 13, 2017. 


 


22. 7.-RFP Timeline; page 21-Is there a meeting of interested bidders prior to the submission of the 


bid?  


 


 No. 


 


23. 8.2.2.5-Part IA-Technical Response, Section V-Scope of work; page 24-Are there instructions 


on preferred response content for the Scope of Work sections? 


 


 The State has no additional instructions. The State will accept a clarifying question. 


 


24. 8.2.2.5-Part IA-Technical Response, Section V-Scope of work; page 24-The instructions 


indicate that the vendor shall place their responses to the technical sections immediately 


following the applicable RFP question, statement, and/or section.  Does this mean that the 


vendor must respond to every section/subsection individually or can sections/subsections be 


combined where it makes sense? 
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 Vendors shall respond to the Scope in its entirety.  


 


25. ATT. G-Cost Schedule Spreadsheet (attachment to the RFP); page 41 -The cost spreadsheet has 


citations that are supposed to be directed back to the RFP, but they are missing digits. For 


example, on the first line of the spreadsheet for the Activity of Performance Improvement 


Project Validation, one of the citations is 2.3.3. We cannot find a 2.3.3 in the RFP. 


 


Refer to beginning of this amendment for RFP submittal change. 


 


26. ATT. G-Cost Schedule Spreadsheet (attachment to the RFP); page 41 -In the cost spreadsheet, 


under Optional Activities, there is an Activity for Consulting. The citation is 2.5.6, but there is 


no 2.5.6 in the RFP. We believe it references Section 2.1.5.6 regarding consulting, however 


there is no scope of work (SOW) for that. In fact, this page (12) implies that a SOW would be 


submitted in writing from the state after the contract is awarded to the EQRO so that the EQRO 


may submit a cost proposal at that time.  Can the state provide details for the consulting work if 


it is intended to be part of the cost proposal for this RFP? 


  


The Cost Schedule has been revised. Please refer to the beginning of the amendment for this 


document. 


 


27. ATT. G-Cost Schedule Spreadsheet (attachment to the RFP); page 41 -In the cost spreadsheet, 


can you clarify which Optional Activities that you expect proposed cost for at this time? 


The Cost Schedule has been revised. Please refer to the beginning of the amendment for this 


document. 


 


28. ATT. G-Cost Schedule Spreadsheet (attachment to the RFP); page 41 -For Optional Activities 


that do not include a scope of work, are you requesting hourly rates? 


The Cost Schedule has been revised. Please refer to the beginning of the amendment for this 


document. 


 


29. ATT. G-Cost Schedule Spreadsheet (attachment to the RFP); page 41 -For Optional Activities 


that do not include a scope of work, are these sections to be completed once a final vendor is 


selected and scope of work is provided? 


 


The Cost Schedule has been revised. Please refer to the beginning of the amendment for this 


document. 


 


30. Section 2.1.3, Scope of Work, page 8. Can the State clarify the total number of plans that would 


undergo a Performance Measure Validation audit? 


  


3 MCOs, 1 DBA, and 1 CMO. 


 


31. Section 2.1.3, Scope of Work, page 8. Can the State clarify the total number of HEDIS and 


non-HEDIS measures that it will require each of the entities to report or a maximum number of 


performance measures to be validated? 


  


MCOs- 26 HEDIS measures (9 hybrid measures). 


 DBA- 1 HEDIS measure, and 3 non-HEDIS measures. 


 CMO-22 HEDIS like measures. 
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32. Section 2.1.3, Scope of Work, page 8. Can the State clarify the number of hybrid measures that 


is expects each entity to report on? 


  


Refer to the response provided to question 31. 


 


33. Section 2.1.3, Scope of Work, page 8. Can the State clarify its expectations for the timing of 


performing the performance measure validation audits?   


  


The start of this activity usually begins in January and the final audit report is presented in 


July. 
 


34. Section 2.1.4, Scope of Work, page 10. It states “Conduct a compliance review evaluating the 


effectiveness of the quality strategy within the previous 3 years. This review will be broken out 


in sections to be reviewed annually.” Can the State clarify as to what is meant by “broken out 


into sections to be reviewed annually”? What sections must be reviewed in SFY19? 


  


Refer to the response provided to question 17. 


 


35. Section 2.2.8 Qualifications of External Quality Review Organizations, page 14. Can the State 


clarify why an NCQA-Certified Health Employer Data Set (HEDIS) Compliance Auditor is a 


required position if the validation of performance measure activity can be conducted using the 


Centers for Medicare & Medicaid Services (CMS) Validating Performance Measure Protocol, 


which does not require the use of an NCQA-Certified HEDIS Compliance Auditor? 


  


State choice. 


  


36. Section 9, Proposal Evaluation and Award Process, page 27. RFP indicates “Conformance with 


the terms of this RFP” carries a weight of 10%. Does the submission of 


modifications/exceptions to the contract terms and conditions have any impact on the scoring 


of the vendor’s proposal? 


 


The evaluation committee may take into consideration any modifications/exceptions when 


scoring.  


 


37. Section 9.8, part of Proposal Award and Evaluation, page 28. This section indicates “A Letter 


of Intent (LOI) shall be issued in accordance with NAC 333.170 notifying vendors of the 


State’s intent to award a contract to a vendor, pending successful negotiations.” Is the LOI sent 


directly to all vendors or posted on the website or provided in a different way? 


 


The LOI only goes to the proposing vendors.  


 


38. Section 10, Terms and Conditions, page 29 and Attachment C, Contract Form, page 37. Is the 


State willing to negotiate the terms and conditions of the contract? If yes, where should vendors 


include contract modifications/exceptions, e.g., attachment to cover letter, appendix of RFP 


response, etc.?  


 


No. 


 


39. General Question. Please provide the names of vendors who submitted questions. If the State is 


unable to provide the names, please provide the number of vendors who submitted questions. 
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Health Insight Assure, LLC; HSAG.  


 


40. General Question.  Health Services Advisory Group (HSAG) is the incumbent. What is the 


annual contract value and hours in their current contract? Is the scope of work requested in this 


RFP substantially similar to the current work being provided by HSAG?  


  


The scope of work outlined within the RFP is similar to the current HSAG contract with the 


exception of some of the optional activities listed, as the DHCFP has potential to include the 


activities, but forward movement related to expanding coverage of the managed care 


populations and service areas has not yet been solidified. 


 


41. General Question. What is the maximum budget for this project? 


  


The State chooses not to disclose this information. 


 


42. 2.1.3.2-8-Does the DHCFP anticipate requesting MCOs to become NCQA Accredited or 


Certified in the future? 


 


More than one MCO is currently NCQA accredited. This is not a current State of Nevada 


requirement. 


 


43. 2.1.3.2-8-Can the vendor subcontract with a Certified HEDIS Compliance Auditor to conduct 


the validation of performance indicators task or is a NCQA licensed organization required? 


  


Refer to RFP 3491 Section 2.2.8. 


 


44. 2.1.3.2.A-8-Does DHCFP currently require submission of HEDIS data using IDSS to NCQA? 


Will DHCFP require this in the future? 


  


Yes, it is currently submitted via IDSS and we foresee no change in this process. 


 


45. 2.1.3.2.A-8-Will DHCFP require or expect the MCOs and CMO to report their HEDIS 


performance measures to NCQA?  If yes, are the MCOs and CMO required to publicly report 


their HEDIS results?  


 


The current EQRO vendor reports the performance measures to NCQA. The DHCFP 


publicly reports the performance measures within our External Quality Review Annual 


Technical Report. 


 


46. 2.1.3.2.A-8-Are all performance measures HEDIS or are other types of measures included as 


well?  


  


MCO- Currently, all MCO performance measures are HEDIS, but the state has used non-


HEDIS measures before, and may elect to use them in the future. 


 CMO- There are 22 performance measures that are validated by the EQRO vendor. They are 


non-HEDIS measures. 


 DBA- 1 HEDIS and 3 non-HEDIS measures are validated for this program. 
 


47. 2.1.3.3-8-Confirm the CMO is not required to conduct PIPs (only the MCOs and PAHP will 


conduct PIPs). If the CMO is required to conduct PIPs, how many? And, clinical or non-


clinical? 
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The CMO is not currently conducting PIPs.  
 


48. 2.1.3.3-8-Can DHCP provide a list of PIP topics currently underway or expected to be 


implemented?  


  


The SFY 2017 Technical Report can be located here:  


http://dhcfp.nv.gov/Resources/AdminSupport/Reports/CaseloadData/  


 


49. 2.1.3.6-9-Will the vendor develop the first annual technical report using the current EQRO’s 


audit information/reports?   


  


Yes. The information is owned by the DHCFP. 
 


50. 2.1.3.6-9-What is the due date to submit the first annual technical report to DHCFP? 


  


Technical Reports are due October 2018. 


 


51. 2.1.3.6.H-10-Can you provide a copy of the latest QAPIS and Performance Tracking Tool? 


  


Please refer to the DHCFP  Managed Care Report link located here:  


http://dhcfp.nv.gov/Resources/AdminSupport/Reports/CaseloadData/  


 


52. 2.1.4-10-Confirm the Compliance Review standards are broken out and approximately 1/3 of 


the standards will be reviewed annually. So in a three year period, a comprehensive review is 


completed.  


  


Refer to question 17 of this amendment. 


 


53. 2.1.4-10-Are the Compliance Reviews to be conducted on-site or via desktop?  2.1.4-10-What 


programs are to be reviewed under the Compliance Reviews? MCO, DBA/PAHP, and CMO? 


 


Compliance reviews are conducted for all MCOs and the DBA. MCO/DBA compliance 


reviews have both on-site and desktop components. The last CMO compliance review was 


conducted in FY 2015 and the report, which outlines the review standards can be located 


here: http://dhcfp.nv.gov/Pgms/BLU/HCGPOriginal/ Nevada DHCFP is proposing to phase 


out of the CMO program, and if phase out is completed, then the CMO contract will end 


June 30, 2018. Nevada may elect to implement a similar program in the future, which may 


require EQRO compliance efforts. 


 


54. 2.1.5.1. C-11-Please define what DCHFP means by “omission studies”?  


  


During an encounter data validation, an EQRO vendor will often speak to the encounter 


data completeness and accuracy. This would include information related to data omission 


rates for various services. 
 


55. 2.1.5.2-11-Provide clarification regarding the differences between the CMO, the Care 


Coordination Vendor, and the CMO Vendor.    


  


2.1.5.2A. and B. are both referencing the same vendor. Currently, DHCFP has a contract 


with our CMO vendor through June 2018. This contract may not be extended if the CMO 



http://dhcfp.nv.gov/Resources/AdminSupport/Reports/CaseloadData/

http://dhcfp.nv.gov/Resources/AdminSupport/Reports/CaseloadData/

http://dhcfp.nv.gov/Pgms/BLU/HCGPOriginal/
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program is phased out, however a similar vendor/service for care coordination may exist in 


the near future (2019). 
 


56. 2.1.5.2-11-Are activities A and B mandatory activities for the Nevada Medicaid Care 


Coordination program?  


  


Yes, they are part of the Special Terms and Conditions of the waiver. 


 


57. 2.1.5.6-13-Should the vendor submit technical assistance costs as part of the cost proposal or 


will costs be submitted on a case-by-case basis when a request is received from DHCFP?  


  


These can be submitted on a case-by-case basis with a SOW when request is received from 


the Division. 


 


58. 2.2.9-14-“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.” 


  


This is not a question. 


 


59. How does this statement apply to tasks under the EQRO scope of work? Can you provide a 


reference to the specific regulation this requirement refers to?   


  


 Refer to the beginning of this amendment. Section 2.2.9 has been removed. 


 


60. Section 4- page 20-Can DHCFP revise the cost proposal template and shade or block the cells 


that do not require a cost (as not all tasks are being completed for each entity)? This will 


eliminate additional costs that are not necessary.  


  


The Division has provided an updated cost proposal template. Cells for costs that are not 


necessary or that cannot be determined without an additional SOW have been removed. 


 


61. Section 4- page 20-Clarify which tasks require a separate Title XIX (Medicaid) and XXI 


(CHIP) cost. For example, one Annual Technical Report will address Medicaid and CHIP. 


Would DHCFP like for the costs of one Annual Technical Report be broken down to the 


Medicaid and CHIP level?    


  


Yes. 


 


62. Section 4- page 20-Confirm a total (all three MCOs) Medicaid and CHIP cost should be 


provided for each activity and not a per MCO cost.  


  


Costs should be broken out as outlined within the cost proposal template. The template does 


not allow for costs to be broken out by each separate MCO. 
 


63. Section 4- page20-Please revise the RFP citations on the cost proposal template. The citations 


are not consistently matching up with the RFP. For example, references in the cost proposal 


template are based on three numbers X.X.X and references in the RFP are based on four 


numbers X.X.X.X. 


 


Refer to beginning of this amendment for RFP submittal change. 
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64. Section 4- page 20-For Attachment G, detail is requested for the cost.  Please give examples of 


what is expected. 


  


Refer to the answer provided for question 60. Additional detail will not be provided at this 


time. 
 


65. 1. PROJECT OVERVIEW-1.5-7-The RFP requests that vendors be available for regular 


meetings, including teleconference and face-to-face meetings in Nevada; however, the Cost 


Schedule provided in Attachment G does not include a category for teleconference and face-to-


face meetings for pricing by vendors. Will the DHCFP consider issuing a Cost Schedule that 


includes meetings, as it has in previous RFPs? 


  


See revised cost schedule at the beginning of this amendment. 


 


67. 2. SCOPE OF WORK-2.1.2.1-7-Does the DHCFP anticipate conducting the encounter data 


validation study for the DBA in FY 2019 or FY 2020? 


  


FY 2019 


  


68. 2. SCOPE OF WORK-2.1.2.5, 2.1.5.1.A-8 & 11-Please confirm the anticipated number of 


entities to be considered in the studies (i.e., MCOs, FFS, PAHP). 


  


Possibly 3 MCOs, 1 DBA, 1 CMO, and FFS. 


 


69. 2. SCOPE OF WORK-2.1.2.5, 2.1.5.1.A-8 & 11-Will the data necessary to complete focused 


study analyses be obtained from the managed care entities (i.e., MCOs, PAHP, etc.), from the 


DHCFP, or through a direct connection to the DHCFP’s data systems? 


 


Depending on the study the data may come directly from managed care organizations, the 


DBA, or from the Division. 


 


70. 2. SCOPE OF WORK-2.1.2.5, 2.1.5.1.A-8 & 11-Has the DHCFP identified clinical or non-


clinical focused study topics for the first contract year? Are there clinical or non-clinical areas 


of interest to the DHCFP for purposes of studies on quality?  


  


Topics have not yet been identified for the contract period. 


 


71. 2. SCOPE OF WORK-2.1.2.5, 2.1.5.1.A-8 & 11-Please clarify the DHCFP’s expectations 


regarding the frequency and timing of the focused studies (i.e., one study per year to be 


completed during the contract year). 


  


The DHCFP has not determined the number of optional studies to be conducted during the 


contract period. 


 


72. 2. SCOPE OF WORK-2.1.2.5, 2.1.5.1.A-8 & 11-As different study topics may require different 


data sources, does the DHCFP have a preference as to whether these studies are conducted 


using a hybrid methodology (i.e., inclusion of medical record review), a survey, or 


administrative data? 
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The study topic will likely determine the data sources. Previous studies have included 


administrative data, hybrid, and surveys. 


 


a. If a hybrid methodology is requested, will the selected study sample be based on a 


statewide sample, or should the sample be stratified by FFS/MCOs such that inter-plan 


comparisons can be made? 


 


It is likely that the sample would be stratified by FFS/MCO so that inter-plan 


comparisons can be made. 
 


73. 2. SCOPE OF WORK-2.1.2.5, 2.1.5.3-8 & 11-As different study topics may require different 


data sources, does the DHCFP have a preference as to whether these studies are conducted 


using a hybrid methodology (i.e., inclusion of medical record review), a survey, or 


administrative data? 


 


a. If a hybrid methodology is requested, do the FFS/MCOs' provider contracts outline any 


requirements for the procurement and submission of medical records to the EQRO? 


 


Reference RFP 3260 Section 3.10.18.1 Accessibility and Availability of Medical Records. 
 


74. 2. SCOPE OF WORK-2.1.2.5, 2.1.5.1.A-8 & 11- As different study topics may require 


different data sources, does the DHCFP have a preference as to whether these studies are 


conducted using a hybrid methodology (i.e., inclusion of medical record review), a survey, or 


administrative data? 


 


a. If a hybrid methodology is requested, do the FFS/MCOs have a minimum required 


timeframe to procure and submit medical records for a focused study? 


 


Timeframes for data submission specific to special projects are usually presented to 


the MCOs and adjusted if needed after discussion. A calendar of project deliverables 


and deadlines are provided to the plans for adherence. 


 


75. 2. SCOPE OF WORK-2.1.2.5, 2.1.5.1.A-8 & 11-As different study topics may require different 


data sources, does the DHCFP have a preference as to whether these studies are conducted 


using a hybrid methodology (i.e., inclusion of medical record review), a survey, or 


administrative data? 


 


a. If a hybrid methodology is requested, will the FFS/MCOs be expected to procure and 


submit requested medical records to the EQRO for abstraction, or will the EQRO be 


required to abstract the medical records from either physician offices and/or the 


FFS/MCOs' offices? 


 


The FFS/MCOs will be expected to procure and submit requested medical records to 


the EQRO. 


 


76. 2. SCOPE OF WORK-2.1.3.4-9-Will the vendor be responsible for creating a crosswalk of 


MCO provider specialty types for all three MCOs and the FFS program to ensure consistency 


in categorizing providers? 


  


Yes. 
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77. 2. SCOPE OF WORK-2.1.3.4-9-Will the vendor be responsible for working with the DHCFP 


to create network adequacy standards for specialty providers if such standards are not currently 


defined? 


 


The DHCFP plans on adopting network adequacy standards as established by the Division of 


Insurance; however, for specialty providers that the DOI have not assigned network 


adequacy standards for the DHCFP will require the EQRO to assist in 


identifying/establishing standards for the remaining provider specialties identified within 


 42 CFR 438.68(b). 


 


78. 2. SCOPE OF WORK-2.1.3.4-9-Is the DHCFP interested in validation results reported for a 


specific list of provider specialties or provider groups? How many provider specialties does the 


DHCFP anticipate including in the analysis for each managed care entity (i.e., MCOs, and 


DBA/PAHP)? 


 


Refer to the last DHCFP network adequacy report located here: 


http://dhcfp.nv.gov/Resources/AdminSupport/Reports/CaseloadData/  


Future reporting requirements may not exactly mirror previous reports. The Division 


consults with the Department of Health and Human Services prior to proceeding with 


Network Adequacy studies to incorporate their recommendations. 


 


79. 4. COST-4-20-The RFP states, "Vendors must provide detailed fixed prices for all costs 


associated with the responsibilities and related services. Clearly specify the nature of all 


expenses anticipated." 


 


a. In addition to completing Attachment G, Cost Schedule, does the DHCFP require detail 


on all direct costs associated with the tasks, as well as a budget narrative? 


 


The DHCFP does not require additional cost information outside of the 


documentation required within Attachment G. 


 


80. 2. SCOPE OF WORK-2.1.5-10 - 11-The RFP states, “The vendor may be required to provide 


technical assistance and/or optional activities described in 42 CFR 438.58(c)....” Please confirm 


this citation should be 42 CFR 438.358(c), as stated later in the text. 


  


The correct citation is 42 CFR 438.358 (C). Refer to the beginning of this document. 


 


81. 2. SCOPE OF WORK-2.1.5-10, 11-The last sentence in the cited paragraph states, "Optional 


activities…may include." The list that follows, 2.1.5.2.a and b, includes compliance audit and 


performance measure validation for the CMO vendor, which are also listed in the requirement 


at 2.1.1 for the vendor to perform mandatory activities for the CMO, inclusive of a compliance 


review (2.1.1.3) and performance measure validation (2.1.1.2). 


 


a. For purposes of completing the cost schedule, please clarify whether these are optional or 


mandatory activities the vendor must perform. 


 


These are optional activities. 


 


83. 2. SCOPE OF WORK-2.1.5.2 B-11-Will the vendor be required to provide a validation of 


source data (claims processing vendor) as part of the validation of performance measures for 


the DHCFP's CMO vendor? 



http://dhcfp.nv.gov/Resources/AdminSupport/Reports/CaseloadData/
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Yes. 


 


84. 2. SCOPE OF WORK-2.1.5.3-11-Does the DHCFP anticipate the vendor will be required to 


produce two Quality Rating Systems—one for Nevada Check Up and one for Medicaid? 


 


Yes, one quality rating system inclusive of both Nevada Check Up and Medicaid 


beneficiaries. 


 


85. 2. SCOPE OF WORK-2.1.5.4 C-12-Other than conducting performance measure calculation 


and/or validation, can the DHCFP clarify the activities associated with the evaluation of the 


implementation of performance measures for the ABD population? 


  


The EQRO would calculate and validate the ABD performance measures. 


 


86. 2. SCOPE OF WORK-2.1.5.4.B-12-The RFP references the need to conduct an information 


systems (IS) readiness review of a new ABD MCO vendor. Should this also include an 


operational readiness review that contains the elements described in 42 CFR 438.66(d)(4)? 


  


Yes. 


 


87. 2. SCOPE OF WORK-2.1.5.5.B-12-The RFP references the need to conduct an information 


systems (IS) readiness review of a new MCO vendor for rural county expansion. Should this 


also include an operational readiness review that contains the elements described in 42 CFR 


438.66(d)(4)? 


  


Yes. 
 


88. 2. SCOPE OF WORK-2.1.5.4.A, B, C-12 & 41-There does not appear to be a designated 


column on the Optional Activities Cost Schedule for the new Nevada ABD managed care 


expansion program. Under which column(s) should the vendor price the optional activities for 


the ABD managed care expansion program? 


  


Attachment G has been revised. Optional activities will be priced by project when a request 


and SOW is provided to the vendor. Refer to the beginning of this document.  


 


89. 2. SCOPE OF WORK-2.2.5-13-The Code of Federal Regulations citation listed as the 


reference for the EQRO independence requirements (i.e., §438.310(c)(2) appears to be 


incorrect. Please confirm the DHCFP intended to refer instead to §438.354(c)(2). 


  


§438.354(c)(2)is the correct citation. Refer to the beginning of this amendment.   


 


90. 2. SCOPE OF WORK-2.2.9-14-Subsection 2.2.9 states, “Contractor must maintain current 


International Classification of Diseases (ICD) and Electronic Data Interchange (EDI) 


compliance, as defined by CMS regulation and policy.” 


 


a. Compliance with ICD and EDI are more applicable to the original data submitters, as 


opposed to secondary data users. Please clarify what constitutes compliance with ICD and 


EDI for secondary data users. 


 


Refer to the beginning of this amendment. Section 2.2.9 has been removed. 
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91. 2. SCOPE OF WORK-2.4.3 -15-The RFP states, “Unless otherwise agreed to by the DHCFP, 


submit to the DHCFP, within a minimum of ten (10) working days of the service state date, all 


deliverables to permit any DHCFP identified modifications.” Will the DHCFP please specify 


the deliverables it expects to receive within 10 working days of the service start date? Are these 


separate from the work plan, noted in Section 2.4.1 of the RFP, which is due no later than one 


month following notification that the vendor has been awarded the contract? 


  


The work plan is to be delivered within one month from the notification of contract award. 


Within 10 days of the service start date the vendor will supply a list of all deliverables they 


are requesting modifications be made for. The DHCFP will have 20 working days from 


receipt to respond to the requested modifications/revisions. If the DHCFP does not respond 


by the 20
th


 working day after receipt, then the DHCFP’s approval of the submission will be 


assumed as granted.  


 


92. 2. SCOPE OF WORK-2.1.1.2-7-Will the DBA performance measures be standardized 


measures or measures developed by the DHCFP? 


  


DBA- 1 HEDIS and 3 non-HEDIS measures 


 


93. 2. SCOPE OF WORK-2.1.1.2-7-If the DHCFP-developed performance measures are used, will 


the DHCFP update and maintain the methodologies, or will the vendor update and maintain the 


methodologies? 


  


The vendor will update and maintain the methodologies. 


 


94. 2. SCOPE OF WORK-2.1.1.2-7-Will the vendor be responsible for updating and maintaining 


the performance measure specifications for the CMO? 


  


Yes. 


 


95. 2. SCOPE OF WORK-2.1.1.2-7-Will the vendor provide technical assistance in determining or 


selecting performance measures for the CMO program? 


  


The current vendor provided technical assistance with selecting performance measures for 


the CMO. CMO performance measures were identified at the beginning of the demonstration 


waiver. The demonstration waiver will expire 6/30/2018. 


 


96. 2. SCOPE OF WORK-2.1.2.2 & 2.1.5.1-7 & 11-For the Nevada Medicaid FFS population, one 


of the optional activities listed is CAHPS. Will the vendor be required to administer a survey? 


  


Yes. 


 


97. 2. SCOPE OF WORK-2.1.2.2 & 2.1.5.1-7 & 11-For the Nevada Medicaid FFS population, one 


of the optional activities listed is CAHPS.  Please confirm only one (1) reporting unit (i.e., the 


entire Nevada Medicaid FFS population) will be sampled. 


 


This is true of the current project. Future projects may differ in scope. The DHCFP would 


provide a request outlining the SOW of future projects and request a cost proposal at that 


time. 
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98. 2. SCOPE OF WORK-2.1.2.2 & 2.1.5.1-7 & 11-For the Nevada Medicaid FFS population, one 


of the optional activities listed is CAHPS. Will both adult and children be surveyed? 


 


The population and type of CAHPS survey(s) would be determined prior to implementing the 


optional activity. The vendor would be provided a SOW and a cost proposal would be 


requested by DHCFP prior to initiating the project. 


 


99. 2. SCOPE OF WORK-2.1.2.2 & 2.1.5.1-7 & 11-For the Nevada Medicaid FFS population, one 


of the optional activities listed is CAHPS.  If children are surveyed, which version of the 


CAHPS survey instrument will be required for administration:  


 


(1) the Child Medicaid CAHPS Survey without the Children with Chronic Condition 


measurement set or;  


 


(2) the Child Medicaid CAHPS Survey with the Children with Chronic Conditions 


measurement set? 


 


See question 98 of this amendment. 
 


100. 2. SCOPE OF WORK-2.1.2.2 & 2.1.5.1-7 & 11-For the Nevada Medicaid FFS population, one 


of the optional activities listed is CAHPS.  How many supplemental items will be added to the 


standard CAHPS surveys? 


 


The DHCFP would determine project details once it is decided to move forward with the 


optional activity. 


 


101. 2. SCOPE OF WORK-2.1.2.2 & 2.1.5.1-7 & 11-For the Nevada Medicaid FFS population, one 


of the optional activities listed is CAHPS.  Please confirm whether the DHCFP requires 


oversampling. 


  


In the event DHCFP selects this optional activity the Division would require oversampling. 


 


102. 2. SCOPE OF WORK-2.1.2.2 & 2.1.5.1-7 & 11-For the Nevada Medicaid FFS population, one 


of the optional activities listed is CAHPS.  In which languages will the surveys be 


administered? 


 


In the event DHCFP selects this optional activity the surveys would likely be administered in 


English and Spanish. 


 


103. 2. SCOPE OF WORK-2.1.2.2 & 2.1.5.1-7 & 11-For the Nevada Medicaid FFS population, one 


of the optional activities listed is CAHPS.  Please confirm a standard mixed-mode methodology 


will be employed for all survey administration activities (i.e., two mailings, two reminder 


postcards, and telephone follow-up). 


 


The DHCFP would determine project details once it is decided to move forward with the 


optional activity. 


 


104. 2. SCOPE OF WORK-2.1.2.2 & 2.1.5.1-7 & 11-For the Nevada Medicaid FFS population, one 


of the optional activities listed is CAHPS.  Will survey results be submitted to the NCQA 


and/or AHRQ's CAHPS Health Plan Survey database? 
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Yes. 


 


105. 2. SCOPE OF WORK-2.1.2.2 & 2.1.5.1-7 & 11-For the Nevada Medicaid FFS population, one 


of the optional activities listed is CAHPS.  What deliverables will be required for this activity? 


 


The DHCFP would determine project details once it is decided to move forward with the 


optional activity. 


 


106. 2. SCOPE OF WORK-2.1.2.2 & 2.1.5.1-7 & 11-For the Nevada Medicaid FFS population, one 


of the optional activities listed is CAHPS.  Will the vendor be required to validate? 


  


In the event DHCFP selects this optional activity the vendor would be required to validate. 
 


107. 2. SCOPE OF WORK-2.1.2.3-8-Regarding the calculation performance measures, in addition 


to those reported by health plans, does the DHCFP anticipate having the vendor calculate 


hybrid measures? 


 


Measures for this optional activity have not yet been selected. It is possible that hybrid 


measures may be selected. 


 


108. 2. SCOPE OF WORK-2.1.2.3-8-Please confirm the vendor will validate both clinical and non-


clinical PIPs, for a total of five (5) PIPs per MCO to be validated. 


  


RFP 3491 Section 2.1.3.3 states that mandatory activities would include the validation of 2 


clinical PIPs and 3 non-clinical PIPs (5 PIPs) per MCO; and one clinical PIP and one non-


clinical PIP for the DBA.  


 


109. 2. SCOPE OF WORK-2.1.2.3-8-Please provide the approximate number of measures the 


vendor will be required to calculate for the FFS population. 


  


Currently, there are 9 administrative measures that are calculated for the FFS population. 


 


110. 2. SCOPE OF WORK-2.1.2.3-8-Please provide the number of sub-populations within the FFS 


population the vendor will be required to calculate measures. 


 


The FFS performance measures are: Follow up after hospitalization after hospitalization for 


Mental Illness (FUH), Mental Health Utilization (MPT), Follow up after ED visit foe Mental 


Illness, Follow up after ED visit for ETOH and other Drugs, Use of opioids at high dosage 


(UOD), Use of opioids from multiple providers (UOP), Children and Adolescents access to 


primary care (CAP), Annual Dental Visit (ADV), and Adult Access to primary care (AAP). 
 


111. 2. SCOPE OF WORK-2.1.2.6-8-Please clarify the type of assistance that will be required for 


the Quality Rating System for the FFS population. Will this assistance be limited to technical 


assistance or development and production of a Quality Rating System? 


  


 Development and production of the QRS. 


 


112. 2. SCOPE OF WORK-2.1.3.2 C & D-8-Please confirm if the DHCFP anticipates including 


both Medicaid and CHIP HEDIS rates in the comparative analysis? If yes, does the DHCFP 


anticipate receiving separate reports for each population or a single report only? 
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The expectation is the Medicaid and CHIP rates will be included in a comparative analysis 


within in a single report. Please refer to our previous Technical Reports for more 


information.  


http://dhcfp.nv.gov/Resources/AdminSupport/Reports/CaseloadData/  


 


113. 2. SCOPE OF WORK-2.1.3.2 A-8-The RFP states that validation will be required for HEDIS 


and other performance measures. Will the DHCFP provide a list of the non-HEDIS measures 


that are required for reporting by the MCO, DBA/PAHP, and CMO? Are any of the non-


HEDIS measures required to use hybrid methodology? 


 


Currently there are 26 HEDIS measures for the MCOs, 1 HEDIS and 3 non-HEDIS 


measures for the DBA, and 22 HEDIS like measures for the CMO. The non-HEDIS 


measures for the DBA have not yet been determined, and it is uncertain the number that may 


use a hybrid methodology at this time. 


 


114. 3. COMPANY BACKGROUND AND REFERENCES-3.4-20 & 40-Section 3.4 states that a 


resume is required "for each key personnel…;” however, Attachment F indicates a resume is to 


be completed "for all proposed prime contractor staff and proposed subcontractor staff.” Due to 


a significant difference in the number of resumes potentially required, please confirm whether 


the DHCFP requires submission of all proposed vendor and subcontractor staff resumes or only 


resumes for those designated as key vendor and contractor personnel. 


  


Submit forms for all proposed contractor and subcontractor staff. 


 


115. 9. PROPOSAL EVALUATION AND AWARD PROCESS-9.1-27-The scoring for cost 


indicates that the total cost for the proposal will be included in the cost formula to determine 


the cost criteria score.  There are several tasks listed in Section 2.1.5 Technical Assistance and 


Optional Activities, that may or may not be requested by the DHCFP, which are included in the 


cost schedule in Attachment G. Further, Section 2.1.5.6 does not specify the tasks related to 


technical assistance or consulting, but the activity seems to be referenced in the cost schedule in 


Attachment G. Would the DHCFP consider removing costs associated with undefined technical 


assistance and consulting from the cost formula to determine the cost criteria score? 


 


No, cost must be evaluated per NRS 333.  However, the cost has been revised. Refer to 


beginning of this amendment. 


 


116. 9. PROPOSAL EVALUATION AND AWARD PROCESS-9.6-28-This requirements states, 


"Each vendor shall include in its proposal a complete disclosure of any alleged significant prior 


or ongoing contract failures, contract breaches, any civil or criminal litigation or investigations 


pending which involves the vendor or in which the vendor has been judged guilty or liable."  


Please provide the proposal part and section in which the State would like the response, even if 


there is nothing to report. 


 


 Refer to Section 3.1.7 of RFP 3491. 


 


117. ATTACHMENT E – REFERENCE QUESTIONNAIRE-Attachment E-39-There is an 


inconsistency between the Instructions to Proposing Vendor and the Reference Questionnaire 


regarding where the Reference should be returned. The Instructions to Proposing Vendor states 


it should be returned to: rlmiller@admin.nv.gov.  However, the Reference Questionnaire states: 


 



http://dhcfp.nv.gov/Resources/AdminSupport/Reports/CaseloadData/

mailto:rlmiller@admin.nv.gov
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Business reference is requested to submit the completed Reference Questionnaire via email or 


facsimile to: 


 


State of Nevada, Purchasing Division 


Subject: RFP 3491 


Attention: Purchasing Division 


Email: rfpdocs@admin.nv.gov 


Fax: 775-684-0188 


 


Please confirm the correct e-mail address for the return of the Reference Questionnaire. 


 


The correct e-mail is rlmiller@admin.nv.gov  


 


118. ATTACHMENT F– PROPOSED STAFF RESUME-Attachment F-40-Please clarify what is 


expected in the field entitled, "# of Years in Classification". Is this the number of years the staff 


member has been in their current position? 


 


 This is the number of years doing this type of service. 


 


119. ATTACHMENT G – COST SCHEDULE-Attachment G-41-The entries in the Cost Schedule 


column labeled “RFP Citation” do not align with the RFP citations for the activities listed in 


Section 2. Will the DHCFP consider issuing a revised Cost Schedule to help ensure vendors 


address the correct RFP requirements for each price proposed?  


 


Refer to beginning of this amendment for RFP submittal change. 
 


120. ATTACHMENT G – COST SCHEDULE-Attachment G-41-Please confirm that not all cells on 


the Cost Schedule require that a price be entered. For example, on the Optional Activities 


schedule, the row for Technical Assistance – Onsite contract compliance audit of the contracted 


CMO vendor will only have a price under the CMO-FFS column. 


  


The Cost Schedule has been revised. Please review revised Attachment G at the beginning of 


this amendment. 


 


 


 


ALL ELSE REMAINS THE SAME FOR RFP 3491 
 


 


Vendor must sign and return this amendment with proposal submitted. 


 


Vendor Name: Milliman, Inc. 


Authorized Signature:  


Title: Senior Consultant Date: 2/21/2018 


 


This document must be submitted in the “State 


Documents” section of vendors’ technical proposal. 


 



mailto:rfpdocs@admin.nv.gov

mailto:rlmiller@admin.nv.gov
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ATTACHMENT A – CONFIDENTIALITY AND CERTIFICATION OF INDEMNIFICATION 
 


Submitted proposals, which are marked “confidential” in their entirety, or those in which a significant portion of the submitted 


proposal is marked “confidential” shall not be accepted by the State of Nevada.  Pursuant to NRS 333.333, only specific parts 


of the proposal may be labeled a “trade secret” as defined in NRS 600A.030(5).  All proposals are confidential until the contract 


is awarded; at which time, both successful and unsuccessful vendors’ technical and cost proposals become public information. 


 


In accordance with the submittal instructions of this RFP, vendors are requested to submit confidential information in separate 


files marked “Part IB Confidential Technical” and “Part III Confidential Financial”. 


 


The State shall not be responsible for any information contained within the proposal.  If vendors do not comply with the labeling 


and packing requirements, proposals shall be released as submitted.  In the event a governing board acts as the final authority, 


there may be public discussion regarding the submitted proposals that shall be in an open meeting format, the proposals shall 


remain confidential.  


 


By signing below, I understand it is my responsibility as the vendor to act in protection of the labeled information and agree to 


defend and indemnify the State of Nevada for honoring such designation.  I duly realize failure to so act shall constitute a complete 


waiver and all submitted information shall become public information; additionally, failure to label any information that is 


released by the State shall constitute a complete waiver of any and all claims for damages caused by the release of the information. 


 


This proposal contains Confidential Information, Trade Secrets and/or Proprietary information. 


 


Please initial the appropriate response in the boxes below and provide the justification for confidential status. 
 


Part IB – Confidential Technical Information 


YES DCL NO  


Justification for Confidential Status 


Certificates of Insurance 


 


 


Part III – Confidential Financial Information 


YES DCL NO  


Justification for Confidential Status 


Audited Financials 


 


 


Milliman, Inc.  


Company Name  


 
   


Signature    


    


David C. Lewis   February 22, 2018 


Print Name   Date 


 


 


 This document shall be submitted in Section IV of vendor’s technical proposal 
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ATTACHMENT B – VENDOR CERTIFICATIONS 
 


Vendor agrees and shall comply with the following: 
 


(1) Any and all prices that may be charged under the terms of the contract do not and shall not violate any existing federal, State 


or municipal laws or regulations concerning discrimination and/or price fixing.  The vendor agrees to indemnify, exonerate 


and hold the State harmless from liability for any such violation now and throughout the term of the contract. 
 


(2) All proposed capabilities can be demonstrated by the vendor. 
 


(3) The price(s) and amount of this proposal have been arrived at independently and without consultation, communication, 


agreement or disclosure with or to any other contractor, vendor or potential vendor. 
 


(4) All proposal terms, including prices, shall remain in effect for a minimum of 180 days after the proposal due date.  In the case 


of the awarded vendor, all proposal terms, including prices, shall remain in effect throughout the contract negotiation process. 
 


(5) No attempt has been made at any time to induce any firm or person to refrain from proposing or to submit a proposal higher 


than this proposal, or to submit any intentionally high or noncompetitive proposal.  All proposals shall be made in good faith 


and without collusion. 
 


(6) All conditions and provisions of this RFP are deemed to be accepted by the vendor and incorporated by reference in the 


proposal, except such conditions and provisions that the vendor expressly excludes in the proposal.  Any exclusion shall be in 


writing and included in the proposal at the time of submission. 
 


(7) Each vendor shall disclose any existing or potential conflict of interest relative to the performance of the contractual services 


resulting from this RFP.  Any such relationship that might be perceived or represented as a conflict shall be disclosed.  By 


submitting a proposal in response to this RFP, vendors affirm that they have not given, nor intend to give at any time hereafter, 


any economic opportunity, future employment, gift, loan, gratuity, special discount, trip, favor, or service to a public servant 


or any employee or representative of same, in connection with this procurement.  Any attempt to intentionally or 


unintentionally conceal or obfuscate a conflict of interest shall automatically result in the disqualification of a vendor’s 


proposal.  An award shall not be made where a conflict of interest exists.  The State shall determine whether a conflict of 


interest exists and whether it may reflect negatively on the State’s selection of a vendor.  The State reserves the right to 


disqualify any vendor on the grounds of actual or apparent conflict of interest. 
 


(8) All employees assigned to the project are authorized to work in this country. 
 


(9) The company has a written equal opportunity policy that does not discriminate in employment practices with regard to race, 


color, national origin, physical condition, creed, religion, age, sex, marital status, sexual orientation, developmental disability 


or handicap.   
 


(10) The company has a written policy regarding compliance for maintaining a drug-free workplace. 
 


(11) Vendor understands and acknowledges that the representations within their proposal are material and important, and shall be 


relied on by the State in evaluation of the proposal.  Any vendor misrepresentations shall be treated as fraudulent concealment 


from the State of the true facts relating to the proposal. 
 


(12) Vendor shall certify that any and all subcontractors comply with Sections 7, 8, 9, and 10, above. 
 


(13) The proposal shall be signed by the individual(s) legally authorized to bind the vendor per NRS 333.337. 
 


Milliman, Inc.  


Vendor Company Name  


    


Vendor Signature    


David C. Lewis 
  


February 22, 2018 


Print Name   Date 


 
This document shall be submitted in Section IV of vendor’s technical proposal 
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ATTACHMENT H – CERTIFICATION REGARDING LOBBYING 
 


Certification for Contracts, Grants, Loans, and Cooperative Agreements 
 


The undersigned certifies, to the best of his or her knowledge and belief, that: 


 


(1) No Federal appropriated funds have been paid or shall be paid, by or on behalf of the undersigned, to any 


person for influencing or attempting to influence an officer or employee of any agency, a Member of 


Congress, an officer or employee of Congress, or an employee of a Member of Congress in connection with 


the awarding of any Federal contract, the making of any Federal grant, the making of any Federal loan, the 


entering into of any cooperative agreement, and the extension, continuation, renewal, amendment, or 


modification of any Federal contract, grant, loan, or cooperative agreement. 


 


(2) If any funds other than Federally appropriated funds have been paid or shall be paid to any person for 


influencing or attempting to influence an officer or employee of any agency, a Member of Congress, an 


officer or employee of Congress, or an employee of a Member of Congress in connection with this Federal 


contract, grant, loan, or cooperative agreement, the undersigned shall complete and submit Standard Form-


LLL, “Disclosure of Lobbying Activities,” in accordance with its instructions. 


 


(3) The undersigned shall require that the language of this certification be included in the award documents for 


all sub awards at all tiers (including subcontracts, sub grants, and contracts under grants, loans, and 


cooperative agreements) and that all sub recipients shall certify and disclose accordingly. 


 


This certification is a material representation of fact upon which reliance was placed when this transaction was made 


or entered into.  Submission of this certification is a prerequisite for making or entering into this transaction imposed 


by section 1352, U.S. Code.  Any person who fails to file the required certification shall be subject to a civil penalty 


of not less than $10,000 and not more than $100,000 for each such failure. 


 


 


By:   2/22/2018 


 Signature of Official Authorized to Sign Application  Date 


 


 


For: Milliman, Inc. 


      Vendor Name 


 


 


External Quality Review Organization (EQRO) RFP: 3491 


Project Title 


 


 


 


 


 


 


 


This document shall be submitted in Section IV of vendor’s technical proposal 


 







MILLIMAN, INC.
Business Entity Information


Status:  Active File Date:  9/5/2001


Type:  Foreign Corporation Entity Number:  C24420-2001


Qualifying State:  WA List of Officers Due:  9/30/2018


Managed By: Expiration Date:


NV Business ID:  NV20011420475 Business License Exp:  9/30/2018


Additional Information


Central Index Key:


Registered Agent Information


Name: 
 THE CORPORATION TRUST 


COMPANY OF NEVADA
Address 1:  701 S CARSON ST STE 200


Address 2: City:  CARSON CITY


State:  NV Zip Code:  89701


Phone: Fax: 


Mailing Address 1: Mailing Address 2: 


Mailing City: Mailing State:  NV


Mailing Zip Code: 


Agent Type:  Commercial Registered Agent - Corporation


Jurisdiction:  NEVADA Status:  Active


Financial Information


No Par Share Count:  0 Capital Amount:  $ 512,000.00


Par Share Count:  12,800.00 Par Share Value:  $ 40.00


Officers  Include Inactive Officers  


 Director - KENNETH MUNGAN


Address 1:  71 S. WACKER DRIVE, 31ST FLOOR Address 2: 


City:  CHICAGO State:  IL


Zip Code:  60606 Country: 


Status:  Active Email: 


 Secretary - BRIAN S POLLACK


Address 1:  1301 FIFTH AVE STE 3800 Address 2: 


City:  SEATTLE State:  WA


Zip Code:  981012605 Country: 


Status:  Active Email: 


 Treasurer - MARTIN B WARR
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Address 1:  1301 FIFTH AVE STE 3800 Address 2: 


City:  SEATTLE State:  WA


Zip Code:  981012605 Country: 


Status:  Active Email: 


 President - STEPHEN WHITE


Address 1:  1301 FIFTH AVE STE 3800 Address 2: 


City:  SEATTLE State:  WA


Zip Code:  981012605 Country: 


Status:  Active Email: 


Actions\Amendments


Action Type:  Foreign Qualification


Document Number:  C24420-2001-001 # of Pages:  3


File Date:  9/5/2001 Effective Date: 


(No notes for this action)


Action Type:  Initial List


Document Number:  C24420-2001-005 # of Pages:  2


File Date:  9/20/2001 Effective Date: 


(No notes for this action)


Action Type:  Annual List


Document Number:  C24420-2001-006 # of Pages:  1


File Date:  8/22/2002 Effective Date: 


(No notes for this action)


Action Type:  Annual List


Document Number:  C24420-2001-004 # of Pages:  2


File Date:  8/27/2003 Effective Date: 


(No notes for this action)


Action Type:  Amendment


Document Number:  C24420-2001-003 # of Pages:  2


File Date:  7/16/2004 Effective Date: 


CERTIFICATE OF FACT (WA) FILED FOR NAME CHANGE. (2)PGS MLJ


MILLIMAN USA, INC MLJBJ y 00001


Action Type:  Annual List


Document Number:  C24420-2001-002 # of Pages:  2


File Date:  9/20/2004 Effective Date: 


List of Officers for 2004 to 2005


Action Type:  Annual List


Document Number:  20050368187-40 # of Pages:  1


File Date:  8/15/2005 Effective Date: 


(No notes for this action)


Action Type:  Annual List


Page 2 of 4Entity Details - Secretary of State, Nevada


2/16/2018http://nvsos.gov/sosentitysearch/PrintCorp.aspx?lx8nvq=5WeNaxvgQuCbmSFZbwogBw...







Document Number:  20060481624-63 # of Pages:  3


File Date:  7/26/2006 Effective Date: 


(No notes for this action)


Action Type:  Annual List


Document Number:  20070604762-74 # of Pages:  1


File Date:  8/30/2007 Effective Date: 


(No notes for this action)


Action Type:  Annual List


Document Number:  20080583866-86 # of Pages:  2


File Date:  8/29/2008 Effective Date: 


07/08


Action Type:  Annual List


Document Number:  20090555036-75 # of Pages:  1


File Date:  7/20/2009 Effective Date: 


(No notes for this action)


Action Type:  Annual List


Document Number:  20100724709-32 # of Pages:  1


File Date:  9/27/2010 Effective Date: 


(No notes for this action)


Action Type:  Annual List


Document Number:  20110540748-22 # of Pages:  1


File Date:  7/22/2011 Effective Date: 


(No notes for this action)


Action Type:  Annual List


Document Number:  20120544515-19 # of Pages:  1


File Date:  8/6/2012 Effective Date: 


(No notes for this action)


Action Type:  Annual List


Document Number:  20130463509-33 # of Pages:  1


File Date:  7/15/2013 Effective Date: 


(No notes for this action)


Action Type:  Annual List


Document Number:  20140539809-91 # of Pages:  1


File Date:  7/28/2014 Effective Date: 


(No notes for this action)


Action Type:  Annual List


Document Number:  20150343908-65 # of Pages:  1


File Date:  7/30/2015 Effective Date: 


(No notes for this action)


Action Type:  Annual List


Document Number:  20160333353-69 # of Pages:  1
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File Date:  7/27/2016 Effective Date: 


(No notes for this action)


Action Type:  Annual List


Document Number:  20170286018-15 # of Pages:  1


File Date:  7/3/2017 Effective Date: 


(No notes for this action)
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February 20, 2018 
 
State of Nevada 
Purchasing Division 
 
RE: RFP 3491 for External Quality Review Organization (EQRO) 


DTS Group is a National Committee for Quality Assurance (NCQA)TM  Licensed 
Organization, fully authorized to conduct Healthcare Data  Effectiveness Data and 
Information Set (HEDIS) TM Auditing.  Our certification information can be verified at the 
NCQA website:  


http://www.ncqa.org/Portals/0/Programs/Accreditation/LicOrgs.pdf?ver=2017-10-04-
230951-130  


Please accept this letter as my documented commitment to work as a subcontractor, 
pending the award of the work. I agree to exert all good faith efforts needed for successful 
delivery of the agreed-upon scope of work in the event on contract award. 


Please let us know if you have any questions or need further information.  Thank you.  


 
 
 
Tina Kind 
Principal, DTS Group 
934 Lake Baldwin Lane 
Orlando, FL 32814 
Phone: (407) 757-2689 ext. 111 
Fax: (407) 444-2770 
Cell phone: (404) 626-6934 
tina.kind@dtsg.com  
 



http://www.ncqa.org/Portals/0/Programs/Accreditation/LicOrgs.pdf?ver=2017-10-04-230951-130

http://www.ncqa.org/Portals/0/Programs/Accreditation/LicOrgs.pdf?ver=2017-10-04-230951-130

mailto:tina.kind@dtsg.com





 


National Committee for Quality Assurance 
is pleased to announce 


DTS Group, LLC 
fulfilled all the necessary requirements 


 to conduct NCQA HEDIS® Compliance Audits™  


and attained the designation of 


NCQA-LICENSED ORGANIZATION 


 


 


MARGARET E. O’ KANE 
PRESIDENT   


DATE LICENSED: 11/1/2017      EXPIRATION DATE: 10/31/18  
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2. SCOPE OF WORK 


 


Note that the numbering of items below has been set to the original numbering used in the RFP (e.g., 


2.1.1) in order to make it easier for the response reviewers to track the sections. 


 


The services to be provided under the resulting contract include multiple tasks and deliverables 


that are consistent with applicable federal EQR regulations and protocols for MCOs, DBA/PAHP, 


and the CMO. The contract will allow the DHCFP to be compliant with federal EQR regulations 


and rules. The specifications for deliverables required under this RFP may evolve from year to 


year in response to program changes.  


 


2.1.1 The selected vendor will be required under the contract to perform tasks and 


functions identified in the contract and to perform them according to specified levels 


of quality and comprehensiveness as determined by DHCFP.  These mandatory 


activities are as follows: 


 


2.1.1.1 Performance Improvement Project Validation;  


 


At Milliman, we keep current on Medicaid regulations to ensure our evaluation procedures comply 


with requirements. Our team has a long history of Medicaid validation work and assessment of 


performance improvement projects. We are very accustomed with the requirements to meet CMS 


regulatory oversight requirements, including formal reporting of findings.  Our team has provided 


support to Medicaid health plan providers for NCQA accreditation, so we are very familiar with the 


standards that DHCFP uses to monitor and validate performance.  


 


Recent relevant work by our team was focused on data and program validation audits for several State 


agencies providing healthcare to Medicaid recipients. We have conducted an audit of selected 


programmatic requirements of a State Exchange program for multiple years. 


 


Milliman is also very familiar with the managed care entities in the State since Milliman develops the 


capitation rates for the State.  As part of this effort, Milliman receives, processes, and analyzes claims 


and eligibility data for both managed care and Medicaid fee-for-service enrollees.  Our access to and 


familiarity with this data will greatly benefit this work under this RFP. 


 


Dr. David Mirkin will lead the work for the assessment of the clinical Performance Improvement 


Projects (PIPs). Dr. Mirkin has extensive experience in evaluating clinical programs for efficiency and 


effectiveness. Barbara Culley will lead the work for the non-clinical PIP evaluation. She brings 


previous experience as a Washington State Quality Assessment examiner. This State quality award 


uses Baldrige Criteria to evaluate organizations including performance improvement for complex State 


agencies. Additionally, Barbara has supported NCQA accreditation efforts for three organizations 


providing Medicaid care and services.  


 


Our high-level approach to this work is structured: 


 


1. Develop the audit plan in collaboration with DHCFP in alignment with State goals. Subsequent 


validation tool and data selection finalization. 


2. Request data, information and documentation. Use PIP expected outcomes against reported 


measures to identify areas of focus. 
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3. Interviews and/or observations of key personnel/processes to validate reported outcomes. Focus 


of the discussions with key personnel is on related policies, processes, current reporting 


mechanisms, and measure data sources for validation of reported metrics. 


4. Draft validations findings report and review with DHCFP including our internal peer review 


process includes a technical review to evaluate the data used, analysis, and conclusions, and a 


quality review of the client report as a final verification of quality client deliverables. 


5. Deliver final validation report. 


 


The team we have selected has the skills and experience to conduct PIP validation activities for the 


covered entities. As an example, we recently assisted a Medicaid plan with a PIP was in response to a 


CMS CPE audit finding. We collaborated with the plan to develop a response to the finding and assist 


with implementation to meet regulatory requirements. 


  


2.1.1.2 Performance Measurement Validation; 


 


Meredith Spacie, one of our team members, has extensive HEDIS® expertise. Meredith has designed 


custom performance measures and reporting and previously served as the HEDIS® program leader for 


a Medicaid health plan. There she coordinated the auditing efforts and creation of audit documents. 


She will provide oversight and coordination of the NCQA certified HEDIS® work to validate 


performance measures.  


 


Based on our prior experience in working with DTS Group, a well-qualified, experienced firm, we have 


selected DTS Group to serve as a subcontractor for the HEDIS® audit. DTS Group is a nationally 


recognized health care audit organization. Their team members average more than 25 years of audit 


experience and they have conducted hundreds of audits over the past fourteen years. DTS Group has 


provided services in the HEDIS® community since the program inception. Their approach is to provide 


efficient and effective auditing with very experienced team members. They are licensed by National 


Committee for Quality Assurance (NCQA). 


 


We have included a letter of commitment from DTS Group to serve as a subcontractor for this 


engagement. Our formal contract with the firm will be completed at time of contract award. 


 


The responses to sections 2.1.3.1 and 2.1.3.2 below provide details on the proposed steps for doing the 


Performance Measurement Validation. 


 


2.1.1.3 A review, conducted within the previous 3-year period, to determine plans 


‘compliance with the standards set forth in subpart D of 42 CFR 438 


relating to access; care coordination; amount, duration, and scope of 


covered services and other plan standards; and 


 


Our team has extensive experience working in the healthcare sector.  As one of the nation’s largest 


healthcare consulting firms, we work for a wide range of healthcare clients including nearly half of all 


state Medicaid programs, more than half of all Medicare Advantage plans, all of the top 25 health 


insurers, and hundreds of other organizations that support the healthcare system.   


 


With this foundational knowledge and expertise, we have helped organizations evaluate their programs 


including access to care, care coordination, and provision of related healthcare services among other 


measures.  We have a comprehensive understanding of the use of CFRs to guide the evaluative work to 


ensure full review of all the components of this CFR. We are familiar with CMS requirements, 


including use of the CMS Validating Performance Measure Protocol.  
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Milliman is also very familiar with the managed care entities in the State since Milliman develops the 


capitation rates for the State.  As part of this effort, Milliman receives, processes, and analyzes claims 


and eligibility data for both managed care and Medicaid fee-for-service enrollees.  Our access to and 


familiarity with this data will greatly benefit this work under this RFP. 


 


Our approach to this work is:  


 


1. Identify all targeted measures in subpart D 42 CFR 438 for evaluation, including measures and 


goals for availability of services, coordination and continuity of care, under/over utilization, 


quality and appropriateness of care, and other measures including those specific to identified 


populations, e.g. special needs recipients.  


2. Gather MCO, DBA and CMO reported measures reports 


3. Analyze performance against standards and related improvement plans. We document identified 


variances between the reported metrics as compared to targeted goals. This step may include 


review of charts for validation of reported metrics. 


4. Determine degree of progress toward goals if not fully attained and explore root cause through 


interviews with key organization personnel, review of supporting materials, and evaluation of 


data sources. 


5. As an additional step to provide context, we evaluate stated goals as compared to industry best 


practices and identify variances. 


6. Complete and deliver final report of findings and recommendations 


 


2.1.1.4 Network Adequacy Validation.   


 


We have the experience and knowledge on the approach and requirements to validate network 


adequacy, from evaluating geo-mapping to member satisfaction data on access to care. We are 


currently assisting a Medicaid plan in response to a RFP including network access and adequacy.   


 


We understand and have the tools and expertise to evaluate network adequacy. As network evaluation 


is a frequent scope of work for other clients, we have the skills to the evaluate member location as 


compared to types of provider services, practice locations, and accessibility to providers to ensure 


network adequacy.  


 


Maureen Tressel Lewis has led similar engagements to complete network assessment and subsequent 


findings reports. She will serve as the project leader for this portion of work, using the adequacy 


standards set by the Nevada Division of Insurance (DOI). Maureen will support the State in the work 


to establish adequacy standards for specialties without existing DOI standards. 


 


Our approach to the work includes: 


1. Review reported plan metrics related to network adequacy and compare against contracted 


requirements for variance identification. 


2. Review source documentation, such as plan geo-mapping, recipient CAHPS data related to 


access and availability, and complaint data related to network adequacy. 


3. Analyze potential source of any variance between goal and reported metrics. Follow up 


interviews with key personnel to understand root cause for any variance and actions taken to 


address. Validate any reported progress toward adequacy goals where variance exists. 


4. Evaluate performance across reviewed organizations for comparison. 


5. Complete and deliver final report of findings and recommendations. 
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2.1.2 During the length of the contract, work requests may be made of the Vendor at the 


sole discretion of the DHCFP for optional activities described in 42 CFR 438.358(c) 


or comparable activities that assess the quality of care or provide for the control of 


utilization of the DHCFP fee-for-service program.  Optional activities may include: 


 


Based on the “Questions and Answers” section in the February 2, 2018 amendment, a separate scope 


of work will be established for optional activities requested by DHCFP.  Milliman has more than 


sufficient capabilities to address each of the optional activities indicated below, and will provide a 


detailed response for any requested activities. 


 


2.1.2.1 Validation of encounter data;  


 


See 2.1.2 response above. 


 


2.1.2.2 Administration or validation of consumer or provider surveys of quality of 


care;  


 


See 2.1.2 response above. 


 


2.1.2.3 Calculation of performance measures in addition to those reported by health 


plans;  


 


See 2.1.2 response above. 


 


2.1.2.4 Conduct of PIPs in addition to those conducted by health plans; 


 


See 2.1.2 response above. 


 


2.1.2.5 Conduct studies on quality that focus on a particular aspect of clinical or 


non-clinical services at a point in time; and 


 


See 2.1.2 response above. 


 


2.1.2.6 Assistance with the Quality Rating System.  


 


See 2.1.2 response above. 


 


2.1.3 Validation of MCO, DBA/PAHP and CMO Performance Indicators 


 


2.1.3.1 Performance measures are calculated and submitted annually to the DHCFP 


by the contracted MCOs; the DBA/PAHP; and the CMO. The Contractor 


will evaluate the accuracy and the extent to which Medicaid-specific 


performance measures followed Health Effectiveness Data and Information 


Set (HEDIS®) Specifications for the calculation of performance measures 


using one of two methods: 1) A HEDIS® Compliance Audit™ Standards, 


Policies and Procedures or 2) the Center for Medicare and Medicaid (CMS) 


Validating Performance Measures Protocol. 


 


We will evaluate the accuracy of the HEDIS performance measures using NCQA’s HEDIS 


Compliance Audit Standards, Policies and Procedures.  NCQA’s specifications and audit procedures 
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are updated annually.  NCQA publishes the Volume 2 Technical Specifications for Health Plans and 


Volume 5 HEDIS Compliance Audit: Standards, Policies and Procedures.  We will follow NCQA’s 


Measurement Year and Reporting Year guidance including the annual October update as well as 


monthly published Frequently Asked Questions (FAQs). 


 


2.1.3.2 Verification of methods used to collect HEDIS performance measures. The 


validation process will be accomplished through methods described in the 


most recent version of the National Committee for Quality Assurance 


(NCQA) HEDIS Compliance Audit™ Specifications or the CMS Validating 


Performance Measures protocol. The audit will be conducted for SFY 


contract years 2019 and each subsequent EQRO contract renewal years. 


 


A.  Validation of HEDIS and performance measures reported (as 


required by the State) during the preceding 12 months. 


 


B.  Audited HEDIS Data using Interactive Data Submission System 


(IDSS). Submit information to NCQA, if applicable. 


 


C.  HEDIS™ Comparative Analysis for SFY 2019 and each subsequent 


EQR contract renewal year.  


 


D.  The awarded vendor is required to submit a comparative analysis 


and production of a HEDIS report using HEDIS performance 


measures data submitted by each MCO and DBA/PAHP. 


 


We will employ the following methodology to verify the accurate collection and production of HEDIS 


performance measures.   


 


1. Audit Preparation and Roadmap Review 


 


The Roadmap is the cornerstone document for the entire audit process.  It is the baseline information 


the auditor uses to assess the MCO’s conformance to NCQA specifications.  The MCOs will begin 


completing the HEDIS Roadmap released by NCQA.    Once we have received the completed Roadmap, 


we review it and itemize any questions, clarifications, or missing items in an issue log organized by the 


sections of the Roadmap and return it to the MCOs.  All outstanding items will need to be closed by the 


data submission guideline. 


 


2. On-Site Review    


 


The on-site visit will occur at MCO in the first quarter of the reporting year.  We will send the MCO 


our agenda requirements, detailing the individuals with whom we need to meet, discussion topics, 


system walk-throughs, and time requirements. 


 


MCO staff can then use these documents to create the agenda that best meets its schedules and 


preferences. The agenda will include an Opening Conference and Closing Conference as well as 


meetings with HEDIS representatives from functional areas that impact HEDIS including: Claims,  


Membership, Provider contracting , Information systems , Medical Record Review staff, Supplemental 


Data, and vendors responsible for producing measures and queries.  We will provide a follow-up letter 


within ten business days after the onsite visit indicating preliminary findings from the audit, including 


any measures that appear to have significant bias that could compromise their reportable status.  
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3 Program Logic Review and Data Validation  


 


We will conduct a review computer source code or manual calculations for the HEDIS measures not 


addressed by certified measure software or for non-HEDIS measures. We will determine if programs 


comply with the specifications set forth in HEDIS Volume 2 or other non-HEDIS specifications. 


Additionally, we ensure programs identify the appropriate numerators and denominators of the 


measures being tested and the programs provide algorithmic compliance 


 


4. Medical Record Data Validation (MRRV)  


 


We will review information contained in the Roadmap regarding MCO’s medical record abstraction 


processes including the qualifications of the abstraction staff, training, tools, and process for 


integrating the findings into the HEDIS measure.  We will conduct a convenience sample, as 


necessary, as well as a final statistical validation of the MRR results.   


 


5. Supplemental Data Validation 


 


To supplement claims data for calculating HEDIS measures, MCOs may use sources other than claims 


and encounters to collect data about their members and about delivery of health services to their 


members. Validation and review of these data differ by the processes used to collect and report them. 


Supplemental data validation (SDV) is an important component of the audit. We will review additional 


data sources in accordance with NCQA Volume 2 and NCQA audit guidelines.  


 


5. Dataset/Rate Review  


 


Data submission for the MCOs will be accomplished via NCQA’s Interactive Data Submission System 


(IDSS).  The MCOs will produce the datasets and makes them available to us.  We analyze the 


preliminary and final rates, comparing the data and to prior year national benchmarks and MCO-


specific results, if available.  The MCOs review the initial findings and responds where required. Some 


issues may require an explanation or confirmation that the data are correct.  If necessary, iterations 


will continue until both we are satisfied the HEDIS results are materially correct.  At that point, we will 


complete the audit designation table and apply the auditor lock to the data, preventing any changes 


from being made.  


 


7 Final Audit Report 


 


As required by NCQA, we will provide MCO a draft of the final report that will be submitted to NCQA, 


validating the audit findings.  The report is in a prescribed format, but contains summaries of the audit 


methodology and how MCO complies with the HEDIS standards.  A separate document, the IS 


Standards Compliance Tool, provides more detail about the audit findings and MCO’s processes. 


 


2.1.3.3 Validation of Performance Improvement Projects (PIPs). The awarded 


vendor will be required to annually evaluate and validate two clinical PIPs 


and three non-clinical PIPs for the MCO; and one clinical PIP and one non-


clinical PIP for the DBA/PAHP. 


 


The response to this item is consistent with the response for section 2.1.1.1 and is repeated here for 


reference. 
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2.1.3.4 Validation of MCO and DBA/PAHP network adequacy during the 


preceding 12 months. 


 


The response to this item is consistent with the response for section 2.1.1.4 and is repeated here for 


reference. 


 


2.1.3.5 Validation of the Nevada DHCFP State Quality Assessment and 


Performance Improvement Strategy (QAPIS) in SFY 2019 and each 


subsequent EQR contract renewal year. The comprehensive quality 


assessment and performance improvement program must include PIPs; 


collection and submission of performance measurement data; mechanisms 


to detect both underutilization and overutilization of services; and 


mechanisms to assess the quality and appropriateness of care furnished to 


recipients with special health care needs as defined by the State in the 


quality strategy under 438.340.  


 


A.  The awarded vendor will evaluate the completeness of the state 


quality assessment and performance improvement strategy, 


examining strengths, limitations, and recommending improvements 


in the description or implementation of the strategy.  


 


B.  The awarded vendor will provide technical assistance to the 


Division as needed to incorporate changes and recommendations for 


the development of the Quality Strategy and performance tracking 


tool for the MCOs, DBA/PAHP, and CMO. 


 


C.  The evaluation in each year should include information about the 


State’s progress and status of goals; trends in clinical or service 


quality performance improvement programs; corrective actions and 


sanctions; progress and status of value based purchasing; and an 


assessment of the overall structure and process of the State Quality 


Assessment and Performance Improvement Strategy. Findings from 


this assessment will be incorporated as a chapter in the EQR 


Technical Report described below, entitled “External Quality 


Review Technical Report”.     


 


D.  DHCFP requires an electronic copy of the final report in PDF and 


Word Format annually and three (3) hard copies of the final report 


for distribution. 


 


Milliman has worked for Medicaid agencies in 25 states in the most recent five years. Our experience 


goes far beyond working with Medicaid agencies to include Medicaid managed care organizations, 


Medicare Advantage, commercial health insurers, and a wide array of other organizations that serve 


the healthcare system (both in the U.S. and abroad).  The Medicaid-specific knowledge we bring to this 


engagement is enriched by the diverse experience working for a broad range of clients.  We share 


information on best practices among Milliman consultants from different markets to understand the 


consistencies and variances among programs and states to provide the best expertise to clients. 


 


Additionally, our team has significant experience and expertise in the areas of quality improvement 


programs and activities and related strategy development. We have assisted multiple Medicaid 
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programs develop a roadmap for the future. Dr. Mirkin will lead the clinical aspects of the strategy 


development recommendations. He brings years of clinical expertise and Medicaid plan evaluation for 


effectiveness and efficiency. He has assisted in creation of strategies for the provision of best quality, 


value, and patient experience for multiple health plans. The team will evaluate Healthcare Value 


Based Pay for Performance (VBP4P) programs. We have significant experience in programs that 


incentivize facilities, physicians, and other providers with both financial and non-financial incentives 


based on performance on quality. 


 


Our approach to this work is structured as follows. 


1. Review existing QAPI Strategy, targeted goals, and analyze related reported measures for 


variance to target. 


2. Evaluate current PIPs and other MCO, DBA, and CMO improvement activities, goals, and 


progress, in particular the VBP4P programs and measures. Determine the amount of progress 


toward goal over time if the organization had not reached the targeted goal. 


3. Evaluate effectiveness of QAPI Strategy to realize targeted objectives. This is based on review of 


reported outcome measures as compared to targets and industry benchmarks. 


4. Identify new and emerging trends and best practices to inform development of strategy 


recommendations. 


5. Complete and deliver final report of findings and recommendations.  
 


2.1.3.6 Annual External Quality Review Technical Report – The vendor will be 


required to produce a detailed technical report that must include:  


 


A.  Objectives; technical methods of data collection and analysis; 


description of data obtained, including validated performance 


measure data for each activity; and conclusions drawn from the data. 


 


B.  An assessment of each MCO's and DBA/PAHP's strengths and 


weaknesses for the quality, timeliness, and access to health care 


services furnished to Medicaid beneficiaries. 


 


C.  Recommendations for improving the quality of health care services 


furnished by each MCO and DBA/PAHP including how the State 


can target goals and objectives in the quality strategy, to better 


support improvement in the quality, timeliness, and access to health 


care services furnished to Medicaid recipients. 


 


D.  Methodologically appropriate, comparative information about all 


MCOs and DBA/PAHP, consistent with guidance included in the 


EQR protocols issued in accordance with §438.352(e). 


 


E.  An assessment of the degree to which each MCO and PAHP, has 


addressed effectively the recommendations for quality improvement 


made by the EQRO during the previous year's EQR. 


 


F.  Revision. States may not substantively revise the content of the final 


EQR technical report without evidence of error or omission. 


 


G.  Availability of information. (1) The State must contract with a 


qualified EQRO to produce and submit to the State an annual EQR 
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technical report in accordance with paragraph (a) of this section. The 


State must finalize the annual technical report by April 30th of each 


year. 


 


H.  Each year the Vendor will include a Chapter in the EQR Technical 


Report summarizing the findings from the assessment of the 


DHCFP’s implementation of the State Quality Assessment, 


Performance Improvement Strategy and Performance Tracking 


Tool.  DHCFP requires an electronic copy of the final report in PDF 


and Word Format annually and three (3) hard copies of the final 


report for distribution.      


 


Milliman will produce annually a detailed technical report that includes the required items. 


 


2.1.4 Conduct a compliance review evaluating the effectiveness of the quality strategy 


within the previous 3 years. This review will be broken out in sections to be 


reviewed annually. 


 


We bring extensive program evaluation skills, tools, industry benchmark knowledge, and expertise in 


assessment of effectiveness and efficiency. Our approach aligns with the CMS objectives for better 


care, smarter spending and healthier people, which includes: 


1. Review submitted measures and documentation on identified measures for Year 1 of the work. 


2. Evaluate performance against target or industry benchmark to determine the degree of impact 


on the quality of the services, outcome, or value. 


3. Identify gaps in performance measures and perform follow up activities to understand the 


root cause for the variance. Additionally recognize where best practices are apparent in the 


data review, e.g. where performance exceeds targets, for potential impact to the QAPI 


strategy, goal setting, and/or performance expectations. 


4. Complete and deliver final report of findings and recommendations. 


 


This team has completed multiple strategic assessment projects, including organizational and business 


process work for state agencies and private sector organizations.  A few of our relevant past project 


examples of similar work include: 


 


 Organizational structure realignment for creation of a state Medicaid agency. 


 Business process review and recommendations to improve encounter data submission processes 


for a state Medicaid agency. 


 Business process and data flow review to improve provider billing/claims experience working with 


a state Medicaid agency. 


 Organizational structure realignment and advice on staff positions and retraining for a state 


Medicaid agency converting from fee-for-service to managed care. 


 Development of a process for evaluating administrative costs for a state Medicaid agency.  


 Gap analysis and implementation roadmap for a private sector insurer entering a new market. 


Dr. Mirkin has years of health care knowledge specifically in the assessment of key health plan 


activities such as credentialing/recredentialing activities, measures, and best practices. 
 


2.1.5 Technical Assistance and Optional Activities  
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The vendor may be required to provide technical assistance and/or optional 


activities described in 42 CFR 438.58(c) or comparable activities that assess the 


quality or utilization of services in the fee-for-service program to DHCFP and 


the participating MCOs, PAHP, and CMO during the contract period. The 


specific nature of the technical assistance will be defined on a case-by-case 


basis, but at a minimum, may include educational sessions to enhance the use of 


EQR results, identification of healthcare trends or “best practices” in 


performance measures or quality improvement activities; providing clinical 


consultation and/or expertise; and conducting evaluations of health care 


initiatives. Optional activities described in 42 CFR 438.358(c) may include:    


 


Based on the “Questions and Answers” section in the February 2, 2018 amendment, a separate scope 


of work will be established for optional activities requested by DHCFP.  Milliman has more than 


sufficient capabilities to address each of the optional activities indicated below, and will provide a 


detailed response for any requested activities. 


 


2.1.5.1 Nevada Medicaid FFS population activities such as: 


 


A.  Clinical focused studies;  


 


B.  Healthcare Effectiveness Data and Information Set (HEDIS®) or 


HEDIS like calculations and audits;         


 


C.  Encounter data validation and omission studies; and  


 


D.  Consumer Assessment of Healthcare Providers and Systems 


(CAHPS®) surveys.  


 


See the response to 2.1.5. 


 


2.1.5.2 Nevada Medicaid Care Coordination program activities such as: 


 


A.  A comprehensive on-site contract compliance audit of DHCFP’s 


Care Coordination Vendor.   


 


B.  Validation of up to 5 Performance Measures for DHCFP’s CMO 


Vendor. The EQRO will conduct the Validation of Performance 


Measures review in compliance with the CMS Protocol, Validating 


Performance Measures. 


 


See the response to 2.1.5. 


 


2.1.5.3 The awarded vendor may be asked to assist with the development and/or 


implementation of the Medicaid managed care quality rating system within 


3 years of the date of the final notice in the FEDERAL REGISTER by: 


 


A.  Adopting the Quality Rating System developed by CMS, in 


consultation with States and other stakeholders and after providing 


public notice and opportunity to comment, will identify performance 


measures and a methodology for a Medicaid managed care quality 
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rating system that aligns with the summary indicators of the 


qualified health plan quality rating system; or  


 


B.  Adopting an alternative Medicaid managed care rating system 


approved by CMS that utilizes different performance measures or 


applies a different methodology as long as the ratings generated by 


the alternative rating system yield information regarding the MCOs, 


and PAHP performance is substantially comparable to that yielded 


by the system developed by CMS. 


 


See the response to 2.1.5. 


 


2.1.5.4 The awarded vendor may be asked to perform the following quality 


activities for a new Nevada Medicaid Aged Blind and Disabled (ABD) 


managed care expansion program. Tasks may include: 


 


A.  Provide consulting to DHCFP for ABD performance measures. The 


EQRO will identify/recommend new or revised performance 


measures applicable to the ABD population;  


 


B.  Conduct an Information Systems (IS) Readiness Review on selected 


ABD MCO Vendors; and  


 


C.  Evaluate implementation of performance measures. 


 


See the response to 2.1.5. 


 


2.1.5.5 The awarded vendor may be asked to perform the following quality 


activities for expansion of Managed Care for the TANF/CHAP and CHIP 


populations into the rural counties.  The awarded vendor may be asked to 


provide consulting to DHCFP’s MCOs.  Tasks may include: 


 


A.  Provide consulting for expansion performance measures applicable 


to the TANF/CHAP and CHIP populations;  


  


B.  Conduct an Information Systems (IS) Readiness Review on selected 


expansion MCO Vendor(s);  


 


C.  Provide technical assistance to the MCOs on the development of 


performance measures; and  


 


D.  Conduct a HEDIS Compliance Audit or validate the measures using 


the CMS Validating Performance Measures protocol on the 


contracted MCOs. 


 


See the response to 2.1.5. 


 


2.1.5.6 At the discretion of the DHCFP, the EQRO may be asked to provide 


additional technical assistance or consultative services related to EQR 


activities.  All requests for technical assistance or consultative services shall 
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be transmitted in writing from the DHCFP to the EQRO.  Each request, at a 


minimum, will include the following: 


 


A.  A description of the major functions, tasks, and activities required; 


 


B.  The timeline/due date for any reports or identified deliverables; 


 


C.  Specifications as to the medium and/or format of the desired 


deliverable; 


 


D.  A listing of the EQRO's project requirements; and 


 


E.  Any other instructions, definitions, specifications, requirements, 


outcomes, tangible items, or projects expected. 


 


The EQRO will submit to the DHCFP, for approval, its cost 


proposal for completing the technical assistance or consultative 


project according to the scope of work detailed in the DHCFP's 


request. 


 


See the response to 2.1.5. 


 


2.2 QUALIFICATIONS OF EXTERNAL QUALITY REVIEW ORGANIZATIONS 


 


The following are mandatory requirements needed to successfully meet the minimum 


standards of this RFP.  These items are not negotiable.   


 


2.2.1 The vendor and all subcontractors must meet all requirements of 42 CFR 438.354 


and the mandatory DHCFP contract requirements as follows:  


 


2.2.1.1 The vendor must have staff with demonstrated experience, knowledge and 


skills of:  


   


A.  Medicaid recipients, policies, data systems, and processes;  


 


B.  Managed care delivery systems, organizations, and financing;       


 


The Milliman team is in compliance with this requirement. 


 


2.2.1.2 Quality assessment and improvement methods; and     


  


The Milliman team is in compliance with this requirement. 


 


2.2.1.3 Research design and methodology, including statistical analysis.   


 


The Milliman team is in compliance with this requirement. 


 


2.2.2 Sufficient physical, technological, and financial resources to conduct EQR or EQR-


related activities 
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The Milliman team is in compliance with this requirement. 


 


2.2.3 Other clinical and nonclinical skills necessary to carry out EQR or EQR-related 


activities and to oversee the work of any subcontractors. 


 


The Milliman team is in compliance with this requirement. 


 


2.2.4 Independence. The EQRO and its subcontractors must be independent from the 


MCO, PAHP, or CMO entities.  To qualify as “independent”: 


 


2.2.4.1 A State agency, department, university, or other State entity: 


 


The Milliman team is in compliance with this requirement. 


 


2.2.4.2 May not have Medicaid purchasing or managed care licensing authority; 


and 


 


The Milliman team is in compliance with this requirement. 


 


2.2.4.3 Must be governed by a Board or similar body the majority of whose 


members are not government employees. 


 


The Milliman team is in compliance with this requirement. 


 


2.2.5 As described in (described in §438.310(c)(2)) an EQRO may not: 


 


2.2.5.1  Review any MCO, PIHP, PAHP, or PCCM entity or a competitor operating 


in the State, over which the EQRO exerts control or which exerts control 


over the EQRO (as used in this paragraph, “control” has the meaning given 


the term in 48 CFR 19.101) through: 


 


The Milliman team will comply with this requirement. 


 


A.  Stock ownership; 


 


B.  Stock options and convertible debentures; 


 


C.  Voting trusts; 


 


D.  Common management, including interlocking   management; and 


 


E.  Contractual relationships. 


 


2.2.5.2 Deliver any health care services to Medicaid beneficiaries; 


 


The Milliman team will comply with this requirement. 
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2.2.5.3 Conduct, on the State's behalf, ongoing Medicaid managed care program 


operations related to oversight of the quality of MCO, PAHP, or CMO 


entity services, except for the related activities specified in §438.358; 


 


The Milliman team will comply with this requirement. 


 


2.2.5.4 Review any MCO, PAHP or CMO entity for which it is conducting or has 


conducted an accreditation review within the previous 3 years; or 


 


The Milliman team will comply with this requirement. 


 


2.2.5.5 Have a present, or known future, direct or indirect financial relationship 


with an MCO, PAHP, or CMO entity that it will review as an EQRO. 


 


The Milliman team will comply with this requirement. 


 


2.2.6 The vendor must designate a contract manager to work with the assigned DHCFP 


program specialist or contract monitor(s). 


 


David C. Lewis will be the contract manager for Milliman. 


 


2.2.7 The awarded vendor is, or will subcontract with, a National Committee for Quality 


Assurance (NCQA) certified Consumer Assessment of Health Plans Survey 


(CAHPS) vendor, if this optional activity is assigned.   


 


The Milliman team will comply with this requirement. 


 


2.2.8 The awarded vendor is or has on staff, or will subcontract with, an NCQA- Certified 


Health Employer Data Information Set (HEDIS) Compliance Auditor.  


 


The Milliman team will comply with this requirement. 


 


2.2.9 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. 


 


Per the February 2, 2018 amendment, this section has been removed. 


 


2.3 VENDOR OPERATING STRUCTURE AND STAFFING  


 


2.3.1 The vendor must assure DHCFP that the organization is adequately staffed with 


experienced, qualified personnel.  The vendor shall provide such assurances as 


follows: 


 


2.3.1.1 Provide DHCFP with an updated organizational chart 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 all subcontractors. The organizational chart 


must also identify key personnel and senior-level management staff and 
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clearly delineate lines of authority over all functions of the Contract.  The 


names of key personnel must be shown on the organizational chart; 


 


The Milliman team will comply with this requirement. 


 


2.3.1.2 The vendor must have in place the organizational, management, and 


administrative systems capable of fulfilling all contract requirements; and 


 


The Milliman team is in compliance with this requirement. 


 


2.3.1.3  The vendor is accountable for and must oversee all subcontractor functions. 


 


The Milliman team will comply with this requirement. 


 


2.4 IMPLEMENTATION 


 


2.4.1 The vendor shall develop and submit to DHCFP for approval, no later than one 


month after notification that the vendor has been awarded the Contract, a detailed 


work plan and timeline for performing the obligations set forth in the Contract for 


the first contract year. 


 


The Milliman team will comply with this requirement.  Milliman’s standard approach to consulting 


assignments is to provide a detailed work plan and timeline for review and confirmation by the client.  


This ensures consistency with the client’s expectations which is a cornerstone of Milliman’s success. 


 


2.4.2 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 stage 


of readiness to perform all Contract obligations.  All such updates shall be reviewed 


and approved by the DHCFP.   


 


The Milliman team will comply with this requirement.  Any revisions to the work plan and timeline will 


first be proposed to DHCFP and provided in draft form for review and confirmation prior to release.  


All proposed revisions will be identified for DHCFP’s reference at the time the draft is provided. 


 


2.4.3 Unless otherwise agreed to by the DHCFP, submit to the DHCFP, within a 


minimum of ten (10) working days of the service start date, all deliverables to 


permit any DHCFP identified modifications.  The DHCFP will have a maximum of 


twenty (20) working days upon receipt in which to respond with modifications to the 


vendor.  If the DHCFP does not respond by the twentieth work day after receipt of 


the deliverable, the DHCFP’s approval of the submission will be assumed to be 


granted. 


 


The Milliman team will comply with this requirement. 


 


2.5 PRESENTATION OF FINDINGS 


 


The awarded vendor must obtain 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. 
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For any public presentations of material, Milliman will submit the presentation in draft form to 


DHCFP for review and confirmation prior to release.  Any required revisions by DHCFP will be 


incorporated into the presentation prior to release.  Any information included in a presentation will 


follow federal and state requirements for confidentiality of individual recipient data. 


 


2.6 HIPAA COMPLIANCE REQUIREMENTS 


 


2.6.1 The vendor represents and warrants that:   


 


2.6.1.1 It will conform to all applicable Health Insurance Portability and 


Accountability Act (HIPAA) requirements and regulations no later than the 


compliance date of each of those requirements or regulations;     


 


The Milliman team will comply with this requirement. 


 


2.6.1.2 It will ensure compliance with all HIPAA standards for themselves and any 


Business Associate(s), including transaction, code sets, identifier, privacy, 


confidentiality, and security standards, by the effective date of those rules; 


 


The Milliman team will comply with this requirement. 


 


2.6.1.3 As a Business Associate, the Vendor and all subcontractors will comply 


with the Business Associate Addendum, (“BAA”) found in Attachment J 


that is made a part of the contract. 


 


Milliman and the State of Nevada have an existing Business Associates Agreement in place that could 


apply to this project.  For your reference, we are including the standard BAA from the RFP that has 


been redlined to show the changes that are a part of the currently executed agreement. 
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3. COMPANY BACKGROUND AND REFERENCES 


 


3.1 VENDOR INFORMATION 


 


3.1.1 Vendors shall provide a company profile in the table format below. 


 


Question Response 


Company name: Milliman, Inc. 


Ownership (sole proprietor, partnership, etc.): Corporation 


State of incorporation: State of Washington 


Date of incorporation: 1957 


# of years in business: 71 years 


List of top officers: Ken Mungan – Chairman  


Steve White – President and CEO 


Andreas Braendle - Chief 


Information Officer  


Mary Clare - Chief Legal Officer 


Pam Cone - Global Social 


Responsibility Officer  


Matt Curtis - Chief Marketing 


Officer  


Jim Fulton - Chief Financial Officer 


Bill Pederson - Chief Operating 


Officer 


Location of company headquarters, to include 


City and State: 
Seattle, Washington  


Location(s) of the office that shall provide the 


services described in this RFP: 
Seattle, Washington  


Number of employees locally with the 


expertise to support the requirements 


identified in this RFP: 


Ten employees 


Number of employees nationally with the 


expertise to support the requirements in this 


RFP: 


Over 100 in the health discipline 


Location(s) from which employees shall be 


assigned for this project: 
Seattle, Washington and Atlanta, 


Georgia 


 


3.1.2 A Nevada-based business may apply for a five percent (5%) preference on its 


proposal.  This preference may apply if a business has its principal place of business 


within Nevada.  This preference cannot be combined with any other preference, 


granted for the award of a contract using federal funds, or granted for the award of a 


contract procured on a multi-state basis.  To claim this preference a business must 


submit a letter with its proposal showing that it qualifies for the preference. 


N/A 


 


3.1.3 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the 


laws of another state shall 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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3.1.4 The selected vendor, prior to doing business in the State of Nevada, shall 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: 
NV20011420475 


Legal Entity Name: MILLIMAN, INC. 


 


Is “Legal Entity Name” the same name as vendor is doing business as? 


 


Yes X No  


 


If “No”, provide explanation. 


 


3.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?   


 


Yes X No  


 


If “Yes”, complete the following table for each State agency for whom the work 


was performed.  Table can be duplicated for each contract being identified. 


 


Question Response 


Name of State agency: Department of Health and Human 


Services, Division of Health Care 


Financing and Policy, Contract 


1873 


State agency contact name: Shanna Cobb-Adams 


Dates when services were performed: 12/14/10-12/31/19 


Type of duties performed:  Development of Managed 


Medicaid capitation rates 


 Evaluation of impact of 


medical and care management 


programs 


 Analysis of financial impact of 


expansion of Managed 


Medicaid to new populations 


 Analysis of financial impact of 


proposed Medicaid 


waiversAnalysis of fiscal 


impact of proposed legislation 


impacting the Medicaid 


program 


Total dollar value of the contract: $5,795,877 


 



http://nvsos.gov/
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Question Response 


Name of State agency: Department of Health and Human 


Services, Division of Health Care 


Financing and Policy, Contract 


06-01 


State agency contact name: Dorrie Kingsley 


Dates when services were performed: 7/1/06-12/31/10 


Type of duties performed: APS follow-up, Non-emergency 


transportation rate development, 


MCO rate adjustment, Pharmacy 


Rebate changes, Development of 


certified actuarially sound 


managed care rates 


Total dollar value of the contract: $1,675,198 


 


 


Question Response 


Name of State agency: Department of Health and Human 


Services, Division of Health Care 


Financing and Policy, Contract  


State agency contact name: Jeanne M. Trejo (possibly John 


Whaley instead) 


Dates when services were performed: 7/9/02-7/31/04 


Type of duties performed: Capitation rate setting, program 


design support, vendor 


contracting, miscellaneous 


actuarial services 


Total dollar value of the contract: $995,198 


 


Question Response 


Name of State agency: Department of Business & 


Industry, Division of Industrial 


Relations, Workers’ 


Compensation Section, Contract 


3088 


State agency contact name: Kevin Jackson 


Dates when services were performed: 5/13/14-1/30/15 


Type of duties performed: Updated the Nevada Workers’ 


Compensation fee schedule for 


providers 


Total dollar value of the contract: $234,200 
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Question Response 


Name of State agency: Silver State Health Insurance 


Exchange, Contract 13849 


State agency contact name: Aaron Frantz 


Dates when services were performed: 11/13/12-12/31/18 


Type of duties performed:  GAGAS Audit of requirements 


found in 45 CSR 155, Subparts 


C and K 


 Actuarial analysis of potential 


legislation impacting the 


exchange 


 Actuarial analysis of 


regulatory rating and benefit 


requirements 


Total dollar value of the contract: $5,398,761 


 


3.1.6 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 shall be performing 


or producing the services which you shall be contracted to provide under this 


contract, you shall disclose the identity of each such person in your response to 


this RFP, and specify the services that each person shall be expected to perform. 


 


3.1.7 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 shall 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. 
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Question Response 


Date of alleged contract failure or 


breach: 


 


Parties involved:  


Description of the contract 


failure, contract breach, or 


litigation, including the products 


or services involved: 


 


Amount in controversy:  


Resolution or current status of 


the dispute: 


 


If the matter has resulted in a 


court case: 


Court Case Number 


  


Status of the litigation:  


 


3.1.8 Vendors shall review and provide if awarded a contract the insurance requirements as 


specified in Attachment D, Insurance Schedule for RFP 3491. 


Please see attachment insurance information in Confidential Technical 


Proposal. 


 


3.1.9 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. 
 
Milliman Inc. is an international consulting firm founded in 1947 and headquartered in Seattle, 


Washington.  We have more than 50 offices in the United States and overseas and have approximately 


2,500 employees.  Milliman is the largest health actuarial consulting firm in the United States, 


including over 100 Fellows of the Society of Actuaries (FSAs) practicing full time in health-related 


issues.  Our firm was founded by actuaries, and approximately half of our current consultants are 


actuaries. 


 


Milliman is one of the largest actuarial consulting firms in the world and a leader in providing 


consultative services to the health industry.  We also develop and maintain sophisticated healthcare 


tools and products that are industry standards.  Our expertise derives from the diverse backgrounds of 


our consultants, which include actuaries, clinicians, and information technology specialists.  We 


realize that the results of actuarial analyses are necessarily complex, and we pride ourselves on our 


ability to clearly communicate complex information to our clients. 


 


As a national firm, Milliman has been active in PPACA analysis and review.  Milliman currently 


provides services to the Massachusetts Connector, the Washington State Health Care Authority, the 


Ohio Department of Insurance, the Indiana Department of Insurance, the Oklahoma Department of 


Insurance, the North Carolina Department of Insurance, and the Texas Department of Insurance with 


respect to the development and operation of their healthcare exchanges.  For example, in 


Massachusetts, Milliman consultants were involved before the Connector became operational and have 


been continually involved since then in areas related to risk adjustment.  In Washington, Milliman 


consultants assisted the State Health Care Authority with writing their Federal grant proposal for 


Exchange Grant Level 1 funding.  Milliman has worked for over a decade with the Washington Basic 


Health Plan, which is the program that formed the basis for the federally proposed basic health plan. 


 


Milliman is wholly owned and managed by approximately 300 Principals who have been elected in 


recognition of their technical, professional, and business achievements.  Our sole business is providing 
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independent consulting services.  We are not affiliated with any public accounting or brokerage firms.  


The consultants of the firm are not permitted to own stock in any insurance or reinsurance company, 


nor are our consultants allowed to own stock in client organizations.  In these ways, Milliman is able to 


provide analyses and opinions that are totally independent and objective. 


 


Healthcare is Milliman’s largest practice area, representing about 40% of the firm’s revenue – which 


in 2011 was approximately $723 million.  A sampling of our clients includes: 


 


 Congressional Budget Office 


 Veterans Health Administration 


 State governments and agencies (e.g., Medicaid Agencies in 25 States) 


 Regulators (e.g., National Association of Insurance Commissioners) 


 High risk pools, including the Connecticut Small Employer Health Reinsurance Pool and the 


Connecticut Health Reinsurance Association, along with support of The Connecticut Pre-


Existing Conditions Insurance Program (CT-PCIP), the temporary high-risk pool that arose 


out of ACA. 


 Local governments and agencies 


 Commercial health insurers 


 TriCare contractors 


 Medicare Advantage plans 


 Medicaid health plans 


 Long-term care insurers 


 Workers compensation and professional medical liability insurers and funds 


 Employers 


 Union plans 


 Healthcare providers 


 Medical device and pharmaceutical manufactures 


 Agencies and health plans in Puerto Rico, Guam and other US Territories 


 International Governments (including work on healthcare reform issues) 


 


Milliman provides a range of healthcare services to state agencies including the Nevada Department 


of Health Care Finance and Policy and Silver State Health Insurance Exchange.   


 


Additionally, Milliman is actively involved in the evolution of the healthcare industry and actuarial 


profession through our work with the Society of Actuaries, American Academy of Actuaries, 


National Association of Insurance Commissioners, and other healthcare and actuarial professional 


associations and trade groups. 


 


Financial Stability.  Milliman is a cash basis taxpayer and, as such, distributes essentially 100% of 


cash earnings each year.  Milliman's financial strength is measured by the free cash flow (averaging 


approximately 20% of total firm-wide revenues for the last 20 years).  Our current borrowing capacity 


is about $80 million.  Milliman makes minimal use of these credit facilities due to its strong cash flow.  


The firm has shown positive growth in revenues for at least the last 50 years of operations. We would 


be happy to elaborate or provide a letter from our bankers attesting to their view of our financial 


capacity, if necessary. You are also welcome to utilize the Dun & Bradstreet website to access their 


reports and analysis of Milliman’s financial stability. 


 


Please visit www.milliman.com to learn more. In particular, see our full array of services at 


www.milliman.com/expertise/healthcare, read our health reform papers at www.milliman.com/hcr, visit 


our blog at www.healthcaretownhall.com, or follow us on Twitter at www.twitter.com/millimanhealth. 



http://www.milliman.com/expertise/healthcare

http://www.milliman.com/hcr

http://www.healthcaretownhall.com/

http://www.twitter.com/millimanhealth
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We also have an exchange-focused work group on LinkedIn—you can become a member at 


http://linkd.in/fjf1wz  


 


Furthermore, Milliman’s Nevada knowledge and consulting experiences create an edge that makes us 


ideally suited to assist the State.   


 


WORK PLAN 


 


Capacity to Complete Work Plan: Milliman has ample capacity to complete the work plan in 


accordance with the State’s time and deliverable requirements.  Milliman will deploy additional health 


actuarial consultants (Milliman has about 150 credentialed health actuaries plus their supporting 


staff) to assist the State’s named consultants to overcome any unexpected resource challenges. 


 


Approach:  Milliman’s general approach will be to: 


 


 Establish goals, expectations, deliverables and schedule with the State. 


 Identify important issues and critical areas that must be addressed and analyzed. 


 Identify sources of data (including existing data within Milliman). 


 Collect any data that is not currently available to the State or Milliman. 


 Populate and calibrate Milliman models to the State’s situation. 


 Discuss initial estimates, projections and/or conclusions with the State. 


 Refine models, estimates, projections and/or conclusions based on feedback (and repeat 


feedback loop with State). 


 Finalize written reports and other deliverables.   


 


Methods, Data Sources and Models:  Milliman spends over $7 million annually on general health 


economics and actuarial research and data.  Milliman research and prior experience have yielded a 


number of powerful methods and resources that will be the backbone of the services we provide to the 


State: 


 


 Milliman’s Health Cost Guidelines™ will be the primary tool for determining actuarial values 


of essential benefits, mandates and various health plan designs.  The Health Cost Guidelines 


include utilization rates for specific services, plus cost variations for different parts of the 


country and within the same state – critical data used for plan pricing and benchmarking.  


More than 100 insurers rely on the Guidelines, and we invest $5 million annually to collect and 


incorporate the most up-to-date research. 


 Milliman has created a population model (State Impact Model or SIM) that is a compilation of 


multiple public data sources.  The SIM allows the user to apply assumptions regarding many 


drivers of market changes, including employer plan termination, employer changes to self-


funded plans, and decisions of individual market participants.  Estimated insurance market 


population counts are divided into cohorts that represent a combination of age, gender, and 


household income (measured as percent of the Federal Poverty Level), and self-reported health 


status. 


 Nevada and Industry experience.  Milliman has direct experience in the Nevada marketplace.  


Our experience includes nearly 10 years of work for the Nevada Department of Health Care 


Finance and Policy.  Milliman also has worked with Departments of Insurance in other states, 



http://linkd.in/fjf1wz
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including Kansas, Texas, Utah, and Wisconsin.  This experience will be an invaluable resource 


for efficiently executing the tasks for the State of Nevada DOI. 


 


Milliman will blend our existing resources and data with additional information that the State may 


have.  We will often look to partner with the State to produce a collaborative effort, as opposed to an 


isolated analysis and report. 


 


3.1.10 Provide a brief description of the length of time vendor has been providing services 


described in this RFP to the public and/or private sector. 


 


The Milliman staff submitting this proposal has been providing similar services to state government 


agencies for 19 years.  More specifically, we have been providing similar services in the State of 


Nevada since 2002.   


 


3.1.11 Financial information and documentation to be included in accordance with Section 


See Part III – Confidential Financial Information.  


 


3.1.11.1 Dun and Bradstreet Number  


3.1.11.2 Federal Tax Identification Number  


 


3.1.11.3 The last two (2) years and current year interim: 


 


A.  Profit and Loss Statement  


B.  Balance Statement 


 


See Part III – Confidential Financial Information 
 


3.2 SUBCONTRACTOR INFORMATION 


 


Subcontractors are defined as a third party, not directly employed by the contractor, who 


shall provide services identified in this RFP.  This does not include third parties who provide 


support or incidental services to the contractor. 


 


3.2.1 Does this proposal include the use of subcontractors? 


 


Yes X No  


 


If “Yes”, vendor shall: 


 


3.2.1.1 Identify specific subcontractors and the specific requirements of this RFP for 


which each proposed subcontractor shall perform services. 


 


DTS Group will be used as a subcontractor for this work.  Their involvement is limited to the scope of 


sections relating to HEDIS measures being sections 2.1.1.2 and 2.1.3.1. 


 


3.2.1.2 If any tasks are to be completed by subcontractor(s), vendors shall: 
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A.  Describe how the work of any subcontractor(s) shall be supervised, 


channels of communication shall be maintained and compliance with 


contract terms assured; and 


 


Milliman will work closely with the subcontractor, with all work product reviewed and routed through 


Milliman.  Milliman will maintain regular contact with the subcontractor throughout the course of the 


project (relating to the pieces they are performing) to ensure the work effort is coordinated and all 


subcontractor actions and communications are consistent with the contract terms and work plan. 


 


B.  Describe your previous experience with subcontractor(s). 


 


Milliman team members worked with the DTS Group prior to them joining Milliman.  The experience 


was positive with the DTS Group exhibiting a strong knowledge of the subject matter and executing the 


assignment well.  Milliman has a strong reputation of reliability and customer service and is very 


comfortable including the DTS Group as part of this work team. 


 


3.2.1.3 Provide the same information for any proposed subcontractors as requested 


in Part IA Section 3, Vendor Information. 


 


3.2.1.4 Vendor shall not allow any subcontractor to commence work until all 


insurance required of the subcontractor is provided to the vendor. 


 


3.2.1.5 Vendor shall 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 3.2, Subcontractor 


Information.  The vendor shall receive agency approval prior to 


subcontractor commencing work. 


 


3.3 BUSINESS REFERENCES 


 


3.3.1 Vendors shall provide a minimum of three (3) business references from similar 


projects performed for private and/or public sector clients within the last three (3) 


years. 


 


3.3.2 Vendors shall submit Attachment E, Reference Questionnaire to their business 


references. 


 


3.3.3 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 7, RFP Timeline 


for inclusion in the evaluation process.  Reference Questionnaires not received, or not 


complete, may adversely affect the vendor’s score in the evaluation process.   


 


3.3.4 The State reserves the right to contact and verify any and all references listed 


regarding the quality and degree of satisfaction for such performance. 


 







Question Response 
Company name: Dunwoody Technology Services 


group, LLC (dba DTS Group) 
Ownership (sole proprietor, partnership, etc.): Limited Liability Corporation 
State of incorporation: Georgia 
Date of incorporation: 2001 
# of years in business: 17 
List of top officers: Tina Kind 
Location of company headquarters, to include 
City and State: 


Orlando, FL 


Location(s) of the office that shall provide the 
services described in this RFP: 


Orlando, FL 


Number of employees locally with the 
expertise to support the requirements 
identified in this RFP: 


12 


Number of employees nationally with the 
expertise to support the requirements in this 
RFP: 


26 


Location(s) from which employees shall be 
assigned for this project: 


Orlando, FL 
Atlanta, GA 
Austin, TX 
Annapolis, MD 


Tina E. Kind
Managing Partner
Dunwoody Technology Services Group, LLC



TEK

Stamp
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Milliman, Inc. 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  


 


The following information requested pertains to the individual being proposed for this project. 


Name: David C. Lewis 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title Senior Consultant 


# of Years in Classification: 7 # of Years with Firm: 20 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
David works with BlueCross BlueShield plans, health maintenance organizations, health insurance 
carriers, and provider organizations.  He has extensive experience evaluating and benchmarking 
provider reimbursement and contracts, having worked with carriers, providers, employee benefit 
consultants and employer groups, performing analyses and developing tools such as: 


 claims mapping and provider discount summarization process that is used with almost all BlueCross 
BlueShield plans and many other insurance carriers, and 


 tool comparing average provider discounts between carriers for employee benefit consultants to use 
with their clients 


 


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. 


 
David also has significant experience and proficiency in the following areas: 


 Pricing and rate 
development 


 Episode-based reporting 


 ACO development 


 Claims mapping and 
categorization 


 Claims repricings 


 Capitation development 


 Reserve analysis 


 Financial reporting and 
projections 


 Analysis of actuarial 
liabilities 


 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
BBA, Actuarial Science, Georgia State University 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
N/A 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
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Reference #1 
 Name:  Jennifer Fortin 
 Title:  Vice President, Product Development 
 Organization:  Centene Corporation/HealthNet 
 Phone Number:  (503) 213-5340 
 Fax Number:  N/A 
 E-Mail Address:  jennifer.k.fortin@Centene.com 


 
Reference #2 


 Name:  Chuck Verre 
 Title:  Chief Administrative Officer 
 Organization:  Nevada Division of Labor & Industry 
 Phone Number:  (702) 486-9087 
 Fax Number:  N/A 
 E-Mail Address:  cverre@business.nv.gov 


 
Reference #3 


 Name:  DeAnn Farr  
 Title:  Director, Enrollment and Forecasting 
 Organization:  Veterans Health Administration  
 Phone Number:  202-461-5091 
 Fax Number:  N/A 
 E-Mail Address:  deann.farr@va.gov 
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Milliman, Inc. 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  


 


The following information requested pertains to the individual being proposed for this project. 


Name: Brian C. Allen 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title Associate Actuary 


# of Years in Classification: 1 # of Years with Firm: 10 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Brian works with commercial health plans, health maintenance organizations, health insurance carriers, 
and provider organizations. He has experience evaluating provider reimbursement, performing analyses 
including commercial contract evaluation, rate guarantee valuation, and parity audit analysis. 
 


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. 


 
Brian also has experience in several other areas of healthcare analysis and consulting, with recent 
projects related to: 


 Provider reimbursement 
benchmarking and 
contracting strategy 


 Pricing and rate 
development 


 Medicare Advantage bid 
preparation 


 Claims mapping and 
categorization 


 Claims repricings 


 Analysis of actuarial 
liabilities 


 Software development 
and data analysis 


 Risk adjustment for 
population benchmarking 
and government risk 
based payment programs


 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
BS, Mathematics and Economics and Certificate in Quantitative Managerial Economics 
University of Washington 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Associate, Society of Actuaries and Member, American Academy of Actuaries 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
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Reference #1 
 Name:  Jennifer Fortin 
 Title:  Vice President, Product Development 
 Organization:  Centene Corporation/HealthNet 
 Phone Number:  (503) 213-5340 
 Fax Number:  N/A 
 E-Mail Address:  jennifer.k.fortin@Centene.com 


 
Reference #2 


 Name:  Chuck Verre 
 Title:  Chief Administrative Officer 
 Organization:  Nevada Division of Labor & Industry 
 Phone Number:  (702) 486-9087 
 Fax Number:  N/A 
 E-Mail Address:  cverre@business.nv.gov 
 


Reference #3 
 Name:  Cheryl Diehl 
 Title:  Director of Finance 
 Organization:  McLaren Health Plan 
 Phone Number:  (810)733-9723 
 Fax Number:  N/A 
 E-Mail Address:  Cheryl.Diehl@mclaren.org 



mailto:cverre@business.nv.gov
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Milliman, Inc. 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  


 


The following information requested pertains to the individual being proposed for this project. 


Name: Barbara Culley 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title Healthcare Management Consultant 


# of Years in Classification: 1 # of Years with Firm: 1 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Barbara has significant experience across the continuum of healthcare spanning from inpatient to 
outpatient organizations, insurance plans, managed care to fee-for-service and the delivery of long-term 
care services in the public and private sectors. This movement across healthcare services and settings 
provides a broad understanding of the industry. 
 


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. 


 
Barbara specializes in operations assessment and improvement, strategy development, and regulatory 
compliance. She has 30 years of experience in healthcare operations and quality improvement 
programs, including NCQA and WSQA. Barbara has extensive knowledge of managing complex projects 
to realize optimal results with innovative solutions.  She has led initiatives to identify and implement 
opportunities for new revenue streams.  Barbara has specific expertise in analyzing operational efficiency 
and creation of solutions to challenges.  She has directed the operations of various delivery systems. 
Most recently Barbara has focused on the assessment of client challenges, creation of action plans for 
issue resolution, subsequent planning for future positioning, and assisting clients with RFP responses.   
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
BA, Western Washington University and MPA, University of Washington 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
MPA, NHA 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   
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Reference #1 
 Mary Ann McIntosh 
 SHRM-CP, Director of Human Resources 
 Warm Beach Senior Community 
 Phone: (360) 652-7585 
 Fax: (360) 652-2622 
 mmcintosh@warmbeach.org 


 
Reference #2 


 Barbara Griswold 
 Director of Housing and Services 
 Warm Beach Senior Community 
 Phone: (360) 652-7585 
 Fax: (360) 652-2622 
 bgriswold@warmbeach.org 


 
Reference #3 


 Billie Pendleton 
 Vice President 
 Crista Senior Living (retired) 
 compliancegal@msn.com 
 Cell: (360) 509-9202      


 



mailto:mmcintosh@warmbeach.org

mailto:bgriswold@warmbeach.org

mailto:compliancegal@msn.com
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Milliman, Inc. 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  


 


The following information requested pertains to the individual being proposed for this project. 


Name: Maureen Tressel Lewis 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title Healthcare Management Consultant 


# of Years in Classification: 10 # of Years with Firm: 6 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Maureen specializes in analysis, strategy development, and designing and improving management, 
operations and performance for health care organizations that helps lead them through strategic and 
operational transitions. 
 


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. 


 
Maureen works with clients to help them evaluate and respond to new market opportunities, including 
helping design and implement infrastructure to support public and private Exchange operations and 
emerging Medicaid and Medicare programs. Maureen has provided executive leadership and 
management support through numerous RFPs, organizational mergers and reorganizations, and 
corporate acquisitions. 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
BS, Medical Technology, University of Washington and MBA, Seattle University, (Beta Gamma Sigma) 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
MBA 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


 
Reference #1 


 Cynthia Ackerman 
 Chief Compliance Officer 
 AllCare Health Plan 
 Cynthia.Ackerman@allcarehealth.com 
 Phone: (888) 460-0185 



mailto:Cynthia.Ackerman@allcarehealth.com
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 Fax: (541) 471-1524 
 
Reference #2 


 Stephanie Schwartz, JD  
 Vice President, Government Relations 
 UCare 
 sschwartz@ucare.org 
 Phone: (612) 676-3632 
 Fax: (612) 676-6594  


 
Reference #3 


 Ann Lacy Balliett 
 Executive Director (former) 
 Colorado Access 
 Ann.LacyBalliet@mcg.com 
 Phone (303) 420.1313 
 Fax (303) 420.1313 



mailto:sschwartz@ucare.org

mailto:Ann.LacyBalliet@mcg.com
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Milliman, Inc. 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  


 


The following information requested pertains to the individual being proposed for this project. 


Name: Meredith Spacie 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title Client Services Manager 


# of Years in Classification: 10 # of Years with Firm: 2 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Meredith has more than a decade of experience working in the healthcare insurance industry in program 
measurement and analytics, business intelligence, and healthcare quality. She has served in both project 
and strategic leadership positions for healthcare evaluation. 
 


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. 


 
Meredith's expertise is in performance and quality measurement including NCQA HEDIS, CAHPS, and 
other nationally recognized measurement approaches. In her roles she has served as team manager and 
business owner for official, interim, and project-based reporting for these programs across commercial, 
Medicaid, Medicare, and dual/Special Needs Plan populations. She managed vendor relationships and 
has authored and led the process for multiple RFPs. She regularly designed measures and evaluation 
plans for clinical and quality program assessment, reporting, and member outreach. She trained and led 
medical record review teams and served as lead researcher on quality projects. 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 
BA, Psychology/Cognitive Science, University of Virginia and MPH, Tufts University 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
MPH 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


 
Reference #1 


 Susan Vining 
 Health Data Analyst 
 Kaiser Permanente Washington 
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 Vining.s@ghc.org 
 


Reference #2 
 Manda Oien 
 Community Health Plan of Washington 
 manda.oien@chpw.org 


 
Reference #3 


 Clay Thompson 
 Community Health Plan of Washington 
 clayton.thompson@chpw.org 


 



mailto:Vining.s@ghc.org

mailto:manda.oien@chpw.org

mailto:clayton.thompson@chpw.org
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PROPOSED STAFF RESUME FOR RFP 3491 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: Milliman, Inc. 


 


Check the appropriate box if the proposed individual is prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  


 


The following information requested pertains to the individual being proposed for this project. 


Name: David P. Mirkin 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title Principal, Physician Healthcare Management Consultant 


# of Years in Classification: 22 # of Years with Firm: 23 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
David is a family practitioner with 25 years of experience in medical management. He serves as a senior 
consultant assisting clients in a variety of areas, including traditional utilization management, provider 
profiling, disease management, length-of-stay management for hospitals, return-on-investments 
evaluations for disease management and wellness programs, and clinical data analysis.  
 


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. 


 
David is a principal and healthcare management consultant with the New York office of Milliman. He 
joined the firm in 1995. 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 
Graduate, University of California, Riverside 
MD, University of Washington 
University of Utah Graduate School of Business Executive MBA program, Salt Lake City 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
MD 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


 
Reference #1 


 Mike Chernew, PhD 
 Professor, Harvard Medical School 
 Chernew@hcp.med.harvard.edu 
 Phone: (617) 432-0174 


 



mailto:Chernew@hcp.med.harvard.edu
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Reference #2 
 Tim Sullivan 
 Vice President 
 Highmark 
 timothy.sullivan@highmark.com  
 Phone: (412) 544-1272 
 Fax: (412) 544-6704 


 
Reference #3 


 Phil Colmenares, MD, MPH, 
 Chief Medical Officer 
 Premera Blue Cross 
 phil.colmenares@PREMERA.com 


 Phone: (425) 918-6347 
 Fax: (425) 918.5944 



mailto:timothy.sullivan@highmark.com





Section VIII Other Information 


 


Existing Agreements between Milliman and the State of Nevada 


Milliman and the State of Nevada have an existing Contract for Services of Independent Contractor, 


Insurance Schedule, and Business Associates Agreement in place that could apply to this project as 


replacements for RFP Attachments C, D, and J.  For your reference, we are including the differences 


between these RFP attachments and the currently executed agreements in the following exceptions table. 


These exceptions are referenced in Part I Section IV Attachment B Item 6 of the proposal. 







Exceptions to the State of Nevada’s 
RFP# 


 
The submission of this proposal in response to the RFP may constitute Milliman’s acceptance of State’s contract terms should the 
changes to the provisions below, or the addition of the new provisions below, be accepted.  Milliman shall not be bound by any 
contract terms or obligated to perform the services described in this proposal until a mutually acceptable written agreement is 
signed by the parties. 


Section Page Exception 
Contract 


Section 5. 
2 ATTACHMENT DBB: INSURANCE SCHEDULE 


Contract 
Section 9.A. 


3 Books and Records. Contractor agrees to keep and maintain under generally accepted accounting 
principles (GAAP) full, true and complete records, contracts, books, and documents as are 
necessary to fully disclose topermit the State or United States Government, or their authorized 
representatives, upon audits or reviews, sufficient information to determine compliance with all 
State and federal regulations and statutes. 


Contract 
Section 9.B. 


3 Inspection & Audit. Contractor agrees that the relevant books, records (written, electronic, 
computer related or otherwise), including, without limitation, relevant accounting procedures and 
practices of Contractor or its subcontractors, financial statements and supporting documentation, 
and documentation related to the work product shall be subject, at any reasonable time following 
at least ten (10) days’ advance written notice, to inspection, examination, review, audit, and 
copying at any office or location of Contractor where such records may be found, with or without 
notice by the State Auditor, the relevant State agency or its contracted examiners, the department 
of Administration, Budget Division, the Nevada State Attorney General’s Office or its Fraud 
Control Units, the state Legislative Auditor, and with regard to any federal funding, the relevant 
federal agency, the Comptroller General, the General Accounting Office, the Office of the 
Inspector General, or any of their authorized representatives. All subcontracts shall reflect 
requirements of this Section. 


Contract 
Section 9.C. 


3 Period of Retention. All books, records, reports, and statements relevant to this Contract must be 
retained a minimum three (3) years, and for five (5) years if any federal funds are used pursuant 
to the Contract. The retention period runs from the date of payment for the relevant goods or 
services by the state, or from the date of termination of the Contract, whichever is later. Retention 
time shall be extended when an audit is scheduled or in progress for a period reasonably 
necessary to complete an audit and/or to complete any administrative and judicial litigation which 
may ensue, provided the State has provided written notice of the same to Contractor. 


Contract 
Section 10.A. 


3 Termination Without Cause. Regardless of any terms to the contrary, this Contract may be 
terminated upon written notice by mutual consent of both parties. The State unilaterally may 
terminate this contract without cause by giving not less than three hundred sixty five (365) days’ 
notice in the manner specified in Section 4, Notice. If this Contract is unilaterally terminated by 
the State, Contractor shall use its bestcommercially reasonable efforts to minimize cost to the 
State and Contractor will not be paid for any cost that Contractor could have avoided. 


Contract 
Section 10.B. 


3 State Termination for Non-Appropriation. The continuation of this Contract beyond the current 
biennium is subject to and contingent upon sufficient funds being appropriated, budgeted, and 
otherwise made available by the State Legislature and/or federal sources. The State may terminate 
this Contract, and Contractor waives any and all claims(s) for damagespayment in connection 
with services not yet rendered, effective immediately upon receipt of written notice (or any date 
specified therein) if for any reason the contracting Agency’s funding from State and/or federal 
sources is not appropriated or is withdrawn, limited, or impaired. 


Contract 
Section 10.D. 


4 Unless the breach is not curable, or unless circumstances do not permit an opportunity to cure, 
termination upon declared breach may be exercised only after service of formal written notice as 
specified in Section 4, Notice, and the subsequent failure of the breaching party within fifteen (15) 
calendar days of receipt of that notice to provide evidence, reasonably satisfactory to the 
aggrieved party, showing that the declared breach has been corrected. Upon a notice of breach, 
the time to correct and the time for termination of the contract upon breach under subsection 10C, 
above, shall run concurrently, unless the notice expressly states otherwise. 


Contract 
Section 10.E.2) 


4 Contractor shall satisfactorily complete work in progress at the agreed rate (or a pro rata basis if 
necessary) if so requested by the Contracting Agency; 


Contract 
Section 11. 


4 Except as otherwise provided for by law or this Contract, the rights and remedies of the parties 
shall not  be exclusive and are in addition to any other rights and remedies provided by law or 
equity, including, without limitation, actual damages, and to a prevailing party reasonable 
attorneys’ fees and costs. For purposes of an award of attorneys’ fees to either party, the parties 







stipulate and agree that a reasonable hourly rate of attorneys’ fees shall be one hundred and fifty 
dollars ($150.00) per hour. The State may set off consideration against any unpaid obligation of 
Contractor to any State agency in accordance with NRS 353C.190. In the event that Contractor 
voluntarily or involuntarily becomes subject to the jurisdiction of the Bankruptcy Court, the State 
may set off consideration against any unpaid obligation of Contractor to the State or its agencies, 
to the extent allowed by bankruptcy law, without regard to whether the procedures of NRS 
353C.190 have been utilized. 


Contract 
Section 12. 


4 The State will not waive and intends to assert available NRS Chapter 41 liability limitations in all 
cases. Contract liability of both parties shall not be subject to punitive damages. Damages for any 
State breach shall never exceed the amount of funds appropriated for payment under this 
Contract, but not yet paid to Contractor, for the Fiscal Year budget in existence at the time of the 
breach. Contractor’s tort liability shall not be limited. The parties agree that Contractor, its 
officers, directors, agents and employees, shall not be liable to the State, under any theory of law 
including negligence, tort, breach of contract or otherwise, for any damages in excess of five 
million dollars ($5,000,000).  In no event shall Milliman be liable for lost profits of the State or 
any other type of incidental or consequential damages.  The foregoing limitations shall not apply 
in the event of the intentional fraud or willful misconduct of Contractor. 


Contract 
Section 14. 


5 To the fullest extent permitted by law, Contractor shall indemnify, hold harmless and defend, not 
excluding the State’s right to participate, the State from and against all third party claims or 
actions and the associated liability, claims, actions, damages, losses, and expenses, including, 
without limitation, reasonable attorneys’ fees and costs, arising out of any willful misconduct, 
fraud or gross negligence by Contractor in the dischargebreach of the its obligations of Contractor 
under this contract, or any alleged negligent or willful acts or omissions of Contractor, its 
officers, employees and agents. Contractor’s obligation to indemnify the State shall apply in all 
cases except for claims arising solely primarily from the State’s own negligence or willful 
misconduct. Contractor waives any rights of subrogation against the State. Contractor’s duty to 
defend begins when the State requests provides written notice of an indemnifiable defense of any 
claim arising from this Contract; provided, however that Contractor will have no obligation to 
defend such claims if the State fails to provide timely notice which materially prejudices 
Contractor’s ability to defend the claim. 


Contract 
Section 16. 


5 Unless expressly waived in writing by the State, Contractor must carry policies of insurance and 
pay all taxes and fees incident hereunto. Policies shall meet the terms and conditions as specified 
within this Contract along with the additional limits and provisions as described in Attachment 
BBD, incorporated hereto by attachment. The State shall have no liability except as specifically 
provided in the Contract. 
 
Contractor shall not commence work before Contractor has provided the required evidence of 
insurance to the Contracting Agency. The State’s approval of any changes to insurance coverage 
to the extent causing Contractor to be noncompliant with the requirements herein during the 
course of performance shall constitute an ongoing condition subsequent to this Contract. Any 
failure of the State to timely approve shall not constitute a waiver of the condition. … 


Contract 
Section 16.A. 


5 Contractor shall, at Contractor’s sole expense, procure, maintain and keep in force for the 
duration of the Contract insurance conforming to the minimum limits as specified in Attachment 
BBD, incorporated hereto by attachment. Unless specifically stated herein or otherwise agreed to 
by the State, the required insurance shall be in effect prior to the commencement of work by 
Contractor and shall continue in force as appropriate until: 
 
2) Such time as the insurance is no longer required by the State under the terms of Attachment D 
of this Contract; whichever occurs later. 
 
Any commercial general liability insurance or self-insurance available to the State shall be in 
excess of and non-contributing with, any commercial general liability insurance required from 
Contractor with regard to liabilities caused by Contractor. Contractor’s commercial general 
liability insurance policies shall apply on a primary basis with regard to liabilities caused by 
Contractor. Until such time as the insurance is no longer required by the State under the terms of 
Attachment D of this Contract, Contractor shall provide the State with renewal or replacement 
evidence of insurance no less than thirty (30) days before the expiration or replacement of the 
required insurance. If at any time during the period when insurance is required by the Contract, an 
insurer or surety shall fail to comply with the requirements of this Contract, as soon as Contractor 
has knowledge of any such failure, Contractor shall immediately notify the State and immediately 
replace such insurance or bond with an insurer meeting the requirements. 


Commented [AM1]: KW to review. 







Contract 
Section 16.B. 


5-6 1) Additional Insured: By endorsement to the general liability insurance policy, the State of 
Nevada, its officers, employees and immune contractors as defined in NRS 41.0307 shall be 
named as additional insureds for all liability caused by Contractor arising from the Contract. 
 


2) Waiver of Subrogation: Each commercial general liability, auto, worker’s compensation, and 
employer’s liability,  insurance policy shall provide for a waiver of subrogation against the 
State of Nevada, its officers, employees and immune contractors as defined in NRS 41.0307 
for losses arising from work/materials/equipment performed or provided by or on behalf of 
Contractor. 
 


3) Cross Liability: All required commercial general liability policies shall provide cross-
liability coverage as would be achieved under the standard ISO separation of insureds clause. 
 


4) Deductibles and Self-Insured Retentions: Any deductible or self-insured retention shall be 
the sole responsibility of the ContractorInsurance maintained by Contractor shall apply on a 
first dollar basis without application of a deductible or self-insured retention unless otherwise 
specifically agreed to by the State. Such approval shall not relieve Contractor from the 
obligation to pay any deductible or self-insured   retention. Any deductible or self-insured 
retention shall not exceed fifty thousand dollars ($50,000.00) per occurrence, unless 
otherwise approved by the Risk Management Division. 
 


5) Policy Cancellation: Except for ten (10) days notice for non-payment of premiums, (i) each 
insurance policy shall be endorsed to state that without thirty (30) days prior written notice to 
the State of Nevada, c/o Contracting Agency, the policy shall not be canceled, non-renewed 
or coverage and/or limits reduced or materially altered, and shall provide that notices 
required by this Section shall be sent by certified mail to the address shown on page one (1) 
of this contract, and (ii). Contractor shall provide notice a limit reduction or material 
alteration to the extent the foregoing would cause Contractor to be noncompliant with 
requirements herein.  
 


6) Approved Insurer:  Each insurance policy shall be: 
 
a) Issued by insurance companies authorized to do business in the State of Nevada or 


eligible surplus lines insurers acceptable to the State and having agents in Nevada upon 
whom service of process may be made; and 


 
b) Currently rated by A.M. Best as “A-VII” or better. 


Contract 
Section 16.C. 


6 1) Certificate of Insurance: The Acord 25 Certificate of Insurance form or a form substantially 
similar must be submitted to the State to evidence the insurance policies and coverages 
required of Contractor. The certificate must name the State of Nevada, its officers, 
employees and immune contractors as defined in NRS 41.0307  as the certificate holder. The 
certificate should be signed by a person authorized by the insurer to bind coverage on its 
behalf. The State project/Contract number; description and Contract effective dates shall be 
noted on the certificate, and upon renewal of the policies listed, Contractor shall furnish the 
State with replacement certificates as described within Section 16A, Insurance Coverage. 


 
Mail all required insurance documents to the State Contracting Agency identified on Page 
one of the Contract. 
 
2) Additional Insured Endorsement: An Additional Insured Endorsement (CG 20 10 11 85 or 


CG 20 26 11 85 or equivalent), signed by an authorized insurance company representative, 
must be submitted to the State to evidence the endorsement of the State as an additional 
insured per Section 16B, General Requirements. 
 


3) Schedule of Underlying Insurance Policies: If Umbrella or Excess policy is evidenced to 
comply with minimum limits, a certificate evidencingcopy of the underlying Schedule from 
the Umbrella or Excess insurance policy may be required. 


4) Review and Approval: Documents specified above must be submitted for review and 
approval by the State prior to the commencement of work by Contractor. Neither approval by 
the State nor failure to disapprove the insurance furnished by Contractor shall relieve 
Contractor of Contractor’s full responsibility to provide the insurance required by this 







Contract. Compliance with the insurance requirements of this Contract shall not limit the 
liability of Contractor or its subcontractors, employees or agents to the State or others, and 
shall be in additional to and not in lieu of any other remedy available to the State under this 
Contract or otherwise. The State reserves the right to request and to review a copy of any 
required insurance policy or endorsement to assure compliance with these requirements. 


Contract 
Section 17. 


6 COMPLIANCE WITH LEGAL OBLIGATIONS. Contractor shall procure and maintain for 
the duration of this Contract any state, county, city or federal license, authorization, waiver, 
permit qualification or certification required by applicable statute, ordinance, law, or regulation to 
be held by Contractor to provide the goods or services required by this Contract. Contractor shall 
provide proof of its compliance upon request of the Contracting Agency. Contractor will be 
responsible to pay all taxes, assessments, fees, premiums, permits, and licenses required by law. 
Real property and personal property taxes are the responsibility of Contractor in accordance with 
NRS 361.157 and NRS 361.159. Contractor agrees to be responsible for payment of any such 
government obligations not paid by its subcontractors during performance of this Contract. 


Contract 
Section 30. 


8 GOVERNING LAW; JURISDICTION; DISPUTE RESOLUTION. This Contract and the 
rights and obligations of the parties hereto shall be governed by, and construed according to, the 
laws of the State of Nevada, without giving effect to any principle of conflict- of-law that would 
require the application of the law of any other jurisdiction. In the event of any dispute arising out 
of or relating to this Agreement, the parties agree that the dispute will be resolved by final and 
binding arbitration under the Commercial Arbitration Rules of the American Arbitration 
Association.  The arbitration shall take place before a panel of three arbitrators.  Within 30 days 
of the commencement of the arbitration, each party shall designate in writing a single neutral and 
independent arbitrator.  The two arbitrators designated by the parties shall then select a third 
arbitrator.  The arbitrators shall have a background in either insurance, actuarial science or law.  
The arbitrators shall have the authority to permit limited discovery, including depositions, prior to 
the arbitration hearing, and such discovery shall be conducted consistent with the Federal Rules 
of Civil Procedure.  The arbitrators shall have no power or authority to award punitive or 
exemplary damages.  The arbitrators may, in their discretion, award the cost of the arbitration, 
including reasonable attorneys’ fees, to the prevailing party.  Any award made may be confirmed 
in any court having jurisdiction.  Any arbitration shall be confidential, and except as required by 
law, neither party may disclose the content or results of any arbitration hereunder without the 
prior written consent of the other parties, except that disclosure is permitted to a party’s auditors 
and legal advisors.The parties consent to the exclusive jurisdiction of and venue in the First 
Judicial District Court, Carson City, Nevada for enforcement of this Contract, and consent to 
personal jurisdiction in such court for any action or proceeding arising out of this Contract. 


Contract 
Section 31. 


*New Section 


8 Please add the following as a new Section 31: 
INTELLECTUAL PROPERTY. Contractor shall retain all rights, title and interest (including, 
without limitation, all copyrights, patents, service marks, trademarks, trade secret and other 
intellectual property rights) in and to all technical or internal designs, methods, ideas, concepts, 
know-how, techniques, generic documents and templates that have been previously developed by 
Contractor or developed during the course of the provision of the Services provided such generic 
documents or templates do not contain any State confidential information or proprietary data 
(“Tools”).  Rights and ownership by Contractor of Tools shall not extend to or include all or any 
part of State’s proprietary data or confidential information. To the extent that Contractor may 
include in the materials any Tools, Contractor agrees that State shall be deemed to have a fully 
paid up license to make copies of the Tools as part of this engagement for its internal business 
purposes and provided that such Tools cannot be modified or distributed outside the State without 
the written permission of Contractor or except as otherwise permitted hereunder. 


Contract 
Section 32. 


*New Section 


8 Please add the following as a new Section 32: 
NO THIRD PARTY DISTRIBUTION.  Contractor's work is prepared solely for the use and 
benefit of State in accordance with its statutory and regulatory requirements.  Contractor 
recognizes that materials it delivers to State may be public records subject to disclosure to third 
parties, however, Contractor does not intend to benefit and assumes no duty or liability to any 
third parties who receive Contractor's work and may include disclaimer language on its work 
product so stating.  State agrees not to remove any such disclaimer language from Contractor’s 
work.  To the extent that Contractor's work is not subject to disclosure under applicable public 
records laws, State agrees that it shall not disclose Contractor's work product to third parties 
without Contractor's prior written consent; provided, however, that State may distribute 
Contractor's work to (i) its professional service providers who are subject to a duty of 
confidentiality and who agree to not use Contractor's work product for any purpose other than to 
provide services to State, or (ii) any applicable regulatory or governmental agency, as required. 


Contract 9 Please add the following as a new Section 33: 







Section 33. 
*New Section 


USE OF CONTRACTOR’S NAME.  State agrees that it shall not use Contractor’s name, 
trademarks or service marks, or refer to Contractor directly or indirectly in any media release, 
public announcement or public disclosure, including in any promotional or marketing materials, 
customer lists, referral lists, websites or business presentations without Contractor’s prior written 
consent for each such use or release, which consent shall be given in Contractor’s sole discretion. 


Attachment D 
Section A.1.a. 


1 The policy shall be endorsed to include the following additional insured language: "tThe State of 
Nevada shall be named as an additional insured with respect to liability arising out of the 
activities performed by, or on behalf of the Contractor". 


Attachment D 
Section A.2.a. 


1 The policy shall be endorsed to include the following additional insured language:  "The State of 
Nevada shall be named as an additional insured with respect to liability arising out of the 
activities performed by, or on behalf of the Contractor, including automobiles owned, leased, 
hired or borrowed by the Contractor". 


Attachment D 
Section A.5. 


2 Cyber/Privacy Liability(maybe included as endorsement to professional liability policy) 
This errors and omissions insurance shall include coverage for third party claims and losses 
including with respect to computer risk (such as data breaches, transmission of virus/malicious 
code; unauthorized access or criminal use of third party, ID/data theft) and invasion of privacy 
regardless of the type of media involved in the loss of private information (such as computers, 
paper files and records, or voice recorded tapes), covering collection, use, access, etc. of 
personally identifiable information., direct liability, as well as contractual liability for violation of 
privacy policy, civil suits and sublimit for regulatory defense/indemnity for payment of fines and 
penalties. 


Attachment D 
Section B.2. 


3 The Contractor's commercial general liability insurance coverage shall be primary insurance and 
non-contributory with respect to the State of Nevada’s commercial general liability insurance 
with regard to liabilities caused by the Contractorall other available sources. 


Attachment D 
Section C. 


3 Contractor shall agrees thatfor each insurance policy required by the insurance provisions of this 
Contract shall not be suspended, voided or canceled except after providing thirty (30) days prior 
written notice been given to the State, except when cancellation is for non-payment of premium, 
then ten (10) days prior notice may be given.  Such notice shall be sent directly to Department of 
Health and Human Services, Division of Health Care Finance and Policy, Attn: Lisa 
Koehler 1000 E. William Street, Carson City, NV  89701.  Should contractor fail to provide 
State timely notice, contractor will be considered in breach and subject to cure provisions set 
forth within this contract. 


Attachment D 
Section E. 


3 Contractor shall furnish the State with certificates of insurance (ACORD form or equivalent 
approved by the State) as required by this Contract.  The certificates for each insurance policy are 
to be signed by a person authorized by that insurer to bind coverage on its behalf.  
  
All certificates and any required endorsements are to be received and approved by the State 
before work commences. … 
 
…The State reserves the right to require complete, certified copies of all insurance policies 
required by this Contract be made available for the State’s review at any time with reasonable 
notice. 


Attachment D 
Section F. 


3 Contractors’ certificate(s) shall include all subcontractors as additional insureds under its policies 
or Contractor shall furnish to the State separate certificates and endorsements for each 
subcontractor.  … 


Attachment D 
Section G. 


3 Any agreed upon modification or variation from the insurance requirements in this Contract shall 
be made by the Risk Management Division or the Attorney General’s Office, whose decision 
shall be final. … 


BAA 
Section I. 


1 DEFINITIONS. The following terms in this Addendum shall have the same meaning as those 
terms in the HIPAA Regulations: Breach, Data Aggregation, Designated Record Set, Disclosure, 
Electronic Health Record, Health Care Operations, Individual, Minimum Necessary, Notice of 
Privacy Practices, Protected Health Information, Required by Law, Secretary, Subcontractor, 
Unsecured Protected Health Information, and Use. For the purpose of this Addendum, Protected 
Health Information or PHI shall be restricted to the protected health information created, 
received, maintained or transmitted by Business Associate on behalf of Covered Entity. 


BAA 
Section II.1. 


2 Upon written request, Tthe Business Associate will provide, as directed by the Covered Entity or 
an individual, access to Covered Entity to inspect or obtain a copy of pProtected hHealth 
iInformation about thean iIndividual that is maintained in a dDesignated rRecord sSet by the 
Business Associate or its agents or subcontractors, in order to meet the requirements of HIPAA 
Regulations. …  







BAA 
Section II.2. 


2 The Business Associate shall make its internal practices, books and records relating to the use and 
disclosure of pProtected hHealth iInformation available to the Covered Entity and to the Secretary 
for purposes of determining Business AssociateCovered Entity’s compliance with HIPAA 
Regulations 


BAA 
Section II.3. 


2 So that Covered Entity may meet its disclosure accounting obligations under the HIPAA 
Regulations, Business Associate agrees to document disclosures of PHI made by Business 
Associate which are not excepted from disclosure accounting requirements under the HIPAA 
Regulations.Upon written request, the Business Associate and its agents or subcontractors shall 
make available to the Covered Entity or the individual information required to provide an 
accounting of disclosures in accordance with HIPAA Regulations. 


BAA 
Section II.4. 


2 The Business Associate must ensure all agents and subcontractors that create, receive, maintain, 
or transmit pProtected hHealth iInformation on behalf of the Business Associate agree in writing 
to the same restrictions and conditions no less restrictive than those that apply to the Business 
Associate with respect to such information. The Business Associate must implement and maintain 
sanctions against agents and subcontractors that violate such restrictions and conditions and shall 
mitigate the effects of any such violation as outlined under HIPAA Regulations. 


BAA 
Section II.5. 


2 Upon written request, Tthe Business Associate will make available pProtected hHealth 
iInformation for amendment and incorporate any amendments in the dDesignated rRecord sSet 
maintained by the Business Associate or its agents or subcontractors, as directed by the Covered 
Entity or an individual, in order to meet the requirements of HIPAA Regulations. 


BAA 
Section II.6. 


2 If the data provided or created through the execution of the Contract becomes the subject of an 
audit, compliance review, or complaint investigation by the Office of Civil Rights or any other 
federal or state oversight agency, the Business Associate shall, if legally permissible, notify the 
Covered Entity immediately promptly and provide the Covered Entity with a copy of any 
pProtected hHealth iInformation that the Business Associate provides to the Secretary or other 
federal or state oversight agency concurrently, to the extent that it is permitted to do so by law. 
The Business Associate and individuals associated with the Business Associate are is solely 
responsible for all civil and criminal penalties assessed as a result of an audit, breach or violation 
of HIPAA Regulations made by Business Associate. 


BAA 
Section II.7. 


2 The Business Associate must report to the Covered Entity, in writing, any access, use or 
disclosure of pProtected hHealth iInformation not permitted by the Contract, Addendum or 
HIPAA Regulations by Business Associate or its agents or subcontractors. The Covered Entity 
must be notified immediately promptly upon discovery or the first day such bBreach or suspected 
bBreach is known to the Business Associate or by exercising reasonable diligence would have 
been known by the Business Associate in accordance with HIPAA Regulations. In the event of a 
bBreach or suspected bBreach of pProtected hHealth iInformation, the report to the Covered 
Entity must be in writing and include the following: a brief description of the incident; the date of 
the incident; the date the incident was discovered by the Business Associate; a thorough 
description of the uUnsecured pProtected hHealth iInformation that was involved in the incident; 
the number of iIndividuals whose pProtected hHealth iInformation was involved in the incident; 
and the steps the Business Associate or its agent or subcontractor is taking to investigate the 
incident and to protect against further incidents. The Covered Entity will determine if a bBreach 
of uUnsecured pProtected hHealth iInformation has occurred and will notify the Business 
Associate of the determination. If a bBreach of uUnsecured pProtected hHealth iInformation is 
determined, the Business Associate must take prompt corrective action to cure any such 
deficiencies and mitigate any significant harm that may have occurred to iIndividual(s) whose 
information was disclosed inappropriately. 


BAA 
Section II.8. 


3 If the Covered Entity determines a bBreach of uUnsecured pProtected hHealth iInformation by 
the Business Associate, or its agents or subcontractors has occurred, the Business 
AssociateCovered Entity will be responsible for notifying the iIndividuals whose uUnsecured 
pProtected hHealth iInformation was breached in accordance with HIPAA Regulations. The 
Business Associate must provide evidence to the Covered Entity that appropriate notifications to 
individuals and/or media, when necessary, as specified in HIPAA Regulations has occurred. The 
Business Associate is responsible for all reasonable out-of-pocket costs associated with 
notification to iIndividuals, the media or others as well as costs associated with mitigating future 
bBreaches. The Business Associate must notify the Secretary of all breaches in accordance with 
HIPAA Regulations and must provide the Covered Entity with a copy of all notifications made to 
the Secretary. The parties acknowledge and agree that this section constitutes notice by Business 
Associate to Covered Entity of the ongoing existence and occurrence of attempted but 
Unsuccessful Security Incidents of which no additional notice to Covered Entity shall be 
required.  Unsuccessful Security Incidents shall include, but not be limited to, pings and other 
broadcast attacks on Business Associate’s firewall, port scans, unsuccessful log-on attempts, 







denials of service and any combination of the above, so long as such incidents do not result in 
unauthorized access, use or disclosure of Covered Entity’s electronic PHI. 


BAA 
Section II.11. 


3 Capitalize all reference to the following defined terms in this section: Protected Health 
Information 


BAA 
Section II.13. 


3 Capitalize all reference to the following defined terms in this section: Protected Health 
Information 


BAA 
Section II.14. 


3 Capitalize all reference to the following defined terms in this section: Protected Health 
Information 


BAA 
Section II.15. 


4 The Business Associate must train all members of its workforce on the policies and procedures 
associated with safeguarding pProtected hHealth iInformation. This includes, at a minimum, 
training that covers the technical, physical and administrative safeguards needed to prevent 
inappropriate uses or disclosures of pProtected hHealth iInformation; training to prevent any 
intentional or unintentional use or disclosure that is a violation of HIPAA Regulations; and 
training that emphasizes the criminal and civil penalties related to HIPAA breaches or 
inappropriate uses or disclosures of pProtected hHealth iInformation. Workforce training of new 
employees must be completed within 30 days of the date of hire and all employees must be 
trained at least annually. The Business Associate must maintain written records for a period of six 
years. These records must document each employee that received training and the date the 
training was provided or received. 


BAA 
Section II.16. 


4 The Business Associate must not use or further disclose pProtected hHealth iInformation other 
than as permitted or required by the Contract, as requested by the Covered Entity or as rRequired 
bBy lLaw. The Business Associate must not use or further disclose pProtected hHealth 
iInformation in a manner that would violate the requirements of HIPAA Regulations. 


BAA 
Section III.1. 


4 a. Except as otherwise limited in this Addendum, tThe Business Associate may use or disclose 
pProtected hHealth iInformation to perform functions, activities, or services for, or on behalf 
of, the Covered Entity as specified in the Contract, provided that such use or disclosure 
would not violate HIPAA Regulations, if done by the Covered Entity, except as necessary 
for Data Aggregation services. 


b. Except as otherwise limited in this Addendum, tThe Business Associate may use or disclose 
pProtected hHealth iInformation received by the Business Associate in its capacity as a 
Business Associate of the Covered Entity, as necessary, for the proper management and 
administration of the Business Associate, to carry out the legal responsibilities of the 
Business Associate, as rRequired bBy lLaw or for dData aAggregation purposes in 
accordance with HIPAA Regulations. 


c. Except as otherwise limited by this Addendum, iIf the Business Associate discloses 
pProtected hHealth iInformation to a third party, the Business Associate must obtain, prior to 
making such disclosure, reasonable written assurances from the third party that such 
pProtected hHealth iInformation will be held confidential pursuant to this Addendum and 
only disclosed as rRequired bBy lLaw or for the purposes for which it was disclosed to the 
third party. The written agreement from the third party must include requirements to 
immediately notify the Business Associate of any bBreaches of confidentiality of pProtected 
hHealth iInformation to the extent it has obtained knowledge of such breach. 


d. The Business Associate may use or disclose pProtected hHealth iInformation to report 
violations of law to appropriate federal and state authorities, consistent with HIPAA 
Regulations. 


d.e. The Business Associate may de-identify PHI in accordance with the requirements of the 
Privacy Rule; provided that all identifiers are destroyed in accordance with this Agreement 
and may create a Limited Data Set for the purpose of providing the services. 


BAA 
Section III.2. 


4 a. Except as otherwise limited in this Addendum, tThe Business Associate shall not disclose 
pProtected hHealth iInformation to a health plan for payment or health care operations 
purposes if the patient has required this special restriction, and has paid out of pocket in full 
for the health care item or service to which the protected health information relates in 
accordance with HIPAA Regulations. 


b. Capitalize all reference to the following defined terms in this section: Protected Health 
Information 


BAA 
Section IV. 


5 Capitalize all reference to the following defined terms in this section: Protected Health 
Information, Individual and Data Aggregation 


BAA 
Section V.1. 


5 a. Capitalize all reference to the following defined terms in this section: Protected Health 
Information  


b. If the Business Associate determines that returning or destroying the pProtected hHealth 
iInformation is not feasible, the Business Associate will provide to the Covered Entity 
notification of the conditions that make return or destruction infeasible. Upon a mutual 
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determination that return or destruction of pProtected hHealth iInformation is infeasible, the 
Business Associate shall extend the protections of this Addendum to such pProtected 
hHealth iInformation and limit further uses and disclosures of such protected health 
information to those purposes that make return or destruction infeasible, for so long as the 
Business Associate maintains such protected health information. Covered Entity hereby 
acknowledges and agrees that infeasibility includes Business Associate’s need to retain PHI 
for archival purposes, and that for such a retention, no further notification or approval of 
Covered Entity is required. 


BAA 
Section V.2. 


5 Capitalize all reference to the following defined terms in this section: Protected Health 
Information 


BAA 
Section VI. 


5 1. Amendment. The parties agree to take such action as is necessary to amend this Addendum 
from time to time for the Covered Entityparties to comply with all the requirements of 
HIPAA Regulations. 


2. Clarification. This Addendum references the requirements of HIPAA Regulations, as well 
as amendments and/or provisions that are currently in place and any that may be 
forthcoming. 


3. Indemnification. Each partyBusiness Associate will indemnify, defend and hold harmless 
the other partyCovered Entity to this Addendum from and against all third party claims, 
losses, liabilities, costs and other expenses incurred as a result of, or arising directly or 
indirectly out of or in conjunction with: 
Any misrepresentation, breach of warranty or non-fulfillment of any undertaking on the part 
of the party under this Addendum; and 


1. Any claims, demands, awards, judgments, actions, and proceedings made by any person or 
organization arising out of or in any way connected with the party’s performance under this 
Addendum. any unauthorized use or disclosure of PHI by the Business Associate under this 
Addendum. 


4.3. Interpretation. The provisions of this Addendum shall prevail over any provisions in the 
Contract that any conflict or appear inconsistent with any provision in this Addendum. This 
Addendum and the Contract shall be interpreted as broadly as necessary to implement and 
comply with HIPAA Regulations. The parties agree that any ambiguity in this Addendum 
shall be resolved to permit the Covered Entity and the Business Associate to comply with 
HIPAA Regulations. 


5.4. Regulatory Reference. A reference in this Addendum to HIPAA Regulations means the 
sections as in effect or as amended. 


5. Survival. The respective rights and obligations of Business Associate under Effect of 
Termination of this Addendum shall survive the termination of this Addendum. 


6. Independent Contractors.  Business Associate and Covered Entity are independent 
contractors and this Addendum will not establish any relationship of partnership, joint 
venture, employment, franchise or agency between Business Associate and Covered Entity.  
Neither Business Associate nor Covered Entity will have the power to bind the other or 
incur obligations on the other party’s behalf without the other party’s prior written consent, 
except as otherwise expressly provided in this Addendum. 


 












 


Part II – Cost Proposal 


RFP Title: EQRO 


RFP: 3491 


Vendor Name: Milliman, Inc. 


Address: 1301 Fifth Avenue, Suite 3800 


Seattle, WA  98101-2605 


Proposal Opening Date: 2/22/18 


Proposal Opening Time: 2:00 PM 


 


 







Activity MCO Title XIX DBA Title XIX CMO -FFS TOTAL


2019 $22,993.21 $9,197.29 N/A $64,381.00


2020 $23,683.01 $9,473.20 N/A $66,312.43


2021 $24,393.50 $9,757.40 N/A $68,301.80


2022 $25,125.31 $10,050.12 N/A $70,350.86


2019 $39,699.67 $8,233.22 $15,733.22 $111,599.00


2020 $40,890.66 $8,480.22 $16,205.22 $114,946.97


2021 $42,117.38 $8,734.63 $16,691.38 $118,395.38


2022 $43,380.90 $8,996.66 $17,192.12 $121,947.24


2019 $11,709.00 $3,903.00 N/A $31,224.00


2020 $12,060.27 $4,020.09 N/A $32,160.72


2021 $12,422.08 $4,140.69 N/A $33,125.54


2022 $12,794.74 $4,264.91 N/A $34,119.31


2019 $31,451.40 $10,483.80 $20,967.60 $104,838.00


2020 $32,394.94 $10,798.31 $21,596.63 $107,983.14


2021 $33,366.79 $11,122.26 $22,244.53 $111,222.63


2022 $34,367.79 $11,455.93 $22,911.86 $114,559.31


2019 $13,927.80 $4,642.60 $9,285.20 $46,426.00


2020 $14,345.63 $4,781.88 $9,563.76 $47,818.78


2021 $14,776.00 $4,925.33 $9,850.67 $49,253.34


2022 $15,219.28 $5,073.09 $10,146.19 $50,730.94


2019 $16,500.00 $5,500.00 $11,000.00 $55,000.00


2020 $16,995.00 $5,665.00 $11,330.00 $56,650.00


2021 $17,504.85 $5,834.95 $11,669.90 $58,349.50


2022 $18,030.00 $6,010.00 $12,020.00 $60,099.99


2019 $17,910.00 $17,910.00 N/A $71,640.00


2020 $18,447.30 $18,447.30 N/A $73,789.20


2021 $19,000.72 $19,000.72 N/A $76,002.88


2022 $19,570.74 $19,570.74 N/A $78,282.96


$9,757.40


$42,117.38 $8,734.63


$43,380.90 $8,996.66


$39,699.67 $8,233.22


$40,890.66 $8,480.22HEDIS Performance Measure 


Validation


2.1.1.2


2.1.3.1


2.1.3.2


Mandatory Activities:  SFY 2019-2022


RFP Citation MCO Title XXI DBA Title XXI


Performance Improvement 


Project Validation


2.1.1.1


2.1.3.3


$22,993.21


$25,125.31 $10,050.12


$9,197.29


$23,683.01 $9,473.20


$24,393.50


$12,422.08 $4,140.69


$12,794.74 $4,264.91


Network Adequacy Validation


2.1.1.4


2.1.3.4


$11,709.00 $3,903.00


$12,060.27 $4,020.09


$34,367.79 $11,455.93


Compliance Monitor of MCOs, 


PAHP, DBA, and CMO


2.1.1.3


2.1.4


$31,451.40 $10,483.80


$32,394.94 $10,798.31


$33,366.79 $11,122.26


Validation of the Quality 


Assessment and Performance 


Improvement Strategy


2.1.3.5


$13,927.80 $4,642.60


$14,345.63 $4,781.88


$14,776.00 $4,925.33


$15,219.28 $5,073.09


$18,030.00 $6,010.00


Production of a Detailed 


Annual Technical Report


$16,500.00 $5,500.00


$16,995.00 $5,665.00


$17,504.85 $5,834.95
2.1.3.6


$19,570.74 $19,570.74


Vendor Responsibilities: 


Meetings: 4 MCO Quarterly 


Meetings per year (on-site), 4 


DBA Quarterly Meetings per 


year (on-site), and monthly 


DHCFP teleconference calls for 


managed care (12 months) and 


the dental benefits 


administrator (12 months) 


programs.


1.5


Total Contract Costs :


$17,910.00 $17,910.00


$18,447.30 $18,447.30


$19,000.72 $19,000.72


$2,029,510.93


Total SFY Costs


2019 2020 2021 2022


$485,108.00 $499,661.24 $514,651.08 $530,090.61







