
























































































































STATE OF NEBRASKA SERVICE CONTRACT AWARD 

VENDOR ADDRESS: 

AMERIHEAL TH NEBRASKA INC 
1919 AKSARBEN DR 

NEBRASKA 681 

State Purchasing Bureau 
301 Centennial Mall South, 1 st Floor 
Lincoln, Nebraska 68508 

OR 
P.O. Box 94847 
Lincoln, Nebraska 68509-4847 
Telephone: (402) 471·2401 
Fax: (402) 471 ·2089 

CONTRACT NUMBER 
51286 04 

AN AWARD HAS BEEN MADE TO THE VENDOR/CONTRACTOR NAMED ABOVE FOR THE SERVICES AS LISTED BELOW FOR THE 
PERlpD: 

\ JULY 01,2012 THROUGH JUNE 30, 2015 

THIS CONTRACT IS NOT AN EXCLUSIVE CONTRACT TO FURNISH THE SERVICES SHOWN BELOW, AND DOES NOT PRECLUDE 
THE PURCHASE OF SIMILAR SERVICES FROM OTHER SOURCES. 

THE STATE RESERVES THE RIGHT TO EXTEND THE PERIOD OF THIS CONTRACT BEYOND THE TERMINATION DATE WHEN 
MUTUALLY AGREEABLE TO THE VENDOR/CONTRACTOR AND THE STATE OF NEBRASKA. 

Original/Bid Document 3792 Z1 

Contract to provide Medicaid Managed Care Physical Health Service through a Managed Care Organization for the Counties 
not currently served by Physical Health Managed Care to the State of Nebraska, Department of Health and Human Services, 
for a period effective July 1, 2012 through June 30, 2015. 

The State may request that payment be made electronically instead of by state warrant. ACH/EFT Enrollment Form can be 
found at: http://www.das .state.ne.us/accounting/forms/achenrol.pdf 

The Contractor is required and hereby agrees to use a federal immigration verification system to determine the work eligibility 
status of new employees physically performing services within the State of Nebraska. A federal immigration verification 
system mean the electronic verification of the work authorization program authorized by the Illegal Immigration Reform and 
Immigrant Responsibility Act of 1996, 8 U.S.C. 1324a, known as the E-Verify Program, or an equivalent federal program 
deSignated by the United States Department of Homeland Security or other federal agency authorized to verify the work 
eligibility status of a newly hired employee. 

The contractor certifies that the contractor is not presently debarred, suspended, proposed for debarment, declared ineligible, 
or voluntarily excluded by any federal department or agency from participating in transactions (debarred). The contractor also 
agrees to include the above requirements in any and all subcontracts into which it enters. The contractor shall immediately 
notify the Department if, during the term of this contract, contractor becomes debarred. The Department may immediately 
terminate this contract by providing contractor written notice if contractor becomes debarred during the term of this contract. 
If the Contractor is an Individual or sole proprietorship, the following applies: 
1. The Contractor must complete the United States Citizenship Attestation Form, available on the Department of 
Administrative Services website at: www.das.state.ne.us. 
2. If the Contractor indicates on such attestation form that he or she Is a qualified alien, the Contractor agrees to provide the 
US Citizenship and Immigration Services documentation require to verify the Contractor's lawful presence in the United States 
using the Systematic Alien Verification for Entitlements (SAVE) Program, 
3. The Contractor understands and agrees that lawful presence in the United States Is required and the Contractor may be 
disqualified or the contract terminated if such lawful presence cannot be verified as required by Neb. Rev. Stat. §4·108. 

The contract shall incorporate the following previously submitted documents: 
1. Contract Award; 
2. Any Contract Amendments, in order of significance; 
3. Any Request for Proposal Addenda and/or Amendments to Include Questions and Answers; 
4. The original RFP document; 
5. The signed Request for Proposal form; and 



STATE OF NEBRASKA SERVICE CONTRACT AWARD 
State Purchasing Bureau 
301 Centennial Mall South , 1st Floor 
Lincoln, Nebraska 68508 

VENDOR NUMBER: 2022465 

6. The Contractor's Proposal. 

Vendor Contact: Dr. Jay Feldstein , President 
Phone: 215-937-8250 
Cell: 302-743-4331 
Fax: 215-937-8202 
E-Mai l: jay.feldstein@amerihealthmercy.com 

(02/22/12 djg) 

Line Description 

CAPITATION PAYMENT FEDERAL 
57% 
JULY 1, 2012 - JUNE 30, 2013 

2 CAPITATION PAYMENT STATE 43% 
JULY 1, 2012 - JUNE 30, 2013 

3 CAPITATION PAYMENT FEDERAL 
57% 
JULY 1, 2013 - JUNE 30, 2014 

4 CAPITATION PAYMENT STATE 43% 
JULY 1, 2013 - JUNE 30, 2014 

5 CAPITATION PAYMENT FEDERAL 
57% 
JULY 1,2014 - JUNE 30, 2015 

6 CAPITATION PAYMENT STATE 43% 
JULY 1, 2014 - JUNE 30, 2015 

Total Order 

Unit of 
Quantity Measure 

52,924,644.0000 $ 

39 ,925,608.0000 $ 

55,058,452.0000 $ 

41,535,323.0000 $ 

57,146 ,994.0000 $ 

43,110,890.0000 $ 

OR 
P.O. Box 94847 
Lincoln, Nebraska 68509-4847 
Telephone: (402) 471·2401 
Fax: (402) 471 ·2089 

CONTRACT NUMBER 
51286 04 

Unit 
Price 

1.0000 

1.0000 

1.0000 

1.0000 

1.0000 

1.0000 

Extended 
Price 
52,924,644.00 

39,925,608.00 

55,058,452.00 

41 ,535,323.00 

57,146,994.00 

43,110,890.00 

289,701,911.00 

BUYER INITIALS 



ATTACHMENT ONE 
RFP 3792Z1 

AGREED UPON CONTRACT AMENDMENT INITIATIVES FOR 
MODIFYING THE ORIGINAL RFP 3792Z1 

BETWEEN 

AMDINISTRATIVE SERIVCES, MATERIEL DIVISION, STATE PURCHASING BUREAU, 
AND NEBRASKA DEPARTMENT OF HEALTH AND HUMAN SERVICES, DIVISION OF 

MEDICAID AND LONG-TERM CARE 

AND 

AMERIHEALTH NEBRASKA, INC 

The Modification of the Original RFP 3792Z1 between Administrative Services, Materiel 

Division, State Purchasing Bureau and Nebraska Department of Health and Human Services, 

Division of Medicaid & Long-Term Care ("State" and/or "MLTC") and AmeriHealth Nebraska, 

Inc is entered into and is effective immediately upon execution by all parties. 

A. CHANGES. The following sections are modified, removed, or added as follows: 

• Section IV.A. PROJECT OVERVIEW 

"The State of Nebraska's Medicaid program is administered through the Depal1ment of 

Health and Human Services (DHHS), Division of Medicaid & Long-Term Care. The 

Nebraska Medicaid Managed Care Progrrun (NMMCP) was implemented in July 1995. 

The Nebraska Medical Assistance Program (Medicaid) currently provides health care 

coverage for approximately 224,500 individuals each month at an annual cost of 

approximately $1.6 billion. Approximately 102,000 of these 224,500 individuals are 

enrolled in physical health managed care. Of the 224,500 individuals, more than 

191,750 are enrolled in the behavioral health managed care program. 



The Nebraska Managed Care Program currently consists of the following program 

components: 

1. Physical Health services through two (2) Managed Care Organization (MCO) 

Networks in Cass, Dodge, Douglas, Gage, Lancaster, Otoe, Sarpy, Saunders, 

Seward and Washington counties; 

2. Physical Health services through an Enhanced Primary Care Case Management 

network (EPCCM) in Buffalo and Dawson counties (Medical Home Pilot); 

3. Behavioral health services through a Specialty Physician Case Management 

(SPCM) Network; and 

4. Enrollment Broker Services. 

The State seeks to award one (1) or two (2) MCO contracts through this procurement 

process that will provide the Physical Health services for the counties not currently 

served by physical health nlanaged care and are listed in Attachment D. This 

determination andlor award will be made in a manner deemed in the best interest of the 

State. The State reserves the right to reject any or all proposals, wholly or in part, or to 

award to one (1) or mUltiple bidders in whole or in part, and at its discretion, may 

withdraw or amend the Request for Proposal at any time. The State reserves the right 

to waive any deviations or errors that are not material, do not invalidate the legitimacy 

of the proposal, and do not improve the bidder's competitive position. 

Currently, for physical health services, enrollment into the MCOs is mandatory for 

specified populations. During enrollment for physical health managed care in the 

existing ten (10) counties, the potential enrollee chooses a primary care provider (PCP) 

and one of the two MCOs in the designated coverage area, ensuring each member a 

PCP who coordinates high quality, planned, family-centered health promotion, acute 

illness care and chronic condition management. The em'oIlment broker facilitates the 

member's em·olhnent. Enrollment in the EPCCM is voluntary. Enrollment into the 

SPCM is mandatory for specified populations in order to be eligible for behavioral 

health services. 

If the State awards to two (2) contractors, prior to contract stmi date, all physical health 

managed care potential enrollees in the counties not currently served by physical health 



managed care and listed in Attachment D will be allowed an open enrollment period to 

enroll in a physical health MCO plan and designate a Primary Care Provider (PCP). In 

the event the potential enrollee does not enroll during the open enrollment period, the 

State will auto-assign the potential em'ollee to an MCO plan. Auto-assignment will be 

done randomly but will include considerations of the following factors: proximity, 

familial relationships, and previous provider/patient relationship. The MCO plan will 

be responsible for assignment of the PCP within one month of the effective date of 

enrollment in that MCO plan. Both the assignments and enrollments shall be 

monitored closely by the State." 

• Section IV.B.s. EXCLUDED POPULATIONS 

" 
f. Aliens who are eligible for Medicaid for an emergency condition only. 

g. Members participating in the Refugee Resettlement Program. 

h. Members who have excess income or who are designated to have a Premium Due. 

L Members participating in the State Disability Program. 

j. Members eligible during the period of presumptive eligibility. 

k. Organ transplant recipients (active managed care members who receive a 

transplant are waived out of managed care from the day of transplant forward). 

1. Members who have received a disenrollment/waiver of enrollment. 

m. Members who are participating in the Breast and Cervical Cancer Prevention and 

Treatment Act of2000. 

n. Members receiving Medicaid Hospice Services. 

o. Individuals who are patients of Institutions of Mental Disease-(lMD) who are 

between the ages of21-64. 

p. Participants in subsidized adoption programs. 

q. Participants in an approved DHHS PACE program. 

r. No longer applicable." 

• Section IV.C.4.d.vii INFORMATION REQUIREMENTS 



"1) Member cost-sharing (e.g. copays for services) requirements in accordance 

with 471 NAC 3-008." 

• Section IV.C.5.a.i. ENROLLMENT PROCESS 

"The State maintains responsibility for the enrollment of members into managed care 

plans through a contractual arrangement with an enrollment broker. Both the 

Assignment and Enrollment shall be closely monitored by the State. 

The State provides potential enrollees with a member guidebook, plan matrix, and 

provider directory to assist in choosing an MCO plan and designating a PCP. 

The Enrollment Broker provides impartial choice counseling to assist enrollees in 

choosing an Mca plan. The choice counseling is based on the information provided 

by the MCOs. Enrollees choose a specific plan to enroll in. 

Enrollees are given 15 days to enroll in a physical health Mca plan and select a PCP. 

If the State awards two (2) contracts, enrollees in the counties not currently served by 

physical health managed care and listed in Attachment D that do not voluntarily em'oll 

will be auto-assigned an MCO plan. Auto-assignment will take" into consideration the 

following factors: proximity, familial relationships, and provider-patient relationships. 

Auto-assignment will attempt to balance enrollment but is not guaranteed. The Mca 

plan will be responsible for assignment of the PCP within one month of the effective 

date of enrollment in that MCa plan. 

If the State awards one (l) contract, enrollees in the counties not cunently served by 

physical health managed care and listed in Attachment D that do not voluntarily emoll 

will be auto-assigned the MCO plan. The MCO plan will be responsible for 

assignment of the PCP within one month of the effective date of enrollment in that 

Meo plan. 



The managed care plan is required to have an understanding of the potential enrollee 

population and the enrollment process and to assist the State and the enrollment broker 

in providing accurate infornlation about the plan's pm1icipation and provider 

network." 

• Section IV.C.S.a.v. AUTOMATIC RE-ENROLLMENT 

"The State will automatically re-enroll a member who is disenrolled solely because he 

or she loses Medicaid eligibility for a period of two (2) months or less in the plan the 

member was previously enrolled in." 

• Section IV.C.6.f.ii BASIC BENEFITS PACKAGE 

"The following physical health services represent a minimum benefit package that 

must be provided by the Mca to enrollees: 

a) Inpatient Hospital services; 

b) Outpatient Hospital services; 

c) Clinical and anatomical laboratory services including the administration of blood 

draws completed in the physician office or outpatient clinic for MH/SA diagnosis; 

d) Radiology services; 

e) HEAL TH CHECK (EPSDT) services and outreach including missed appointments 

or lack of follow up; 

f) Physician services, including nurse practitioner services, certified nurse midwife 

services, physician assistant services, clinic administered injection/medications, 

and anesthesia services including CRNS' 

g) Home Health agency services; 

h) Private Duty Nursing services 

i) Therapy services (physical, occupational, speech language pathology, and 

audiology); 

j) Durable Medical Equipment and Medical Supplies, including hearing aids, 

orthotics, prosthetics and nutritional supplements; 

k) Podiatry services; 



I) Chiropractic services; 

m) Emergency Medical TranspOliation; 

n) Vision services; and 

0) Free Standing Birth Center services." 

.. Section IV.C.6.f.vi CO-PAYMENTS 

"Cost sharing imposed on Medicaid merrlbers must be in accordance with 42 CFR 

§447.50 through 447.58 and cannot exceed cost sharing amounts in the Nebraska 

Medicaid State Plan. The MCO shall ensure that Providers collect Member co

payments as specified in 471 NAC 3-008." 

.. Section IV.C.7.f.iv.f) Excluded Providers 

"The MeO is prohibited from employing or contracting with providers excluded from 

patiicipation in Federal health care programs under either section 1128 or section 

1128A of the Social Security Act in accordance with 42 CFR 438.610." 

.. Section IV.C.1l. COORDINATION WITH ENROLLMENT BROKER 

"The State maintains responsibility for the enrollment of members into managed care 

plans through a contractual alTangement with an enrollment broker. The Enrollment 

Broker will facilitate the assignment of the PCP at initial enrollment for members who 

voluntarily enroll. The managed care plan is required to have an understanding of the 

potential enrollee popUlation and the enrollment process and to assist the State and the 

Enrollment Broker in providing accurate information to the potential em'ollee about the 

plan's participation. The plan is also required to work cooperatively with the State to 

resolve issues relating to potential enrollee participation and the enrollment process and 

to have the technological capability and resources available to interface with the State's 

support systems. The MCG is expected to be able to exchange data with the State of 

Nebraska using a secure connection. CUlTently, the prefelTed method is STFP. The 

MCO will not interface with the Enrollment Broker's support system. 



Potential enrollees must be notified at least 30 days prior to a significant change in their 

managed care coverage. Prior to Contract implementation, the State will provide notice 

to potential enrollees in the counties not cunently served by physical health managed 

care and listed in Attachment D of their required participation in the managed care 

program. At that time potential enrollees will also receive information regarding the 

available MCO planes). Once the 30 day notice has elapsed, potential em'ollees will 

have 15 days to select the managed care plan of choice and assign a PCP participating 

in the network of the MCO chosen. If, after 15 days, the potential enrollee has not 

selected a plan, auto assignment will occur. Auto assignment will occur in cOlnpliance 

with 42 CFR 438.50 (t). 

If the State awards to two (2) contractors, newly eligible managed care members in the 

counties not already served by physical health managed care and listed in Attachment D 

will have 15 days to select a MCO plan and assign a PCP. After the 15 days have 

passed the member will be randomly assigned to a MCO plan through the auto

assignment process. Auto-assignment will be done randomly but will include 

considerations of the following factors: proximity, familial relationships, and previous 

provider/patient relationship. The MCO plan will be responsible for assignment of the 

PCP within one month of the effective date of enrollment in that MCO plan." 

B. NO OTHER MODIFICATIONS. Unless set forth in this Amendment, no other 

provisions of the original RFP 3792Z1 shall be modified. 



In wilDe s hereof the parties have duly executed this Amendment and each party 

acknowledges the receipt of a duly executed copy of thi Amendment with signature . 

AMERIHEALTH NEBRASKA, IN . 

---="'----i'L--=:;)."-'='-d-_ . 2012 

STATE OF NEBRASKA, Department of 
Health and Iuman Services, 

err), . Wintercr, Chief Executive Officer, 
Dep rtmenl of Health and Human Services 

_-==Z+/~z'=-lf __ , 2012 
7 

teve ulek, Materiel Administrator 

~'2012 



 
 

 ADDENDUM TWO 
 
 
DATE:  November 3, 2011 
 
TO:  All Vendors  
 
FROM: Ruth Gray, Buyer 

State Purchasing Bureau  
 
RE:  Second Round Questions and Answers for RFP Number 3792Z1 

to be opened December 6, 2011 2 PM Central Time 
 
 

Following are the questions submitted and answers provided for the above mentioned 
Request For Proposal.  The questions and answers are to be considered as part of the 
Request For Proposal. 

QUESTIONS ANSWERS 
1. III.DD - Performance Bond , Page 15, 

Will the State accept a performance 
bond written on an annual bond form 
for the contract period of three (3) 
years; i.e. the initial annual bond term 
to be extended by the Surety 
Continuation Certificate for each of 
the two remaining years of the 
contract period? 

The bidder must submit, with its proposal 
response, any requested exceptions to 
Section III Terms and Conditions in 
accordance with the process outlined in 
paragraph 2 of this section. 



Page 2 

QUESTIONS ANSWERS 
2. Corporate Overview/Contract 

Performance Section V.A.3.g, Page 
101 

Does this question apply to provider 
contracts; employer group contracts; 
other types of contracts? Bidder has 
an existing Medicaid contract with the 
Department, as well as a commercial 
line of business.  It will be extremely 
onerous to gather information for a 
response to this question if the scope 
is so broad as to include employer 
group contracts, or even provider 
contracts. Can we limit the response 
to contracts over a certain dollar 
threshold ($1m) or contracts that were 
specific to Bidder's Medicaid (or other 
government program) business? 

The bidder must provide the information 
requested in Section V.A.3.g in its proposal 
response regarding any contracts the bidder 
or any proposed subcontractors has had 
terminated for default during the past ten (10) 
years. 

3. IV.C.14 - Patient-Centered Medical 
Home Attachment L, Document 1 
RFP Addendum One, Question 157, 
Page 78-79 
For Addendum One, Question 157, 
the state responded that the payment 
methodology in Attachment L, 
Document 1 is not intended to be the 
payment methodology of the MCO 
PCMH model. Please confirm that the 
MCO is not expected to provide the 
additional practice support outlined in 
Attachment L, Document 1. If the 
MCO is expected to provide this 
specific additional practice support, is 
the MCO expected to provide the 
level of funding specified for technical 
assistance, the part-time case 
manager at the clinic, patient registry, 
and travel/honorarium for training 
sessions to participating clinics? If so, 
is the MCO reimbursed for these 
expenses? 

The MCO shall provide a PCMH 
Implementation Plan within ninety (90) days 
of implementation that identifies the 
methodology for promoting and facilitating 
PCMH recognition.  The implementation plan 
shall include payment methodology for 
payment Primary Care Providers for the 
specific purpose of supporting necessary 
costs to transform and sustain Nebraska 
PCMH Tier 1 and Tier 2 criteria.  The MCO is 
not required to provide the additional practice 
support outlined in Attachment L, Document 
1. 
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QUESTIONS ANSWERS 
4. IV.C.f.vii - Third Party Resources 

(TPR), Page 33 

Please confirm that (according to RFP 
section IV.C.f.vii ) we are required to 
pay all of the patient's responsibility 
(copay, coinsurance and deductible) 
regardless of our allowed amount 
without exception, when we act as 
secondary payor to any Third Party 
Resource, including Medicare and 
Commercial primary coverage? 

Per 471 NAC 3-004.05, Medicaid payment is 
the lower of the provider’s usual and 
customary charge or the Medicaid allowable 
less all third party payment.  

See 471 NAC 3-004.04 regarding Medicare 
Part A & B Deductible and Coinsurance.  
Medicare members whose Medicare status is 
known to the eligibility system at the time of 
managed care determination are not enrolled 
in physical health managed care. 

5. III.BBB - Debarment and Suspension, 
Page 21 
If the bidder is chosen for Letter of 
Intent to Contract, is there a form for 
this certification that the chosen 
bidder must use prior to contract 
award, or does the chosen bidder 
draft its own certification? 

Prior to contract award, the chosen bidder 
will complete form MLTC-62 
Ownership/Controlling Interest and 
Conviction Disclosure. 

6. RFP, IV.E, Methodology/Work 
Statement, Page 95 

Please clarify the statutory citation in 
Question #92.  It appears that 41 
USC §423 has been recodified, at 41 
USC §§2101, et seq.  We believe the 
correct citation should thus be 41 
USC §2103.  Please confirm that our 
belief is correct; otherwise, please 
clarify the "Federal Safeguards" that 
the MCO is expected to match. 

The correct citation should be 41 USC §§ 
2101 et. seq. 

7. Would you please specify which, if 
any, adult preventive health service(s) 
is/are covered benefit(s)? 

It is not possible to differentiate for every 
service rendered whether it was preventive or 
provided for other medically necessary 
reasons. Medicaid covers medically 
necessary services.  The definition for 
medical necessity can be found in Title 471 
Nebraska Administrative Code (NAC) 1-
002.02. 

8. Attachment G - Data Book, 
Appendices A through E, Page 15 

What are the trends used, before 
program changes, to project from 
CY2008 to CY2010 and from CY2009 
to CY2010 for the Non-Maternity 
medical costs? 

The trend rates used in the development of 
the base period data ranged from 0.0% to 
15.0% and varied by COS.  The State has 
assumed trends for Inpatient Hospital, 
Outpatient Hospital and Emergency Room 
are greater than other COS. 
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QUESTIONS ANSWERS 
9. Attachment E - Capitation Rates and 

Attachment G - Data Book 
Please confirm that the UNMC 
supplemental capitation rates are only 
for the difference between the State's 
Medicaid reimbursement and the 
corresponding commercial 
reimbursement rates for the same 
services.  What recourse will the 
MCO have, should commercial rates 
be increased to such an extent as to 
render the supplemental capitation 
rates inadequate? 

The Capitation Rates in Attachment E, in the 
sixth column provide the difference attributed 
to the adjustment made for the UNMC 
supplemental payments.  Periodic 
adjustments made to the capitation rates 
reflect any updates. 

10. What is the rationale for excluding 
Dakota and Dixon counties in the 
event that only one contract is 
awarded? 

Dakota and Dixon counties are part of the 
Sioux City Metropolitan Statistical Area 
(MSA) defined by the U.S. Office of 
Management and Budget and used by CMS 
in determining if a county is eligible for a rural 
area exception.  Because Dakota and Dixon 
counties are part of this geographical region 
under the MSA, they are not considered rural 
counties.  

11. What are the historical capitation 
rates for the current 10-county area 
under managed care, by rate cell?  
This will allow potential bidders to 
compare relative morbidity/rates 
between the current areas and the 
proposed expansion counties. 

Historical capitation rates for the 10-county 
area are not comparable to the capitation 
rates for the statewide expansion area at the 
rate cell level due to several factors including:

1. Maternity rates in the 10-county area 
include costs for newborns, but the 
maternity rates in the statewide 
expansion area do not 

2. Newborn rates in the 10-county area 
do not include costs for newborns that 
are reflected in the maternity rate, but 
the newborn rates in the statewide 
expansion area include these costs 

3. The enrollment lag reflected in the 10-
county area is different than the 
enrollment lag reflected in the 
statewide expansion area due to the 
upcoming changes to the enrollment 
system  

To appropriately compare the 10-county and 
expansion area capitation rates by rate cell, 
the 10-county rates would need to be 
adjusted for the items above. However, the 
State has not yet analyzed the impact of 
these adjustments in the 10-county area. 
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QUESTIONS ANSWERS 
12. RFP, 7.e.vii, Out-of-Network Provider 

Payment, Page 47 

The sub-paragraph entitled “Out of 
Network Provider Payment” indicates 
“Out of Network providers must 
coordinate with the MCO regarding 
payment.  The MCO must insure that, 
if applicable, cost to the enrollee is no 
greater than it would be if services 
were furnished within the network.”  
This statement implies enrollees 
would, if applicable, bear some cost 
for services.  The NMAP provider fee 
schedules and Provider Handbooks 
indicate enrollee copayment is 
required for some services.  Copay 
requirement conflicts with this 
information, as we understood it, 
defined in the RFP Data Book. Based 
on the “Out of Network Provider 
Payment” requirements we are 
requesting the State confirm whether 
enrollee copays are applicable within 
the managed care program and, if so, 
to specify the services requiring 
copay if they differ from the NMAP fee 
for service program. 

There is no cost sharing in physical health 
managed care at this time; therefore, the 
provision is not applicable. 

13. RFP, 22, Provider-Preventable 
Conditions (PPCS) Including Health 
Care-Acquired Conditions, Page 82 

 Paragraph 22 entitled “Provider 
Preventable Conditions (PPCS) 
Including Health Care Acquired 
Conditions” indicates “…the MCO 
must have mechanisms in place to 
preclude payment to providers for 
PPCs…”.  We are requesting the 
State confirm that precluding payment 
requires the MCO have the ability to 
reduce or deny payment, as 
applicable, prospectively upon initial 
claim adjudication. 

The State confirms that the MCO must have 
the ability to reduce or deny payment, as 
applicable, prospectively upon initial claim 
adjudication.   

 

14. The definition of a PCP in the RFP 
states APNs and Physician Assistants 
can be a PCP. A APRN that is based 
at an urgent care center has inquired 
if they can be a PCP. Would you 
please clarify if this is allowed? 

The definition of a PCP is only limited by the 
provider type and specialty of the provider, 
not by the location of the practice.  The MCO 
is responsible for managing the provider 
network ensuring adequate access to PCP’s 
that meet the State’s access standards. 
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QUESTIONS ANSWERS 
15. RFP, IV.D, Deliverables, Page 82-85 

 Are all of the Deliverables noted in 
Section D, starting on page 82 of the 
RFP, expected at the time of proposal 
Submission?  Section V.4.e only 
requests Deliverables 1,2 and 3.  We 
recommend that all other Deliverables 
(4-12) be submitted only under a 
contract resulting from this 
procurement, since many of the 
reports requested require input from 
the State. 

Section IV.D.1-3 Deliverables are due at the 
time of proposal submission.   

 

 

16. Does the state need a waiver to sole 
source the rfp to one vendor, if not 
why not? 

The State is able to request a Rural Area 
Exception through the CMS State Plan 
Amendment process for those counties 
deemed rural.  See answer to question #10. 

17. RFP, 7.e.xiii, Indian Health 
Protections, Page 48   

Will the State identify Indian Enrollees 
within the eligibility file?  If not, how is 
the MCO expected to identify Indians 
eligible for these protections? 

Members who declare their race as American 
Indian or Alaska Native through the eligibility 
system will have this information 
communicated to the awarded MCO(s) 
through the enrollment file. 

18. RFP, 7.e.xiii, Indian Health 
Protections, Page 48    

This section requires the MCO to pay 
I/T/U providers as a network provider.  
Will the State please provide a list of 
Providers that meet the qualifications 
to be considered an I/T/U? 

Providers that are listed in Attachment H, 
Document 4 as provider types 25 and 26 are 
the list of providers that meet the 
qualifications as an I/T/U. 
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QUESTIONS ANSWERS 
19. RFP, 7.e.xiii, Indian Health 

Protections, Page 48     

Can the State please confirm that an 
out-of -network I/T/U provider may 
NOT be considered an eligible 
Indian's Primary Care Provider. 

Section IV.C.7.e .xiii states: 
Per Section 5006(d) of the American 
Recovery and Reinvestment Act of 
2009 (Recovery Act), Public Law 111-5, 
Medicaid Managed Care 
Organizations (MCOs) must: 
a) Permit any Indian who is enrolled in a non-
Indian MCO and eligible to receive services 
from a participating Indian Tribe, Tribal 
Organization, or Urban Indian Organization 
(I/T/U) provider, to choose to receive covered 
services from that I/T/U provider, and if that 
I/T/U provider participates in the network as 
a primary care provider, to chose that I/T/U 
as his or her primary care provider, as long 
as that provider has capacity to provide the 
service; 
b) Demonstrate that there are sufficient I/T/U 
providers in the network to ensure timely 
access to services available under the 
contract for Indian enrollees who are eligible 
to receive services from such providers. 

20. RFP, 7.e.xiii, Indian Health 
Protections, Page 48      

Can the State please confirm that all 
eligible Indians are exempt from all 
forms of cost sharing?  If not, can the 
State please clarify which codes 
Indian's should be responsible for 
cost sharing? 

Members enrolled in physical health 
managed care are not subject to cost sharing 
for those services provided in the Basics 
Benefits package. 

21. Would the State like the MCO to 
include copies of the State released 
Addendums in the Technical Proposal 
as proof of receipt and inclusion? 

The MCO does not need to include copies of 
the State released Addendums as proof of 
receipt and inclusion as bidder is agreeing to 
this provision as part of Section III. Terms 
and Conditions, A. General which states “The 
Contract resulting from this Request for 
Proposal shall incorporate the following 
documents…”   

22. RFP, 6.f.iii, Substitute Health Service, 
Page 44       

Can the state provide an example of 
"substitute health services" ? 

Services that are in addition to those covered 
under the State plan. 
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 ADDENDUM ONE 
 
 
DATE:  October 17, 2011 
 
TO:  All Vendors  
 
FROM: Ruth Gray, Buyer 

State Purchasing Bureau  
 
RE:  Questions and Answers for RFP Number 3792Z1 

to be opened December 6, 2011 2 PM Central Time 
 
 

Following are the questions submitted and answers provided for the above mentioned 
Request For Proposal.  The questions and answers are to be considered as part of the 
Request For Proposal. 

QUESTIONS ANSWERS 

1. RFP IV.A 

Project Description and Scope of Work: 
Project Overview; Page 23 

Are the current members assigned to 
the Medical Home Pilot in Buffalo and 
Dawson Counties excluded from the 
MCO membership?  

Members assigned to the Medical Home Pilot 
in Buffalo and Dawson counties will be 
excluded from MCO participation. 

2. RFP IV.A 

Project Description and Scope of Work: 
Project Overview; Page 23 

What will happen to the EPCCM in 
Buffalo and Dawson Counties in each of 
the following scenarios – (1) the State 
awards 1 MCO; (2) the State awards 2 
MCOs? 

The Medical Home Pilot is the EPCCM and 
will continue as a separate program until 
January 31, 2013. 
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QUESTIONS ANSWERS 

3. RFP IV.C.4.f 

Project Description and Scope of Work: 
Scope of Work; Page 32 

Would the state provide the TPR 
assumptions that are referenced on 
pages 32-33 of the RFP? 

The provisions listed in Section IV.C.4.f are 
the requirements surrounding a member with 
TPR and are not assumptions.  Clients with 
TRP other than Medicare will be mandatory 
for enrollment in physical health managed 
care. 

4. RFP IV.C.7.e.xiii 

Project Description and Scope of Work: 
Scope of Work; Page 48 

The RFP asks that we demonstrate that 
we have contracted "sufficient" Indian 
Health Service providers to serve Indian 
Health eligibles.  Can the state provide 
membership data showing the number 
of eligible Indian Health beneficiaries by 
county so that we may adequately 
demonstrate sufficiency? 

See Attachment N for the number of 
recipients of Indian Health Services for SFY 
2011.  Duplication across counties is possible 
due to change in county of residence during 
the fiscal year.  The source of this data is 
Medicaid paid claims and may not represent 
the full number of American Indians in the 
services area of RFP 3792Z1. 

5. Attachment E 

July 2012 - June 2013 Statewide 
Expansion Capitation Rates; Page 1 

Will the capitation rates be adjusted if 
the bid is awarded to one MCO?  Will 
the capitation rates be adjusted if the 
two urban counties of Dakota and Dixon 
are excluded? 

The capitation rates will need to be reviewed 
to determine if an adjustment is necessary 
with the award to only one (1) MCO which 
would exclude Dakota and Dixon counties in 
the service area of the contract. 
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QUESTIONS ANSWERS 

6. Attachment G, Section 4 

Maternity Data; Page 8 

Can the State provide both historical 
and projected birth counts and admits 
by category of aid (Families, AABD, 
CHIP, WARDS)? 

The historical delivery counts reflected in the 
Data Book are summarized below by the 
COA of the mother on the claim.  

SFY09  SFY10     

AABD 0-20 M&F       10        7 
AABD 21+ M&F        27       35 
FAM 21+ M&F      1,949    2,395 
FAM 6-20 F         756      947 
SCHIP               94       48 
WARDS               27       25 
 
Delivery counts are defined by admission 
date and therefore, by definition, birth counts 
and admits in the maternity data are the 
same. 

The Department is not in possession of any 
records which would be further responsive to 
this request. 
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QUESTIONS ANSWERS 

7. RFP; 4.a, 4.b and 4.c 

Technical Approach; Page 102-103 

Within the Technical Approach, the 
State has specified three sections:  (a ) 
Understanding of the Scope of Work, 
(b) Proposal Implementation Approach 
and ( c) Technical considerations.  Can 
the State please offer clarification as to 
the differences between these three 
sections? 

The bidder is being asked for different 
information in each of these sections, a, b, c, 
in addition to d and e as defined in the RFP.  
The State has italicized key words or 
sentences, for clarification purposes for a, b 
and c, as to the differences in information 
being requested in these three sections.   

a. U
nderstanding of the Scope of Work: 
This section of the proposal should 
provide a summary of the overall 
understanding of the contractor’s 
responsibility to provide the services 
described and comply with the 
regulations referenced. 

b. Proposed Implementation Approach: 
This section of the proposal shall 
describe the contractor’s overall 
technical approach to the Scope of 
Work described in the RFP.     
Bidders must respond to the 
statements and question contained 
Section IV.E Methodology/Work 
Statement.  Bidders must list each 
statement/question and then follow 
with the response.  Bidders must 
answer “not applicable” to any item 
not relevant to their proposal. 

c. Technical Considerations: This 
section should identify any technical 
considerations that the bidder feels 
are pertinent to meeting the 
requirements of the RFP.   The bidder 
should also include a detailed 
summary of bidder’s ability and plan 
to meet the technical requirements of 
the RFP and how the bidder will make 
adjustments to accommodate any 
technical considerations identified. 



Page 5 

QUESTIONS ANSWERS 

8. RFP; II.K.2 and V.A.3 

Evaluation of Proposals and Corporate 
Overview; Page 5 and 99-102 

The requirements for the Corporate 
Overview are referenced twice within 
the RFP within sections II.K.2 and V.3.  
Are the elements on page 5, section 
II.K.2  meant to be in addition to the 
specifications on pages 99-102, section 
V.A.3? 

Yes, the elements Section II. K 2 are meant 
to be in addition to the specifications in 
Section V.A.3. 

9. RFP; V 

Proposal Instructions; Page 99 

The Proposal Instructions specify that 
Bidders should identify the subdivisions 
of "Project Description and Scope of 
Work".  Can the State please clarify 
which sections of the Proposal the State 
would like separated into the "Project 
Description" sections versus the "Scope 
of Work" section. 

For the purposes of “Project Description and 
Scope of Work”, the bidder must respond to 
all the requirements outlined in Section V.4. 
Technical Approach, subsections a. b. c. d. 
and e. 

 

10. Attachment G - Data Book; Appendices 
A through E 

Are the blending factors applied only to 
PMPMs or are they applied to member 
months/deliveries, incurred claims and 
utilization as well? Using utilization rates 
and unit costs will produce slightly 
different PMPMs from the use of 
PMPMs only, especially for maternity 
payments. 

Blending factors are applied only to the 
PMPM and Utilization/1000 calculations once 
the individual base years have been trended 
to the common base period (CY 2010 for 
non-maternity claims and SFY 2010 for 
maternity claims).  Unit costs are not 
impacted by the blending factors. 

11. Attachment G - Data Book; Appendices 
A through E 

What is the mid-point of the blended 
base period? 

The mid-point of the blended base period is 
7/1/2010. 
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QUESTIONS ANSWERS 

12. Attachment G - Data Book; Appendices 
A through E 

Page 15 

What are the detailed cost and 
utilization trends that support the 
generalized 1% to 7% from the blended 
base period to SFY2013 by COS? 

Trend assumptions considered historical FFS 
data with service dates from January 2008 to 
December 2010, paid through March 2011. 
Greater credibility is attributed to more recent 
experience. In addition, similar state 
experience and industry studies were 
considered to develop prospective trend 
assumptions. We have assumed Inpatient 
Hospital, Outpatient Hospital, and 
Emergency Room trends will be greater than 
other categories of service based on the 
historical costs shown in the Data Book and 
consideration of other trend sources. 
Generally, unit cost trend accounts for about 
67% and utilization trend accounts for about 
33% of the overall PMPM trend. 

13. Attachment G - Data Book; Appendices 
A through E 

Page 16 

What are the assumed Managed Care 
Savings factors in the final cap rates by 
COS and COA? 

Managed care adjustments ranged from  
-30% to +5% by COS and from -9% to -19% 
by COA. Hospital-based services would 
expect to have a greater reduction in cost 
than other services due to care management. 
Some COS are expected to increase in 
utilization in a managed care environment 
such as preventative care and lower cost 
alternatives to hospital care. The range of 
managed care savings reflects the impact on 
the services included in this RFP and 
provider contracting that is typical of state 
Medicaid programs transitioning from FFS to 
a managed care environment. Each bidder 
will need to consider their own assumptions 
for implementing a managed care program in 
their proposal. 

14. Attachment G - Data Book; Appendices 
A through E 

Page 16 

Please verify that the administrative 
load factors of 13.3% and 2.4% for non-
maternity and maternity, respectively, 
include percentages for profit and 
risk/contingency. 

Yes, the administrative loads include 2.0% 
profit & risk for non-maternity services and 
1.0% for maternity services. 
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QUESTIONS ANSWERS 

15. Attachment G - Data Book; Appendices 
A through E 

How are costs for a newborn admission 
in excess of 2 months allocated by rate 
cell or COA in the rate development? 

Due to enrollment changes being worked on 
by the State, newborns will be enrolled into 
managed care on the day of birth. As such, 
the State will no longer need to include the 
coverage for newborns in the supplemental 
maternity payment. All costs associated with 
a newborn hospital admission, regardless of 
whether the admission spans more than 2 
months, is reflected in the <1 FAM rate cell. 

16. Attachment G - Data Book; Appendices 
A, B 

Are the data shown in Appendices A 
and B of the Data Book already 
adjusted to a Calendar Year 2010 
basis? If so, what are the pure calendar 
year results for 2008 and 2009 (before 
adjusting to 2010)?  Alternatively, 
please provide data book exhibits 
showing starting costs and the impact of 
each adjustment made to arrive at the 
final data book values.  This will allow 
potential bidders to assess the 
reasonability of the adjustments by COA 
and COS as they relate to the bidders' 
operations. 

The appendices include all adjustments 
described in Section 6 of the Data Book to 
bring them up to a standardized Calendar 
Year 2010 basis, excluding trend. The Data 
Book appendices do not include trend or 
prospective program changes described in 
Section 7 of the Data Book.  

The Department is not in possession of any 
records which would be further responsive to 
this request. 

 

17. Attachment G - Data Book; Appendices 
E, F 

The Data Book shows 2,903 maternity 
deliveries in SFY2009 and 3,457 in 
SFY2010.  However, the capitation rate 
sheet in Attachment E shows only 346 
based on average counts for July - 
September 2010.  What accounts for 
this difference? 

The Data Book reflects the annual count of 
deliveries associated with the claims for the 
year. Attachment E reflects the average 
monthly deliveries for July to September 
2010 of 346 for a quarterly total of 1,038. 

18. Attachment G - Data Book; Appendices 
E,  

We understand that the data 
summarized is consistent with the 
payment. However, for plans to 
understand how their cost experience 
may differ from the rate payment, it is 
necessary to know the  split of maternity 
from neonatal costs.  Please provide 
break-out of neonatal costs. 

All costs associated with delivery, including 
neonatal, are included in the newborn rate 
cells (e.g., Family <1).  

The Department is not in possession of any 
records which would be further responsive to 
this request. 
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QUESTIONS ANSWERS 

19. Attachment G - Data Book; Appendices 
E, F 

For plans to understand how their cost 
experience may differ from the 
maternity delivery payment, it is 
necessary to know the  split of normal 
versus C-section deliveries in the data.  
The plans payments to providers will 
differ by normal vs. C-section.  Please 
provide the splits between normal and 
C-section deliveries. 

Base data was not reviewed and capitation 
rates were not developed at this level of 
detail.  

The Department is not in possession of any 
records which would be further responsive to 
this request. 

 

20. Attachment G - Data Book; Appendix F 

How were the programmatic changes 
applied? Are the factors shown the total 
adjustments applied to the projected 
medical cost component of the rates in 
Attachment E or are they the financial 
impact before trending to the contract 
period? 

The Program Change impacts represented in 
Appendix F (Programmatic Changes Chart) 
are only applied to the Categories of Service 
and Rate Cells identified in the attachment. 
For program changes that occurred during 
the historical time period, Calendar Years 
2008 through 2010, the impacts are applied 
to the months prior to the effective period of 
the change (note these impacts are already 
reflected in the data summaries included in 
the Data Book). Results are then trended to 
the contract period. For program changes 
that occurred after Calendar Year 2010, the 
impacts are applied to the trended medical 
cost component. All adjustments are 
multiplicative. 

21. Attachment G - Data Book; Appendix F 

The impact of the provider rate 
decrease for all non-primary care 
providers "Other COS" shows a unit 
cost reduction of 2.5% for "all other 
categories of service". Is this meant to 
apply to institutional costs (inpatient, 
emergency room, outpatient, 
lab/radiology, etc.) as well as all other 
categories listed in the data book 
(DME/Supplies, Home Health, Other 
Practitioner, Emergency Transportation, 
Family Planning, Vision, EPSDT, Other 
Care)? Or should this apply only to the 
physician/surgeon costs? 

The provider rate decrease was applied to all 
categories of service, inclusive of institutional 
claims, with the exception of primary care 
providers and FQHC/RHC claims. 
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QUESTIONS ANSWERS 

22. RFP; II. QQ 

Best and Final Offers; Page 19 

This paragraph refers to the possibility 
of MCOs having to submit best and final 
offers.  However, a cost proposal is not 
part of the RFP.  How would a best and 
final offer process be executed?  Please 
confirm that BAFOs will not be required.  
Otherwise, please explain how the  best 
and final offer process would be 
executed?   

The language contained in Best and Final 
Offer, Section III. Q. will remain as stated.  If 
a “Best and Final Offer” is asked for, the 
process will be explained to the bidders 
requested to present Best and Final Offers at 
that time.   

 

23. RFP; IV.F 

Rate Setting; Page 97 

Given that the state will not consider 
risk-adjusted rates, how will the state 
work to ensure the financial viability of 
an MCO that enrolls a disproportionate 
share of high-cost members?  For 
example, the rate bands for Family 21+ 
years and AABD 21+ years are too 
broad to protect against the potential for 
adverse selection.  An MCO that enrolls 
a disproportionate share of older and 
potentially sicker members will be 
unable to recover costs through a 
capitation rate that might represent a 
high percentage of younger, healthier 
members.  Similarly, given the wide 
geographic spread of the expansion 
counties, we would expect significant 
cost variations by area due to 
differences in unit costs, utilization, 
morbidity and provider availability.  A 
plan that enrolls a high percentage of 
members from higher-cost areas will 
also be at financial risk that will impact 
its solvency. 

Enrollment is mandatory for Medicaid 
recipients, which should mitigate some 
adverse selection issues. If more than one 
bidder is awarded the contract, members will 
be auto-assigned. Auto-assignment does not 
consider individual risk, age, gender or 
eligibility and should serve to even out 
member risk between MCOs. The State and 
Mercer will monitor developing and ongoing 
experience to evaluate differences in 
enrollment and costs by age, gender, 
eligibility and geography. The State may 
consider risk adjustment if emerging 
experience indicates significant differences 
between MCOs. 

24. RFP; IV.F 

Rate Setting; Page 98 

Should changes in applicable laws 
and/or regulations be determined by the 
MCO to have a significant impact on 
pricing, will the state be open to 
discussions with the MCO regarding 
amendments to the capitation rates? 

DHHS will be open to discussions with the 
MCO if changes in applicable laws and/or 
regulation are determined by DHHS to have 
a material impact on pricing.  DHHS in its 
discretion reserves the right to amend rates 
paid to a contractor(s). 
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25. RFP; IV.C.5.i 

Enrollment Process; Page 35 

In the event that the State awards two 
contracts, are there other factors (other 
than proximity, familial relationships and 
provider-patient relationships) that will 
be applied in making auto-
assignments?  For example, is there 
any kind of formula that DHHS would 
apply in making auto-assignments?   

The auto-assignment algorithm attempts to 
distribute enrollment equally among multiple 
MCOs. 

26. Attachment E - Capitation Rates and 
Attachment G - Data Book 

Are the UNMC supplemental payment 
rates a pass-through or will the MCO 
assume this risk?  If the MCO assumes 
the risk, then please show the numerical 
development of the UNMC rates, 
including cost and utilization detail.  
Also, please specify if the UNMC data 
are included in the FFS base data in 
Attachment G. 

A differential which accounts for the cost of 
the UNMC supplemental payment is built into 
the capitation rate for each category of aid.  
This is demonstrated in Attachment E. 

27. Attachment G - Data Book 

Please confirm that there are no 
additional program changes in 2012 that 
are not addressed in Appendix F. 

DHHS is evaluating implementation of cost 
sharing (i.e. co-pays) for members enrolled in 
an MCO in 2012 but no further details are 
available at this time. 

28. Attachment G - Data Book 

FQHC/RHC Payment Levels; Page 12 

What percentage of total claims cost is 
due to FQHC and RHC services? 

FQHC and RHC claims accounted for 42%, 
42% and 44% of the “Other” COS claims in 
the Data Book for 2008, 2009 and 2010 
respectively. This is 3.7%, 3.8% and 3.6% of 
the total Data Book claims for 2008, 2009 
and 2010 respectively. 

29. Attachment H 

Medicaid Enrolled Primary Care 
Providers 

Attachment H-2 shows a map of the 
number of PCPs by county.  It is useful 
to also have a listing of all Medicaid 
providers.  Please provide a file of, or 
link to, a listing of all enrolled providers 
showing provider type, provider 
specialty, practice type and county 
along with definitions of any codes 
used. 

See Attachment H, Document 4. 
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30. General 

In the event that only one bidder is 
selected for a contract, will the DHHS 
have to submit a waiver request to CMS 
before contracting with such bidder?  If 
so, what is the expected timeframe for 
such a waiver approval? 

A State Plan Amendment (SPA) will need to 
be submitted to CMS for the statewide 
expansion regardless of the number of 
contract awards.  In addition, 1915(b) Waiver 
authority will need to be granted to 
mandatorily enroll special needs children and 
American Indians. 

31. General 

What are the historical capitation rates 
by the rate cells shown? 

There are no historical capitation rates.  The 
populations which are included in the scope 
of this RFP have not previously been covered 
under a capitated plan. 

32. General 

Please provide a copy, or link to, the 
state's Medicaid fee schedules for 
calendar years 2008 through 2011. 

The 2011 and 2012 fee schedules can be 
found on the Medicaid Provider Home Page 
at: 
http://www.dhhs.ne.gov/med/practitioner_fee
_schedule.htm.  

The 2008 through 2010 fee schedule 
information will be posted to the website on 
or before October 25, 2011.  

33. RFP; "IV.C.8.c.v and IV.C.8.d.iv" 

(Expedited) Appeal Process - 
Resolution and Notification; Page 65, 67 

To whom must the MCO provide notice 
of the resolution of appeals and 
expedited appeals?  Member only?  
Member and provider both? 

The MCO must provide notice of resolution to 
the appellant.  If the appellant is acting on 
behalf of the member, a notice must be 
provided to the member. 

34. RFP; III 

Terms and Conditions; Page 7 

Please confirm our understanding that 
the bidder's signature on the Request 
for Proposal For Contractual Services 
Form does and will constitute the 
"binding signature" of intent to comply 
with Terms and Conditions.  Must the 
bidder also return the initialed Terms 
and Conditions with its proposal? 

Yes, the bidder’s signature on the Request 
For Proposal For Contractual Services Form 
is the bidder’s intent to comply with the 
Terms and Conditions.  This section goes on 
to read “…however, a bidder may indicate 
any exceptions to the Terms and Conditions 
by (1) clearly identifying the term or condition 
by subsection, (2) including an explanation 
for the bidder’s inability to comply with such 
term or condition which includes a statement 
recommending terms and conditions the 
bidder would find acceptable.  Rejection in 
whole or in part of the Terms and Conditions 
may be cause for rejection of a bidder’s 
proposal.” 

The bidder should return the initialed Terms 
and Conditions with its proposal response. 
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35. RPF; III.F.2 

Insurance Requirements/ CGL 
Insurance Commercial Auto Liability; 
Page 9 

The Contractor is required to maintain 
insurance to protect itself "... and  any 
subcontractor performing work …" May 
the Contractor meet the requirement to 
protect the subcontractor by having the 
subcontractor meet the applicable 
insurance requirement/provide its own 
insurance coverage?   

Yes, but if the contractor will be utilizing any 
subcontractors, the contractor is responsible 
for obtaining the certificate(s) of insurance 
required herein under from any and all 
subcontractor(s).  Contractor is also 
responsible for ensuring subcontractor(s) 
maintain the insurance required until 
completion of the contract requirements. 

36. RFP; III.Y.3.i 

Early Termination; Page 14 

What is a "vendor performance report"? 

A “vendor performance report” is a form for 
use by an agency for reporting vendor 
performance under an awarded contract. 

 

37. RFP; IV.C.15 

Coordination With Behavioral Health 
Vendor; Page 79 

Are there privacy/confidentiality 
limitations, derived from Nebraska state 
laws and/or regulations, on the ability of 
the MCO and the Behavioral Health 
ASO to share information in order to 
undertake their coordination 
obligations?    

As both the Behavior Health Vendor and the 
MCO will sign a HIPAA Business Associate 
Agreement with the State/DHHS, there are 
not any privacy/confidentiality limitations. 

38. RFP; IV.C.16 

Approach to Radiology Management; 
Page 79 

Please review the regulatory citation 
(471 NAC 10-0203.05) and clarify -- We 
were unable to find this regulation. 

This regulation citation should read: 

471 NAC 10-003.05. 
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39. RFP: IV.C.17 

Accreditation; Page 79-80 

The accreditation requirement is not 
clear -- the RFP seems to say that the 
MCO must be accredited at the time of 
proposal submission, and that it must 
become accredited during the contract 
period.  Should this be an "or" 
statement? 

How would a new MCO meet the 
requirement to be accredited at the time 
of proposal submission? 

If the health plan product is new to the MCO, 
the health plan product must become 
accredited during the contract period. 

40. RFP; IV.C.19.c.i 

Physician Incentive Plan (PIP); Page 80 

Please clarify what types of services 
"not furnished by physicians/groups" 
would be required to be reported under 
a PIP?   

Per 42 CFR 422.208, services not provided 
would be Referral services (means any 
specialty, inpatient, outpatient, or laboratory 
services that a physician or physician group 
orders or arranges, but does not furnish 
directly). 

41. RFP; IV.C.7.f.viii 

Subcontractual Relationships and 
Delegation; Page 54 

Please define "major subcontractor."   

An entity outside of the MCO that is 
delegated any function and responsibility (i.e. 
scope of work) under this RFP. 

42. RFP; IV.C.8.a.iv 

Notice of Adverse Action; Page 62 

Please confirm that the notice 
requirement applies to "adverse" 
actions.  (Otherwise, the term "action" 
by itself is not a defined term.) 

The notice requirements apply to adverse 
actions. 

43. RFP; IV.C.8.b.ii© 

General Requirements of Grievance 
Systems; Page 64 

Certain grievances and appeal reviews 
must be completed by healthcare 
professionals with "clinical expertise in 
treating the enrollee's condition" -- 
Would this require the review to be 
conducted by a specialist? 

This requirement is applicable if any of the 
following apply: 
1) A denial appeal based on lack of medical 
necessity. 
2) A grievance regarding denial of expedited 
resolutions of an appeal. 
3) Any grievance or appeal involving clinical 
issues. 
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44. RFP; IV.D.12.h 

Policies & Procedures For the 
Following; Page 85 

Should this be "Post-Stabilization" 
rather than "Post-Hospitalization"? 

Yes, Section IV.D.12.h should be amended 
to read: 

Coverage of Emergency and Post-
Stabilization Services. 

45. General question based upon the 
former NE RFP #3140Z1_ Addenda 1 
and 2 (Questions and Answers) 

Considering the similar language of the 
current (3792Z1) and previous (3140Z1) 
RFPs, can the RFP#3140Z1 Addenda 2 
and 3 (for first and second round 
questions) be deemed applicable for the 
new RFP #3792Z1?  Or, should the 
MCO treat the new RFP as a separate 
document, and just resubmit all 
previously asked questions? 

RFP 3792Z1 is a new solicitation and any 
questions by a bidder must be submitted 
relevant to this RFP, not RFP 3140Z1.  

46. IV.A; Page 24 

In the event an award is made to only 1 
contractor, and enrollees obtain 
services from non-network providers, 
what protection is offered to the MCO to 
ensure the MCO is only required to pay 
for such out-of-network services at the 
Medicaid fee schedule rates? 

The reimbursement would be negotiated 
between the MCO and the provider. 
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47. IV.C.7.f.iv.c; Page 52 

In light of the recent changes to federal 
regulations (see 76 Federal Register 
5862 issued February 2, 2011), will 
these requirements still apply to the 
MCOs with respect to providers who are 
currently, or have recently beeen under 
contract, with fee-for-service Medicaid 
in Nebraska? Guidance set forth by 
CMS, as well as the regulations 
themselves directly require the state 
Medicaid agencies to conduct such 
screenings (or where possible, rely 
upon screening performed by Medicare 
contractors or other state Medicaid 
agencies).  This would appear to 
eliminate the need for the managed 
care entities (“MCEs”) contracted with 
state Medicaid agencies to also conduct 
such screenings in cases where the 
MCE’s contracted providers are also 
enrolled with the state’s fee-for-service 
Medicaid program, and therefore have 
undergone identical screening by the 
state agency.  Requiring the MCEs to 
conduct the same exact screening for 
the same providers that are already 
being screened by the state Medicaid 
agency or whose screening is 
conducted by Medicare contractors or 
another state’s Medicaid agency and 
relied upon by the state Medicaid 
agency would be duplicative, a poor use 
of resources, and not required by 
applicable federal regulations. Since 
many providers participate in both the 
State FFS and Managed Care Medicaid 
programs, creating a single point of 
contact will reduce administrative hassle 
for the providers. This will also reduce 
duplication of services between the 
MCEs and the state Medicaid agency. 

Provision IV.C.7.iv.c is a result of a finding 
from the CMS Program Integrity audit in 
2008.  The State has attempted to receive 
further clarification from the CMS Program 
Integrity Central Office since the publication 
of the 76 Federal Register 5862 issued 
February 2, 2011 and have not received a 
response to date. 

48. IV.C.23; Page 82 

In regards to the enhanced payments 
for Primary Care Services, will this 
apply to Ob/Gyns?  If so, does it only 
apply when they are the designated 
PCP? 

Section 1202 of the Affordable Care Act limits 
the enhanced payments for primary care 
services to physicians with a specialty 
designation of family medicine, general 
internal medicine, or pediatric medicine. 
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49. Contractual Services Form 

If deviations to the terms and conditions 
are proposed, how is that to be reflected 
in the signature/guarantee section of the 
Contractual Services Form? Can the 
statement be amended to say we 
guarantee/agree to the extent bidder did 
not provide proposed alternative 
deviation language? 

The bidder is signing the Contractual 
Services Form to also guarantee compliance 
with the provisions stated in the RFP and 
certifying the bidder maintains a drug free 
work place environment. 

If the bidder follows the process outlined in 
Section III Terms and Conditions, paragraph 
2 that allows for a bidder to indicate any 
exceptions to the Terms and Conditions by 
(1) clearly identifying the term or condition by 
subsection, (2) including an explanation for 
the bidder’s inability to comply with such term 
or condition which includes a statement 
recommending terms and conditions the 
bidder would find acceptable, there is not a 
requirement for the statement to be amended 
to say the bidder guarantees/agrees to the 
extent bidder did not provide proposed 
alternative deviation language. 

Rejection in whole or in part of the Terms and 
Conditions may be cause for rejection of a 
bidder’s proposal, as stated in the last 
sentence of Section III Terms and 
Conditions, paragraph 2. 

50. IV.C.23; Page 82 

Would you affirm that for CHIP clients, 
we can continue to pay PCPs the 
traditional Medicaid FFS rates and that 
we do not need to pay the enhanced 
PCP reimbursement? 

The provisions of Section 1202 of the 
Affordable Care Act are only applicable to the 
Medicaid population. 
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51. III.AA; Page 15 

Can this section (Breach By Contractor) 
be made mutual to read as follows: 
Either Party may terminate the contract, 
in whole or in part, if the other Party fails 
to perform its obligations under the 
contract in a timely and proper manner 
by giving the breaching Party written 
notice of the breach, delivered by 
Certified Mail, Return Receipt 
Requested or in person with proof of 
delivery, 30 days prior to such 
termination, or longer at State’s 
discretion considering the gravity and 
nature of the default.  The non-
breaching Party shall allow the 
breaching Party the duration of the 
notice period to attempt to cure any 
such failure or breach of contract.  
Allowing the breaching Party to attempt 
to cure a failure or breach of contract 
shall not waive the non-breaching 
Party’s right to immediately terminate 
the contract for the same or different 
contract breach which may occur at a 
different time.   

The bidder must submit, with its proposal 
response, any requested exceptions to 
Section III Terms and Conditions in 
accordance with the process outlined in 
paragraph 2 of this section. 

52. IV.C.6.d.viii; Page 42 

Out of State providers often request 
reimbursement above that of the DHHS 
Medicaid Fee Schedules. I know that 
"any provider of emergency services" 
without a contract must accept the 
Medicaid fee schedules. Does this apply 
to other services that are ONLY 
available out of state? 

The services offered under the MCO contract 
(Basic Benefits Package) must be sufficient 
in amount, scope, and duration to reasonably 
be expected to achieve the purpose for which 
the services are furnished and must be equal 
to those furnished under fee-for-service 
Medicaid.  The reimbursement to the provider 
is a negotiated rate between the contracted 
MCO and the provider. 

53. General 

For providers who are participating in 
the Medical Home Pilots in Buffalo and 
Dawson county, is there any 
expectation that we would immediately 
sign them up for our first Medical Home 
Pilots? 

See answer to question #1 
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54. III.CC; Page 15 

Please consider using the following 
language instead so that the Contractor 
is not expected to continue paying 
claims and providing services under the 
contract when money is being withheld: 
In the event that the Contractor fails to 
perform any substantial obligation under 
the contract or fails to meet the dates 
stipulated in the contract for the 
deliverables, the State may assess a 
penalty of $1,000.00 dollars per day, 
until the obligation is performed or the 
deliverables are approved.  Contractor 
will be notified in writing when any such 
penalty will commence. 

The bidder must submit, with its proposal 
response, any requested exceptions to 
Section III Terms and Conditions in 
accordance with the process outlined in 
paragraph 2 of this section. 

 

 

 

 

 

55. Attachment C; Page 1 

We have defined our High Volume 
Specialists (HVS) very similar to the 
State's with the exception of neurology 
on your list. Would you like us to include 
our HVS as well as the neurologist? 

The MCO is responsible for reporting related 
to the High Volume Specialists listed in 
Attachment C.  It is at the discretion of the 
MCO to report on additional provider types. 

56. III.HH; Page 16 

Will the state consider allowing the 
Contractor to first have the opportunity 
to investigate and respond to any audit 
exceptions before being required to 
return payments to the State? 

The bidder must submit, with its proposal 
response, any requested exceptions to 
Section III Terms and Conditions in 
accordance with the process outlined in 
paragraph 2 of this section. 

 

57. III.PP; Page 18 

Second paragraph should be revised to 
clarify expectation regarding "same or 
similar products or services" is limited to 
Medicaid services, not other health 
benefit plan services. 

The State is clarifying that the second 
paragraph of III. PP is limited to Medicaid 
services for the “same or similar products or 
services” under RFP 3792Z1, not other 
health benefit plan services. 

58. IV.C.f.vii; Page 33 

For coordination of benefits, does 
benefit- less- benefit apply to all non-
Medicare entities? 

Please clarify as the State cannot answer this 
question as written. 

59. IV.C.7e and Attachment C; Page 46 

It is noted there are no geographical 
access standards for hospitals. Should 
we use the 30 mile standard that was 
used for the ten counties? 

The MCO is responsible for reporting on the 
Access Standards listed in Attachment C. 
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60. III.DD - Performance Bond; Page 15 

If a contractor fails to meet any of the 
substantial requirements, 
terms/conditions of the contract, will the 
contractor be given the "right to cure" a 
failure or breach before the State may 
move to collect against the performance 
bond?   

The bidder must submit, with its proposal 
response, any requested exceptions to 
Section III Terms and Conditions in 
accordance with the process outlined in 
paragraph 2 of this section. 

 

61. III.DD - Performance Bond; Page 15 

As the RFP policy term runs 
concurrently with the current contract 
(including one year renewal terms), will 
a new performance bond with fresh 
limits of $10,000,000 be required?   

If a new performance bond is required, 
will the State accept the same bond 
form and language, previously 
negotiated and approved by the State? 

Yes, a new performance bond with fresh 
limits of $10,000,000 will be required for RFP 
3792Z1. 

The bond form and language will be reviewed 
by the bidder submitting the required bond 
during the timeline outlined in the Schedule 
of Events relevant to RFP 3792Z1. 

 

62. III.DD - Performance Bond; Page 15 

We recommend that the Performance 
Bond language be amended to state 
that "In the event of a default by the 
Contractor in the performance of the 
contract during the term of this bond, 
the Surety shall be liable only for the 
loss to the State due to actual costs of 
performance which occurred during the 
effective period of the bond, up to the 
maximum penalty of the bond."  Will the 
State agree to this recommendation? 

The bidder must submit, with its proposal 
response, any requested exceptions to 
Section III Terms and Conditions in 
accordance with the process outlined in 
paragraph 2 of this section. 

 

63. IV.C.14; Page 95 

Where does the funding for the 
additional practice support noted in 
Attachment L come from? ($260,000 for 
2 practices every year) 

The Patient-Centered Medical Home Pilot 
was funded using existing appropriation.  The 
duration of the pilot is time limited. 

64. I.A - Schedule of Events; Page 1 

If a potential bidder submits an "Intent to 
Bid" letter, are they obligated to bid? 

No, if a potential bidder submits and “Intent to 
Bid” letter, they are not obligated to bid. 
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65. IV.A; Page 23 

The Physical Health services through 
Enhanced PCCM in Buffalo and 
Dawson counties is listed as part of the 
current Nebraska Managed Care 
Program; however, Buffalo and Dawson 
counties are included in Attachment D 
documents as being part of this 
procurement. Are Buffalo and Dawson 
counties included or excluded from this 
RFP #3792Z1? 

See answer to question #1. 

66. IV.A; Page 23 

If Buffalo and Dawson counties are 
included in this RFP #3792Z1, will the 
EPCCM Medical Home Pilot end? If not, 
will the pilot program and MCO program 
operate separately or be somehow 
integrated? 

See answer to question #2. 

67. III.F; Page 8 and 10 

For the III.F.4 evidence of coverage 
requirement on p. 10, is this evidence 
only needed for the contractor at time of 
proposal submission or does this 
include subcontractors, if applicable, 
that are mentioned in first paragraph of 
III.F on p. 8?   

A Certificate of Insurance complying with the 
requirements stated in the RFP is only 
needed from the bidder (potential contractor) 
at the time of proposal submission.   

If the contractor will be utilizing any 
subcontractors, the contractor is responsible 
for obtaining the certificate(s) of insurance 
required herein under from any and all 
subcontractor(s), but the bidder (potential 
contractor) is not required to furnish copies of 
these Certificates of Insurance to the State. 

68. IV.F.2, second paragraph vs. V, first 
and second paragraphs; Page 98 and 
99 

On p. 98, it states, "Rates to be prepaid 
to the contractors for the provision of 
services outlined in this RFP will be 
determined by DHHS. Therefore, there 
will be no need for the bidder to submit 
a cost proposal when submitting their 
response." On p. 99, though, it implies 
in first and second paragraphs that a 
cost proposal must be prepared. Please 
confirm that no cost proposal must be 
submitted. 

A cost proposal is not a requirement of RFP 
3792Z1. 

Section V. Proposal Instructions, paragraph 1 
is amended to read as follows: 

“This section documents the mandatory 
requirements that must be met by bidders in 
preparing the Technical Proposal…”   
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69. III.VV; Page 20 

Is the copy of the disaster recovery and 
back-up plan expected at the time of 
proposal submission? We recommend 
that the copy should be submitted only 
under a contract resulting from this 
procurement since it is proprietary 
information. 

A copy of the disaster recovery and back-up 
plan will be required from the bidder(s) 
identified in the Letter of Intent to Contract 
and must be submitted prior to the contract 
award. 

70. IV.A; Page 23 

Which populations of potential enrollees 
are exempt from auto-assignment? 

There will not be any populations exempt 
from auto-assignment under this contract. 

71. II.G; Page 4 

In the proposal submission 
requirements, there is no request for an 
electronic copy. Please confirm that a 
CD should not be submitted. 

There is not a requirement for an electronic 
copy of bidder’s proposal response.  The 
bidder may submit an electronic copy in 
addition to the one (1) original and seven (7) 
copies as outlined in the RFP.  The language 
in the hard copy of the original proposal 
response will govern. 

72. V.A.4.c; Page 103 

What is the state's definition of 
"Technical Considerations"? Are these 
considerations limited to information 
systems and technology? 

Bidders must identify any Information 
Systems and Technology considerations that 
the bidder feels are pertinent to meeting the 
requirements of the RFP.  The bidder should 
also include a detailed summary of the 
bidder’s ability and plan to meet the technical 
requirements of the RFP. 

73. IV.C.7.f.xv.d: Page 57 

Based on the definition of "potential 
enrollee" in the Glossary of Terms, 
should "potential" be deleted from d) 
regarding encounter data submission 
since the services would be provided to 
the enrollee, not potential enrollee? 

This wording should be revised to delete 
potential. 

74. IV.C.9.b.viii; Page 72 

Based on the definition of "potential 
enrollee" in the Glossary of Terms, 
should "potential" be deleted from the 
last sentence of viii. since it would be 
the care and treatment of the enrollee, 
not potential enrollee? 

This wording should be revised to delete 
potential. 
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75. IV.C.15; Page 79 

Based on the definition of "potential 
enrollee" in the Glossary of Terms, 
should "potential" be deleted from the 
last sentence of first paragraph since 
the coordination would be for the MCO's 
enrollees? 

This wording should be revised to delete 
potential. 

76. IV.D.4; Page 83 

For the Enrollee Communication 
deliverable that is due under a contract 
resulting from this procurement, should 
"Potential" be deleted since the 
proposed correspondence is to 
enrollees? Based on the Glossary of 
Terms, a "Potential Enrollee" is defined 
differently from an "Enrollee". 

This wording should be revised to delete 
potential. 

77. IV.D.12; Page 85 

For the policy and procedure "h." 
deliverable that is due under a contract 
resulting from this procurement, should 
it be for coverage of "Post-Stabilization" 
services instead of "Post-
Hospitalization" services? 

See answer to question #44. 

78. IV.E; Page 86 

For Question 6, would this advance 
directive information be provided by the 
MCO to its enrollees or would the 
information be provided by the MCO to 
the enrollment broker for potential 
enrollees? If it is the former case, the 
word "potential" should be deleted 
based on the definition in the Glossary 
of Terms. 

This wording should be revised to delete 
potential. 

79. IV.E; Page 86-96 

For all questions that ask bidders to 
"describe" policies and procedures, 
notices, and/or materials, please 
confirm that bidders are not expected to 
attach copies of those policies and 
procedures, notices, and/or materials. 

For all questions that ask bidders to describe 
policies and procedures, the policies and 
procedures must be described in the 
response. 
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80. IV.E; Page 88 

For Question 29, since this is regarding 
enrollees, should these descriptions be 
about member materials instead of 
marketing materials? Based on the 
definition of "marketing material" in the 
Glossary of Terms, it is material 
intended to market to potential 
enrollees, not send to enrollees. Is the 
state referring to pre- or post-enrollment 
materials? Please clarify. 

Question 29 should be revised to read: 

Describe marketing materials your MCO 
proposes to use. 

81. IV.E; Page 88 

For Question 30, please confirm that by 
referring to "above", you are referring to 
the IV.C.6.c requirements. 

Yes, Question # 30 is referring to the 
requirements at Section IV.C.6.c. 

82. IV.E; Page 90 

For Question 45, should "potential" be 
deleted in #1, 2, and 3 based on the 
definition of "potential enrollee" in the 
Glossary of Terms? Disease 
management participants would be 
enrollees of the MCO. 

This wording should be revised to delete 
potential. 

83. Attachment C for IV.C.7.e; Page 1 

For Frontier Counties, it says one (1) 
PCO. What is a PCO or should this 
actually be PCP? 

This is a typo.  See revised Attachment C. 

84. Attachment C for IV.C.7.e; Page 2 

For cultural competency access, the 
sentence is incomplete. It says 
"Provider access of more than one (1) 
PCP that is multi-lingual and culturally." 
Should the word after "culturally" be 
"competent"? 

See answer to question #83. 

85. Attachment D for IV.A; Page 1 

The asterisk states, "Urban County that 
will be removed from the coverage area 
if only one (1) contract is awarded". If 
only one contract is awarded, how will 
Medicaid services be provided in these 
two urban counties? Would they 
become traditional FFS or would they 
be added to the existing MCO 10-
county program contracts? 

Dakota and Dixon county residents will not 
be mandatory for managed care if only one 
(1) contract is awarded. 
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86. IV.E; Page 94 

For Questions 81-83, should the RFP 
Reference actually be IV.C.7.f? 

Yes, the reference for questions 81-83 
should be IV.C.7.f. 

87. Data Book, Attachment G; Page 13 

What will be the process for identifying 
newborns? 

The State is working on a process to enroll 
newborns into managed care at the time of 
birth. 

88. Data Book, Attachment G; Page 13 

Will a newborn be enrolled with the 
mother's name or the name on the birth 
certificate? 

The newborn will be enrolled with the name 
provided to the Medicaid eligibility system. 

89. Data Book, Attachment G; Page 13 

If a newborn is in the NICU, when will 
the MCO be responsible for the baby? 

See answer to question #87. 

90. Data Book, Attachment G; Page 13 

What will the enrollment file timing be 
for newborn enrollments? Monthly, 
weekly, or something different? 

See answer to question #87. 

91. Databook, Section 1 – Introduction; 
Page 1 

Please indicate if the data summaries 
for the databook were validated and 
were found suitable for trend analysis 
and development of capitation premium 
rates for this specific RFP or if certain 
data flaws and anomalies detected in 
validation precluded certain subsets of 
the data (IP, OP, PHYS, etc.) or data 
type (utilization versus pmpms, costs) to 
be used as a source of trend 
development. Please indicate what 
areas were found problematic from the 
data use perspective and indicate 
magnitude of inconsistencies detected 
during validation. 

Yes, the Data Book was validated and is 
suitable for trend analysis. Though a full audit 
of the data was not conducted, data were 
reviewed for reasonableness and no 
significant flaws, anomalies or 
inconsistencies with the validation data 
source were observed. All utilization and unit 
cost data by COS were considered in trend 
development. 
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92. Databook, Section 1 – Introduction; 
Page 2 

Please clarify how does the statement 
that "adjustments and assumptions for 
changes that will be effective in the 
contract period as the result of the 
ACA"…"may be materially affected by 
any subsequent CMS rules and 
guidance" fits with the statement in the 
Rate Setting Section of the RFP 
(Section IV.F, p. 97) that states that "all 
proposals shall be based upon the 
provisions of federal and state laws and 
regulations ...in effect on the issuance 
date of this RFP, unless this RFP is 
amended in writing to include changes 
prior to the close date for receipt of 
proposals". The statement from the RFP 
section implies that since ACA is 
already in effect, the rate adjustment, as 
currently presented, is complete and will 
not be subject to further materiality 
evaluation and rate adjustment despite 
the fact that, as stated, further CMS 
guidance may prove the current 
adjustment to be incorrect and not 
actuarially sound. 

All proposals should take into consideration 
ACA provisions and regulations already 
released that will come into effect before and 
during the contract period. The State, MCOs, 
contract and capitation rates must be in 
compliance with federal regulations. Any 
federal guidance or new regulations 
pertaining to ACA or any other provision will 
need to be reviewed and may necessitate an 
amendment to the RFP or revisions to 
contracts and/or capitation rates in the future. 

93. Databook, Section 2 - Covered 
Populations; Page 3 

Please confirm that populations 
excluded and covered for the 83 county 
expansion area matches covered and 
excluded populations for the existing 10 
county area under managed care. 

See IV.B.4 for the list of populations 
mandatory to enroll in managed care and 
IV.B.5 for the list of populations excluded 
from managed care.  The Medical Home Pilot 
enrollees will be excluded from participation 
in physical health managed care. 
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94. Databook, Section 2 - Covered 
Populations; Page 3 

Please indicate if there has been (or are 
anticipated) any changes in covered or 
excluded populations for the 83 county 
expansion area since the earliest 
presented databook period of 2008 that 
is other than the CHIP Eligibility change 
as of 9/1/2009 that is listed in the 
Programmatic Change Adjustment list 
(Appendix F). Please indicate if there 
have been other changes in enrollment 
basis or process of enrollment that were 
evaluated but not considered to be 
material enough to warrant rate 
adjustment or to be listed in the 
Appendix F list. 

See answer to question #93. 

95. Databook, Section 2 - Covered 
Populations; Page 3 

Please indicate if there has been (or are 
anticipated) any changes in the process 
of enrollment or disenrollment of the 
covered or excluded populations for the 
83 county expansion area since the 
earliest presented databook period of 
2008. 

The State is working on the process to enroll 
newborns at the time of birth and is 
researching the process for daily enrollment 
and disenrollment. 

 

96. Databook, Section 3 - Covered Service 
Area; Page 5 

Please clarify that the two counties 
subject to the Medical Home pilot, 
Buffalo and Dawson, are included in the 
expected 83 county expansion area and 
all of Medicaid eligibles will be subject 
to mandatory enrollment into managed 
care. Please indicate if any data or 
eligibility adjustments have been made 
for these counties in the databook. 

See answer to question #1. 

97. Databook, Section 3 - Covered Service 
Area; Page 5 

Please indicate if the presence of the 
existing Medical Home pilot on these 
counties is expected to have any effect 
on the cost for Medicaid enrollees under 
managed care and how it was reflected 
or considered in the rate development 
process. 

See answer to question #1. 
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98. Databook, Section 3 - Covered Service 
Area; Page 5 

Please indicate if the presence of the 
existing Medical Home pilot on these 
counties is expected to have any effect 
on the cost for Medicaid enrollees under 
managed care or additional add-on 
Medical Home costs for the MCOs and 
how it was reflected or considered in the 
rate development process. 

See answer to question #1. 

99. Databook, Section 3 - Covered Service 
Area; Page 5 

Please indicate if in the rate 
development process an evaluation was 
done of the cost differential occuring in 
the FFS data within sub-areas of the 
state comprising the 83 county area. 
Please indicate if some indications of 
these exhibited patterns can be shared 
(such as higher utilization in certain 
areas of the state, higher unit cost in 
certain sub-regions). 

Base data was not reviewed and capitation 
rates were not developed at this level of 
detail.  

The Department is not in possession of any 
records which would be further responsive to 
this request. 

 

100. Databook, Section 3 - Covered Service 
Area; Page 5 

Please indicate if relational validation 
analysis was performed as part of the 
databook compilation and rate 
development in comparing rural 83 
county FFS data to the more urban 10 
county FFS data; please share what 
general observations and anomalies 
were detected in this data comparison 
and if they are consistent with expected 
urban-rural factors exhibited in other 
states' Medicaid populations. 

Base data was not reviewed and capitation 
rates were not developed at this level of 
detail.  

The Department is not in possession of any 
records which would be further responsive to 
this request. 

 

101. Databook, Section 3 - Covered Service 
Area; Page 5 

Please indicate if any of the sub-regions 
of the 83 expansion counties have 
exhibited different growth rates in 
population or cost, and please share 
what are the key drivers of these 
differences (if any) and how they were 
accounted for in the rate development 
process for a premium rate applicable to 
all 83 counties. 

Base data was not reviewed and capitation 
rates were not developed at this level of 
detail.  

The Department is not in possession of any 
records which would be further responsive to 
this request. 
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102. Databook, Section 3 - Covered Service 
Area; Page 5 

Please indicate if any of the sub-regions 
of the 83 expansion counties has a 
significantly different ethnic mix than the 
average of the 83 counties or existing 
10 county area already under managed 
care. Please indicate if these statistics 
can be made available both versus the 
83 average of the expansion counties 
and versus existing 10 county 
population. 

Base data was not reviewed and capitation 
rates were not developed at this level of 
detail.  

The Department is not in possession of any 
records which would be further responsive to 
this request. 

 

103. Databook, Section 4 - Covered 
Services; Page 6 

Please indicate if covered or excluded 
services for the 83 county expansion 
area match covered and excluded 
services for the existing 10 county area 
already under managed care. 

See Section IV.C.6.f for the list of services 
the contracted MCO is required to provide. 

104. Databook, Section 4 - Covered 
Services; Page 6 

Please indicate if a more detailed 
description of the hierarchy and 
definitions used to develop claim 
allocation algorithm for databook 
categories can be provided to allow for 
easier and more consistent 
comparisons and metric development. 

See Attachment O for additional descriptions 
of the COS used in the development of the 
Data Book. 

105. Databook, Section 4 - Covered 
Services; Page 7 

Given that FQHC/RHC subset of claims 
has been subject to a number of 
specific numerical adjustments and 
presumably separate trend rate 
application (since trend drivers are 
fundamentally different), please provide 
a table that would allow us to quantify 
the magnitude of FQHC/RHC portion in 
the "Other" databook category 
expressed in claim amount and units by 
ratecell and databook year to allow us 
to segregate it for analytical purposes. 

See answer to question # 28. The 
FQHC/RHC services are trended based on 
the aggregated experience of all COS with 
the exception of Inpatient Hospital, 
Outpatient Hospital, Emergency Room, and 
Primary Care and Referral Physician.  

The Department is not in possession of any 
records which would be further responsive to 
this request. 

 



Page 29 

QUESTIONS ANSWERS 

106. Databook, Section 4 - Covered 
Services; Page 7 

Since physical therapist, occupational 
therapist and speech therapists are 
included in the "Other" databook 
category with FQHC and other services, 
please provide a reference of 
magnitude of these services within that 
"Other" subcategory (please indicate 
magnitude or percent by population, if 
available, due to significant expected 
differences by population). 

Claims for therapy services accounted for 
43%, 44% and 42% of the claims cost in the 
"Other" COS in 2008, 2009 and 2010, 
respectively.  

The Department is not in possession of any 
records which would be further responsive to 
this request. 

 

107. Databook, Section 4 - Covered 
Services; Page 7 

Please indicate if differences in 
geographical presence of the 
FQHCs/RHCs among the 83 county 
expansion area were evaluated, if the 
percentage difference as percent of 
total cost can be shared by sub-regions 
of the 83 county area and how it was 
considered in the rate development of 
premium rates. 

Base data was not reviewed and capitation 
rates were not developed at this level of 
detail.  

The Department is not in possession of any 
records which would be further responsive to 
this request. 

 

108. Databook, Section 4 - Covered 
Services; Page 8 

Please indicate what was the reasoning 
and causes that lead to a different basis 
for the maternity definition data cell 
versus what is currently applicable for 
the 10 county population. Does it 
indicate that different ratecells 
definitions and structure will exist by 
county or a similar adjustment will be 
made for the existing 10 county area? 

Due to enrollment changes being worked on 
by the State, newborns will be enrolled into 
managed care on the day of birth. As such, 
the State will no longer need to include the 
coverage for newborns in the supplemental 
maternity payment. Enrolling newborns in the 
newborn rate cell on the day of birth will 
enhance payment transparency and fiscal 
responsibility. In addition, there will be a 
better matching of payment to risk with this 
rate structure. 

109. Databook, Section 4 - Covered 
Services; Page 8 

Please indicate if there is an observed 
difference in patterns in delivery rate 
incidence among geographical subsets 
of the 83 county expansion area driven 
by either demographic or ethnic 
differences. Please provide any 
references available to indicate these 
differences if noted. 

Base data was not reviewed and capitation 
rates were not developed at this level of 
detail.  

The Department is not in possession of any 
records which would be further responsive to 
this request. 
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110. Databook, Section 4 - Covered 
Services; Page 8 

Please indicate the percentage of C-
sections observed in the FFS databook 
periods and if there are any 
geographical C-section rate differences 
noted within the 83 county expansion 
area. 

Base data was not reviewed and capitation 
rates were not developed at this level of 
detail.  

The Department is not in possession of any 
records which would be further responsive to 
this request. 

 

111. Databook, Section 4 - Covered 
Services; Page 8 

Please indicate the assumed collection 
rate of the maternity kick payments for 
live births - is it a 100% or lower due to 
administrative limitations on the 
evidence presented and timeliness of 
claim-based evidence emerging? 

The collection rate is assumed to be 100%. 

112. Databook, Section 4 - Covered 
Services; Page 8 

Please indicate how the expectation of 
the COB process (in the FFS data 
historically and in terms of prospective 
level of COB expected by MCOs) was 
factored in developing an assumed 
collection rate for maternity kick 
payments. 

See answer to question #111.   Based on the 
application of the TPL adjustment in the rate 
development process, it is implied that the 
MCOs will be able to manage TPL collections 
to at least the same level experienced by the 
State. 

113. Databook, Section 4 - Covered 
Services; Page 8 

Please indicate the magnitude of the 
live birth adjustment on the maternity 
databook subcategory and where the 
maternity costs were allocated for 
deliveries that were paid but did not 
result in the live birth. 

No adjustment was made. All claims for 
maternity costs that did not result in live birth 
are included in the non-maternity rate cells 
and are considered in the development of the 
non-maternity capitation rates. 
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114. Databook, Section 6 - Adjustments to 
the FFS Base Data; Page 11 

Please indicate the magnitude of the 
"unborn maternity adjustment" 
specifically for each of the databook 
maternity periods presented as it is not 
an adjustment that is listed or quantified 
in the Appendix F of programmatic 
changes but is listed in Section 6 of the 
Databook at the adjustment that was 
done. Please include additional 
background on the development of the 
magnitude of this adjustment (% of 
deliveries affected, % of costs removed, 
what data periods used); Please specify 
if this data adjustment approach is 
consistent with the current rating of the 
10 county area and if it was validated to 
be similar in magnitude to an 
adjustment on the 10 county block. 

A program change adjustment was not 
necessary for this as the claims and eligibility 
for this population was excluded from the 
base data reflected in the Data Book.  

The Department is not in possession of any 
records which would be further responsive to 
this request. 

 

115. Databook, Section 6 - Adjustments to 
the FFS Base Data; Page 11 

Please elaborate on the statement 
made that "The State will not be cost 
settling with CAHs for managed care 
services in the Statewide expansion 
area": does it imply that the state will not 
be involved in the cost settlement 
process or calculations at all or that the 
cost settlement calculations will be done 
by the state but the funds for it will be 
provided by the MCOs? 

The State will not be cost settling with CAH’s 
for managed care members. 

116. Databook, Section 6 - Adjustments to 
the FFS Base Data; Page 11 

Please elaborate on the statement 
made that "The State will not be cost 
settling with CAHs for managed care 
services in the Statewide expansion 
area": if the expectation is for the MCOs 
instead to provide cost settlement 
calculations for their subset of the data  
- please indicate what guidelines and 
procedures are expected to be followed 
to accomplish this? 

See answer to question #115. 
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117. Databook, Section 6 - Adjustments to 
the FFS Base Data; Page 11 

Please indicate what data references 
were used, for what data periods, to 
develop the CAH settlement adjustment 
amounts of 4.6% IP and 3.6% of OP 
claims respectively. Are these reports 
and evaluations public record - can they 
be shared? Are they available by CAH 
facility and for multiple years? Are more 
recent reports available for CAH 
settlement amounts - do they validate 
appropriateness of the assumption 
used? 

A report of the settlement amount for both 
inpatient and outpatient services by hospital 
was used to develop the CAH settlement 
adjustment amounts.  These reports are 
available by facility and for multiple years.  
See Attachment P for this listing.  

 

118. Databook, Section 6 - Adjustments to 
the FFS Base Data; Page 11 

Please elaborate why the adjustment for 
CAH settllements did not vary by year 
when 3 separate years of data were 
used - does it imply that the percentage 
adjustments of CAH settlements were 
evaluated and found to be stable for all 
3 of these years? 

The percentage adjustments for CAH 
settlements were very stable for the years of 
data analyzed. 

119. Databook, Section 6 - Adjustments to 
the FFS Base Data; Page 11 

Please indicate the typical lag in time 
between the dates of service and the 
cost settlement process completion for 
CAHs. 

According to 471 NAC 10-010.03A, hospitals 
shall file the completed Medicare cost report 
with the Department within five months after 
the end of the hospital's reporting period. A 
30-day extension of the filing period may be 
granted if requested in writing before the end 
of the five-month period. Completed 
Medicare Cost Reports are subject to audit 
by the Department or its designees (see 471 
NAC 10-010.03S).  The audit and rate 
calculation are generally completed with 30-
60 days after receipt of the Medicare cost 
report.  

120. Databook, Section 6 - Adjustments to 
the FFS Base Data; Page 11 

Please clarify that for CAH adjustment, 
the 4.6% and 3.6% of total inpatient and 
outpatient claims were added - not just 
a percentage adjustment to the CAH 
payments. 

Total inpatient claims were increased by 
4.6% to incorporate consideration for CAH 
payments. Total outpatient claims were 
increased by 3.6%. 
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121. Databook, Section 6 - Adjustments to 
the FFS Base Data; Page 11 

Please indicate what was the magnitude 
of the GME adjustment by facility - while 
we understand that this is not going to 
be a responsibility of the MCOs, it is 
important from the perspective of 
transparency and for contracting 
negotiations by facility. 

The GME payment adjustment by facility is 
included Attachment Q. Note the information 
in the attached exhibit is based on a separate 
data source, which was used to establish 
GME adjustments that were then applied to 
the data in the Data Book. It is not possible to 
make a direct comparison of the data in 
Attachment P to the data reflected in the 
Data Book. Please note this adjustment is 
already reflected in the data summarized in 
the Data Book Appendices and no further 
adjustment to the data for this item is 
necessary. 

122. Databook, Section 6 - Adjustments to 
the FFS Base Data; Page 11 

Please indicate what was the variation 
in GME amounts as a percent of IP over 
the years and how the 5% adjustment 
was determined to be appropriate for 
the prospective contract period. 

GME payments ranged from 10% to 12% of 
the overall inpatient expenditures for facilities 
receiving these payments during the GME 
reporting period. As the Inpatient claims for 
GME facilities represented roughly half the 
total Inpatient claims, the GME adjustment 
(5%) reflects a weighted average of the 10% 
to 12% for facilities that received GME 
payments and 0% for those facilities that did 
not. The factor developed was consistent 
across all 3 years of the base period.  

123. Databook, Section 6 - Adjustments to 
the FFS Base Data; Page 11 

Please indicate if the cost settlement 
calculations for CAHs represent the cost 
settlement between Medicaid payments 
and all costs of the CAH entity or costs 
related strictly to providing services to 
Medicaid-only populations. 

Cost settlement calculations were based on a 
comparison of total Medicaid cost 
settlements to total Medicaid CAH entity 
costs. 

124. Databook, Section 6 - Adjustments to 
the FFS Base Data; Page 12 

Please indicate why the FQHC/RHC 
data payment adjustment is not 
represented as a programmatic change 
on the Appendix F when it is stated that 
in March 2010 a new methodology of 
payment was adopted. Please express 
the FQHC/RHC factors represented in 
this section on the same basis as listed 
in Appendix F, i.e. indicating if they 
represent an adjustment to a specific 
databook category (such as Other and 
factor presented is an adjustment to this 
subcategory) and for what populations 
and periods. 

Though it could also be considered a 
programmatic change, the FQHC/RHC 
payment methodology change was classified 
as a data adjustment and reflected in the 
Data Book as such. As noted in the Data 
Book narrative on page 12, the adjustments 
were applied only to the FQHC and RHC 
claims. This adjustment impacted all COA 
and age groups. The overall financial impact 
of the adjustments to the "Other" COS is an 
increase of 7.8%, 6.6% and 5.5% in CYs 
2008, 2009 and 2010, respectively. Please 
note this adjustment is already reflected in 
the data summarized in the Data Book 
Appendices and no further adjustment to the 
data for this item is necessary. 
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125. Databook, Section 6 - Adjustments to 
the FFS Base Data; Page 12 

Please indicate why the FQHC 
adjustment does not vary by year when 
2010 appears to have been only 
partially affected. Please indicate why 
the amount applied to FQHC category is 
the same for all 3 years. 

To smooth variances in the FQHC data, a 
credibility blending process was used to 
combine the data into a single adjustment 
factor. The FQHC adjustment is only applied 
to the data prior to the effective date of the 
payment methodology change (March 2010). 
The FQHC/RHC claims for services delivered 
from March through December 2010 already 
reflect the payment methodology to be 
included in the capitation payment. 

126. Databook, Section 6 - Adjustments to 
the FFS Base Data; Page 12 

Please indicate if the factors 
represented are adjustment to just 
FQHC/RHC dollars, to the "Other" 
databook category containing them? 
Please express these factors as % of 
Other category or provide additional 
table indicating the percent that FQHCs 
and RHCs (separately) represent as 
percent of "Other" databook categories 
for each of the years and populations 
(or ratecells). Please note that in current 
form this adjustment is not possible to 
be used due to the lack of visibility of 
the proportion of the FQHCs/RHCs in 
the claims databooks presented. 

As noted in the Data Book narrative on page 
12, the adjustments were applied only to the 
FQHC and RHC claims. This adjustment 
impacted all COA and age groups. The 
overall financial impact of the adjustments to 
the "Other" COS is an increase of 7.8%, 
6.6% and 5.5% in CYs 2008, 2009 and 2010, 
respectively. Please note this adjustment is 
already reflected in the data summarized in 
the Data Book Appendices and no further 
adjustment to the data for this item is 
necessary. 

127. Databook, Section 6 - Adjustments to 
the FFS Base Data; Page 12 

Please provide the complete listing of all 
FQHCs and RHCs (with tax 
identification number and provider 
name) and complete history of their 
PPS rates going back to the earliest 
period used (i.e. 2008) for an ability to 
evaluate exposure to FQHC/RHC 
claims and the trend in PPS rate 
amounts over time. 

The data requested will be posted on the 
website on or before October 25, 2011. 
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128. Databook, Section 6 - Adjustments to 
the FFS Base Data; Page 12 

Please provide the complete listing of 
providers in the 83 county expansion 
area with their paid Medicaid FFS 
dollars for a full year and designation on 
the type of provider (facility, physician, 
etc) and with indicators such as CAHs, 
FQHCs, RHCs with under 50 beds and 
RHCs over 50 beds. Given separate 
data adjustments, contracting, cost and 
trend basis, it is imperative to have this 
visibility for a proper assessment of 
financial viability of this RFP and for 
successful contracting efforts. 

The data requested will be posted on the 
website on or before October 25, 2011. 

129. Databook, Section 6 - Adjustments to 
the FFS Base Data; Page 12 

Please share additional detail on 
development of the FQHC/RHC 
adjustment factors: what was the 
average amount paid that FQHC/RHC 
cost compared, how did it vary over 
time and how appropriate is the factor 
adjustment given that both the 
prospective rate changes for 
FQHC/RHCs over time but also the 
Medicaid fee schedule changes over 
time that influenced the comparison 
amount. 

The degree to which total FQHC/RHC 
payments exceeded the payments reflected 
in the MMIS claims varied by provider and by 
year. To smooth variances in the FQHC data, 
a credibility blending process was used to 
combine the data into a single adjustment 
factor. As the adjustment factors were based 
on a comparison of the total payments to the 
payments reflected in MMIS, the adjustment 
appropriately reflects the FQHC/RHC 
payment levels anticipated in the managed 
care reimbursement structures for these 
providers. 
 

130. Databook, Section 6 - Adjustments to 
the FFS Base Data; Page 12 

Please indicate if FQHCs/ RHCs 
predominantly provide PCP type 
services or if some of the FQHCs are 
exclusively providing obstetric services 
only: how was this reflected (if it was) in 
the development of the appropriate 
FQHC adjustment and adjustment to 
the maternity subcategory of the 
databook? 

FQHC and RHC utilization was not analyzed 
at the service code level.  The FQHC/RHC 
adjustments were based on aggregate 
payment data for these providers and applied 
to the Other COS for all COA and age 
groups. 

The Department is not in possession of any 
records which would be further responsive to 
this request. 
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131. Databook, Section 6 - Adjustments to 
the FFS Base Data; Page 12 

Please confirm our understanding that 
the statement that "no cost settlements 
will occur between the State and the 
FQHC/RHC" does not imply that MCOs 
will need to do these cost settlements 
as long as MCOs will be providing the 
determined PPS rate that will be 
communicated to the MCO by the state 
on a regular basis. 

See answer to question #115. 

132. Databook, Section 6 - Adjustments to 
the FFS Base Data; Page 12 

Please indicate what is the expected 
process if the communicated new PPS 
rate to an MCO has an effective date 
going back several months before the 
date of communication - is there an 
expectation to reprocess all interim 
claims or to start paying the new PPS 
rate since the date of communication? 

For those FQHCs/RHCs reimbursed through 
the PPS methodology, the State expects the 
contracted MCO(s) to reimburse 
FQHC/RHCs at the PPS rate.  The PPS rate 
is updated annually effective March 1st by the 
Medicare Economic Index.  It is expected that 
claims be reprocessed if needed to reflect the 
PPS rate. 

133. Databook, Section 6 - Adjustments to 
the FFS Base Data; Page 12 

Please indicate what was the average 
observed annual increase in FQHC 
prospective rates for all FQHCs in the 
83 county area over the last 2-3 year 
period? Similarly, what is the average 
annual increase for RHCs with over 50 
beds? Is there a pattern of higher 
increases observed in more recent year 
due to the increase in unemployment 
and greater burden (and cost) carried 
by FQHCs/RHCs? Please confirm that 
the rate of changes in FQHC/ RHC 
prospective payment rates was 
considered as one of the specific 
ongoing trend drivers in the rate 
development process for this RFP. 

FQHC and RHC payment rates increase 
consistent with the Medicare Economic Index 
(MEI). Prospective trends were established 
for broad service categories. Though specific 
FQHC/RHC trends were not reviewed, the 
FQHC experience was included in the data 
analyzed in the development of the 
prospective trend factors. See answer to 
question #105 for additional detail. 
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134. Databook, Section 6 - Adjustments to 
the FFS Base Data; Page 12 

Please indicate if the prospective 
payment rate for FQHC or RHC with 
over 50 beds represents a cost estimate 
of providing services to a Medicaid 
population only or all population types 
served by these providers, including the 
uninsured. 

The prospective payment rate for FQHC or 
RHC with over 50 beds represents a cost 
estimate of providing services to a Medicaid 
population only. 

135. Databook, Section 6 - Adjustments to 
the FFS Base Data; Page 12 

Please indicate if the current FQHC / 
RHC methodology is consistent with the 
Actuarial Checklist from CMS for 
development of Actuarially sound rates 
that specifically states in section 
A.A.3.9: "FQHC and RHC 
reimbursement – The State may build in 
only the FFS rate schedule or an 
actuarially equivalent rate for services 
rendered by FQHCs and RHCs. The 
State may NOT include the FQHC/RHC 
encounter rate, cost-settlement, or 
prospective payment amounts. The 
entity must pay FQHCs and RHCs no 
less than it pays non-FQHC and RHCs 
for similar services. In the absence of a 
specific 1115 waiver, the entity cannot 
pay the annual cost-settlement or 
prospective payment." Please indicate if 
the quoted 1115 waiver is applicable to 
allow deviation from this federal rule. 

Based on more recent CMS guidance for 
reflecting FQHC/RHC PPS reimbursement 
methodologies in managed care capitation 
rates, States have the option of reflecting the 
PPS payment rates in the capitation if they 
do not anticipate there will be wrap payments 
to the FQHC/RHC providers. If a State does 
expect to make wrap payments to the 
FQHC/RHC providers, these amounts should 
be deducted from the capitation payments 
made to the MCO. As DHHS does not expect 
to make wrap payments to the FQHC/RHC 
providers, the full PPS rate has been 
considered in the development of the 
capitation rates. 

136. Databook, Section 6 - Adjustments to 
the FFS Base Data; Page 12 

Please provide reference to the 
percentage of total claims that FQHCs, 
RHCs and CAHs represent separately 
by category of service (COS) and data 
period. 

FQHC and RHC claims accounted for 42%, 
42% and 44% of the claims cost in the 
"Other" COS in 2008, 2009 and 2010, 
respectively. CAH claims represent 18%, 
22% and 18% of the claims cost in the 
"Inpatient" and 36%, 37% and 38% of the 
claims cost in the "Outpatient" COS in 2008, 
2009 and 2010, respectively. 
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137. Databook, Section 6 - Adjustments to 
the FFS Base Data; Page 12 

Please clarify what was meant by the 
TPL adjustment percentages quoted as 
-1.2%,-1.6% and -0.6% applied "to the 
data for CY 2008-2010 respectively". If 
these percentage adjustments are 
applicable to total claims for these CYs 
and are supposed to represent just a 
9.94% of the TPL recoveries, what is 
the percentage representaton of the 
total TPL recoveries achieved in these 
years as percent of total claims? If there 
is another interpretation of these values, 
please explain. Please indicate if the 
data for the total level of TPL recoveries 
observed in FFS data is available by 
COS, since it is expected to vary 
considerably. 

The 9.94% cited in the Data Book narrative 
represents the percentage of total TPL 
recoveries that need to be removed from the 
MMIS claims history. In total, the TPL 
recoveries represented approximately 7% to 
12% of the overall claim volume.  

The total level of TPL recoveries by COS is 
not maintained in the format requested.  
Although the Department is in possession of 
raw data that may be responsive to the 
request, the information does not currently 
exist as a record or document.  As a result, 
the Department is not in possession of any 
records which would be responsive to this 
request. 

138. Databook, Section 6 - Adjustments to 
the FFS Base Data; Page 12 

Please indicate if the data for the total 
level of TPL recoveries observed in FFS 
data is available by COS, since it is 
expected to vary considerably. 

The TPL recoveries were not provided or 
developed by COS.  

The Department is not in possession of any 
records which would be further responsive to 
this request. 

 

139. Databook, Section 6 - Adjustments to 
the FFS Base Data; Page 13 

Please elaborate on the magnitude of 
the immaterial amount for the copay 
adjustment and if it varied by year; 
please clarify if the magnitude is 
available by the COS (category of 
service). 

The inclusion of co-pay dollars represented 
approximately a 0.03% to 0.04% increase to 
the base period experience. The impact was 
primarily observed in the Other Practitioner 
and Vision COS. 

140. Databook, Section 6 - Adjustments to 
the FFS Base Data; Page 13 

Please confirm that historical population 
adjustments and their percentage 
adjustment listed in Appendix F 
represent an estimate of the impact at 
the time of the effective date, and 
appropriate factors were developed for 
each of the respective data periods if 
the effective date falls in the middle of 
one of the databook periods. 

The program change adjustments listed in 
Appendix F represent the full impact on the 
effective date of each program change for the 
Expansion Service Area services and 
populations. These impacts were applied to 
the data prior to the effective date. Note 
these adjustments are reflected in the Data 
Book Appendices and no further adjustment 
for the historical program changes is 
necessary. 
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141. Databook, Section 6 - Adjustments to 
the FFS Base Data; Page 13 

Please indicate if the percentage 
adjustment factors applicable to each of 
the historical programmatic changes 
listed in Appendix F represent an 
estimate developed at that time or a 
revised experience evaluation 
adjustment if enough time elapsed since 
the effective date (for example, since 
7/1/2008). 

See answer to question # 140. 

 

142. Databook, Section 6 - Adjustments to 
the FFS Base Data; Page 13 

Please elaborate what the historical 
programmatic change listed as 
"Radiology/Durable Medical Equipment 
Medicare Alignment" represents as a 
policy or process or fee schedule 
change and how were the percentage 
adjustments for this adjustment 
developed. 

The programmatic change represents a 
policy change.  These adjustment amounts 
were based on a fiscal impact analysis 
conducted by the State. In the development 
of this fiscal impact, the State analyzed 
specific procedure codes for radiology and 
durable medical equipment services where 
the Medicaid reimbursement was higher than 
that of Medicare.  Savings were calculated as 
the reduction in expenditures for these 
procedure codes using the Medicare rates 
and the adjustment factor was based on a 
comparison of the total savings to the total 
expenditures for Radiology and DME.   

143. Databook, Section 6 - Adjustments to 
the FFS Base Data; Page 13 

Please elaborate what the historical 
programmatic change listed as 
"Radiology Management" represents as 
a policy or process or fee schedule 
change and how were the percentage 
adjustments for this adjustment 
developed. 

The programmatic change represents a 
policy and process change.  These 
adjustment amounts were based on a fiscal 
impact analysis conducted by the State. In 
the development of this fiscal impact, the 
State determined that management of 
radiology services through a prior 
authorization process could reduce the 
growth of these services. Savings were 
calculated as the expenditures for the 
services that would not be authorized and the 
adjustment was based on a comparison of 
the total savings to the total expenditures for 
Radiology. 
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144. Databook, Section 6 - Adjustments to 
the FFS Base Data; Page 13 

Please elaborate why the CHIP 
eligibility change to 200% FPL did not 
result in any impact on PMPM - how 
was it accessed and evaluated? How 
much of an enrollment change for CHIP 
occurred as a result of this change? 
What was the prior eligiblity threshold? 
Please explain how can any changes to 
the CHIP enrollment basis not be a 
change in pmpm when the databook 
representation blends CHIP and TANF 
(temporary assistance for needy 
families) populations together in this 
RFP? 

Based on experience of other programs and 
other academic studies conducted, a change 
from 185% FPL to 200% FPL does not have 
a material impact on the risk and claim 
experience for the population. Therefore no 
adjustment was made to the CHIP rate cells. 
The CHIP and TANF populations have 
unique rate cells and the rates were 
developed accordingly. 

Based on the eligibility reports of the new 
CHIP eligibles from the initial expansion time 
period of Sept. 2009 through Dec. 2010, 
there were a total of 2,257 CHIP eligible 
children between Sept. 2009 – June 2010 
and 2,299 between July – Dec 2010.  These 
counts of eligibles are of the expanded 
eligibility category only (186-200% FPL). 
Since the time of these reports, any 
retroactive eligibility would have impacted 
the total number of eligibles slightly. 

Prior to the expanded income limits for CHIP 
eligibility were at 185% FPL. 

145. Databook, Section 6 - Adjustments to 
the FFS Base Data; Page 13 

Please indicate if the data analysis after 
10/1/2009 Inpatient methodology 
change did verify that there was no cost 
impact from it as indicated in Appendix 
F and it did not provide more 
opportunities for higher level of 
DRG/unit cost coding for changed DRG 
categories that allowed the expansion in 
the number of DRGs. 

A comparative cost impact analysis after the 
October 1, 2009 AP-DRG methodology was 
not done.  It is unknown whether or not the 
AP-DRG payment methodology provided 
hospitals more opportunities for a higher level 
of coding. 
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146. Databook, Section 6 - Adjustments to 
the FFS Base Data; Page 13 

Please elaborate what is the stated "two 
tiered physician pricing" programmatic 
change from the policy and process 
perspective and share additional detail 
on how the percentage impact on unit 
cost was developed. Is the reference 
available to expected variability of this 
estimate by the type of physician (PCP, 
ancillary, specialty)? 

The Medicaid Physician Fee Schedule 
contains two rates for selected procedures.  
One rate is paid when the procedure is 
performed in a facility setting (usually a 
hospital), and a higher rate is paid when the 
procedure is performed in any other setting 
(usually the physician’s office).  There is not 
variability by type of physician.  The site of 
service differential (two-tiered pricing) is 
determined as follows:  For procedure codes 
having special facility pricing under Medicare, 
the ratio of the facility rate to the non facility 
rate is calculated and subsequently multiplied 
by the Medicaid unit value for the procedure.  
This yields a second Medicaid unit value that 
is in the same proportion to the first Medicaid 
unit value as the Medicare facility rate is to 
the Medicare non-facility rate.   

These adjustment amounts were based on a 
fiscal impact analysis conducted by the State. 
In the development of this fiscal impact, the 
State analyzed Medicaid expenditures for 
specific procedure codes for services where 
Medicare reimbursement was based on place 
of service.  The Medicare Physician Fee 
Schedule contains two rates for selected 
procedures.  One rate is paid when the 
procedure is performed in a facility setting 
(usually a hospital), and a higher rate is paid 
when the procedure is performed in any other 
setting (usually the physician’s office).  
Savings were calculated as the reduction in 
expenditures for these services using the 
Medicare rates and the adjustment factor 
was based on a comparison of the total 
savings to the total expenditures for 
physician services.  There is not variability by 
type of physician.   
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147. Databook, Section 6 - Adjustments to 
the FFS Base Data; Page 13 

Please clarify why the "two tiered 
physician pricing" reduction appears to 
apply to FQHCs/ RHCs as well as they 
would be part of the "All Non-Facility 
Categories of Service" while it is stated 
that these providers are subject to the 
PPS payment system methodology? 

The impact of the two-tiered physician pricing 
program change is much less significant than 
the data adjustments made to increase the 
unit costs to the PPS payment levels. In 
addition, the PPS rates increase relative to 
the MEI, but the trend for the "Other" COS 
was based on aggregate data for a broader 
group of services (see Question 105). Based 
on recent MEI increases, the prospective UC 
trend applied to the "Other" COS exceeds the 
expected MEI adjustment to the PPS and 
offsets the reduction applied for the two-
tiered program change. 

148. Databook, Section 6 - Adjustments to 
the FFS Base Data; Page 13 

Please provide additional detail on the 
"Outpatient Hospital Cost Ratio 
Decrease" listed as a historical 
programmatic change in Appendix F - 
the listing of outpatient cost ratios 
before and after the 7/1/2010 effective 
date for all state providers. Please 
elaborate how the total 2.68% 
outpatient hospital adjustment was 
developed. 

These adjustment amounts were based on a 
fiscal impact analysis conducted by the State. 
In the development of this fiscal impact, the 
State analyzed outpatient cost-to-charge 
ratios prior to 7/1/2010.  The adjustment 
factor was based on the difference in the 
cost-to-charge ratios for outpatient services. 

The remaining data requested will be posted 
on the website on or before October 25, 
2011. 

149. Databook, Section 6 - Adjustments to 
the FFS Base Data; Page 13 

Please indicate how the validity of the 
2.68% decrease "Outpatient Hosptial 
Cost Ratio Decrease" adjustment was 
validated with the data after the 
7/1/2010 effective date to ensure that it 
was not immediately negated by 
chargemaster hospital increases (since 
the FFS Medicaid methodology is the 
percentage of billed charges). 

No offsetting adjustment was made to 
account for future changes in the Outpatient 
Hospital charge master.  
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150. Databook, Section 6 - Adjustments to 
the FFS Base Data; Page 13 

Please indicate if the Outpatient 
Hospital Cost Ratios are evaluated and 
adjusted based on the Medicaid-specific 
data for cost of services provided 
versus the billed charges or is it based 
on the Medicare cost to charge estimate 
evaluations? How applicable are these 
adjustments to the Medicaid-only 
populations? 

 
The Department pays for outpatient hospital 
and emergency services with a rate which is 
the product of: 
 
1. Seventy five (75) percent of the cost-to-
charges ratio from the hospital's latest 
Medicare cost report  (Form CMS-2552-89, 
Pub. 15-II, Worksheet C); multiplied by 
2. The hospital's submitted charges. 
 
The effective date of the cost-to-charges ratio 
is the first day of the month following the 
Department's receipt of the cost report. 

 
 

151. Databook, Section 6 - Adjustments to 
the FFS Base Data; Page 13 

Please provide additional references 
from the policy, process and regulatory 
perspective on the UNMC supplemental 
payments (we understand that they are 
specifically added to the developed 
premium capitation rates). 

The UNMC supplemental payment 
regulations and process can be found in Title 
471 Nebraska Administrative Code (NAC) 
Chapter 18-006.02 at:  
http://www.dhhs.ne.gov/reg/t471.htm.   

152. Databook, Section 6 - Adjustments to 
the FFS Base Data; Page 13 

Please add the removal of unborn as a 
programmatic adjustment to the 
Appendix F with appropriate 
quantification by the applicable effective 
date since it is listed as a historical 
programmatic adjustment on page 13 
with the statement that "financial 
impacts and effective dates of these 
adjustments are summarized in 
Appendix F". 

Effective March 2010, the population formerly 
known as “Eligible Unborn” was no longer 
eligible for Medicaid. Refer to Question # 114 
for additional detail. 
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153. Databook, Section 6 - Adjustments to 
the FFS Base Data; Page 13 

Please clarify if the statement in the 
"Enrollment Lag Adjustment" section 
that "State expects to enroll Medicaid 
eligible newborns into an MCO effective 
date on the date of birth" represents a 
different process or a changed process 
versus the one currently applied in the 
10 county area already under managed 
care. Please indicate if this process is 
expected to be different for the new 
expansion area versus the 10 county 
area. 

See answer to question # 89. 

154. Databook, Section 6 - Adjustments to 
the FFS Base Data; Page 13 

Please clarify if the statement in the 
"Enrollment Lag Adjustment" section 
that "State expects to enroll Medicaid 
eligible newborns into an MCO effective 
date on the date of birth" can be 
consistently applied with the section 
IV.B.5 of the RFP, "Excluded 
populations", that states among 
excluded populations "Medicaid 
members for any period of retroactive 
eligibility. Managed Care enrollment is 
prospective only." Since majority of the 
newborns born in any given month will 
be too new to be known with 
appropriate Medicaid identifiers to be 
"prospectively enrolled" for their month 
of birth, how would the requirement of 
the newborn enrollment since the date 
of birth be logistically implemented? 
Similarly, without retroactive premium 
reconciliation for the months covered for 
these newborns, how would MCOs get 
paid their monthly newborn payments 
for these retroactive months if the 
assumption is that "MCO enrollment is 
prospective only" and presumably no 
retroactive premium adjudication is 
necessary? 

See answer to question # 89. 
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155. Databook, Section 6 - Adjustments to 
the FFS Base Data; Page 13 

As stated in the "Enrollment Lag 
Adjustment" for non-newborn 
populations, while the total adjustment 
was a 4.6% decrease, it varied by COS 
- please indicate COS-specific 
percentages applied and elaborate on 
how the adjustment was developed and 
if any assumptions were made in the 
process (as opposed to pure data 
identification and removal). 

This adjustment was developed by looking at 
PMPM experience by COS before and after 
the 75-day period separately for each of the 3 
years of base data. The separate three years 
of data were then credibility blended to 
develop a single overall adjustment factor. 
Factors ranged from a PMPM decrease of 
12% (Inpatient) to a PMPM increase of 5% 
(Other Care) for an overall PMPM decrease 
of 4.6% for non-newborn rate cells. Note 
these adjustments are already reflected in 
the Data Book Appendices and no further 
adjustment for this is necessary. 

156. Databook, Section 6 - Adjustments to 
the FFS Base Data; Page 13 

Please clarify that the 1.4% decrease 
enrollment lag adjustment to the Under 
1 category is applicable to all COS for 
this ratecell and it did not show much 
variation by COS in development of this 
adjustment. 

This adjustment was developed by looking at 
PMPM experience by COS before and after 
the 30-day period separately for each of the 3 
years of base data. The separate three years 
of data were then credibility blended to 
develop a single overall adjustment factor. 
The 30-day period reflects a weighted 
average of a 0-day lag for newborns enrolled 
into managed care upon birth and a 75-day 
lag for other recipients in the Family < 1 rate 
cell that are expected to have a similar 
enrollment lag as the non-newborn 
population. Factors ranged from a PMPM 
decrease of 12% (Inpatient) to a PMPM 
increase of 5% (Other Care) for an overall 
PMPM decrease of 1.4% for the Family < 1 
rate cell. Note these adjustments are already 
reflected in the Data Book Appendices and 
no further adjustment for this is necessary. 



Page 46 

QUESTIONS ANSWERS 

157. Databook, Section 7 - Capitation Rate 
Development; Page 14 

While the Capitation Rate Development 
lists all of the final adjustments made to 
the FFS adjusted base costs and 
includes prospective programmatic 
changes, the Medical Home component 
that is required in this RFP of the 
bidding MCOs is not incorporated from 
the cost perspective or as a 
programmatic change, while it is 
certainly a new program with a defined 
effective date. Please clarify how the 
requirements for the Medical Home 
(PCMH, p. 78 of the RFP) were 
incorporated in developed capitation 
rates including the payments outlined by 
this RFP (on page 78 and in Attachment 
L) to the PCMH practices. Please clarify 
how the Tier 1 and Tier 2 criteria are 
defined and how the change in PCMH 
payment magnitude as a result was 
reflected in the capitation premium rate 
development. Please clarify what was 
the assumed PCMH average practice 
size and how was it used in total dollar 
cost estimated impact from add-on 
pmpm and other PCMH payments. 

The payment methodology provided in 
Attachment L, Document 1 is for information 
purposes only and is not intended to be the 
payment methodology of the MCO PCMH 
model. 
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158. Databook, Section 7 - Capitation Rate 
Development; Page 14 

Please indicate the basis of assigning a 
credibility weighting of 65% on CY2010 
and only 25% credibility on CY2009 
when it is well documented and clearly 
observed in all of Medicaid states and 
non-Medicaid populations that 2010 
was an abberation and not 
representative of the typical Medicaid 
experience due to absent flu season 
and anomalies in utilization data that 
since then reverted to normalized levels 
in 2011 across as observed in Medicaid 
states data. 

Consistent with the information provided in 
the Data Book Appendices, the base period 
total PMPM for 2010 is higher than both the 
base period PMPMs for 2009 and 2008 prior 
to trending to 2010. There are many factors 
that can contribute to decreasing PMPM 
experience, such as increasing enrollment of 
healthier individuals as the result of the 
economic environment, which may be 
expected to continue into 2011 and 2012. 
Without a review of the emerging 2011 
experience for Nebraska, it is difficult to 
determine whether the experience observed 
in 2010 is truly an anomaly, but compared to 
2009 the 2010 experience does not appear 
to be an anomaly. In general, more credibility 
is placed on recent time periods as typically 
they are more representative of the 
anticipated risk level of a population. 
However, lower than anticipated or higher 
than anticipated claim volume is addressed 
through the application of appropriate trend 
levels, taking into consideration anomalies 
that may have occurred in a respective time 
period.   

159. Databook, Section 7 - Capitation Rate 
Development; Page 14 

Please quantify what an average rate 
change impact is if 2010 and 2009 
years were weighted more equally with 
a 45% weight respectively - please 
provide rate change impact by COA 
respectively; Please note that since 
trend factors were not disclosed, it is not 
possible to quantify this impact with the 
databook data as provided. 

The Data Book and capitation rates were not 
developed using the proposed credibility 
factors. The credibility factors used are 
reasonable and consistent with rate 
development in other Medicaid programs.  

The Department is not in possession of any 
records which would be further responsive to 
this request. 

 

160. Databook, Section 7 - Capitation Rate 
Development; Page 14 

Please elaborate if trend derivation 
used the FFS historical data and if 2010 
over 2009 utilization trend decreases 
due to absent flu season of 2010 and 
exaggerated H1N1 flu impact of 2009 
were considered representative and 
were used in trend setting for this RFP. 

Trend assumptions considered historical FFS 
data with service dates from January 2008 to 
December 2010, paid through March 2011. In 
addition, similar state experience and 
industry studies were considered to develop 
prospective trend assumptions. Trends were 
reviewed on a COS basis and primarily 
reflect historical experience. Trends did not 
reflect the expectation of PMPM reductions in 
any COS and the trend development did not 
include analysis of specific factors such as 
the impact of H1N1. 
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161. Databook, Section 7 - Capitation Rate 
Development; Page 14 

Please indicate if the expected 
prospective trend is primarily driven by 
utilization or unit cost and what is the 
proportional relationship of their 
magnitude relative to each other? 

See answer to question # 12. 

162. Databook, Section 7 - Capitation Rate 
Development; Page a4 

Please indicate if the prospective trend 
rates anticipate any specific categories 
of notably higher trends for some COS, 
such as outpatient surgery, ER, etc. - 
what are these categories and what is 
the basis for this expectation? 

See answers to questions # 12 and # 160. 

163. Databook, Section 7 - Capitation Rate 
Development; Page 14 

Please indicate if the prospective trend 
rates anticipate any specific categories 
of notably lower trends for some COS, 
such as outpatient surgery, ER, etc - 
what are these categories and what is 
the basis for this expectation? 

See answers to questions # 12 and # 160. 

164. Databook, Section 7 - Capitation Rate 
Development; Page 14 

If reference states were used for trend 
setting, please indicate what states 
were considered, if they are in the 
similar geographical area (north, south, 
etc.) and if the provider payment basis 
is similar (DRG for IP, % of billed for 
outpatient, etc). 

Nebraska, other nearby Midwest states, and 
a wider national array of states that Mercer 
has specific recent Medicaid managed 
experience were reviewed for consideration 
of prospective trend estimates by category of 
service. These other programs provided 
reasonability comparisons without 
consideration for difference in payment basis. 
Recognizing that trends from other states 
reflect several factors such as fee schedule 
changes, other program changes and 
different payment structures, the primary 
basis for trend assumptions is the historical 
Nebraska FFS claims experience by COS. 

165. Databook, Section 7 - Capitation Rate 
Development; Page 14 

Please indicate if the average 
chargemaster increases by facility were 
evaluated for purposes of trend setting 
of OP unit cost since the OP medical 
methodology is based on percent of 
billed charges without any 
chargemaster protection. 

Historical FFS incurred claims data was 
considered, inclusive of any changes in unit 
cost amounts due to charge master changes. 
No specific analysis was conducted on the 
changes in the charge master over time and 
no explicit adjustment was made for these 
historical changes. 
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166. Databook, Section 7 - Capitation Rate 
Development; Page 14 

Please indicate if, as part of the trend 
development, it was evaluated how 
closely were the chargemaster trend 
increases later offset by an outpatient 
hospital charge level reduction, 
specifically based on the Medicaid data 
for this state and these providers. 

See Answer to question # 165. 

167. Databook, Section 7 - Capitation Rate 
Development; Page 14 

Please indicate if the prospective or 
actual historical trend (year over year) 
was applied to base data years of 2009 
and 2008 when trending first to the 
2010 basis and then further. 

Separate smoothed historical trends and 
credibility weighting were applied to the base 
years of experience to develop the CY 2010 
base period. Consistent with prospective 
trends to move the base period to the 
contract period, historical trends were 
developed by COS. 

168. Databook, Section 7 - Capitation Rate 
Development; Page 14 

Please indicate if average changes in 
PPS rates and cost settlement amounts 
for CAHs and CAH mandated payment 
rate changes were evaluated as 
separate and distinct trend drivers (not 
related to CPI, etc. and outside of 
managed care control) and were 
considered in trend development. 
Please indicate trend assumed for these 
subcategories specifically. 

Trends were evaluated after all other Data 
Book adjustments were applied, including 
historical program changes (such as PPS 
rate changes) and cost settlements. Trends 
assumptions were developed and applied by 
broad categories of service and were not 
reviewed or developed by specific facility 
type. 

169. Databook, Section 7 - Capitation Rate 
Development; Page 14 

Please indicate if any CPI (Consumer 
Price Index) based unit cost increases 
were assumed in trend development 
and what were the COS that 
incorporated this reference as part of 
the unit cost trend development. 

Mercer considered sources such as the BLS 
National Medical CPI, the CMS Medicare 
Economic Index, and National Health 
Expenditure Projections in setting trend 
assumptions, including unit cost increases. 
All COS include consideration for unit cost 
increases from these sources. The primary 
basis for trend assumptions is the historical 
Nebraska FFS claims experience by broad 
COS. 
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170. Databook, Section 7 - Capitation Rate 
Development; Page 14 

Please indicate trend rate assumptions 
by COA if possible - without disclosing 
COS trend rates if that is not possible 
from the disclosure perspective. Can 
you comment on the overall average 
combined trend range for various 
COAs? 

The trend rates used in rate development 
ranged from 1.0% to 7.0% and varied by 
COS. The same trend assumptions by COS 
were applied to all COA. This results in an 
overall trend range by COA of 3.8% to 4.9% 
based on the specific distribution of COS 
within a rate cell. 

171. Databook, Section 7 - Capitation Rate 
Development; Page 14 

Are there any Categories of Service 
with an assumed zero or negative 
utilization or unit cost trends? What are 
the key drivers that lead to this choice of 
assumptions? 

No, the trend rates used in rate development 
ranged from 1.0% to 7.0% and varied by 
COS. Refer to Question # 170 for additional 
detail. 

172. Databook, Section 7 - Capitation Rate 
Development; Page 15 

Please provide references to specific 
policy and regulatory changes 
described as "Durable Medical 
Equipment Efficiencies" that were 
effective 7/1/2011. 

http://www.dhhs.ne.gov/med/pb/pb1055.pdf 

http://www.dhhs.ne.gov/med/pb/pb1045.pdf 

173. Databook, Section 7 - Capitation Rate 
Development; Page 15 

Please confirm our understanding that 
only 3 adjustments listed on the 
Appendix F are not already incorporated 
in the presented databook data by year 
and these adjustments are Provider 
Rate Decrease effective 7/1/2011, 
Durable Medical Equipment Efficiencies 
as of 7/1/2011, and Primary Care 
Medicare Rate Alignment as of 
1/1/2013. 

Correct, these program changes were 
incorporated into the calculation of the 
capitation rates as prospective program 
changes and are not reflected in the data 
pages in the Data Book appendices. 
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174. Databook, Section 7 - Capitation Rate 
Development; Page 15 

Please elaborate what is represented in 
the "Other practitioner" and "Family 
Planning" adjustments of 0.04% and 
0.58% increase in unit cost for the 
Primary Care to Medicare Alignment 
Adjustment - how were these providers 
identified as PCPs and how was the 
rate adjustment developed for them? 

For the ACA program change, all procedure 
codes that are subject to the Medicare 
Alignment Adjustment and provided by the 
PCPs as defined in ACA were re-priced using 
the Medicare fee schedule amounts supplied 
by the State. The majority of these codes 
were identified in the Primary Care/Referral 
Physician COS. However, a small subset of 
these codes was also identified in the Other 
Practitioner and Family planning COS. The 
0.04% and 0.58% increases reflected the 
impacts specific to the re-pricing of codes in 
those particular COS. 

175. Databook, Section 7 - Capitation Rate 
Development; Page 15 

Since the adjustment to Medicare 
alignment implies making an 
assumption about the Medicare level of 
payments applicable for that period, 
please share that assumption made 
about the effective date of Medicare 
level used for purposes of this 
evaluation as well as assumed rate of 
change in Medicare primary care level 
of payment. 

The adjustment was calculated based on the 
2009 Nebraska and 2011 Medicare fee 
schedules per ACA requirements and reflects 
the percentage change in overall payments 
for impacted services. Potential changes to 
the 2011 Medicare fee schedule were not 
considered in the development of this 
adjustment. 

176. Databook, Section 7 - Capitation Rate 
Development; Page 15 

Please indicate the expected process of 
evaluation of the magnitude of needed 
adjustment once additional CMS 
guidance and levels of Medicare are 
known and can be quantified more 
precisely - will there be a shared 
evaluation with the MCOs and 
automatic premium rate adjustment if 
the difference is material? How would 
materiality threshold be set in this case? 
Would an evaluation be shared with 
MCOs with an opportunity to discuss 
and determine appropriateness of the 
rate adjustment decision and magnitude 
of rate adjustment, if needed? 

See answer to question #24 and #92. 
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177. Databook, Section 7 - Capitation Rate 
Development; Page 15 

Please elaborate how the statement 
that the premium rate is applicable for 
7/1/2012-6/30/2013 period with a 
possibility of needed rate adjustment 
per additional federal guidance on ACA 
impact can be consistent with the 
section of the RFP, III.PP, Prices (page 
18) that states: "All prices, costs, terms 
and conditions outlined in the proposal 
shall remain fixed and valid 
commencing on the opening date of the 
proposal until an award is made (and for 
bidder receiving an award, prices shall 
remain as bid for duration of the 
contract unless otherwise so stated in 
the contract) or the Request for 
Proposal is cancelled", which appears 
to imply that the rates can be in effect 
for 3 year contract period with 
extensions and without opportunity for 
recourse, withdrawal or involvement in 
the rate-setting process by the bidder 
MCO. Please clarify the intent and 
apparent disparity in language. 

See answer to question #24 and #92. 

178. Databook, Section 7 - Capitation Rate 
Development; Page 16 

Please elaborate and provide additional 
detail on how the 6.57% DME category 
adjustment was developed and if there 
was observed variability by COA. 

The program change was calculated from a 
budgetary analysis provided by the State 
which represented a statewide projected 
savings based on a review of actual Medicaid 
expenditures for specific procedure codes.  
The change was to implement policies that 
defined maximum rates and units for certain 
DME products and define medical conditions 
warranting Medicaid reimbursement. The 
projected savings was compared to the 
statewide spending for DME. The program 
change adjustment was applied uniformly by 
COS for each COA. However, the overall 
impact would vary by COA depending upon 
the proportion of overall claims represented 
by the DME COS for a particular COA. This 
approach assumes the DME impact in the 
Expansion Service Area is not substantially 
different than the statewide impact, though 
the distribution of services in the Expansion 
Area may reflect a different level of DME cost 
than observed statewide. 
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179. Databook, Section 7 - Capitation Rate 
Development; Page 16 

Please elaborate and provide detailed 
derivation on the expected impact of the 
Primary Care to Medicare Realignment 
of just 6.48% for PCP Provider 
category. Since the expectation is a 
requirement to reimburse at the 100% 
of Medicare level for the affected 
premium rate period of 1/1/2013-
7/1/2013, the 6.48% adjustment 
appears to imply that current PCP 
reimbursement level (after the 7/1/2011 
fee schedule reduction) is already at 
93.5% of Medicare, which does not 
appear plausible. Please explain that 
discrepancy. 

The 6.48% adjustment factor is the impact 
applied to the Primary Care, Referral 
Physician Category of Service. This COS 
includes procedures for codes that are not 
subject to the ACA provision and would 
therefore have a zero impact. Similarly, this 
COS includes services provided by many 
different physician types, including specialists 
that are not subject to the ACA provision. 
Thus, this impact reflects a weighted average 
of services impacted by the change and 
services that are not impacted. Additionally, 
the effective date of this change is 1/1/2013. 
Therefore, the annual impact (12.96%) was 
only built in for half the year. In general for 
services impacted by the ACA provision, 
historical payments reflected on average 
65% of Medicare. 

180. Databook, Section 7 - Capitation Rate 
Development; Page 16 

Please clarify that the necessary rate 
adjustment to Medicare level does 
incorporate fee schedule basis in effect 
after the 7/1/2011 reduction. 

The codes subject to the ACA provision were 
not impacted by the 7/1/2011 rate reduction 
since this reduction did not apply to primary 
care services. The State's definition of 
primary care services for the rate reduction 
was much broader the definition of PCP 
services in the ACA provision. 

181. Databook, Section 7 - Capitation Rate 
Development; Page 16 

Please clarify why is the "Other" 
category of the databook not included in 
the Primary Care to Medicare Alignment 
Adjustment in Appendix F, even though 
it does includes FQHC/RHC providers 
that primarily operate as primary care 
providers for Medicaid popuations and 
appear to be quite numerous in the rural 
83 county expansion area. 

FQHCs/RHCs are exempt from the ACA 
Medicare Alignment Adjustment per current 
CMS guidelines due to the different 
reimbursement structures in place for these 
providers. 

182. Databook, Section 7 - Capitation Rate 
Development; Page 16 

Please clarify if the Obstetric providers, 
which within this RFP are allowed to act 
and be assigned as PCPs, are therefore 
subject to the same adjustment to 
payment basis to Medicare level. 
Please indicate how it was incorporated 
in the Appendix F listed impact 
evaluation. 

See answer to question # 48. 
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183. Databook, Section 7 - Capitation Rate 
Development; Page 16 

Please elaborate how the stated 
potential need for adjustment as a result 
of the ACA details emerging and re-
evaluation of the Appendix F adjustment 
for Primary Care to Medicare Alignment, 
can be consistent with the section of the 
RFP, IV.F, Rate Setting (page 98) that 
states: "In the event that any change 
occurs in federal law, federal 
regulations, state law, state regulations, 
state policies, or state Medicaid plan 
coverage, and DHHS determines that 
these changes impact materially on 
pricing, DHHS reserves the right to 
amend rates paid to contractors. The 
Contractor will be required to accept 
these changes." since it does not imply 
that the materiality evaluation will be 
necessarily done (per discretion of 
DHHS) or that it will be adjusted for in 
the rates if it implies a rate increase to 
Contractors. Please indicate what 
assurances exist in that the materiality 
adjustment will be evaluated, shared 
with the MCOs and done (regardless of 
the directional impact on rates) if 
deemed material to be consistent with 
the actuarial certification for actuarial 
soundness. 

See answer to #24 and #92. 

184. Databook, Section 7 - Capitation Rate 
Development; Page 16 

Please elaborate on the type of 
categories that are expected to lead to 
the higher end of the range for 16.4%; 
what were the key reasons for this 
expectation? 

Refer to Question #13. Managed care 
savings at the lower bound (higher savings) 
of the rate range represents a cost structure 
that might be achieved by a MCO using 
highly effective care management. A highly 
effective MCO is likely to see greater 
reductions in costs for hospital-based 
services and increases in costs for preventive 
care. 

185. Databook, Section 7 - Capitation Rate 
Development; Page 16 

What were the categories of service or 
aid that are associated with lower end of 
the managed care impact of 9% - what 
are the key reasons for this 
expectation? 

Refer to Question #13. Managed care 
savings at the upper bound (lower savings) of 
the rate range represents a cost structure 
that might be achieved by a MCO using 
routine care management. A moderately 
effective MCO is likely to see smaller 
reductions in costs for hospital-based 
services and increases in costs for preventive 
care. 
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186. Databook, Section 7 - Capitation Rate 
Development; Page 16 

Please indicate if any specific 
adjustments were made for the rural 
nature of the 83 county expansion area 
that is usually expected to lead to lower 
level of managed care potential to be 
achieved. 

There was not a consideration of the rural 
nature of the 83 county expansion area and 
the difference in the service distribution in the 
FFS environment when setting managed 
care assumptions. 

187. Databook, Section 7 - Capitation Rate 
Development; Page 16 

Please indicate if any specific 
adjustments were made for the type of 
provider contracting basis applicable, IP 
on per admit basis, OP on % of billed 
basis that usually is expected to limit 
managed care impact. 

Managed care adjustments did not reflect 
consideration for changes in contracting 
provisions that may be used by the MCOs in 
the contract period. The underlying 
assumption was that MCOs would generally 
contract at a reimbursement level that is not 
substantially different than the current 
Medicaid reimbursement, even though 
alternative reimbursement structures may be 
used. 

188. Databook, Section 7 - Capitation Rate 
Development; Page 16 

Please indicate how much of added 
PCP and Phys Specialty utilization 
increases were incorporated in 
development of the overall managed 
care impact for these subcategories. 

Greater increases in the utilization of PCP 
and Specialty Physician services were 
assumed at the lower bound of the rate range 
(higher cost reductions in hospital-based 
services). Conversely, lower increases in the 
utilization of PCP and Specialty Physician 
services were assumed at the upper bound 
of the rate range. See answers to questions 
#13, #184, #185 and #186 for additional 
information. 
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189. Databook, Section 7 - Capitation Rate 
Development; Page 16 

Please indicate if there was any specific 
adjustment made for a requirement of 
this RFP to pay a minimum of a 100% 
of Medicaid to all contracted providers 
(p. 53 of the RFP, Minimum 
Reimbursement to In-Network 
Providers) that is different than the 
requirement applicable to the current 10 
county area and limits ability of an MCO 
to leverage national unit cost pricing for 
some ancillary vendors that can be 
already contracted at competitive 
national rates that are below 100% of 
Medicaid. Please indicate how this 
change was evaluated to affect 
managed care impact factors assumed 
for ancillary categories of service, 
especially if reference managed care 
factors were used from other states 
where this is not a requirement and 
allows for higher managed care impact. 

No specific adjustment was made for this 
requirement. The unit cost basis of the 
capitation rates is Medicaid FFS historical 
experience with trend and program changes 
applied. Therefore, the underlying basis of 
the rates is reimbursement at 100% of 
Medicaid. Also, refer to answer to question # 
187. 

190. Databook, Section 7 - Capitation Rate 
Development; Page 16 

Please indicate if any lag in managed 
care impact was assumed for this RFP 
and if the historical FFS member level 
data with prior use and diagnosis is 
expected to be provided to winning 
bidders to shorten the managed care 
implementation lag driven by the lack of 
member-specific knowledge and 
targeted outreach and clinical 
interaction from the first day of 
implementation. 

Due to the timeframe allowed to the client to 
voluntarily enroll, DHHS does not have the 
capability to provide this information prior to 
the client’s enrollment in managed care. 
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191. Databook, Section 7 - Capitation Rate 
Development; Page 16 

Please indicate if any specific reduction 
was assumed for reduced impact from 
managed care due to lack of Rx and 
mental health coverage provided by the 
same MCO for the same member that 
allows most efficient and timely care 
and administrative coordination. Please 
indicate how much of an impact it had 
on managed care factor development 
and if this was an adjustment applied to 
reference managed care factors from 
other states where MCOs manage all 
three types of services for Medicaid 
populations. 

There was not an assumption of greater 
managed care savings possible through 
integrated care management with pharmacy 
and behavioral health services. 

192. Databook, Section 7 - Capitation Rate 
Development; Page 16 

Please clarify expected applicability of 
the Primary Care to Medicare Alignment 
and the ACA act with the direction to 
pay PPS rates to FQHCs and RHCs 
acting as Primary Care Physicians 
without any cost settlement process. 
Since the PPS rate is not based on 
Medicare, either a deviation from the 
PPS basis of payment will emerge or 
deviation from complying with the ACA 
and Medicare Alignment. Please advise 
on the expectations and how it was 
incorporated in pricing of this RFP. 

See answer to question #181. 
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193. Databook, Section 7 - Capitation Rate 
Development; Page 16 

Please calculate and disclose the 
implied administrative load for females 
of childbearing ages by using combined 
pmpm from their ratecells and add-on 
maternity pmpm as expressed in the 
databook. Since the maternity admin 
load is only 2.4% versus 13.3%, the 
resulting overall admin load applied to 
all costs for females of childbearing 
ages will be materially lower than 13.3% 
applicable to teenagers and other kids, 
for example. Please elaborate why is it 
considered appropriate when it is not 
intuitively apparent that management of 
the female of childbearing ages should 
be less administratively burdensome 
that other ratecells. 

The maternity rate cell has a much higher 
capitation rate than the other rate cell for 
women of child bearing age. Therefore, the 
administrative load as a percentage of the 
capitation rate is lower for the maternity rate 
cell than the non-maternity rate cells. Please 
note MCOs will receive the monthly 
capitation rate in addition to the supplemental 
payment for maternity services for pregnant 
women. Therefore, MCOs will receive 
administrative dollars from both the monthly 
capitation payment and the supplemental 
maternity payment for pregnant women. 

194. Databook, Section 7 - Capitation Rate 
Development; Page 16 

Please indicate why the maternity 
administrative adjustment that is much 
lower than rate cell adjustment is 
applied when this would result in less 
administrative dollars allocated to the 
plan with the higher delivery rate. 

See answer to question #193. 
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The State of Nebraska, Administrative Services (AS), Materiel Division, Purchasing Bureau, is issuing this Request for 
Proposal, RFP Number 3792Z1 for the purpose of selecting one (1) or two (2) Qualified Contractors to Provide 
Medicaid Managed Care Physical Health Service through a Managed Care Organization for the counties not 
currently served by physical health managed care.  
 
First round written questions are due no later than October 11, 2011; second round questions no later than October 27, 
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3. It is the responsibility of the bidder to check the website for all information relevant to this solicitation to include 
addenda and/or amendments issued prior to the opening date.  Website address is as follows:  
http://www.das.state.ne.us/materiel/purchasing/ 

4. It is understood by the parties that in the State of Nebraska’s opinion, any limitation on the contractor’s liability is 
unconstitutional under the Nebraska State Constitution, Article XIII, Section 3, and that any limitation of liability shall 
not be binding on the State of Nebraska despite inclusion of such language in documents supplied with the 
contractor’s bid or in the final contract.
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GLOSSARY OF TERMS 
 
Acceptance Test Procedure: Benchmarks and other performance criteria, developed by the State of 
Nebraska or other sources of testing standards, for measuring the effectiveness of products or 
services and the means used for testing such performance. 
 
Addendum:  Something added or deleted. 
 
Advance Directive:   A written instruction, such as a living will or durable power of attorney for health 
care, recognized under State law, relating to the provision of healthcare when the individual is 
incapacitated. 
 
Adverse Action:  In the case of an MCO, an adverse action is: 
1.   Denial or limited authorization of a requested service, including the type or level of service; 
2.   Reduction, suspension, or termination of a previously authorized service; 
3.   Denial, in whole or in part, of payment for a service; 
4.   Failure to provide services in a timely manner, as defined by the State; and 
5.   Failure of an MCO to act within time timeframes provided in Section IV.C. 8. 
 
Agency:  Any state agency, board, or commission other than the University of Nebraska, the 
Nebraska State colleges, the courts, the Legislature, or any officer or agency established by the 
Constitution of Nebraska.  
 
Agent:  A person authorized by a superior or organization to act on their behalf. 
 
Amend:  To alter or change by adding, subtracting, or substituting. A contract can be amended only 
by the parties participating in the contract. A written contract can only be amended in writing. 
 
Amendment:  Written correction or alteration. 
 
Appeal:  As defined in 42 CFR 438.400(3)(b).  A request for review of a Medicaid decision that results 
in any of the following actions: 
1.  The denial or limited authorization of a requested service, including the type or level of service; 
2.  The reduction, suspension, or termination of a previously authorized and covered service; 
3.  The denial, in whole or part, of a payment for a properly authorized and covered service; 
4.  The failure to provide services in a timely manner, as defined by the State; 
5.  The failure of a MCO to act within the established timeframes for grievance and appeal disposition; 
and 
6. For a resident of a rural area with only one Medicaid health plan, the denial of a Medicaid enrollee’s 
request to exercise his or her right, under 42 CFR 438.52(b)(2)(ii), to obtain services outside the 
network.   
 
Appropriation:  Legislative authorization to expend public funds for a specific purpose.  Money set 
apart for a specific use. 
 
Auto Assignment:  The process by which a member, who does not select a primary care provider 
(PCP) and/or plan within a predetermined length of time during enrollment activities is automatically 
assigned to a PCP/plan. 
 
Award:  All purchases, leases, or contracts which are based on competitive proposals will be 
awarded according to the provisions in the Request for Proposal.  The State reserves the right to 
reject any or all proposals, wholly or in part, or to award to multiple bidders in whole or in part.  The 
State reserves the right to waive any deviations or errors that are not material, do not invalidate the  
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legitimacy of the proposal, and do not improve the bidder’s competitive position.  All awards will be 
made in a manner deemed in the best interest of the State. 
 
Basic Benefits Package: The minimum package of medical services that must be provided by the 
MCO to members enrolled in physical health managed care.  
 
Best and Final Offer (BAFO):  A second-stage bid in a public procurement for services.  
 
Bid:  The executed document submitted by a bidder in response to a Request for Proposal. 
 
Bid Bond:  A bond given by a surety on behalf of the bidder to ensure that the bidder will enter into 
the contract as bid and is retained by the State from the date of the bid opening to the date of contract 
signing. 
 
Bidder:  Any person or entity submitting a competitive bid response to a solicitation. 
 
Business:  Any corporation, partnership, individual, sole proprietorship, joint-stock company, joint 
venture, or any other private legal entity. 
 
Business Day:  Any weekday, excepting public holidays. 
 
CAHPS (Consumer Assessment of Healthcare Providers and Systems): A comprehensive 
and evolving family of surveys that ask consumers and patients to evaluate various aspects of health 
care. 
 
Calendar Day:  Every day shown on the calendar; Saturdays, Sundays and State/Federal holidays 
included.  Not to be confused with “Work Day”. 
 
Capitation Payment:  A monthly payment by the State to the Contractor on behalf of each enrollee 
for the provision of medical services under the Contract.  Payment is made regardless of whether the 
particular enrollee receives services during the period covered by the payment. 
 
CFR:  Code of Federal Regulations. 
 
Clean Claim: A claim received by the Contractor for adjudication that requires no further information, 
adjustment, or alteration by the provider of the services in order to be processed and paid by the 
contractor. 
 
CMS:  Centers for Medicare and Medicaid Services, a U.S. federal agency that administers Medicare, 
Medicaid, and State Children’s Health Insurance Programs. 
 
Cold-Call Marketing:   Any unsolicited communication/personal contact with a potential enrollee that 
can reasonably be interpreted as intended to influence the recipient to enroll in that particular MCO’s 
Medicaid product or either to not enroll in or disenroll from another MCO’s Medicaid product. 
 
Collusion:  A secret agreement or cooperation between two or more persons or entities to 
accomplish a fraudulent, deceitful or unlawful purpose. 
 
Competition:  The process by which two or more vendors vie to secure the business of a purchaser 
by offering the most favorable terms as to price, quality, delivery and/or service. 
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Complaint: A written or verbal expression of dissatisfaction from a member about an action taken 
by the Contractor or service provider other than an adverse action.  The Contractor shall not treat 
anything as a complaint that falls within the definition of adverse action. 
 
Comprehensive Risk Contract: A risk contact that covers comprehensive services, that is, 
inpatient hospital services and (for purposes of Nebraska Medicaid Managed Care) services in the 
basic benefits package. 
  
Confidential Information: Unless otherwise defined below, “Confidential Information” shall also 
mean proprietary trade secrets, academic and scientific research work which is in progress and 
unpublished, and other information which if released would give advantage to business competitors 
and serve no public purpose (see Neb. Rev. Stat. §84-712.05(3)).  In accordance with Nebraska 
Attorney General Opinions 92068 and 97033, proof that information is proprietary requires 
identification of specific, named competitor(s) who would be advantaged by release of the information 
and the specific advantage the competitor(s) would provide. 
 
Contract:  An agreement between two or more persons to perform a specific act or acts.  
 
Contract Administration:  The Management of various facets of contracts to assure that the 
contractors total performance is in accordance with the contractual commitments and obligations to 
the purchaser are fulfilled. 
 
Contract Management:  Includes reviewing and approving of changes, executing renewals, handling 
disciplinary actions, adding additional users, and any other form of action that could change the 
contract.  
 
Contractor:  Any person or entity that supplies goods and/or services. 
 
Copyright:  A grant to a writer/artist that recognizes sole authorship/creation of a work and protects 
the creator’s interest(s) therein.   
 
Coverage Areas:  Designated areas of the State for mandatory participation in Managed Care.   
 
Covered Services: See Basic Benefits Package. 
 
CPU:  Any computer or computer system that is used by the State to store, process, or retrieve data 
or perform other functions using Operating Systems and applications software. 
 
Critical Access Hospital: A facility (1) with acute care inpatient beds where care or treatment is 
provided on an outpatient basis or on an inpatient basis to persons for an average period of not more 
than 96 hours and emergency services are provided on a 24 hour basis and (2) which has formal 
agreements with at least one hospital and other appropriate providers for services such as patient 
referral and transfer, communications systems, provision of emergency and nonemergency 
transportation, and backup medical and emergency services. A facility licensed as a critical access 
hospital must have no more than 25 acute care inpatient beds.  Critical Access Hospitals are licensed 
as such by the Department of Health and Human Services Regulation and Licensure under 175 NAC 
9 and certified for participation by Medicare as a Critical Access Hospital.   
 
Default:  The omission or failure to perform a contractual duty.  
 
Deviation: Any proposed change(s) or alteration(s) to either the contractual language or deliverables 
within the scope of this Request for Proposal.   
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DHHS:  Nebraska Department of Health and Human Services. 
 
Disenrollment:  A change in the status of a member from being enrolled with a specific managed 
care entity or a specific primary care provider to being enrolled with a different managed care entity or 
a different primary care provider. 
 
Documentation:  The user manuals and any other materials in any form or medium customarily 
provided by the contractor to the users of the Licensed Software which will provide the State with 
sufficient information to operate, diagnose, and maintain the Licensed Software properly, safely, and 
efficiently. 
 
Early and Periodic, Screening, Diagnostic and Treatment (EPSDT) Program:    The service 
available to all individuals age 20 and younger eligible for medical assistance.  The goal is to provide 
each eligible individual the opportunity for achieving and maintaining optimal health states.  This 
program is also referred to as HEALTH CHECK. 
 
Emergency Medical Condition:  A medical condition manifesting itself by acute symptoms of 
sufficient severity (including severe pain) that a prudent layperson, who possesses an average 
knowledge of health and medicine, could reasonably expect the absence of immediate medical 
attention to result in the following: (1) Placing the health of the individual (or, with respect to a 
pregnant woman, the health of the woman or her unborn child) in serious jeopardy; (2) Serious 
impairment to bodily functions; (3) Serious dysfunction of any bodily organ or part. 
 
Emergency Services:  Covered inpatient and outpatient services that are either furnished by a 
provider that is qualified to furnish these services under Title 42 CFR or the services needed to 
evaluate or stabilize an emergency medical condition. 
 
Encounter Data:  Line-level utilization and expenditure data for services furnished to enrollees 
through the MCO. 
 
Enrollee:  A Medicaid recipient who is currently enrolled in an MCO or PCCM in a given managed 
care program.  This term is used interchangeably with member. 
 
Enrollment:  The process of a member making a choice between two PCP’s in the MCO network or 
between two (2) MCO physical health plans. 
 
Enrollment Broker (EB):  The State’s contracted entity for choice counseling and enrollment 
activities. 
 
Enrollment Report:  A proprietary data file provided by the State to the MCO or PCCM Network 
Administrator.  The enrollment report is the basis for monthly payments to the MCO or PCCM Network 
Administrator. 
 
EPSDT: The Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) service is 
Medicaid comprehensive and preventative child health program for individuals under the age of 21. 
 
Evaluation Committee:  A committee (or committees) appointed by the requesting agency that 
advises and assists the procuring office in the evaluation of proposals. 
 
 
Evaluation of Proposal:  The process of examining a proposal after opening to determine the 
bidder’s responsibility, responsiveness to requirements, and to ascertain other characteristics of the 
proposal that relate to determination of the successful bidder. 
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Extension:  A provision, or exercise of a provision, of a contract that allows a continuance of the 
contract (at the option of the State of Nebraska) for an additional time according to contract 
conditions.  Not to be confused with “Renewals.” 
 
F.O.B. Destination:  Free on Board. The delivery charges have been included in the quoted price 
and prepaid by the vendor.  Vendor is responsible for all claims associated with damages during 
delivery of product. 
 
Family Planning Services:  Covered services for family planning include initial physical examination 
and health history, annual and follow-up visits, laboratory services, prescribing and supplying 
contraceptive supplies and devices, counseling services, and prescribing medication for specific 
treatment. 
 
Fee-for-Service:  Payment by the NMAP directly to a provider for service provided to a member or 
enrollee. 
 
Foreign Corporation:  A foreign corporation is a corporation that was formed (i.e. incorporated) in 
another state but transacting business in Nebraska pursuant to a certificate of authority issued by the 
Nebraska Secretary of State. 
 
FQHC:    Federally Qualified Health Center. 
 
Grievance:  An expression of dissatisfaction about any matter other than an action as “adverse 
action” is defined above.  The term is also used to refer to the overall system that includes grievances 
and appeals handled at the MCO level and access to the State fair hearing process. 
 
Healthcare Effectiveness Data and Information Set (HEDIS): The most widely used set of 
standardized performance measures used in the managed care industry, designed to allow reliable 
comparison of the performance of managed health care plans.  HEDIS is sponsored, supported, and 
maintained by the National committee of Quality Assurance (NCQA). 
 
Information System(s): A combination of computing and telecommunications hardware and 
software that is used in: (a) the capture, storage, manipulation, movement, control, display, 
interchange and/or transmission of information, i.e., structured data which may include digitized audio 
and video) and documents as well as non-digitized audio and video; and/or (b) the processing of 
information and non-digitized audio and video for purposes of enabling and/or facilitating a business 
process or related transaction. 
 
Interim PCP:  A primary care provider designated by the MCO or PCCM Network Administrator when 
the member’s chosen or assigned PCP is not available. 
 
Late Proposal: A proposal received at the place specified in the solicitation after the date and time 
designated for all proposals to be received. 
 
Licensed Software:  Any and all software and documentation by which the State acquires or is 
granted any rights under the contract. 
 
Lock-In:  A method used by the State to limit the medical services of a member who has been 
determined to be abusing or inappropriately utilizing services provided by the NMAP.  
 
Managed Care Organization (MCO):  An organization that has or is seeking to qualify for a 
comprehensive risk contract to provide services to Medicaid managed care enrollees.  An entity that 
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has, or is seeking to qualify for, a comprehensive risk contract , and that is – (1) A Federally qualified 
HMO that meets the advance directives requirements of subpart I of part 489 of Chapter 438 of the 
Code of Federal Regulations Title 42; or (2) Any public or private entity that meets the advance 
directives requirements and is determined to also meet the following conditions: (i) Makes the 
services it provides to its Medicaid enrollees as accessible (in terms of timeliness, amount, duration, 
and scope) as those services are to other Medicaid recipients within the area served by the entity; and 
(ii) Meets the solvency standards of 42 CFR 438.116. 
 
Managed Care Plan (Plan):  Any of the contracted managed care entities that provide physical health 
services to members enrolled in the NMMCP. 
 
Mandatory:  Required, compulsory or obligatory.  
 
Marketing:  Any communication from an MCO or PCCM to a Medicaid recipient who is not enrolled in 
that entity that can reasonably be interpreted as intended to influence the recipient to enroll in that 
particular MCO’s or PCCM’s Medicaid product or either to not enroll in or to disenroll from another 
MCO’s or PCCM’s Medicaid product. 
 
Marketing Material:  Material that is produced in any medium, by or on behalf of an MCO or PCCM, 
and can reasonably be interpreted as intended to market to potential enrollees.  The terms “MCO” or 
“PCCM” include any of the entity’s employees, affiliated providers, agents, or contractors. 
 
May:  Denotes discretion. 
 
Medical Necessity:  Health care services and supplies which are medically appropriate, and – 
1.   Necessary to meet the basic health needs of the member; 
2.   Rendered in the most cost-efficient manner and type of setting appropriate for the delivery of the    
covered service; 
3.  Consistent in type, frequency, and duration of treatment with scientifically based guidelines of 
national medical, research, or health care coverage organizations or governmental agencies; 
4.   Consistent with the diagnosis of the condition; 
5.   Required for means other than convenience of the member or his/her physician; 
6. No more intrusive or restrictive than necessary to provide a proper balance of safety, effectiveness, 
and efficiency; 
7.   Of demonstrated value; and 
8.   No more intense level of service than can be safely provided. 
 
Member:  For the purposes of the Medicaid program, an individual entitled to benefits under Title XIX 
or Title XXI of the Social Security Act and under the rules for participation in the Nebraska Medical 
Assistance Program.  This term is used interchangeably with enrollee. 
 
Module:  A collection of routines and data structures that perform a specific function of the Licensed 
Software. 
 
Must:  Denotes the imperative, required, compulsory or obligatory.   
 
NAC:  Nebraska Administrative Code. 
 
NDC: National Drug Code.  The NDC serves as universal product identifier for human drugs. 
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NMAP:  The Nebraska Medical Assistance Program, administered by the Nebraska Department of 
Health and Human Services, Division of Medicaid and Long-Term Care.  NMAP is also referred to as 
Medicaid. 
 
NMES:  The Nebraska Medicaid Eligibility System, an automated eligibility verification system for use 
by Medicaid service providers. 
 
NMMCP:  Nebraska Medicaid Managed Care Program. 
 
Opening Date:  Specified date and time for the public opening of received, labeled and sealed formal 
proposals.  Not to be confused with “Release Date”. 
 
Operating System:  The control program in a computer that provides the interface to the computer 
hardware and peripheral devices, and the usage and allocation of memory resources, processor 
resources, input/output resources, and security resources. 
 
Outsourcing:  Acquiring computing or related services from a source outside of the State of 
Nebraska which may include programming and/or executing the State’s Licensed Software on the 
State’s CPU’s, programming, and/or executing the State’s programs and Licensed Software on the 
contractor’s CPU’s or any mix thereof. 
 
Outsourcing Company:  A company that provides Outsourcing Services under contract to the State. 
 
Patient-Centered Medical Home: An enhanced model of primary care in which a patient establishes 
an ongoing relationship with a Primary Care Provider (PCP) in a PCP-directed team of health care 
providers.   This team coordinates all aspects of a patient’s physical and mental health care needs, 
including prevention and wellness, acute care and chronic care, across the health care system in 
order to improve access and health outcomes in a cost effective manner.  
 
Peer Review:  An entity under contract with the State to perform a review of health care practitioners 
of service ordered or furnished by other practitioners in the same professional field. 
 
Performance Bond:  A bond given by a surety on behalf of the contractor to ensure the timely and 
proper (in sole estimation of the State) performance of a contract.  
 
Platform:  A specific hardware and Operating System combination that is different from other 
hardware and Operating System combinations to the extent that a different version of the Licensed 
Software product is required to execute properly in the environment established by such hardware 
and Operating System combination. 
 
Post Stabilization Care Services:  Covered services, related to an emergency medical condition that 
are provided after an enrollee is stabilized in order to maintain the stabilized condition, or under the 
circumstances described in 42 CFR 438.114(e), to improve or resolve the enrollee’s condition. 
 
Potential Enrollee:  A Medicaid recipient who is subject to mandatory enrollment or may voluntarily 
elect to enroll in a given managed care program, but is not yet an enrollee of a specific MCO or 
PCCM. 
 
Primary Care Provider (PCP):  A medical professional chosen by the member or assigned to provide 
primary care services.  Provider types that can be PCPs are Medical Doctors (MDs) or Doctors of 
Osteopathy (DOs) from any of the following practice areas: General Practice, Family Practice, Internal 
Medicine, Pediatrics, Obstetrics/Gynecology (OB/GYN), Advanced Practice Nurses (APNs) and 
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Physician Assistants (when APNs and PAs are practicing under the supervision of a physician 
specializing in Family Practice, Internal Medicine, Pediatrics or Obstetrics/Gynecology who also 
qualifies as a PCP under this contract).    
 
Primary Care Services:  All health care services and laboratory services customarily furnished by or 
through a general practitioner, family physician, internal medicine physician, obstetrician/gynecologist, 
or pediatrician, to the extent the furnishing of those services is legally authorized in the State in which 
the practitioner furnishes them.   
 
Prior Authorization: The act of authorizing specific services or activities before they are rendered or 
occur. 
 
Product:  A module, a system, or any other software-related item provided by the contractor to the 
State. 
 
Program Error:  Code in Licensed Software which produces unintended results or actions, or which 
produces results or actions other than those described in the specifications.  A program error 
includes, without limitation, any “Critical Program Error.” 
 
Program Set:  The group of programs and products, including the Licensed Software specified in the 
RFP, plus any additional programs and products licensed by the State under the contract for use by 
the State. 
 
Project:  The total of all software, documentation, and services to be provided by the contractor under 
this contract. 
 
Proposal:  The executed document submitted by a bidder in response to a Request for Proposal. 
 
Proprietary Information:  Proprietary information is defined as trade secrets, academic and scientific 
research work which is in progress and unpublished, and other information which if released would 
give advantage to business competitors and serve no public purpose (see Neb. Rev. Stat. §84-
712.05(3)).  In accordance with Attorney General Opinions 92068 and 97033, proof that information is 
proprietary requires identification of specific, named competitor(s) who would be advantaged by 
release of the information and the specific advantage the competitor(s) would receive.   
 
Protest:  A complaint about a governmental action or decision related to a Request for Proposal or 
the resultant contract, brought by a prospective bidder, a bidder, a contractor, or other interested party 
to AS Materiel Division or another designated agency with the intention of achieving a remedial result. 
 
Public Proposal Opening:  The process of opening proposals, conducted at the time and place 
specified in the Request for Proposal, and in the presence of anyone who wishes to attend. 
 
Recommended Hardware Configuration:  The data processing hardware (including all terminals, 
auxiliary storage, communication, and other peripheral devices) to the extent utilized by the State as 
recommended by the contractor. 
 
Reinsurance:    Also known as stop-loss insurance, risk control, or excess insurance, is a product 
that provides protection against catastrophic or unpredictable losses.  Specifically, this is insurance 
that a MCO purchases to protect itself against part or all of the losses incurred in the process of 
honoring the claims of members. 
 
Release Date:  Date of release of the Request for Proposal to the public for submission of proposal 
responses.  Not to be confused with “Opening Date”. 
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Renewal:  Continuance of a contract for an additional term after a formal signing by the parties. 
   
Representative:  Includes an agent, an officer of a corporation or association, a trustee, executor or 
administrator of an estate, or any other person legally empowered to act for another. 
 
Request for Proposal (RFP):  All documents, whether attached or incorporated by reference, utilized 
for soliciting competitive proposals.  
 
Responsible Bidder:  A bidder who has the capability in all respects to perform fully all requirements 
with integrity and reliability to assure good faith performance. 
 
Responsive Bidder:  A bidder who has submitted a bid which conforms in all respects to the 
solicitation document. 
 
RHC: Rural Health Clinic. 
 
Risk Contract:  A contract under which the contractor: (1) Assumes risk for the cost of the services 
covered under the contract; and (2) Incurs loss if the cost of furnishing the services exceeds the 
payments under the contract. 
 
Shall:  Denotes the imperative, required, compulsory or obligatory. 
 
Should:  Indicates an expectation. 
 
Solicitation:  The process of notifying prospective bidders or offerors that the State of Nebraska 
wishes to receive proposals for furnishing services.  The process may consist of public advertising, 
posting notices, or mailing Request for Proposals and/or Request for Proposal announcement letter to 
prospective bidders, or all of these. 
 
Solicitation Document:  Request for Proposal. 
 
Specifications:  The information provided by or on behalf of the contractor that fully describes the 
capabilities and functionality of the Licensed Software as set forth in any material provided by the 
contractor, including the documentation and User’s Manuals described herein. 
 
Substitute Health Services:   Those services a MCO has used as a replacement for or in lieu of a 
service covered under this Contract because the MCO has determined: (1) the MCO reimbursement 
for the Substitute Health Service is less than the MCO reimbursement for the Covered Service would 
have been, had the Covered Service been provided; and (2) that the health status and quality of life 
for the enrollee is expected to be the same or better using the Substitute Health Service as it would be 
using the Covered Service. 
 
Subcontractor: Any organization or person who provides an function or service for the 
Contractor specifically related to securing or fulfilling the Contractor’s obligations under the terms of 
the Agreement.  Subcontractor does not include provider unless the provider is responsible for 
services other than those that could be covered in a provider agreement. 
 
System:  Any collection or aggregation of two (2) or more Modules that is designed to function, or is 
represented by the contractor as functioning or being capable of functioning as an entity. 
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Termination:  Occurs when either party pursuant to a power created by agreement or law puts an 
end to the contract.  All obligations which are still executory on both sides are discharged but any right 
based on prior breach or performance survives.  
Third Party Liability (TPL): Any amount due for all or part of the cost of medical, behavioral health, 
or long-term care services from a third party. 
 
Third Party Resource (TPR):  Any individual, entity, or program that is or may be liable to pay all or 
part of the cost of any medical services furnished to a member. 
 
Trademark:  A distinguishing sign, symbol, mark, word, or arrangement of words in the form of a label 
or other indication, that is adopted and used by a manufacturer or distributor to designate its particular 
goods and which no other person has the legal right to use. 
 
Trade Secret:  Information, including, but not limited to, a drawing, formula, pattern, compilation, 
program, device, method, technique, code, or process that; (a) derives independent economic value, 
actual or potential, from not being known to, and not being ascertainable by proper means, other 
persons who can obtain economic value from its disclosure or use; and (b) is the subject of efforts that 
are reasonable under the circumstances to maintain its secrecy (see Neb. Rev. Stat. §87-502(4)). 
 
Vendor:  An actual or potential contractor; a contractor. 
 
Waiver of Enrollment:    A change in the status of a member from being considered mandatory for 
participation in Managed Care to being ineligible for participation in Managed Care. 
 
Will:  Denotes the imperative, required, compulsory or obligatory. 
 
 
 
 
 
 
 
 
.
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I. SCOPE OF THE REQUEST FOR PROPOSAL 
 
The State of Nebraska, Administrative Services (AS), Materiel Division, Purchasing Bureau (hereafter 
known as State Purchasing Bureau), is issuing this Request for Proposal, RFP Number 3792Z1 for 
the purpose of selecting one (1) or two (2) Qualified Contractors to Provide Medicaid Managed Care 
Physical Health Service through a Managed Care Organization for the counties not currently served 
by physical health managed care.   
  
A contract resulting from this Request for Proposal will be issued for a period of three (3) years 
effective July 1, 2012 through June 30, 2015.  
 
ALL INFORMATION PERTINENT TO THIS REQUEST FOR PROPOSAL CAN BE FOUND ON THE 
INTERNET AT:  http://www.das.state.ne.us/materiel/purchasing/rfp.htm 
 
A. SCHEDULE OF EVENTS  

The State expects to adhere to the tentative procurement schedule shown below.  It should be 
noted, however, that some dates are approximate and subject to change.  

 
ACTIVITY DATE/TIME 

1. Release Request for Proposal September 30, 2011 
2. Last day to submit first round written questions  October 11, 2011 
3. State responds to the first round questions through Request 

for Proposal “Addendum” and/or “Amendment” to be posted 
to the Internet at: 
http://www.das.state.ne.us/materiel/purchasing/rfp.htm 

October 17, 2011 

4. Last day to submit second round written questions   October 27, 2011 
5. State responds to second round questions through Request 

for Proposal “Addendum” and/or “Amendment” to be posted 
to the Internet at: 
http://www.das.state.ne.us/materiel/purchasing/rfp.htm 

November 3, 2011 

6. Last day to submit “Letter of Intent to Bid” November 3, 2011 
7. Proposal opening 

Location: Nebraska State Office Building 
  State Purchasing Bureau 
  301 Centennial Mall South, Mall Level 
  Lincoln, NE 68508 

December 6, 2011 
 2:00 PM 

Central Time 

8. Review for conformance or mandatory requirements  
December 6, 2011 

 
9. Evaluation period December 7-December 

27, 2011 
10. “Oral Interview/Presentations and/or Demonstrations”(if 

required) 
To Be Determined 

11. Post “Letter of Intent to Contract” to Internet at:  
http://www.das.state.ne.us/materiel/purchasing/rfp.htm 

December 28, 2011 

12. Performance bond submission   January 9, 2012 
13. Contract Award   February 28, 2012 
14. Contractor start date July 1, 2012 
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II. PROCUREMENT PROCEDURES 
 
A. PROCURING OFFICE AND CONTACT PERSON   

Procurement responsibilities related to this Request for Proposal reside with the State 
Purchasing Bureau.  The point of contact for the procurement is as follows: 

 
Name:   Ruth Gray   
Agency:  State Purchasing Bureau  
Address:  301 Centennial Mall South, Mall Level 
  Lincoln, NE  68508 
 
   OR 
 
Address: P.O. Box 94847 
  Lincoln, NE  68509 
Telephone: 402-471-2401 
Facsimile:  402-471-2089 
E-Mail:  matpurch.dasmat@nebraska.gov  
 

B. GENERAL INFORMATION  
The Request for Proposal is designed to solicit proposals from qualified vendors who will be 
responsible for providing Two Qualified Contractors to Provide Medicaid Managed Care 
Physical Health Service through a Managed Care Organization at a competitive and 
reasonable cost.  Proposals that do not conform to the mandatory items as indicated in the 
Request for Proposal will not be considered. 
 
Proposals shall conform to all instructions, conditions, and requirements included in the 
Request for Proposal.  Prospective bidders are expected to carefully examine all 
documentation, schedules and requirements stipulated in this Request for Proposal, and 
respond to each requirement in the format prescribed. 
 
A fixed-price contract will be awarded as a result of this proposal.  In addition to the provisions 
of this Request for Proposal and the awarded proposal, which shall be incorporated by 
reference in the contract, any additional clauses or provisions required by the terms and 
conditions will be included as an amendment to the contract. 
 

C. COMMUNICATION WITH STATE STAFF  
From the date the Request for Proposal is issued until a determination is announced regarding 
the selection of the contractor, contact regarding this project between potential contractors and 
individuals employed by the State is restricted to only written communication with the staff 
designated  above as the point of contact for this Request for Proposal.   
 
Once a contractor is preliminarily selected, as documented in the intent to contract, that 
contractor is restricted from communicating with State staff until a contract is signed.  Violation 
of this condition may be considered sufficient cause to reject a contractor’s proposal and/or 
selection irrespective of any other condition. 
 
The following exceptions to these restrictions are permitted: 
 
1. written communication with the person(s) designated as the point(s) of contact for this 

Request for Proposal or procurement; 
2. contacts made pursuant to any pre-existing contracts or obligations; and 
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3. state-requested presentations, key personnel interviews, clarification sessions or 
discussions to finalize a contract. 

 
Violations of these conditions may be considered sufficient cause to reject a bidder’s proposal 
and/or selection irrespective of any other condition.  No individual member of the State, 
employee of the State, or member of the Evaluation Committee is empowered to make binding 
statements regarding this Request for Proposal.  The buyer will issue any clarifications or 
opinions regarding this Request for Proposal in writing. 
 

D. NOTIFICATION OF INTENT TO BID    
Bidders should hand deliver, return by facsimile, e-mail or delivery by US mail the “Notification 
of Intent to Bid Form” that accompanies this document (see Form B) to the contact person 
shown on the cover page of the Request For Proposal Form.  This form should be filled out in 
its entirety and returned no later than the date shown in the Schedule of Events.   
 
It is preferred that Form B, Notification of Intent To Bid, be sent via e-mail to 
matpurch.dasmat@nebraska.gov, but may be hand delivered, sent via facsimile to 402-471-
2089 or delivery by US mail. 
 
A list of vendors who submitted a Notification of Intent to Bid will be provided through an 
addendum to be posted on the Internet at 
http://www.das.state.ne.us/materiel/purchasing/rfp.htm on or after the date shown in the 
Schedule of Events. 
 

E. WRITTEN QUESTIONS AND ANSWERS  
Any explanation desired by a bidder regarding the meaning or interpretation of any Request 
for Proposal provision must be submitted in writing to the State Purchasing Bureau and clearly 
marked “RFP Number 3792Z1; Medicaid Managed Care Organization Questions”.  It is 
preferred that questions be sent via e-mail to matpurch.dasmat@nebraska.gov.  Questions 
may also be sent by facsimile to 402-471-2089, but must include a cover sheet clearly 
indicating that the transmission is to the attention of Ruth Gray, showing the total number of 
pages transmitted, and clearly marked “RFP Number 3792Z1; Medicaid Managed Care 
Organization Questions”.  
 
Written answers will be provided through an addendum to be posted on the Internet at 
http://www.das.state.ne.us/materiel/purchasing/rfp.htm on or before the date shown in the 
Schedule of Events. 
 

F. ORAL INTERVIEWS/PRESENTATIONS AND/OR DEMONSTRATIONS   
The Evaluation Committee(s) may conclude after the completion of the Technical Proposal 
evaluation that oral interviews/presentations and/or demonstrations are required in order to 
determine the successful bidder.  All bidders may not have an opportunity to interview/present 
and/or give demonstrations; the State reserves the right to select only the top scoring bidders 
to present/give oral interviews in its sole discretion. The scores from the oral 
interviews/presentations and/or demonstrations will be added to the scores from the Technical 
Proposals.  The presentation process will allow the bidders to demonstrate their proposal 
offering, explaining and/or clarifying any unusual or significant elements related to their 
proposals.  Bidders’ key personnel may be requested to participate in a structured interview to 
determine their understanding of the requirements of this proposal, their authority and 
reporting relationships within their firm, and their management style and philosophy.  Bidders 
shall not be allowed to alter or amend their proposals.  Only representatives of the State and 
the presenting bidders will be permitted to attend the oral interviews/presentations and/or 
demonstrations. 
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Once the oral interviews/presentations and/or demonstrations have been completed the State 
reserves the right to make a contract award without any further discussion with the bidders 
regarding the proposals received. 
 
Detailed notes of oral interviews/presentations and/or demonstrations may be recorded and 
supplemental information (such as briefing charts, et cetera) may be accepted; however, such 
supplemental information shall not be considered an amendment to a bidders' proposal.  
Additional written information gathered in this manner shall not constitute replacement of 
proposal contents. 
 
Any cost incidental to the oral interviews/presentations and/or demonstrations shall be borne 
entirely by the bidder and will not be compensated by the State. 
 

G. SUBMISSION OF PROPOSALS  
The following describes the requirements related to proposal submission, proposal handling 
and review by the State. 
 
To facilitate the proposal evaluation process, one (1) original, clearly identified as such, and 
seven (7) copies of the entire proposal should be submitted.  The copy marked “original” shall 
take precedence over any other copies, should there be a discrepancy.  Proposals must be 
submitted by the proposal due date and time.  A separate sheet must be provided that clearly 
states which sections have been submitted as proprietary or have copyrighted materials.  All 
proprietary information the bidder wishes the State to withhold must be submitted in 
accordance with the instructions outlined in Section III, Proprietary Information.  Proposal 
responses should include the completed Form A, Bidder Contact Sheet.  Proposals must 
reference the request for proposal number and be sent to the specified address.  Container(s) 
utilized for original documents should be clearly marked “ORIGINAL DOCUMENTS”.  Please 
note that the address label should appear as specified in Section II part A on the face of each 
container or bidder’s bid response packet.  Rejected late proposals will be returned to the 
bidder unopened, if requested, at bidder's expense.  If a recipient phone number is required for 
delivery purposes, 402-471-2401 should be used.  The request for proposal number must be 
included in all correspondence. 
 
Emphasis should be concentrated on conformance to the Request for Proposal instructions, 
responsiveness to requirements, completeness and clarity of content. If the bidder’s proposal 
is presented in such a fashion that makes evaluation difficult or overly time consuming, it is 
likely that points will be lost in the evaluation process. Elaborate and lengthy proposals are 
neither necessary nor desired. 
 
The Technical Proposal should be packaged (loose-leaf binders are preferred) on standard 8 
½” by 11” paper, except that charts, diagrams and the like may be on fold-outs which, when 
folded, fit into the 8 ½” by 11” format.  Pages may be consecutively numbered for the entire 
proposal, or may be numbered consecutively within sections.  Figures and tables must be 
numbered and referenced in the text by that number.  They should be placed as close as 
possible to the referencing text.  The Technical Proposal must not contain any reference to 
dollar amounts.  However, information such as data concerning labor hours and categories, 
materials, subcontracts and so forth, shall be considered in the Technical Proposal so that the 
bidder’s understanding of the scope of work may be evaluated.  The Technical Proposal shall 
disclose the bidder’s technical approach in as much detail as possible, including, but not 
limited to, the information required by the Technical Proposal instructions. 
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H. PROPOSAL OPENING  
The sealed proposals will be publicly opened and the bidding entities announced on the date, 
time and location shown in the Schedule of Events.  Proposals will be available for viewing by 
those present after the proposal opening. Bidders may also contact the State to schedule an 
appointment for viewing proposals after the opening date. 
 

I. LATE PROPOSALS 
Proposals received after the time and date of the proposal opening will be considered late 
proposals.  Rejected late proposals will be returned to the bidder unopened, if requested, at 
bidder's expense.  The State is not responsible for proposals that are late or lost due to mail 
service inadequacies, traffic or any other reason(s). 
 

J. REJECTION OF PROPOSALS  
The State reserves the right to reject any or all proposals, wholly or in part, or to award to 
multiple bidders in whole or in part.  The State reserves the right to waive any deviations or 
errors that are not material, do not invalidate the legitimacy of the proposal and do not improve 
the bidder’s competitive position.  All awards will be made in a manner deemed in the best 
interest of the State. 
 

K. EVALUATION OF PROPOSALS 
All responses to this Request for Proposal which fulfill all mandatory requirements will be 
evaluated.  Each category will have a maximum possible point potential.  The State will 
conduct a fair, impartial and comprehensive evaluation of all proposals in accordance with the 
criteria set forth below.  Areas that will be addressed and scored during the evaluation include: 
 
1. Executive Summary; 
2. Corporate Overview shall include but is not limited to; 

 
a. the ability, capacity and skill of the bidder to deliver and implement the system 

or project that meets the requirements of the Request for Proposal; 
b. the character, integrity, reputation, judgment, experience and efficiency of the 

bidder; 
c. whether the bidder can perform the contract within the specified time frame; 
d. the quality of bidder performance on prior contracts; 
e. such other information that may be secured and that has a bearing on the 

decision to award the contract; and 
 

3. Technical Approach. 
 
Evaluation criteria will become public information at the time of the Request for Proposal 
opening.  Evaluation criteria and a list of respondents will be posted to the State Purchasing 
Bureau website at http://www.das.state.ne.us/materiel/purchasing/rfp.htm  Evaluation criteria 
will not be released prior to the proposal opening.     

 
L. EVALUATION COMMITTEE  

Proposals will be independently evaluated by members of the Evaluation Committee(s).  The 
committee(s) will consist of staff with the appropriate expertise to conduct such proposal 
evaluations.  Names of the members of the Evaluation Committee(s) will not become public 
information. 
 
Prior to award, bidders are advised that only the point of contact indicated on the front cover of 
this Request For Proposal For Contractual Services Form can clarify issues or render any 
opinion regarding this Request for Proposal.  No individual member of the State, employee of 
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the State or member of the Evaluation Committee(s) is empowered to make binding 
statements regarding this Request for Proposal. 
 

M. MANDATORY REQUIREMENTS  
The proposals will first be examined to determine if all mandatory requirements listed below 
have been addressed to warrant further evaluation. Proposals not meeting mandatory 
requirements will be excluded from further evaluation.  The mandatory requirement items are 
as follows: 
 
1. Signed,  in ink, Request For Proposal For Contractual Services form; 
2. Executive Summary; 
3. Corporate Overview; and 
4. Technical Approach. 
 

N. REFERENCE CHECKS 
The State reserves the right to check any reference(s), regardless of the source of the 
reference information, including but not limited to, those that are identified by the company in 
the proposal, those indicated through the explicitly specified contacts, those that are identified 
during the review of the proposal, or those that result from communication with other entities 
involved with similar projects. 
 
Information to be requested and evaluated from references may include, but is not limited to, 
some or all of the following: project description and background, job performed, functional and 
technical abilities, communication skills and timeliness, cost and schedule estimates and 
accuracy, problems (poor quality deliverables, contract disputes, work stoppages, et cetera), 
overall performance, and whether or not the reference would rehire the firm or individual.  Only 
top scoring bidders may receive reference checks and negative references may eliminate 
bidders from consideration for award.  
 

O. SECRETARY OF STATE/TAX COMMISSIONER REGISTRATION REQUIREMENTS  
All bidders are expected to comply with any statutory registration requirements.  It is the 
responsibility of the bidder who is the recipient of an Intent to Award to comply with any 
statutory registration requirements pertaining to types of business entities (e.g. a foreign or 
Nebraska corporation, non-resident contractor, limited partnership, or other type of business 
entity).  The bidder who is the recipient of Intent to Award will be required to certify that it has 
so complied and produce a true and exact copy of its registration certificate, or, in the case 
registration is not required, to provide the reason as to why none is required.  This must be 
accomplished prior to the award of contract. 
 

P. VIOLATION OF TERMS AND CONDITIONS 
Violation of the terms and conditions contained in this Request for Proposal or any resultant 
contract, at any time before or after the award, shall be grounds for action by the State which 
may include, but is not limited to, the following: 
 
1. rejection of a bidder’s proposal; 
2. suspension of the bidder from further bidding with the State for the period of time 

relative to the seriousness of the violation, such period to be within the sole discretion 
of the State. 
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III. TERMS AND CONDITIONS 
 
By signing the “Request For Proposal For Contractual Services” form, the bidder guarantees 
compliance with the provisions stated in this Request for Proposal, agrees to the terms and conditions 
and certifies bidder maintains a drug free work place environment. 
 
Bidders are expected to closely read the Terms and Conditions and provide a binding signature of 
intent to comply with the Terms and Conditions; provided, however, a bidder may indicate any 
exceptions to the Terms and Conditions by (1) clearly identifying the term or condition by subsection, 
(2) including an explanation for the bidder’s inability to comply with such term or condition which 
includes a statement recommending terms and conditions the bidder would find acceptable.  
Rejection in whole or in part of the Terms and Conditions may be cause for rejection of a bidder’s 
proposal. 
 
A. GENERAL  

The contract resulting from this Request for Proposal shall incorporate the following 
documents: 
 
1. the signed Request For Proposal form;  
2. the original Request for Proposal document; 
3. any Request for Proposal addenda and/or amendments to include questions and 

answers;  
4. the contractor’s proposal;  
5. any contract amendments, in order of significance; and 
6. contract award. 
 
Unless otherwise specifically stated in a contract amendment, in case of any conflict between 
the incorporated documents, the documents shall govern in the following order of preference 
with number one (1) receiving preference over all other documents and with each lower 
numbered document having preference over any higher numbered document: 1) the contract 
award, 2) contract amendments with the latest dated amendment having the highest priority, 
3) Request for Proposal addenda and/or amendments with the latest dated amendment having 
the highest priority, 4) the original Request for Proposal, 5) the signed Request For Proposal 
form, 6) the contractor’s proposal. 
 
Any ambiguity in any provision of this contract which shall be discovered after its execution 
shall be resolved in accordance with the rules of contract interpretation as established in the 
State of Nebraska. 
 
Once proposals are opened they become the property of the State of Nebraska and will not be 
returned. 
 

B. AWARD 
All purchases, leases, or contracts which are based on competitive proposals will be awarded 
according to the provisions in the Request for Proposal.  The State reserves the right to reject 
any or all proposals, wholly or in part, or to award to multiple bidders in whole or in part, and at 
its discretion, may withdraw or amend the Request for Proposal at any time.  The State 
reserves the right to waive any deviations or errors that are not material, do not invalidate the 
legitimacy of the proposal, and do not improve the bidder’s competitive position.  All awards 
will be made in a manner deemed in the best interest of the State.  The Request for Proposal 
does not commit the State to award a contract.  If, in the opinion of the State, revisions or 
amendments will require substantive changes in proposals, the due date may be extended. 
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By submitting a proposal in response to this Request for Proposal, the bidder grants to the 
State the right to contact or arrange a visit in person with any or all of the bidder’s clients. 
 
Once an intent to award decision has been determined, it will be posted to the Internet at: 
http://www.das.state.ne.us/materiel/purchasing/rfp.htm 
 
Grievance and protest procedure is available on the Internet at: 
http://www.das.state.ne.us/materiel/purchasing/agencycommoditiesprocurementmanual/Prote
stGrievanceProcedureForCommodities&Services.doc   
 
Any protests must be filed by a vendor within ten (10) calendar days after the intent to award 
decision is posted to the Internet. 
 

C. COMPLIANCE WITH CIVIL RIGHTS LAWS AND EQUAL OPPORTUNITY EMPLOYMENT / 
NONDISCRIMINATION  
The contractor shall comply with all applicable local, State and Federal statutes and 
regulations regarding civil rights laws and equal opportunity employment. The Nebraska Fair 
Employment Practice Act prohibits contractors of the State of Nebraska, and their 
subcontractors, from discriminating against any employee or applicant for employment, with 
respect to hire, tenure, terms, conditions or privileges of employment because of race, color, 
religion, sex, disability, or national origin (Neb. Rev. Stat. §48-1101 to 48-1125).   The 
contractor guarantees compliance with the Nebraska Fair Employment Practice Act, and 
breach of this provision shall be regarded as a material breach of contract.  The contractor 
shall insert a similar provision in all subcontracts for services to be covered by any contract 
resulting from this Request for Proposal. 
 

D. PERMITS, REGULATIONS, LAWS 
The contractor shall procure and pay for all permits, licenses and approvals necessary for the 
execution of the contract.  The contractor shall comply with all applicable local, state, and 
federal laws, ordinances, rules, orders and regulations.  
 

E. OWNERSHIP OF INFORMATION AND DATA  
The State of Nebraska shall have the unlimited right to publish, duplicate, use and disclose all 
information and data developed or derived by the contractor pursuant to this contract. 
 
The contractor must guarantee that it has the full legal right to the materials, supplies, 
equipment, and other rights or titles (e.g. rights to licenses transfer or assign deliverables) 
necessary to execute this contract.  The contract price shall, without exception, include 
compensation for all royalties and costs arising from patents, trademarks and copyrights that 
are in any way involved in the contract.  It shall be the responsibility of the contractor to pay for 
all royalties and costs, and the State must be held harmless from any such claims.   
 

F. INSURANCE REQUIREMENTS 
The contractor shall not commence work under this contract until he or she has obtained all 
the insurance required hereunder and such insurance has been approved by the State.  IF 
contractor will be utilizing any subcontractors, the contractor is responsible for obtaining the 
certificates(s) of insurance required herein under from any and all subcontractor(s).  
Contractor is also responsible for ensuring subcontractor(s) maintain the insurance required 
until completion of the contract requirements. The contractor shall not allow any subcontractor 
to commence work on his or her subcontract until all similar insurance required of the 
subcontractor has been obtained and approved by the contractor.  Approval of the insurance 
by the State shall not limit, relieve or decrease the liability of the contractor hereunder.  
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If by the terms of any insurance a mandatory deductible is required, or if the contractor elects 
to increase the mandatory deductible amount, the contractor shall be responsible for payment 
of the amount of the deductible in the event of a paid claim. 
 
1. WORKERS’ COMPENSATION INSURANCE 

The contractor shall take out and maintain during the life of this contract the statutory 
Workers’ Compensation and Employer's Liability Insurance for all of the contactors’ 
employees to be engaged in work on the project under this contract and, in case any 
such work is sublet, the contractor shall require the subcontractor similarly to provide 
Worker's Compensation and Employer's Liability Insurance for all of the 
subcontractor’s employees to be engaged in such work.  This policy shall be written to 
meet the statutory requirements for the state in which the work is to be performed, 
including Occupational Disease.  This policy shall include a waiver of subrogation in 
favor of the State.  The amounts of such insurance shall not be less than the limits 
stated hereinafter. 
 

2. COMMERCIAL GENERAL LIABILITY INSURANCE AND COMMERCIAL 
AUTOMOBILE LIABILITY INSURANCE 
The contractor shall take out and maintain during the life of this contract such 
Commercial General Liability Insurance and Commercial Automobile Liability Insurance 
as shall protect contractor and any subcontractor performing work covered by this 
contract from claims for damages for bodily injury, including death, as well as from 
claims for property damage, which may arise from operations under this contract, 
whether such operation be by the contractor or by any subcontractor or by anyone 
directly or indirectly employed by either of them, and the amounts of such insurance 
shall not be less than limits stated hereinafter. 
 
The Commercial General Liability Insurance shall be written on an occurrence basis, 
and provide Premises/Operations, Products/Completed Operations, Independent 
Contractors, Personal Injury and Contractual Liability coverage.  The policy shall 
include the State, and others as required by the Contract Documents, as an Additional 
Insured.  This policy shall be primary, and any insurance or self-insurance carried by 
the State shall be considered excess and non-contributory. The Commercial 
Automobile Liability Insurance shall be written to cover all Owned, Non-owned and 
Hired vehicles. 
 

3. INSURANCE COVERAGE AMOUNTS REQUIRED 
 

a. WORKERS' COMPENSATION AND EMPLOYER'S LIABILITY 
Coverage A     Statutory 
Coverage B 
Bodily Injury by Accident   $100,000 each accident 
Bodily Injury by Disease   $500,000 policy limit 
Bodily Injury by Disease   $100,000 each employee 
 

b. COMMERCIAL GENERAL LIABILITY  
General Aggregate    $2,000,000 
Products/Completed Operations Aggregate $2,000,000 
Personal/Advertising Injury   $1,000,000 any one person 
Bodily Injury/Property Damage  $1,000,000 per occurrence 
Fire Damage     $50,000 any one fire 
Medical Payments    $5,000 any one person 
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c. COMMERCIAL AUTOMOBILE LIABILITY  
Bodily Injury/Property Damage  $1,000,000 combined single limit 

 
d. UMBRELLA/EXCESS LIABILITY 

Over Primary Insurance   $1,000,000 per occurrence 
 

4. EVIDENCE OF COVERAGE 
The contractor should furnish the State, with their proposal response, a certificate of 
insurance coverage complying with the above requirements to the attention of the 
Buyer, Administrative Services, State Purchasing Bureau, 301 Centennial Mall S, 1st 
Fl, Lincoln, NE 68508 (facsimile 402-471-2089).  These certificates or the cover sheet 
shall reference the RFP number, and the certificates shall include the name of the 
company, policy numbers, effective dates, dates of expiration and amounts and types 
of coverage afforded.  If the State is damaged by the failure of the contractor to 
maintain such insurance, then the contractor shall be responsible for all reasonable 
costs properly attributable thereto. 
 
Notice of cancellation of any required insurance policy must be submitted to 
Administrative Services State Purchasing Bureau when issued and a new coverage 
binder shall be submitted immediately to ensure no break in coverage.   
  

G. COOPERATION WITH OTHER CONTRACTORS  
The State may already have in place or choose to award supplemental contracts for work 
related to this Request for Proposal, or any portion thereof.   
 
1. The State reserves the right to award the contract jointly between two or more potential 

contractors, if such an arrangement is in the best interest of the State.   
2. The contractor shall agree to cooperate with such other contractors, and shall not 

commit or permit any act which may interfere with the performance of work by any 
other contractor. 

 
H. INDEPENDENT CONTRACTOR  

It is agreed that nothing contained herein is intended or should be construed in any manner as 
creating or establishing the relationship of partners between the parties hereto.  The contractor 
represents that it has, or will secure at its own expense, all personnel required to perform the 
services under the contract.  The contractor’s employees and other persons engaged in work 
or services required by the contractor under the contract shall have no contractual relationship 
with the State; they shall not be considered employees of the State. 
 
All claims on behalf of any person arising out of employment or alleged employment (including 
without limit claims of discrimination against the contractor, its officers or its agents) shall in no 
way be the responsibility of the State.  The contractor will hold the State harmless from any 
and all such claims.  Such personnel or other persons shall not require nor be entitled to any 
compensation, rights or benefits from the State including without limit, tenure rights, medical 
and hospital care, sick and vacation leave, severance pay or retirement benefits. 
 

I. CONTRACTOR RESPONSIBILITY  
The contractor is solely responsible for fulfilling the contract, with responsibility for all services 
offered and products to be delivered as stated in the Request for Proposal, the contractor’s 
proposal, and the resulting contract.  The contractor shall be the sole point of contact 
regarding all contractual matters. 
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If the contractor intends to utilize any subcontractors' services, the subcontractors' level of 
effort, tasks and time allocation must be clearly defined in the contractor's proposal.  The 
contractor shall agree that it will not utilize any subcontractors not specifically included in its 
proposal, in the performance of the contract, without the prior written authorization of the 
State.  Following execution of the contract, the contractor shall proceed diligently with all 
services and shall perform such services with qualified personnel in accordance with the 
contract. 
 

J. CONTRACTOR PERSONNEL  
The contractor warrants that all persons assigned to the project shall be employees of the 
contractor or specified subcontractors, and shall be fully qualified to perform the work required 
herein.  Personnel employed by the contractor to fulfill the terms of the contract shall remain 
under the sole direction and control of the contractor.  The contractor shall include a similar 
provision in any contract with any subcontractor selected to perform work on the project. 
 
Personnel commitments made in the contractor's proposal shall not be changed without the 
prior written approval of the State.  Replacement of key personnel, if approved by the State, 
shall be with personnel of equal or greater ability and qualifications. 
 
The State reserves the right to require the contractor to reassign or remove from the project 
any contractor or subcontractor employee. 
 
In respect to its employees, the contractor agrees to be responsible for the following: 
 
1. any and all employment taxes and/or other payroll withholding; 
2. any and all vehicles used by the contractor’s employees, including all insurance 

required by state law; 
3. damages incurred by contractor’s employees within the scope of their duties under  the 

contract; 
4. maintaining workers’ compensation and health insurance and submitting any reports 

on such insurance to the extent required by governing State law; and  
5. determining the hours to be worked and the duties to be performed by the contractor’s 

employees. 
 
Notice of cancellation of any required insurance policy must be submitted to the State when 
issued and a new coverage binder shall be submitted immediately to ensure no break in 
coverage.   
 

K. STATE OF NEBRASKA PERSONNEL RECRUITMENT PROHIBITION  
The contractor shall not, at any time, recruit or employ any State employee or agent who has 
worked on the Request for Proposal or project, or who had any influence on decisions 
affecting the Request for Proposal or project.  
 

L. CONFLICT OF INTEREST  
By submitting a proposal, bidder certifies that there does not now exist any relationship 
between the bidder and any person or entity which is or gives the appearance of a conflict of 
interest related to this Request for Proposal or project. 
 
The bidder certifies that it shall not take any action or acquire any interest, either directly or 
indirectly, which will conflict in any manner or degree with the performance of its services 
hereunder or which creates an actual or appearance of conflict of interest.  
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The bidder certifies that it will not employ any individual known by bidder to have a conflict of 
interest. 
 

M. PROPOSAL PREPARATION COSTS  
The State shall not incur any liability for any costs incurred by bidders in replying to this 
Request for Proposal, in the demonstrations, or oral presentations, or in any other activity 
related to bidding on this Request for Proposal. 
 

N. ERRORS AND OMISSIONS  
The bidder shall not take advantage of any errors and/or omissions in this Request for 
Proposal or resulting contract.  The bidder must promptly notify the State of any errors and/or 
omissions that are discovered. 
 

O. BEGINNING OF WORK  
The bidder shall not commence any billable work until a valid contract has been fully executed 
by the State and the successful contractor.  The contractor will be notified in writing when work 
may begin. 
 

P. ASSIGNMENT BY THE STATE  
The State shall have the right to assign or transfer the contract or any of its interests herein to 
any agency, board, commission, or political subdivision of the State of Nebraska.  There shall 
be no charge to the State for any assignment hereunder.   
 

Q. ASSIGNMENT BY THE CONTRACTOR  
The contractor may not assign, voluntarily or involuntarily, the contract or any of its rights or 
obligations hereunder (including without limitation rights and duties of performance) to any 
third party, without the prior written consent of the State, which will not be unreasonably 
withheld. 
 

R. DEVIATIONS FROM THE REQUEST FOR PROPOSAL 
The requirements contained in the Request for Proposal become a part of the terms and 
conditions of the contract resulting from this Request for Proposal.  Any deviations from the 
Request for Proposal must be clearly defined by the bidder in its proposal and, if accepted by 
the State, will become part of the contract.  Any specifically defined deviations must not be in 
conflict with the basic nature of the Request for Proposal or mandatory requirements.  
“Deviation”, for the purposes of this RFP, means any proposed changes or alterations to either 
the contractual language or deliverables within the scope of this RFP.  The State discourages 
deviations and reserves the right to reject proposed deviations. 
 

S. GOVERNING LAW  
The contract shall be governed in all respects by the laws and statutes of the State of 
Nebraska.  Any legal proceedings against the State of Nebraska regarding this Request for 
Proposal or any resultant contract shall be brought in the State of Nebraska administrative or 
judicial forums as defined by State law.  The contractor must be in compliance with all 
Nebraska statutory and regulatory law.  
 

T. ATTORNEY'S FEES  
In the event of any litigation, appeal or other legal action to enforce any provision of the 
contract, the contractor agrees to pay all expenses of such action, as permitted by law, 
including attorney's fees and costs, if the State is the prevailing party. 
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U. ADVERTISING  
The contractor agrees not to refer to the contract award in advertising in such a manner as to 
state or imply that the company or its services are endorsed or preferred by the State.  News 
releases pertaining to the project shall not be issued without prior written approval from the 
State. 

V. STATE PROPERTY  
The contractor shall be responsible for the proper care and custody of any State-owned 
property which is furnished for the contractor's use during the performance of the contract.  
The contractor shall reimburse the State for any loss or damage of such property, normal wear 
and tear is expected. 
 

W. SITE RULES AND REGULATIONS  
The contractor shall use its best efforts to ensure that its employees, agents and 
subcontractors comply with site rules and regulations while on State premises. If the contractor 
must perform on-site work outside of the daily operational hours set forth by the State, it must 
make arrangements with the State to ensure access to the facility and the equipment has been 
arranged.  No additional payment will be made by the State on the basis of lack of access, 
unless the State fails to provide access as agreed to between the State and the contractor. 
 

X. NOTIFICATION  
During the bid process, all communication between the State and a bidder shall be between 
the bidder’s representative clearly noted in its proposal and the buyer noted in Section II, A. 
Procuring Office and Contact Person of this RFP. After the award of the contract, all notices 
under the contract shall be deemed duly given upon delivery to the staff designated as the 
point of contact for this Request for Proposal, in person, or upon delivery by U.S. Mail, 
facsimile, or e-mail.  Each bidder should provide in its proposal the name, title and complete 
address of its designee to receive notices. 
 
1. Except as otherwise expressly specified herein, all notices, requests or other 

communications shall be in writing and shall be deemed to have been given if delivered 
personally or mailed, by U.S. Mail, postage prepaid, return receipt requested, to the 
parties at their respective addresses set forth above, or at such other addresses as 
may be specified in writing by either of the parties.  All notices, requests, or 
communications shall be deemed effective upon personal delivery or three (3) days 
following deposit in the mail. 

 
2. Whenever the contractor encounters any difficulty which is delaying or threatens to 

delay its timely performance under the contract, the contractor shall immediately give 
notice thereof in writing to the State reciting all relevant information with respect 
thereto.  Such notice shall not in any way constitute a basis for an extension of the 
delivery schedule or be construed as a waiver by the State of any of its rights or 
remedies to which it is entitled by law or equity or pursuant to the provisions of the 
contract.  Failure to give such notice, however, may be grounds for denial of any 
request for an extension of the delivery schedule because of such delay. 

 
Either party may change its address for notification purposes by giving notice of the change, 
and setting forth the new address and an effective date. 
 
For the duration of the contract, all communication between contractor and the State regarding 
the contract shall take place between the contractor and individuals specified by the State in 
writing.  Communication about the contract between contractor and individuals not designated 
as points of contact by the State is strictly forbidden. 
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Y. EARLY TERMINATION  
The contract may be terminated as follows: 
1. The State and the contractor, by mutual written agreement, may terminate the contract 

at any time. 
 

2. The State, in its sole discretion, may terminate the contract for any reason upon 30 
days written notice to the contractor.   Such termination shall not relieve the contractor 
of warranty or other service obligations incurred under the terms of the contract.  In the 
event of cancellation the contractor shall be entitled to payment, determined on a pro 
rata basis, for products or services satisfactorily performed or provided. 
 

3. The State may terminate the contract immediately for the following reasons: 
 
a. if directed to do so by statute; 
b. contractor has made an assignment for the benefit of creditors, has admitted in 

writing its inability to pay debts as they mature, or has ceased operating in the 
normal course of business; 

c. a trustee or receiver of the contractor or of any substantial part of the 
contractor’s assets has been appointed by a court; 

d. fraud, misappropriation, embezzlement, malfeasance, misfeasance, or illegal 
conduct pertaining to performance under the contract by its contractor, its 
employees, officers, directors or shareholders; 

e. an involuntary proceeding has been commenced by any party against the 
contractor under any one of the chapters of Title 11 of the United States Code 
and (i) the proceeding has been pending for at least sixty (60) days; or (ii) the 
contractor has consented, either expressly or by operation of law, to the entry of 
an order for relief; or (iii) the contractor has been decreed or adjudged a debtor; 

f. a voluntary petition has been filed by the contractor under any of the chapters 
of Title 11 of the United States Code; 

g. contractor intentionally discloses confidential information; 
h. contractor has or announces it will discontinue support of the deliverable; 
i. second or subsequent documented “vendor performance report” form deemed 

acceptable by the State Purchasing Bureau. 
 

Z. FUNDING OUT CLAUSE OR LOSS OF APPROPRIATIONS  
The State may terminate the contract, in whole or in part, in the event funding is no longer 
available.  The State’s obligation to pay amounts due for fiscal years following the current 
fiscal year is contingent upon legislative appropriation of funds for the contract.  Should said 
funds not be appropriated, the State may terminate the contract with respect to those 
payments for the fiscal years for which such funds are not appropriated.  The State will give 
the contractor written notice thirty (30) days prior to the effective date of any termination, and 
advise the contractor of the location (address and room number) of any related equipment.  All 
obligations of the State to make payments after the termination date will cease and all interest 
of the State in any related equipment will terminate.  The contractor shall be entitled to receive 
just and equitable compensation for any authorized work which has been satisfactorily 
completed as of the termination date.  In no event shall the contractor be paid for a loss of 
anticipated profit. 
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AA. BREACH BY CONTRACTOR  
The State may terminate the contract, in whole or in part, if the contractor fails to perform its 
obligations under the contract in a timely and proper manner.  The State may, by providing a 
written notice of default to the contractor, allow the contractor to cure a failure or breach of 
contract within a period of thirty (30) days (or longer at State’s discretion considering the 
gravity and nature of the default).  Said notice shall be delivered by Certified Mail, Return 
Receipt Requested or in person with proof of delivery.  Allowing the contractor time to cure a 
failure or breach of contract does not waive the State’s right to immediately terminate the 
contract for the same or different contract breach which may occur at a different time.  In case 
of default of the contractor, the State may contract the service from other sources and hold the 
contractor responsible for any excess cost occasioned thereby. 
 

BB. ASSURANCES BEFORE BREACH  
If any document or deliverable required pursuant to the contract does not fulfill the 
requirements of the Request for Proposal/resulting contract, upon written notice from the 
State, the contractor shall deliver assurances in the form of additional contractor resources at 
no additional cost to the project in order to complete the deliverable, and to ensure that other 
project schedules will not be adversely affected. 
 

CC. PENALTY  
In the event that the contractor fails to perform any substantial obligation under the contract, 
the State may withhold all monies due and payable to the contractor, without penalty, until 
such failure is cured or otherwise adjudicated.  Failure to meet the dates stipulated in the 
contract for the deliverables may result in an assessment of penalty due the State of 
$1,000.00 dollars per day, until the deliverables are approved.  Contractor will be notified in 
writing when penalty will commence. 
 

DD. PERFORMANCE BOND  
The selected contractor will be required to supply a certified check or a bond executed by a 
corporation authorized to contract surety in the State of Nebraska, payable to the State of 
Nebraska, which shall be valid for the life of the contract to include any renewal and/or 
extension periods.  The amount of the certified check or bond must be ten million dollars 
($10,000,000.00).  The check or bond will guarantee that the selected contractor will faithfully 
perform all requirements, terms and conditions of the contract.  Failure to comply shall be 
grounds for forfeiture of the check or bond as liquidated damages.  Amount of forfeiture will be 
determined by the agency based on loss to the State.  The bond or certified check will be 
returned when the service has been satisfactorily completed as solely determined by the 
State, after termination or expiration of the contract.   
 

EE. FORCE MAJEURE  
Neither party shall be liable for any costs or damages resulting from its inability to perform any 
of its obligations under the contract due to a natural disaster, or other similar event outside the 
control and not the fault of the affected party (“Force Majeure Event”). A Force Majeure Event 
shall not constitute a breach of the contract.  The party so affected shall immediately give 
notice to the other party of the Force Majeure Event. The State may grant relief from 
performance of the contract if the contractor is prevented from performance by a Force 
Majeure Event.  The burden of proof for the need for such relief shall rest upon the contractor.  
To obtain release based on a Force Majeure Event, the contractor shall file a written request 
for such relief with the State Purchasing Bureau.  Labor disputes with the impacted party’s 
own employees will not be considered a Force Majeure Event and will not suspend 
performance requirements under the contract. 
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FF. PAYMENT  
State will render payment to contractor when the terms and conditions of the contract and 
specifications have been satisfactorily completed on the part of the contractor as solely 
determined by the State.  Payment will be made by the responsible agency in compliance with 
the State of Nebraska Prompt Payment Act (See Neb. Rev. Stat. §81-2401 through 81-2408).  
The State may require the contractor to accept payment by electronic means such as ACH 
deposit. In no event shall the State be responsible or liable to pay for any services provided by 
the contractor prior to the Effective Date, and the contractor hereby waives any claim or cause 
of action for any such services. 
 

GG. INVOICES  
Invoices for payments must be submitted by the contractor to the agency requesting the 
services with sufficient detail to support payment.  Payment to the MCO will be made pursuant 
to the terms of the contract. The MCO is not required to submit an invoice for monthly 
capitation payments.  Payment for such will be made prospectively and electronically based on 
the enrollment file. The terms and conditions included in the contractor’s invoice shall be 
deemed to be solely for the convenience of the parties.  No terms or conditions of any such 
invoice shall be binding upon the State, and no action by the State, including without limitation 
the payment of any such invoice in whole or in part, shall be construed as binding or estopping 
the State with respect to any such term or condition, unless the invoice term or condition has 
been previously agreed to by the State as an amendment to the contract.   
 

HH. AUDIT REQUIREMENTS  
All contractor books, records and documents relating to work performed or monies received 
under the contract shall be subject to audit at any reasonable time upon the provision of 
reasonable notice by the State.  These records shall be maintained for a period of ten (10) full 
years from the date of final payment, or until all issues related to an audit, litigation or other 
action are resolved, whichever is longer.  All records shall be maintained in accordance with 
generally accepted accounting principles. 
 
In addition to, and in no way in limitation of any obligation in the contract, the contractor shall 
agree that it will be held liable for any State audit exceptions, and shall return to the State all 
payments made under the contract for which an exception has been taken or which has been 
disallowed because of such an exception. The contractor agrees to correct immediately any 
material weakness or condition reported to the State in the course of an audit. 
 

II. TAXES  
The State is not required to pay taxes of any kind and assumes no such liability as a result of 
this solicitation.  Any property tax payable on the contractor's equipment which may be 
installed in a state-owned facility is the responsibility of the contractor. 
 

JJ. INSPECTION AND APPROVAL  
Final inspection and approval of all work required under the contract shall be performed by the 
designated State officials.  The State and/or its authorized representatives shall have the right 
to enter any premises where the contractor or subcontractor duties under the contract are 
being performed, and to inspect, monitor or otherwise evaluate the work being performed.  All 
inspections and evaluations shall be at reasonable times and in a manner that will not 
unreasonably delay work. 
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KK. CHANGES IN SCOPE/CHANGE ORDERS  
The State may, at any time with written notice to the contractor, make changes within the 
general scope of the contract.  Changes in scope shall only be conducted with the written 
approval of the State’s designee as so defined by the State from time to time.  (The State 
retains the right to employ the services of a third party to perform any change order(s)). 
 
The State may, at any time work is in progress, by written order, make alterations in the terms 
of work as shown in the specifications, require the performance of extra work, decrease the 
quantity of work, or make such other changes as the State may find necessary or desirable.  
The contractor shall not claim forfeiture of contract by reasons of such changes by the State.  
Changes in work and the amount of compensation to be paid to the contractor for any extra 
work so ordered shall be determined in accordance with the applicable unit prices of the 
contractor’s proposal. 
 
Corrections of any deliverable services or performance of work required pursuant to the 
contract shall not be deemed a modification requiring a change order. 
 

LL. SEVERABILITY  
If any term or condition of the contract is declared by a court of competent jurisdiction to be 
illegal or in conflict with any law, the validity of the remaining terms and conditions shall not be 
affected, and the rights and obligations of the parties shall be construed and enforced as if the 
contract did not contain the particular provision held to be invalid. 
 

MM. CONFIDENTIALITY  
All materials and information provided by the State or acquired by the contractor on behalf of 
the State shall be regarded as confidential information.  All materials and information provided 
by the State or acquired by the contractor on behalf of the State shall be handled in 
accordance with Federal and State Law, and ethical standards.  The contractor must ensure 
the confidentiality of such materials or information.  Should said confidentiality be breached by 
a contractor; contractor shall notify the State immediately of said breach and take immediate 
corrective action. 
 
It is incumbent upon the contractor to inform its officers and employees of the penalties for 
improper disclosure imposed by the Privacy Act of 1974, 5 U.S.C. 552a.  Specifically, 5 U.S.C. 
552a (i)(1), which is made applicable to contractors by 5 U.S.C. 552a (m)(1), provides that any 
officer or employee of a contractor, who by virtue of his/her employment or official position has 
possession of or access to agency records which contain individually identifiable information, 
the disclosure of which is prohibited by the Privacy Act or regulations established thereunder, 
and who knowing that disclosure of the specific material is prohibited, willfully discloses the 
material in any manner to any person or agency not entitled to receive it, shall be guilty of a 
misdemeanor and fined not more than $5,000. 
 

NN. PROPRIETARY INFORMATION  
Data contained in the proposal and all documentation provided therein, become the property 
of the State of Nebraska and the data becomes public information upon opening the proposal. 
If the bidder wishes to have any information withheld from the public, such information must 
fall within the definition of proprietary information contained within Nebraska’s public record 
statutes.  All proprietary information the bidder wishes the State to withhold must be submitted 
in a sealed package, which is separate from the remainder of the proposal.  The separate 
package must be clearly marked PROPRIETARY on the outside of the package.  Bidders may 
not mark their entire Request for Proposal as proprietary.  Bidder’s cost proposals may not be 
marked as proprietary information.  Failure of the bidder to follow the instructions for 
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submitting proprietary and copyrighted information may result in the information being viewed 
by other bidders and the public.  Proprietary information is defined as trade secrets, academic 
and scientific research work which is in progress and unpublished, and other information which 
if released would give advantage to business competitors and serve no public purpose (see 
Neb. Rev. Stat. §84-712.05(3)).  In accordance with Attorney General Opinions 92068 and 
97033, bidders submitting information as proprietary may be required to prove specific, named 
competitor(s) who would be advantaged by release of the information and the specific 
advantage the competitor(s) would receive.  Although every effort will be made to withhold 
information that is properly submitted as proprietary and meets the State’s definition of 
proprietary information, the State is under no obligation to maintain the confidentiality of 
proprietary information and accepts no liability for the release of such information. 
 

OO. CERTIFICATION OF INDEPENDENT PRICE DETERMINATION/COLLUSIVE BIDDING 
By submission of this proposal, the bidder certifies, that he or she is the party making the 
foregoing proposal that the proposal is not made in the interest of, or on behalf of, any 
undisclosed person, partnership, company, association, organization, or corporation; that the 
proposal is genuine and not collusive or sham; that the bidder has not directly or indirectly 
induced or solicited any other bidder to put in a false or sham proposal, and has not directly or 
indirectly colluded, conspired, connived, or agreed with any bidder or anyone else to put in a 
sham proposal, or that anyone shall refrain from bidding; that the bidder has not in any 
manner, directly or indirectly, sought by agreement, communication, or conference with 
anyone to fix the proposal price of the bidder or any other bidder, or to fix any overhead, profit, 
or cost element of the proposal price, or of that of any other bidder, or to secure any 
advantage against the public body awarding the contract of anyone interested in the proposed 
contract; that all statements contained in the proposal are true; and further that the bidder has 
not, directly or indirectly, submitted his or her proposal price or any breakdown thereof, or the 
contents thereof, or divulged information or data relative thereto, or paid, and will not pay, any 
fee to any corporation, partnership, company association, organization, proposal depository, or 
to any member or agent thereof to effectuate a collusive or sham proposal.  
 

PP. PRICES  
All prices, costs, terms and conditions outlined in the proposal shall remain fixed and valid 
commencing on the opening date of the proposal until an award is made (and for bidder 
receiving award prices shall remain as bid for the duration of the contract unless otherwise so 
stated in the contract) or the Request for Proposal is cancelled. 
 
Contractor represents and warrants that all prices for services, now or subsequently specified 
are as low as and no higher than prices which the contractor has charged or intends to charge 
customers other than the State for the same or similar products and services of the same or 
equivalent quantity and quality for delivery or performance during the same periods of time.  If, 
during the term of the contract, the contractor shall reduce any and/or all prices charged to any 
customers other than the State for the same or similar products or services specified herein, 
the contractor shall make an equal or equivalent reduction in corresponding prices for said 
specified products or services.   
 
Contractor also represents and warrants that all prices set forth in the contract and all prices in 
addition, which the contractor may charge under the terms of the contract, do not and will not 
violate any existing federal, state or municipal law or regulations concerning price 
discrimination and/or price fixing.  Contractor agrees to hold the State harmless from any such 
violation.  Prices quoted shall not be subject to increase throughout the contract period unless 
specifically allowed by these specifications. 
 

Accept  
& Initial 

Accept  
& Initial 



Page 19  
Revised: 05/02/11 

QQ. BEST AND FINAL OFFER 
The State will compile the final scores for all parts of each proposal.  The award may be 
granted to the highest scoring responsive and responsible bidder.  Alternatively, the highest 
scoring bidder or bidders may be requested to submit best and final offers.  If best and final 
offers are requested by the State and submitted by the bidder, they will be evaluated (using 
the stated criteria), scored and ranked by the Evaluation Committee.  The award will then be 
granted to the highest scoring bidder.  However, a bidder should provide its best offer in its 
original proposal.  Bidders should not expect that the State will request a best and final offer. 
 

RR. ETHICS IN PUBLIC CONTRACTING  
No bidder shall pay or offer to pay, either directly or indirectly, any fee, commission 
compensation, gift, gratuity, or anything of value to any State officer, legislator or employee 
based on the understanding that the receiving person’s vote, actions or judgment will be 
influenced thereby.  No bidder shall give any item of value to any employee of the State 
Purchasing Bureau.   
 
Bidders shall be prohibited from utilizing the services of lobbyists, attorneys, political activists, 
or consultants to secure the contract.  It is the intent of this provision to assure that the 
prohibition of state contact during the procurement process is not subverted through the use of 
lobbyists, attorneys, political activists, or consultants. It is the intent of the State that the 
process of evaluation of proposals and award of the contract be completed without external 
influence.  It is not the intent of this section to prohibit bidders from seeking professional 
advice, for example consulting legal counsel, regarding terms and conditions of this Request 
for Proposal or the format or content of their proposal. 
 
If the bidder is found to be in non-compliance with this section of the Request for Proposal, 
they may forfeit the contract if awarded to them or be disqualified from the selection process. 
 

SS. INDEMNIFICATION  
 
1. GENERAL 

The contractor agrees to defend, indemnify, hold, and save harmless the State and its 
employees, volunteers, agents, and its elected and appointed officials (“the indemnified 
parties”) from and against any and all claims, liens, demands, damages, liability, 
actions, causes of action, losses, judgments, costs, and expenses of every nature, 
including investigation costs and expenses, settlement costs, and attorney fees and 
expenses (“the claims”), sustained or asserted against the State, arising out of, 
resulting from, or attributable to the willful misconduct, negligence, error, or omission of 
the contractor, its employees, subcontractors, consultants, representatives, and 
agents, except to the extent such contractor liability is attenuated by any action of the 
State which directly and proximately contributed to the claims. 
 

2. INTELLECTUAL PROPERTY 
The contractor agrees it will at its sole cost and expense, defend, indemnify, and hold 
harmless the indemnified parties from and against any and all claims, to the extent 
such claims arise out of, result from, or are attributable to the actual or alleged 
infringement or misappropriation of any patent, copyright, trade secret, trademark, or 
confidential information of any third party by the contractor or its employees, 
subcontractors, consultants, representatives, and agents; provided, however, the State 
gives the contractor prompt notice in writing of the claim.  The contractor may not settle 
any infringement claim that will affect the State’s use of the Licensed Software without 
the State’s prior written consent, which consent may be withheld for any reason. 
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If a judgment or settlement is obtained or reasonably anticipated against the State’s 
use of any intellectual property for which the contractor has indemnified the State, the 
contractor shall at the contractor’s sole cost and expense promptly modify the item or 
items which were determined to be infringing, acquire a license or licenses on the 
State’s behalf to provide the necessary rights to the State to eliminate the infringement, 
or provide the State with a non-infringing substitute that provides the State the same 
functionality.  At the State’s election, the actual or anticipated judgment may be treated 
as a breach of warranty by the contractor, and the State may receive the remedies 
provided under this RFP. 
 

3. PERSONNEL 
The contractor shall, at its expense, indemnify and hold harmless the indemnified 
parties from and against any claim with respect to withholding taxes, worker’s 
compensation, employee benefits, or any other claim, demand, liability, damage, or 
loss of any nature relating to any of the personnel provided by the contractor. 
 

TT. NEBRASKA TECHNOLOGY ACCESS STANDARDS  
Contractor shall review the Nebraska Technology Access Standards, found at 
http://www.nitc.nebraska.gov/standards/accessibility/accessibility_standards.pdf and ensure 
that products and/or services provided under the contract comply with the applicable 
standards.  In the event such standards change during the contractor’s performance, the State 
may create an amendment to the contract to request that contract comply with the changed 
standard at a cost mutually acceptable to the parties. 
 

UU. ANTITRUST 
The contractor hereby assigns to the State any and all claims for overcharges as to goods 
and/or services provided in connection with this contract resulting from antitrust violations 
which arise under antitrust laws of the United States and the antitrust laws of the State. 
 

VV. DISASTER RECOVERY/BACK UP PLAN 
The contractor shall have a disaster recovery and back-up plan, of which a copy should be 
provided to the State, which includes, but is not limited to equipment, personnel, facilities, and 
transportation, in order to continue services as specified under these specifications in the 
event of a disaster.   
 

WW. TIME IS OF THE ESSENCE 
Time is of the essence in this contract.  The acceptance of late performance with or without 
objection or reservation by the State shall not waive any rights of the State nor constitute a 
waiver of the requirement of timely performance of any obligations on the part of the contractor 
remaining to be performed. 
 

XX. RECYCLING 
Preference will be given to items which are manufactured or produced from recycled material 
or which can be readily reused or recycled after their normal use as per state statute (Neb. 
Rev. Stat. §81-15, 159). 
 

YY. DRUG POLICY 
Contractor certifies it maintains a drug free work place environment to ensure worker safety 
and workplace integrity.  Contractor agrees to provide a copy of its drug free workplace policy 
at any time upon request by the State. 
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ZZ. CLEAN AIR ACT AND FEDERAL WATER POLLUTION CONTROL ACT 
Contractor must agree to comply with all applicable standards, orders or regulations. 
 
 

AAA. BYRD ANTI-LOBBYING AMENDMENT 
Contractors who apply or bid shall file the required certification that each tier will not use 
Federal funds to pay a person or employee or organization for influencing or attempting to 
influence an officer or employee of any Federal agency, a member of Congress, officer or 
employee of Congress, or an employee of a member of Congress, or an employee of a 
member of Congress in connection with obtaining any Federal contract, grant or any other 
award covered by 31 U.S.C. 1352.  Each tier shall also disclose any lobbying with nonfederal 
funds that takes place in connection with obtaining any Federal award.  Such disclosures are 
forwarded from tier to tier up to the recipient (45 CFR part 93).  The contract will contain 
statement that Federal funds have not been used for lobbying. 
 

BBB. DEBARMENT AND SUSPENSION 
Contractor shall provide certification of their exclusion status and that of their principals prior to 
award of the contract.  The certification shall state that they are not parties listed on the 
nonprocurements portion of the General Services Administration’s “Lists of parties Excluded 
for Federal Procurement or Nonprocurement Program.”  This list contains the names of parties 
debarred, suspended, or otherwise excluded by agencies, and contractors declared ineligible 
under statutory authority. 
 

CCC. RETENTION REQUIREMENTS FOR RECORDS 
Requirements for record retention and access to records for awards to recipients. Financial 
records, supporting documents, statistical records, and all other records pertinent to an award 
shall be retained for a period of ten years from the date of submission of the final expenditure 
report or, for awards that are renewed quarterly or annually, from the date of the submission of 
the quarterly or annual financial report. The only exceptions are the following:  
 
1. If any litigation, claim, financial management review, or audit is started before the 

expiration of the 10-year period, the records shall be retained until all litigation, claims 
or audit findings involving the records have been resolved and final action taken.  

2. Records for real property and equipment acquired with Federal funds shall be retained 
for 10 years after final disposition. 

3. When records are transferred to or maintained by the HHS awarding agency, the 10-
year retention requirement is not applicable to the recipient.  

4. Indirect cost rate proposals, cost allocations plans, etc., as specified in 45 CFR  
74.53(g).  

 
DDD. NEW EMPLOYEE WORK ELIGIBILITY STATUS 

The Contractor is required and hereby agrees to use a federal immigration verification system 
to determine the work eligibility status of new employees physically performing services within 
the State of Nebraska. A federal immigration verification system means the electronic 
verification of the work authorization program authorized by the Illegal Immigration Reform and 
Immigrant Responsibility Act of 1996, 8 U.S.C. 1324a, known as the E-Verify Program, or an 
equivalent federal program designated by the United States Department of Homeland Security 
or other federal agency authorized to verify the work eligibility status of a newly hired 
employee. 
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If the Contractor is an individual or sole proprietorship, the following applies: 
 
1. The Contractor must complete the United States Citizenship Attestation Form, 

available on the Department of Administrative Services website at 
www.das.state.ne.us.   

 
2. If the Contractor indicates on such attestation form that he or she is a qualified alien, 

the Contractor agrees to provide the US Citizenship and Immigration Services 
documentation required to verify the Contractor’s lawful presence in the United States 
using the Systematic Alien Verification for Entitlements (SAVE) Program.  

 
3. The Contractor understands and agrees that lawful presence in the United States is 

required and the Contractor may be disqualified or the contract terminated if such 
lawful presence cannot be verified as required by Neb. Rev. Stat. §4-108. 
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IV. PROJECT DESCRIPTION AND SCOPE OF WORK 
 
A. PROJECT OVERVIEW 

The State of Nebraska’s Medicaid program is administered through the Department of Health 
and Human Services (DHHS), Division of Medicaid & Long-Term Care.  The Nebraska 
Medicaid Managed Care Program (NMMCP) was implemented in July 1995. 
 
The Nebraska Medical Assistance Program (Medicaid) currently provides health care 
coverage for approximately 224,500 individuals each month at an annual cost of 
approximately $1.6 billion.  Approximately 102,000 of these 224,500 individuals are enrolled in 
physical health managed care.  Of the 224,500 individuals, more than 191,750 are enrolled in 
the behavioral health managed care program. 
 
The Nebraska Managed Care Program currently consists of the following program 
components: 
 
1. Physical Health services through two (2)  Managed Care Organization (MCO) 

Networks in Cass, Dodge, Douglas, Gage, Lancaster, Otoe, Sarpy, Saunders,  Seward 
and Washington counties; 

2. Physical Health services through an Enhanced Primary Care Case Management 
network (EPCCM) in Buffalo and Dawson counties (Medical Home Pilot); 

3. Behavioral health services through a Specialty Physician Case Management (SPCM) 
Network; and 

4. Enrollment Broker Services. 
 
The State seeks to award one (1) or two (2) MCO contracts through this procurement process 
that will provide the Physical Health services for the counties not currently served by physical 
health managed care and are listed in Attachment D.  This determination and/or award will be 
made in a manner deemed in the best interest of the State.  The State reserves the right to 
reject any or all proposals, wholly or in part, or to award to one (1) or multiple bidders in whole 
or in part, and at its discretion, may withdraw or amend the Request for Proposal at any time.  
The State reserves the right to waive any deviations or errors that are not material, do not 
invalidate the legitimacy of the proposal, and do not improve the bidder’s competitive position. 
 
Currently, for physical health services, enrollment into the MCOs is mandatory for specified 
populations. During enrollment for physical health managed care in the existing ten (10) 
counties, the potential enrollee chooses a primary care provider (PCP) and one of the two 
MCOs in the designated coverage area, ensuring each member a PCP who coordinates high 
quality, planned, family-centered health promotion, acute illness care and chronic condition 
management.  The enrollment broker facilitates the member’s enrollment.  Enrollment in the 
EPCCM is voluntary.  Enrollment into the SPCM is mandatory for specified populations in 
order to be eligible for behavioral health services.   
 
If the State awards to two (2) contractors, prior to contract start date, all physical health 
managed care potential enrollees in the counties not currently served by physical health 
managed care and listed in Attachment D will be allowed an open enrollment period to enroll in 
a physical health MCO plan and designate a Primary Care Provider (PCP). In the event the 
potential enrollee does not enroll during the open enrollment period, the State will auto-assign 
the potential enrollee to an MCO plan.  Potential enrollees who are exempt from auto-
assignment will be nominated an MCO plan by the enrollment broker.  Auto-assignment will be 
done randomly but will include considerations of the following factors: proximity, familial 
relationships, and previous provider/patient relationship.  The MCO plan will be responsible for 
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assignment of the PCP within one month of the effective date of enrollment in that MCO plan.  
Both the assignments and enrollments shall be monitored closely by the State. 
 
If the State awards to one (1) contractor, the State will implement a Rural Area Exception 
policy for the service area of this contract. The policy allows the State to require mandatory 
enrollment of Medicaid members into a single health plan. With the Rural Area Exception, 
enrollees must be permitted to choose from at least two primary care providers (PCPs). 
Enrollees must have the option of obtaining services from any other non-network provider if 
the following conditions exist: 
  
1. The type of service or specialist is not available within the MCO;  
2. The provider is not part of the network, but is the main source of a service to the 

enrollee;  
3. The only provider available to the enrollee does not, because of moral or religious 

objections, provide the service the enrollee seeks;  
4. Related services must be performed to prevent unnecessary risk to the member if 

received separately and not all of the related services are available within the network; 
and 

5. The State determines other circumstances that warrant out-of-network treatment. 
 
If the State awards to one (1) contractor, prior to contract start date, all physical health 
managed care potential enrollees in the counties not currently served by physical health 
managed care and listed in Attachment D will be allowed an open enrollment period to enroll in 
the physical health MCO plan and designate a Primary Care Provider (PCP).  Potential 
enrollees will be allowed to choose among two (2) or more Primary Care Providers in the 
MCO’s network.  In the event the potential enrollee does not enroll during the open enrollment 
period, the State will auto-assign the potential enrollee to the MCO plan.  The MCO plan will 
be responsible for assignment of the PCP within one month of the effective date of enrollment 
in that MCO plan.  Both the assignments and enrollments shall be monitored closely by the 
State.   
 
The primary responsibility of the enrollment broker is to provide impartial assistance regarding 
enrollment and enrollment-related activities for members who are required to participate in the 
physical health component of the Managed Care Program. 
 

B. PHYSICAL HEALTH MANAGED CARE PROGRAM DESCRIPTION 
 
1. STATUTORY AUTHORITY 

Nebraska’s Medicaid Managed Care Program (NMMCP) is authorized under section 
1932 of the Social Security Act (the Act), which permits a state to operate a managed 
care program through its State Plan.  Additionally, Nebraska operates a 1915(b) waiver 
in order to require special needs children and Native Americans to participate in the 
physical health managed care program.  The current 1915(b) waiver is approved 
through June 30, 2012. 
 

2. DELIVERY SYSTEMS 
Nebraska is currently using the following systems to deliver services: 
 
a. MCO 

Risk-comprehensive contracts which are fully-capitated and require that the 
contractor be an MCO or Health Insuring Organization (HIO).  Comprehensive 
means that the contractor is at risk for services in the basics benefits package. 
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b. EPCCM 
A system under which a primary care case manager contracts with the State to 
furnish case management services.  Reimbursement is on a fee-for-service 
basis. 

 
3. OTHER CONTRACTORS 

The State currently contracts with the following contractors to perform services for the 
Managed Care Program: 
 
a. Mercer Government Human Services Consulting for Actuarial Services. 
b. Island Peer Review Organization (IPRO) through a sub-contract with Qualis for 

External Quality Review Services. 
c. Medicaid Enrollment Center, Inc. for Enrollment Broker Services. 
d. Thomson Healthcare for Data Management. 
 

4. INCLUDED POPULATIONS  
Nebraska operates a program of mandatory participation for the following groups of 
members: 
 
a. Families, children, and pregnant women eligible for Medicaid under Section 

1931 of the Social Security Act or related coverage groups. 
b. Blind/Disabled Children, Adults, and Related Populations who are eligible for 

Medicaid due to blindness or disability. 
c. Aged and Related Populations.  Those Medicaid beneficiaries who are age 65 

or older and not members of the Blind/Disabled population or members of the 
1931 Adult population. 

d. Foster Care Children.  Medicaid beneficiaries who are receiving foster care or 
adoption assistance (Title IV-E), are in foster-care, or are otherwise in an out-
of-home placement. 

e. Title XXI CHIP.  An optional group of targeted low-income children who are 
eligible to participate in Medicaid in Nebraska. 
 

5. EXCLUDED POPULATIONS 
Within the groups identified above, the following groups of members are excluded: 
 
a. Medicaid members who have Medicare. 
b. Medicaid members who reside in Nursing Facilities (NF) at custodial levels of 

care or in Intermediate Care Facilities for the Mentally Retarded (ICF/MR) or in 
Psychiatric Residential Treatment Facilities (PRTF). 

c. Medicaid members who participate in a Home and Community Based Services 
Wavier (HCBS).  This includes adults with mental retardation or related 
conditions, aged persons or adults or children with disabilities, children with 
mental retardation and their families, members receiving Developmental 
Disability Targeted Case Management Services, Traumatic Brain Injury waiver 
members and any other group for whom the State has received approval of the 
1915(c) waiver of the Social Security Act. 

d. Medicaid members for any period of retroactive eligibility.  Managed Care 
enrollment is prospective only. 

e. Members residing out-of-state or those who are considered to be out-of-state 
(i.e., children who are placed with relative out-of-state or those who are 
designated as such by DHHS personnel). 
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f. Certain children with disabilities who are receiving in-home services, also 
known as the Katie Beckett program. 

g. Aliens who are eligible for Medicaid for an emergency condition only. 
h. Members participating in the Refugee Resettlement Program. 
i. Members who have excess income or who are designated to have a Premium 

Due. 
j. Members participating in the State Disability Program.  
k. Members eligible during the period of presumptive eligibility. 
l. Organ transplant recipients (active managed care members who receive a 

transplant are waived out of managed care from the day of transplant forward). 
m. Members who have received a disenrollment/waiver of enrollment. 
n. Members who are participating in the Breast and Cervical Cancer Prevention 

and Treatment Act of 2000. 
o. Members receiving Medicaid Hospice Services. 
p. Individuals who are patients of Institutions of Mental Disease (IMD) who are 

between the ages of 21-64. 
q. Participants in subsidized adoption programs. 
r. Participants in an approved DHHS PACE program. 
 

C. SCOPE OF WORK 
 
1. REGULATION AND GUIDANCE  

The MCO must abide by all relevant provisions found in Chapter 42 of the Code of 
Federal Regulation (CFR), Part 438 Managed Care; Title 471 Nebraska Administrative 
Code (NAC) “Nebraska Medical Assistance Program Services”; and Title 482 
Nebraska Administrative Code “Nebraska Medicaid Managed Care.” 
 

2. MANAGED CARE ORGANIZATION LICENSURE 
Bidders must have a Certificate of Authority (COA) to transact the business of health 
insurance in Nebraska as a Health Maintenance Organization (HMO) OR bidders must 
have a COA to transact the business of health insurance in Nebraska and meet the 
federal definition of a Managed Care Organization (MCO).  Bidders must have the 
COA at the time of contract award.   
 
If the bidder does not have a COA as an HMO, they must have (or obtain by contract 
award) a Certificate of Authority to transact the business of health insurance in 
Nebraska and  document how they meet the following 42CFR 438.2 
definition/mandatory requirements for a Managed Care Organization: 
 
a. Advance Directive requirements listed in Section IV.C.4.a.ii; 
b. Makes the services it provides to its Medicaid enrollees as accessible (in terms 

of timeliness, amount, duration, and scope) as those services are to other 
Medicaid members  within the area serviced by the entity; and 
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c. Meets the solvency standards of 42 CFR 438.116 : The MCO must meet the 

solvency standards established by the State for private health maintenance 
organizations, or be licensed or certified by the State as a risk-bearing 
entity[1][1] except when the entity meets any one of the following conditions: 

 
i. The entity does not provide both inpatient hospital services and 

physician services (non-applicable for this RFP). 
ii. Is a public entity. 
iii. Is (or is controlled by) one or more federally qualified health centers and 

meets the solvency standards established by the State for those 
centers. 

iv. Has its solvency guaranteed by the State. 
 
To the extent any proposal includes a partnership of risk-bearing; all bidders which are 
part of the proposal must be licensed in Nebraska by the Department of Insurance as a 
health insurer or HMO.  Bidders who submit a proposal with a partnership of risk-
bearing must provide a detailed description of how both entities meet the Managed 
Care Organization Licensure requirements.  Bidders must also provide specifics of the 
relationship including designated functions of each entity, and how delegated functions 
will be overseen. 
 

3. GEOGRAPHIC AREAS SERVED (SERVICE AREA) 
The MCO will provide services for managed care enrollees who reside in Nebraska 
counties not currently served by managed care or otherwise accounted for (See 
Attachment D). 
 

4. GENERAL PROVISIONS 
 
a. REINSURANCE 
 

i. The MCO shall hold a certificate of authority from the Department of 
Insurance and file all contracts of reinsurance, or a summary of the plan 
of self-insurance. 

ii. All reinsurance agreements or summaries of plans of self-insurance 
shall be filed with the reinsurance agreements and shall remain in full 
force and effect for at least thirty (30) calendar days following written 
notice by registered mail of cancellation by either party to DHHS. 

iii. The MCO shall maintain reinsurance agreements throughout the 
Contract period, including any extension(s) or renewal(s).  The MCO 
shall provide prior notification to DHHS of its intent to purchase or 
modify reinsurance protection for certain members enrolled with the 
MCO. 

                                                 
 [1]  
[1][1] Please note that this is an alternative means of compliance allowed under the cited federal regulatory authority; 
Nebraska does not license or certify risk bearing entities.    However, the Nebraska Department of Insurance does license 
health insurers and HMOs, which, for the purposes of this provision, will be considered risk bearing entities.   
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iv. The MCO shall provide to DHHS the risk analysis, assumptions, cost 
estimates and rational supporting its proposed reinsurance 
arrangements for prior approval.  If any reinsurance is provided through 
related parties, disclosure of the entities and details causing the related 
party relationship shall be specifically disclosed. 

  
b. ACCESS TO RECORDS 
 

i. INSPECTION AND AUDIT OF FINANCIAL RECORDS 
The State and the Centers for Medicare and Medicaid Services (CMS) 
may inspect and audit any financial records of the MCO or its 
subcontractors without restriction on the right of the State or Federal 
government to conduct whatever inspections and audits are necessary 
to assure quality, appropriateness or timeliness of services and 
reasonable of costs. 
 

ii. FEDERAL ACCESS TO RECORDS 
The MCO must allow Federal agencies to require changes, remedies, 
changed conditions, access and records retention, suspension of work, 
and other clauses approved by the Office of Federal Procurement 
Policy. In addition, HHS awarding agencies, the HHS Inspector General, 
the US Comptroller General, or any of their duly authorized 
representatives, have the right of timely and unrestricted access to any 
books, documents, papers, or other records of contractor that are 
pertinent to the awards, in order to make audits, examinations, excerpts, 
transcripts and copies of such documents.  
 

c. ADVANCE DIRECTIVES.   
Advance directives are defined in 42 CFR 489.100.  The MCO must maintain 
written policies and procedures for advance directives.  Requirements are:  
 
i. The MCO must maintain written policies and procedures that meet the 

requirements for advance directives in Subpart I of Part 489. 
 

a) The MCO must maintain written policy and procedures 
concerning advance directive with respect to all adult individuals 
receiving medical care by or through the MCO. 

b) The MCO must provide written information to those individuals 
with respect to the following: 

 
1) Their rights under the law of the State. 
2) The organizations’ policies respecting the implementation 

of those rights, including a statement of any limitation 
regarding the implementation of advance directives as a 
matter of conscience. 

3) The MCO must inform individuals that complaints 
concerning noncompliance with the advance directive 
requirements may be filed with the State survey and 
certification agency. 
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c) The MCO must provide adult enrollees with written information 
on advance directives policies including a description of 
applicable State law.  The written information provided by the 
MCO must reflect changes in State law as soon as possible, but 
no later than 90 days after the effective date of the change. 

 
d. INFORMATION REQUIREMENTS 

 
i. BASIC RULES   

The MCO must provide all enrollment notices, informational materials, 
and instructional materials relating to enrollees and potential enrollees in 
a manner and format that is easily understood.  Enrollment notices, 
informational materials, and instructional materials relating to enrollees 
and potential enrollees must be provided at the 6th grade level.  This 
would include a score of up to 6.9 on the Flesh-Kincaid reading level. 
 

ii. MECHANISM  
The MCO must have in place a mechanism to help enrollees and 
potential enrollees understand the requirements and benefits of the 
plan. 
 

iii. LANGUAGE REQUIREMENTS 
The MCO must make its written information available in the prevalent 
non-English languages in its particular service area.  The State will 
establish a methodology for identifying the prevalent non-English 
languages spoken by enrollees and potential enrollees and provide the 
information to the MCO.  Currently, the prevalent non-English language 
identified is Spanish.  The MCO must make its written information 
available in any additional non-English languages identified by the State 
during the term of the contract.   
 

iv. The MCO must make oral interpretation services available free of 
charge to each potential enrollee and enrollee.  This applies to all non-
English languages not just those that the State identifies as prevalent.  
The enrollee is not to be charged for interpretation services.  The MCO 
will be responsible to pay for these services.  The MCO must notify its 
enrollees that oral interpretation is available for any language, that 
written information is available in prevalent non-English languages, and 
how to access those services. 

 
v. FORMAT AND ALTERNATIVE FORMAT REQUIREMENTS 

Written material must use easily understood language and format.  
Written materials must be at the 6th grade level.  Written material must 
be available in alternative formats and in an appropriate manner that 
takes into consideration the special needs of those who, for example, 
are visually limited or have limited reading proficiency.  All enrollees and 
potential enrollees must be informed that information is available in 
alternative formats and how to access those formats.  Enrollment 
information must be available to deaf and blind enrollees. 
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vi. INFORMATION – ENROLLEES 
The MCO must provide the information in this section to each enrollee 
as follows: 
 
a) Notify all enrollees of their disenrollment rights, at a minimum, 

annually.  Notice must be sent no less than 60 days before the 
start of each enrollment period.  The enrollment period is the 12 
months after the enrollment of the member into a physical health 
MCO plan and designation of a Primary care provider (PCP).  
Members are allowed to disenroll from their physical health MCO 
plan once every 12 months without cause. 

b) Notify all enrollees, at the time of enrollment, of the enrollee’s 
rights to change Primary care provider providers at any time or 
disenroll for cause. 

c) Notify all enrollees of their right to request and obtain the 
information listed in Section IV.C.4.d.vii and Section IV.C.4.d.viii 
below, at least once a year. 

d) Furnish to each of its enrollees the information specified in 
Section IV.C.4.d.vii and Section IV.C.4.d.viii below, within a 
reasonable time but not more than 30 calendar days after the 
MCO receives from the State or its contracted representative, 
notice of the member’s enrollment.  

e) Give each enrollee written notice of any change (that the State 
defines as “significant”) in the information specified in Section 
IV.C.4.d.vii and Section IV.C.4.d.viii below, at least 30 days 
before the intended effective date of the change. 

 
vii. REQUIRED INFORMATION TO ENROLLEES 
 

a) Names, locations, telephone numbers of, and non-English 
languages spoken by current contracted providers in the 
enrollee’s service area, including identification of providers that 
are not accepting new patients.  This includes, at a minimum, the 
information on primary care providers, specialists, and hospitals. 

b) Any restrictions on the enrollee’s freedom of choice among 
network providers. 

c) Enrollee rights and protections, as specified in Section IV.C.6.  
Enrollee Rights and Protections. 

d) Information on grievances, appeals, and State fair hearing 
procedures including the information specified in Section 
IV.C.4.d.viii below. 

e) The amount, duration, and scope of benefits available under the 
contract in sufficient detail to ensure that enrollees understand 
the benefits to which they are entitled. 

f) Procedures for obtaining benefits, including authorization 
requirements. 

g) The extent to which, and how, enrollees may obtain benefits, 
including family planning services from out-of-network providers. 

h) The extent to which, and how, after-hours and emergency 
coverage are provided, including: 
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1) What constitutes an emergency medical condition, 
emergency services, and post stabilization services, with 
reference to the definitions contained herein. 

2) The fact that prior authorization is not required for 
emergency services. 

3) The process and procedures for obtaining emergency 
services, including use of the 911-telephone system or its 
local equivalent. 

4) The locations of any emergency settings and other 
locations at which providers and hospitals furnish 
emergency services and post stabilization services 
covered under the contract. 

5) The fact that, subject to the provisions of this section, the 
enrollee has the right to use any hospital or other setting 
for emergency care. 

 
i) The post stabilization care services rules set forth as defined in 

42 CFR 422.113(c). 
j) Policy referrals for specialty care and for other benefits not 

furnished by the enrollee’s primary care provider. 
k) How and where to access any benefits that are available under 

the State Plan but are not covered under the contract, including 
any cost sharing, and how transportation is provided for those 
State Plan services.  For a counseling or referral service that the 
MCO does not cover because of moral or religious objections, 
the MCO need not furnish information on how and where to 
obtain the service.  The State must provide information on how 
and where to obtain the service. 

 
viii. Information to enrollees regarding grievances, appeals and State fair 

hearing procedures and timeframes in a State-approved description that 
must include the following: 
 
a) For State fair hearing: 

 
1) The right to hearing. 
2) The method for obtaining a hearing. 
3) The rules that govern representation at the hearing. 

 
b) The right to file grievances and appeals. 
c) The requirements and timeframes for filing a grievance or 

appeal. 
d) The availability of assistance in the filing process. 
e) The toll-free numbers that the enrollee can use to file a 

grievance or an appeal by phone. 
f) The fact that, when requested by the enrollee: 

 
1) Benefits will continue if the enrollee files an appeal or a 

request for State fair hearing within the timeframes 
specified for filing. 
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2) The enrollee may be required to pay the cost of services 
furnished while the appeal was pending, if the final 
decision is adverse to the enrollee. 

3) Any appeal rights that the State chooses to make 
available to providers to challenge the failure of the 
organization to cover a service. 

4) Advance Directives, as set forth in Section IV.C.4.c.i.b) 
General Provision. 

5) Additional information that is available upon request, 
including: 

 
i) Information on the structure and operation of the 

MCO. 
ii) Physician incentive plans, if applicable.  

 
ix. NOTICE OF PROVIDER TERMINATION 

The MCO must make a good faith effort to give written notice of 
termination of a contracted provider, within 15 days after receipt or 
issuance of the termination notice, to each enrollee who received his or 
her primary care from, or was seen on a regular basis by, the terminated 
provider. 
 

e. PROVIDER DISCRIMINATION 
 
i. An MCO may not discriminate for the participation, reimbursement, or 

indemnification of any provider who is acting within the scope of his or 
her license or certification under applicable State law, solely on the 
basis of that license or certification. 

ii. Declining Providers.   
If an MCO declines to include individual or group providers in its 
network, it must give the affected providers written notice of the reason 
for its decision.  Federal requirements at 42 CFR 438.12(a) may not be 
construed to: 
 
a) Require the MCO to contract with providers beyond the number 

necessary to meet the needs of its enrollees. 
b) Preclude the MCO from using different reimbursement amounts 

for different specialties or for different practitioners in the same 
specialty. 

c) Preclude the MCO from establishing measures that are designed 
to maintain quality of services and control costs and is consistent 
with its responsibilities to enrollees. 
 

f. THIRD PARTY RESOURCES (TPR) 
A member enrolled in managed care may have active commercial insurance or 
other TPR.  When an enrollee is identified as having Third Party Liability (TPL), 
the following provisions apply: 
 
i. Pursuant to federal and state law, the Medicaid program is intended to 

be the payer of last resort.  This means all other available Third Party 
Liability (TPL) resources must meet their legal obligation to pay claims 
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before the Medicaid program pays for the care of an individual eligible 
for Medicaid. 

ii. The MCO shall exercise full assignment rights as applicable and shall 
be responsible for making every reasonable effort to determine third 
parties to pay for services rendered to enrollees under this Contract and 
cost avoid and/or recover any such liability for the third party. 

iii. The MCO shall coordinate benefits in accordance with 42 CFR 133.135 
et seq. and 471 NAC 3-004, so that costs for services otherwise payable 
by the MCO are cost avoided or recovered from a liable party.  The two 
methods used are cost avoidance and post-payment recovery.   

iv. The MCO, or its subcontractors or providers, must not pursue collection 
from the member, but directly from the liable third party payers, except 
as allowed in 468 NAC Chapter 4-002 and 471 NAC Chapter 3-004.   

v. Establishing TPL takes place when the MCO receives confirmation that 
another party is, by statue, contract, or agreement, legally responsible 
for the payment of a claim for a healthcare item or services delivered to 
an enrollee. 

vi. If the probable existence of a Third Party Resource (TPR) cannot be 
established the MCO must adjudicate the claim.  The MCO must then 
utilize post-payment recovery. 

vii. If a Third Party Liability insurer requires the enrollee to pay any co-
payment, coinsurance, or deductible, the MCO is responsible for making 
these payment even if the services are provided outside of the MCO 
network. 

viii. The MCO shall treat funds recovered from third parties as offsets to 
claims payments.  The MCO will report all cost avoidance values to 
DHHS in accordance with federal guidelines and will be required to 
include the collections and claims information in the encounter data 
submitted to DHHS, including any retrospective findings via encounter 
adjustments.  The MCO must also report third party collection in the 
aggregates as required by DHHS. 

ix. The MCO shall post all third party payments to claim level detail by 
enrollee. 

x. Third party resources will include subrogation recoveries.  The MCO will 
be required to seek subrogation amounts regardless of the amount 
believed to be available as required by federal Medicaid guidelines.  The 
amount of any subrogation recoveries collected by the MCO outside of 
the claims processing system will be treated by the MCO as offsets to 
medical expenses for the purposes of reporting. 

xi. The MCO shall identify the existence of potential TPL to pay for services 
in the basic benefits package through the use of diagnosis and trauma 
code editing.  This editing should, at a minimum, identify claims with a 
diagnosis of 900.00 through 999.99 (excluding 994.6) and any other 
applicable trauma codes, including but not limited to E Codes in 
accordance with 42 CFR 433.138(e). 

xii. The MCO must provide TPL data to any provider having a claim denied 
by the MCO based upon TPL. 

xiii. DHHS will provide the MCO with a listing of known third party resources 
for its enrollees via the enrollment file and will contain information made 
available to DHHS at the time of eligibility determination and/or re-
determination.  If the MCO operates or administers any non-Medicaid 
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HMO, health plan or other lines of business, the MCO shall assist DHHS 
with the identification of enrollees with access to other insurance. 

xiv. The MCO shall provide to DHHS any third party resource information 
necessary in a format and media described by DHHS and shall 
cooperate in any manner necessary, as requested by DHHS, with 
DHHS and/or a cost recovery vendor at such time that DHHS acquires 
said services. 

xv. DHHS may require a DHHS contracted TPL vendor to review paid 
claims that are over ninety (90) calendar days old and pursue TPL 
(excluding subrogation) for those claims that do not indicate recovery 
amounts in the MCO’s reports encounter data. 

xvi. The MCO must demonstrate, upon request, to DHHS that reasonable 
effort has been made to seek, collect and/or report third party 
recoveries.  DHHS shall have the sole responsibility for determining 
whether reasonable efforts have been demonstrated.  Said 
determination will take into account reasonable industry standards and 
practices. 

xvii. Any money recovered by third parties shall be retained by the MCO and 
identified monthly to DHHS. 

xviii. If DHHS determines that the MCO is not actively engaged in cost 
avoidance activities, the MCO shall be subject to monetary penalties in 
an amount not less than three times the amount that could have been 
cost avoided. 

xix. DHHS will be solely responsible for estate recovery activities and will 
retain any and all funds recovered through these activities. 

xx. Members who have Medicare will be excluded from managed care at 
the time of enrollment.  A Medicaid member may become retroactively 
eligible for Medicare after enrollment into managed care.  When these 
situations occur, the member will be waived out of managed care the 
first of the month after the Medicare statues is identified in the eligibility 
system.  Until waiver of enrollment occurs, the plan is required to pursue 
TPL. 

 
g. ADMINISTRATION/STAFFING 

The MCO is responsible for maintaining a significant local (within the State of 
Nebraska) presence.  Positions that should be located in Nebraska are the 
following: 
 
i. Administrator/CEO/COO 
ii. Medical Director/CMO 
iii. Compliance Officer 
iv. Grievance System Manager 
v. Contract Compliance Officer 
vi. Maternal Health/EPSDT Coordinator 
vii. Medical Management/Health Services Coordinator Provider Services 

Manager 
 

5. ENROLLMENT, DISENROLLMENT, AND RE-ENROLLMENT 
 
a. ENROLLMENT  
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i. ENROLLMENT PROCESS  

The State maintains responsibility for the enrollment of members into 
managed care plans through a contractual arrangement with an 
enrollment broker. Both the Assignment and Enrollment shall be closely 
monitored by the State. 
 
The State provides potential enrollees with a member guidebook, plan 
matrix, and provider directory to assist in choosing an MCO plan and 
designating a PCP. 
 
The Enrollment Broker provides impartial choice counseling to assist 
enrollees in choosing an MCO plan. The choice counseling is based on 
the information provided by the MCOs.  Enrollees choose a specific plan 
to enroll in. 
 
Enrollees are given 15 days to enroll in a physical health MCO plan and 
select a PCP.  If the State awards two (2) contracts, enrollees in the 
counties not currently served by physical health managed care and 
listed in Attachment D that do not voluntarily enroll will be auto-assigned 
an MCO plan.  Auto-assignment will take into consideration the following 
factors: proximity, familial relationships, and provider-patient 
relationships.  Auto-assignment will attempt to balance enrollment but is 
not guaranteed.  The MCO plan will be responsible for assignment of 
the PCP within one month of the effective date of enrollment in that 
MCO plan.   
 
If the State awards one (1) contract, enrollees in the counties not 
currently  served by physical health managed care and listed in 
Attachment D that do not voluntarily enroll will be auto-assigned the 
MCO plan.  The MCO plan will be responsible for assignment of the 
PCP within one month of the effective date of enrollment in that MCO 
plan. 
 
Enrollees that are exempt from auto-assignment will be nominated an 
MCO plan by the enrollment broker.  The enrollment broker will use 
member and claims history in nominating a plan.   
 
The managed care plan is required to have an understanding of the 
potential enrollee population and the enrollment process and to assist 
the State and the enrollment broker in providing accurate information 
about the plan’s participation and provider network.  
 
The plan is also required to work cooperatively with the State to resolve 
issues relating to potential enrollee participation and the enrollment 
process and to have the technological capability and resources 
available to interface with the State’s support systems.  The contractor is 
expected to be able to exchange data with the State of Nebraska using 
a secure connection and also be capable of exchanging data via ASC 
X12 formats.  Currently, the preferred method for secure connection is 
SFTP. 
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ii. RURAL AREA EXCEPTION 
If the State awards one (1) contract, the State will implement a Rural 
Area Exception policy in the counties that are covered under this 
contract. The policy allows the State to require mandatory enrollment of 
Medicaid clients into a single health plan. With the Rural Area 
Exception, enrollees must be permitted to choose from at least two 
Primary Care Providers (PCPs). Enrollees must have the option of 
obtaining services from any other network or non-network provider if the 
following conditions exist:  
 
a) The type of service or specialist is not available within the MCO;  
b) The provider is not part of the network, but is the main source of 

a service to the enrollee;  
c) The only provider available to the enrollee does not, because of 

moral or religious objections, provide the service the enrollee 
seeks;  

d) Related services must be performed to prevent unnecessary risk 
to the member if received separately and not all of the related 
services are available within the network; 

e) The State determines other circumstances that warrant out-of-
network treatment.  

 
iii. PCP ASSIGNMENT 

Both the Assignment and Enrollment shall be closely monitored by the 
State.  In assigning the enrollee to a Primary Care Provider (PCP), the 
following provisions apply: 
 
a) Enrollees must be provided with an opportunity to select the 

PCP.  At initial enrollment, if the potential enrollee voluntarily 
enrolls, the assignment of the PCP will be included on the 
Enrollment file from the State to the MCO.  If the potential 
enrollee does not voluntarily enroll (i.e. is auto-assigned a health 
plan), the MCO is responsible for assigning a PCP within one 
month of the effective date of enrollment. 

b) If no PCP is selected on the Enrollment file from the State, the 
MCO shall: 

 
1) Contact the member as part of the welcome process, 

within then (10) business days of receiving the 
Enrollment file from the State to assist the member  in 
making a selection of a PCP; 

2) Inform the member that each family member has the right 
to choose his/her own PCP.  The MCO may explain the 
advantages of selecting the same primary care provider 
for all family members as appropriate; and 

3) Members who do not proactively choose a PCP within 
ten (10) days of enrollment with a MCO will be auto-
assigned a PCP by the MCO. 

 
c) The MCO shall have written policies and procedures for handling 

the assignment of its enrollees to a PCP.  The MCO is 
responsible for linking all assigned MCO enrollees to a PCP. 
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d) The MCO is responsible for developing a PCP automatic 
assignment methodology in collaboration with DHHS to assign 
an enrollee to a PCP when the enrollee: 
 
1) Does not make a PCP selection after auto-assignment of 

a MCO; or 
2) Selects a PCP within the MCO network that has reached 

their maximum physician/patient ratio; or 
3) Selects a PCP within the MCO network that has 

restrictions/limitations (e.g. pediatric practice only). 
 

e) Assignment shall be made to a PCP with whom, based on past 
patient/provider relationship, the enrollee has a historical 
provider relationship.  If there is no historical PCP relationship, 
the enrollee shall be auto-assigned to a provider who is the 
assigned PCP for an immediate family member enrolled in the 
MCO plan.  If other immediate family members do not have an 
assigned PCP, auto-assignment shall be made to a provider with 
who a family member has a historical provider relationship. 

f) If there is no family or immediate family historical relationship, 
enrollees shall be auto-assigned a PCP using an algorithm 
developed by the MCO based on age and sex of the potential 
enrollee and geographic proximity. 

g) The MCO shall report all PCP assignments to the State via the 
PCP file. 

 
iv. TRANSFERS BETWEEN PRIMARY CARE PROVIDERS (PCPS)  

 
a) The MCO must allow each enrollee to choose his or her health 

professional to the extent possible and appropriate. The MCO 
must have written policies and procedures for allowing members 
to change their PCP at anytime. 

b) The MCO must provide information on options for selecting a 
new PCP when it is has been determined that a PCP is non-
compliant with provider standards (i.e. quality of care) and is 
terminated from the MCO, or when a PCP change is ordered as 
part of a resolution to a grievance proceeding. 

c) The MCO must also assist the enrollee in assigning an Interim 
PCP when the assigned PCP terminates participation with the 
network. 

 
v. AUTOMATIC RE-ENROLLMENT  

The State will automatically re-enroll a member who is disenrolled solely 
because he or she loses Medicaid eligibility for a period of 2 months or 
less into the plan and PCP the member was previously enrolled in.  
 

vi. ENROLLMENT DISCRIMINATION PROHIBITED  
The MCO must accept individuals in the order in which they apply 
without restriction. 
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vii. ENROLLMENT NOT DISCRIMINATORY  
The MCO will not discriminate against individuals eligible to enroll on the 
basis of: 
 
a) Health status or need for health care services. 
b) Race, color, or national origin, and will not use any policy or 

practice that has the effect of discriminating on the basis of race, 
color, or national origin. 

 
b. DISENROLLMENT 

 
i. DISENROLLMENT OF A MEMBER BY AN MCO 

The MCO may request disenrollment of a member for the following 
reasons:  

 
a) The MCO has sufficient documentation to establish that the 

enrollee’s condition or illness would be better treated by another 
plan; or 

b) The MCO has sufficient documentation to establish fraud, 
forgery, or evidence of unauthorized use/abuse of services by 
the enrollee. 

 
The MCO must send notification of the disenrollment request to the 
enrollee at the same time the request is made to the State. 
 

ii. CHANGE IN HEALTH STATUS  
The MCO may not request disenrollment because of a change in the 
enrollee's health status or because of the enrollee's utilization of medical 
services, diminished mental capacity, or uncooperative or disruptive 
behavior resulting from his or her special needs (except when his or her 
continued enrollment in the MCO seriously impairs the MCO's ability to 
furnish services to either this particular enrollee or other enrollees). 
 

iii. DISENROLLMENT 
An enrollee may request disenrollment: 
  
a) For cause, at any time. 
b) Without cause during the 90 days following the date of the 

member's initial enrollment with the MCO or the date the State 
sends the member notice of the enrollment, whichever is later. 

c) Without cause once every 12 months thereafter. 
d) Upon automatic re-enrollment if the temporary loss of Medicaid 

eligibility has caused the member to miss the annual 
disenrollment opportunity. 

e) When the State imposes the intermediate sanctions specified in 
Section IV.C.10.c. Intermediate Sanctions. 

 
iv. REQUEST FOR DISENROLLMENT BY MEMBER  

The enrollee (or his or her representative) must submit a written request 
of disenrollment from the MCO plan with cause to the Enrollment Broker 
for a decision by the State on the request.  
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a) Cause for Disenrollment  
 The following are cause for disenrollment: 
 
1) The enrollee moves out of the MCO service area. 
2) The MCO does not, because of moral or religious 

objections, cover the service the enrollee seeks. 
3) The enrollee needs related services (for example a 

cesarean section and a tubal ligation) to be performed at 
the same time; not all related services are available 
within the network; and the enrollee's primary care 
provider or another provider determines that receiving the 
services separately would subject the enrollee to 
unnecessary risk. 

4) Other reasons, including but not limited to, poor quality of 
care, lack of access to services covered under the 
contract, or lack of access to providers experienced in 
dealing with the enrollee's health care needs.   

 
v. DISENROLLMENT TIMEFRAME 

The effective date of an approved disenrollment must be no later than 
the first day of the second month following the month in which the 
enrollee or the MCO files the request. If the State agency fails to make a 
disenrollment determination within the timeframe specified, the 
disenrollment is considered approved. 
 

6. ENROLLEE RIGHTS AND PROTECTIONS 
 
a. ENROLLEE RIGHTS 
 

i. GENERAL RULE 
The MCO must have written policies regarding the enrollee rights 
specified in this section and in accordance with 482 NAC 7-001, 
including:  
 
a) Each managed care enrollee is guaranteed the right to be 

treated with respect and with due consideration for his or her 
dignity and privacy. 

b) Each managed care enrollee is guaranteed the right to receive 
information on available treatment options and alternatives, 
presented in a manner appropriate to the enrollee's condition 
and ability to understand. 

c) Each managed care enrollee is guaranteed the right to 
participate in decisions regarding his or her health care, including 
the right to refuse treatment.  Refusal of treatment is not 
considered a reason the MCO could request disenrollment of the 
potential enrollee from the plan. 

d) Each managed care enrollee is guaranteed the right to be free 
from any form of restraint or seclusion used as a means of 
coercion, discipline, convenience, or retaliation. 

e) Each managed care enrollee is guaranteed the right to request  
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and receive a copy of his or her medical records, and to request 
that they be amended or corrected as specified in 45 CFR Part 
64. 
 

ii. FREE EXERCISE OF RIGHTS 
Each enrollee is free to exercise his or her rights and entitled to a 
guarantee that the exercise of those rights does not adversely affect the 
enrollee’s treatment by the MCO and its providers or the State agency. 
 

iii. COMPLIANCE WITH STATE AND FEDERAL LAWS AND 
REGULATIONS  
All contracts must comply with all Federal and State laws and 
regulations including Title VI of the Civil Rights Act of 1964; Title IX of 
the Education Amendments of 1972 (regarding educational programs 
and activities); the Age Discrimination Act of 1975; the Rehabilitation Act 
of 1973; and the Americans with Disabilities Act.  The MCO must 
comply with any other applicable Federal and State laws (such as Title 
VI of the Civil Rights Act of 1964, etc.) and other laws regarding privacy 
and confidentiality.  The MCO must comply with any applicable Federal 
and State laws that pertain to enrollee rights and ensure that its staff 
and affiliated providers take those rights into account when furnishing 
services to enrollees. 

 
b. PROVIDER - ENROLLEE COMMUNICATION 
 

i. ANTI-GAG CLAUSE 
The MCO may not prohibit, or otherwise restrict, a health care 
professional acting within the lawful scope of practice, from advising or 
advocating on behalf of an enrollee who is his or her patient: 
 
a) For the enrollee's health status, medical care, or treatment 

options, including any alternative treatment that may be self-
administered. 

b) For any information the enrollee needs in order to decide among 
all relevant treatment options. 

c) For the risks, benefits, and consequences of treatment or non-
treatment. 

d) For the enrollee's right to participate in decisions regarding his or 
her health care, including the right to refuse treatment, and to 
express preferences about future treatment decisions. 

 
ii. MORAL OR RELIGIOUS OBJECTIONS  

An MCO that would otherwise be required to provide, reimburse for, or 
provide coverage of, a counseling or referral service is not required to 
do so if the MCO objects to the service on moral or religious grounds.   
 

iii. INFORMATION REQUIREMENTS  
If the MCO elects not to provide, reimburse for, or provide coverage of, 
a counseling or referral service because of an objection on moral or 
religious grounds, it must furnish information about the services it does 
not cover as follows:  
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a) To the State. 
b) With its application for a Medicaid contract. 
c) Whenever it adopts the policy during the term of the contract. 
d) Consistent with the provisions of 42 CFR 438.10. 
e) To potential enrollees before and during enrollment. 
f) To enrollees within 90 days after adopting the policy with respect 

to any particular service.   
 

c. MARKETING ACTIVITIES  
 
i. STATE APPROVAL 

The MCO may not distribute any marketing materials without first 
obtaining State approval.   The MCO must submit all marketing material 
to the State for approval prior to distribution. 
 

ii. INFORMED DECISION 
The MCO must provide assurances to the State that marketing, 
including plans and materials, is accurate and does not mislead, 
confuse, or defraud recipients or the State.  Marketing materials cannot 
contain any assertion or statement (whether written or oral) that: 
 
a) The member must enroll in the MCO in order to obtain benefits 

or in order not to lose benefits. 
b) That the MCO is endorsed by CMS, the Federal or State 

government or similar entity. 
 
iii. MARKETING REQUIREMENTS MUST INCLUDE THE FOLLOWING 
 

a) That the MCO distributes the materials to its entire service area. 
b) That the MCO does not seek to influence enrollment in 

conjunction with the sale or offering of any private insurance. 
c) That the MCO does not, directly or indirectly, engage in door-to-

door, telephone, or other cold-call marketing activities.   
 

d. EMERGENCY SERVICES: COVERAGE AND PAYMENT 
 
i. EMERGENCY AND POST STABILIZATION CARE SERVICES 

The MCO is responsible for coverage and payment of emergency 
services and post stabilization care services regardless of whether the 
provider that furnishes the services has a contract with the MCO.  Post 
Stabilization services remain covered until the MCO contacts the 
Emergency Room and takes responsibility for the enrollee.   
 

ii. PAYMENT FOR EMERGENCY MEDICAL CONDITION 
The MCO may not deny payment for treatment obtained when an 
enrollee had an emergency medical condition, including cases in which 
the absence of immediate medical attention would not have placed the 
health of the individual (or, in the case of a pregnant woman, the health 
of the woman or her unborn child) in serious jeopardy, resulted in 
serious impairment to bodily functions, or resulted in serious dysfunction 
of any bodily organ or part.  
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iii. EMERGENCY SERVICES 
The MCO may not deny payment for treatment obtained when a 
representative of the MCO instructs the enrollee to seek emergency 
services. 
 

iv. EMERGENCY MEDICAL CONDITION 
The MCO may not limit what constitutes an emergency medical 
condition on the basis of lists of diagnoses or symptoms. 
 

v. COVERAGE OF EMERGENCY SERVICES  
The MCO may not refuse to cover emergency services based on the 
emergency room provider, hospital, or fiscal agent not notifying the 
enrollee's primary care provider, MCO, or applicable State entity of the 
enrollee's screening and treatment within 10 calendar days of 
presentation for emergency services. 
 

vi. SUBSEQUENT SCREENING 
An enrollee who has an emergency medical condition may not be held 
liable for payment of subsequent screening and treatment needed to 
diagnose the specific condition or stabilize the patient. 
 

vii. DETERMINATION OF STABILIZATION 
The attending emergency physician, or the provider actually treating the 
enrollee, is responsible for determining when the enrollee is sufficiently 
stabilized for transfer or discharge, and that determination is binding on 
the MCO. 
 

viii. NON-NETWORK PROVIDER 
Any provider of emergency services that does not have in effect a 
contract with the MCO that establishes payment amounts for services 
furnished to an enrollee must accept as payment in full no more than the 
amounts (less any payments for indirect costs of medical education and 
direct costs of graduate medical education) that it could collect if the 
enrollee received medical assistance under Title XIX or Title XXI 
through an arrangement other than enrollment in the MCO. 
 

e. POST STABILIZATION SERVICES: COVERAGE AND PAYMENT 
 
i. FINANCIAL RESPONSIBILITY - PRE-APPROVAL 

The MCO is financially responsible for post stabilization services 
obtained within or outside the MCO that are pre-approved by a plan 
provider or other MCO representative. 
 

ii. FINANCIAL RESPONSIBILITY - APPROVAL REQUEST  
The MCO is financially responsible for post stabilization care services 
obtained within or outside the MCO which are not pre-approved by a 
plan provider or other MCO representative, but administered to maintain 
the enrollee's stabilized condition within 1 hour of a request to the MCO 
for pre-approval of further post stabilization care services. 
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iii. FINANCIAL RESPONSIBILITY - NO PRE-APPROVAL 
The MCO is financially responsible for post stabilization care services 
obtained within or outside the MCO service which are not pre-approved 
by a plan provider or other MCO representative, but administered to 
maintain, improve or resolve the enrollee's stabilized condition if: 
 
a) The MCO does not respond to a request for pre-approval within 

1 hour. 
b) The MCO cannot be contacted. 
c) The MCO representative and the treating physician cannot reach 

an agreement concerning the enrollee's care and a plan 
physician is not available for consultation. In this situation, the 
MCO must give the treating physician the opportunity to consult 
with a plan physician and the treating physician may continue 
with care of the patient until a plan physician is reached or: 

 
1) A plan physician with privileges at the treating hospital 

assumes responsibility for the enrollee’s care. 
2) A plan physician assumes responsibility for the enrollee’s 

care through transfer to another place of service. 
3) An MCO representative and the treating physician reach 

an agreement concerning the enrollee’s care. 
4) The enrollee is discharged. 

 
iv. END OF FINANCIAL RESPONSIBILITY  

The MCO's financial responsibility for post stabilization care services it 
has not pre-approved ends when: 
 
a) A plan physician with privileges at the treating hospital assumes 

responsibility for the enrollee’s care. 
b) A plan physician assumes responsibility for the enrollee’s care 

through transfer to another place of service. 
c) An MCO representative and the treating physician reach an 

agreement concerning the enrollee’s care. 
d) The enrollee is discharged. 

 
f. COVERED SERVICES 

 
i. FAMILY PLANNING SERVICES  

Family planning services are a mandatory Medicaid benefit.  The MCO 
must not restrict the choice of provider from whom the enrollee may 
receive family planning services and supplies. 
 

ii. BASIC BENEFITS PACKAGE 
The following physical health services represent a minimum benefit 
package that must be provided by the MCO to enrollees: 
 
a) Inpatient hospital services; 

1) Outpatient hospital services; 
2) Clinical and anatomical laboratory services including the 

administration of blood draws completed in the physician 
office or outpatient clinic for MH/SA diagnosis;  
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3) Radiology services; 
4) HEALTH CHECK (EPSDT) services and outreach 

including missed appointments or lack of follow up; 
5) Physician services, including nurse practitioner services, 

certified nurse midwife services, physician assistant 
services, clinic administered injections/medications, and 
anesthesia services including CRNA; 

6) Home health agency services; 
7) Private duty nursing services; 
8) Therapy services (physical therapy, occupational therapy, 

and speech pathology and audiology); 
9) Durable medical equipment and medical supplies, 

including hearing aids, orthotics, prosthetics and 
nutritional supplements; 

10) Podiatry services; 
11) Chiropractic services; 
12) Emergency Medical Transportation; and 
13) Vision services. 
 

iii. SUBSTITUTE HEALTH SERVICE  
As permitted under 42 CFR 438.6(e) and to the extent consistent with 
provisions of State law, the MCO shall, in its discretion, offer expanded 
services and benefits to enrollees in addition to those core benefits and 
services specified in Section IV.C.6.f if such services are, in the 
judgment of the MCO, medically appropriate and cost-effective.  These 
expanded services may include health care services which are currently 
non-covered services by the Nebraska Medicaid State Plan and/or 
which are in excess of the amount, duration, and scope in the Nebraska 
Medicaid State Plan. 
 
These services/benefits shall be specifically defined by the MCO in 
regard to amount, duration and scope.  DHHS will not provide any 
additional reimbursement for these services/benefits.   
 
The MCO shall provide DHHS a description of the expanded 
services/benefits to be offered by the MCO for approval.  Additions, 
deletions or modifications to Substitute Health Services made during the 
contract period must be submitted to DHHS for approval. 
 

iv. CARE MANAGEMENT REQUIREMENTS 
 

a) As part of the Care Management System, the MCO shall employ 
care coordinators and case managers to arrange, assure 
delivery of, monitor and evaluation basic and comprehensive 
care, treatment and services to a member.  Members needing 
Care Management Services shall be identified via the health risk 
assessment process, through evaluation of claims data, through 
Physician referral, or other mechanisms that may be utilized by 
the MCO.  The MCO shall develop guidelines for Care 
Management that will be submitted to DHHS for review and 
approval.  The MCO shall have approval from DHHS for any 
subsequent changes prior to implementation of such changes.  
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Care Management shall be linked to other MCO systems, such 
as QI, Member Services, and Grievances.    

b) See Attachment A for the full requirements related to Care 
Management.   

c) Care Coordination for Children who are DHHS Wards and in 
Out-of-Home Placement.  Case Management for children who 
are in foster care placement must involve coordination with the 
child’s Child and Family Services Specialist (or designee).  Case 
Management must also include identifying and responding to the 
child’s health care needs. The case management plan must 
include an outline of: 

 
1) A schedule for initial and follow-up health screenings that 

meet reasonable standards of medical practice; 
2) How health needs identified through screenings will be 

monitored and treated; 
3) How medical information for children in care will be 

updated and appropriately shared, which may include the 
development and implementation of an electronic health 
record;  

4) Steps to ensure continuity of health care services; and  
5) The oversight of prescription medications. 
 

v. MEDICAL RECORD CONTENT  
MCO medical record content must consist of, at a minimum, the 
following enrollee information:  
 
a) Identification of the enrollee. 
b) The name of the enrollee’s physician. 
c) Date of admission, and dates of application for and authorization 

of Medicaid benefits if application is made after admission. 
d) The plan of care. 
e)  Initial and subsequent continued stay review dates. 
f) Date of operating room reservation, if applicable. 
g) Justification of emergency admission, if applicable.  

Reasons and plan for continued stay, if the attending physician 
believes continued stay is necessary.  
 

7. QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT 
 
a. QUALITY STRATEGY  

The MCO must abide by the State’s Quality Strategy.  See Attachment B. 
 

b. EXTERNAL QUALITY REVIEW   
The MCO is subject to annual, external independent reviews of the quality 
outcomes, timeliness of, and access to, the services covered under the 
contract. The MCO must provide the necessary information required for these 
reviews and participate in any plan of correction to address any deficiencies 
identified by the EQR.  
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c. OPERATIONAL ON-SITE REVIEW BY THE STATE 
The MCO must allow State staff or its designee to conduct annual on-site 
reviews.  The operational on-site review will focus on specific areas of health 
plan performances.  The review will include, but is not limited to administrative 
capabilities, subcontracts, provider network capacity and services, potential 
enrollee services, PCP assignment and changes, quality improvement, data 
reporting, claims processing, in-depth review of areas that have been identified 
as problem areas, validation of the MCO’s accreditation status, review the 
MCO’s notification of adverse actions process, and identify areas of noteworthy 
performance and accomplishment. 
 

d. QUALITY MANAGEMENT COMMITTEE   
The MCO must attend annual quality management committee meetings.  The 
Quality Committee meets annually to review data and information designed to 
analyze the objectives of the Quality Strategy, recommend actions to improve 
quality of care, access, utilization, and potential enrollee satisfaction, and to 
review the results of the Performance Improvement Projects and recommend 
future PIP topics.  The Quality Management Committee also reviews the State’s 
overall Quality Strategy and makes recommendations for improvement. 

 
e. PROVIDER NETWORKS AND ACCESS STANDARDS 

 
i. DELIVERY NETWORK. THE MCO MUST MAINTAIN A NETWORK OF 

QUALIFIED PROVIDERS THAT: 
 

a) Meets State established Urban, Rural and Frontier Access 
Standards as listed in Attachment C. 

b) Is supported by written agreements. 
c) Is sufficient in numbers and locations within the service area, 

including counties contiguous to the MCO’s service area to 
provide adequate access and quality care to all services covered 
under the contract. 

d) If any service or provider is not available to a member within the 
mileage radius specified in Attachment C, the MCO must submit 
to DHHS for approval data that indicates covered services are 
not available to the member within the required distance. 

e) The provisions in Attachment C do not preclude the MCO from 
making arrangements with another source outside the service 
area for members to receive a higher level of skill or specialty 
than the level that is available within the MCO service area. 

 
ii. IN ESTABLISHING AND MAINTAINING THE NETWORK, THE MCO 

MUST CONSIDER THE FOLLOWING: 
 
a) The anticipated Medicaid enrollment. 
b) The expected utilization of services, taking into consideration the 

characteristics and health care needs of specific Medicaid 
populations represented in the particular MCO. 

c) The numbers and types (in terms of training, experience, and 
specialization) of providers required to furnish the contracted 
Medicaid services. 
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d) The numbers of network providers who are not accepting new 
Medicaid patients. 

e) The geographic location of providers and enrollees, considering 
distance, travel time, the means of transportation ordinarily used 
by enrollees, and whether the location provides physical access 
for enrollees with disabilities. 

 
iii. The MCO must also provide or arrange accessible care 24 hours per 

day, 7 days per week to the enrolled population. 
 

iv. DIRECT ACCESS TO WOMEN’S HEALTH SPECIALIST  
The MCO must provide female enrollees with direct access to a 
women’s health specialist within the network for covered care necessary 
to provide women's routine and preventive health care services.  This is 
in addition to the enrollee's designated source of primary care if that 
source is not a women's health specialist.   
 

v. SECOND OPINION  
The MCO must provide for a second opinion from a qualified health care 
professional within the network, or arrange for the enrollee to obtain one 
outside the network, at no cost to the enrollee. 
 

vi. OUT-OF-NETWORK PROVIDERS 
 If the MCO’s network is unable to provide necessary medical services 
covered under the contract to a particular enrollee, the MCO must 
adequately and timely cover these services out of network for the 
enrollee, for as long as the MCO is unable to provide them. 
 

vii. OUT-OF-NETWORK PROVIDER PAYMENT 
Out-of-network providers must coordinate with the MCO regarding 
payment.  The MCO must ensure that, if applicable, cost to the enrollee 
is no greater than it would be if the services were furnished within the 
network. 
 

viii. TIMELY ACCESS TO CARE AND SERVICES  
The MCO must meet and require its providers to meet State standards 
for timely access to care and services, taking into account the urgency 
of need for services. 
 

ix. TIMELY ACCESS-HOURS OF OPERATION  
The MCO must require that network providers offer hours of operation 
that are no less than the hours of operation listed in Attachment C. 
 

x. TIMELY ACCESS-SERVICES AVAILABILITY 
Services must be available 24 hours a day, 7 days a week, when 
medically necessary. 
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xi. TIMELY ACCESS MONITORING  
The MCO must: 
 
a) Establish mechanisms to ensure that network providers comply 

with the State established timely access requirements (see 
Attachment C). 

b) Monitor network providers regularly to determine compliance. 
c) Take corrective action if there is a failure to comply. 

 
xii. CULTURAL CONSIDERATIONS  

The MCO must participate in the State’s efforts to promote the delivery 
of services in a culturally competent manner to all enrollees, including 
those with limited English proficiency and diverse cultural and ethnic 
backgrounds. 
 

xiii. INDIAN HEALTH PROTECTIONS 
Per Section 5006(d) of the American Recovery and Reinvestment Act of 
2009 (Recovery Act), Public Law 111-5, Medicaid Managed Care 
Organizations (MCOs) must: 
 
a) Permit any Indian who is enrolled in a non-Indian MCO and 

eligible to receive services from a participating Indian Tribe, 
Tribal Organization, or Urban Indian Organization (I/T/U) 
provider, to choose to receive covered services from that I/T/U 
provider, and if that I/T/U provider participates in the network as 
a primary care provider, to chose that I/T/U as his or her primary 
care provider, as long as that provider has capacity to provide 
the service; 

b) Demonstrate that there are sufficient I/T/U providers in the 
network to ensure timely access to services available under the 
contract for Indian enrollees who are eligible to receive services 
from such providers; 

c) Provide I/T/U providers, whether participating in the network or 
not, payment for services in the Basic Benefits package provided 
to Indian enrollees who are eligible to receive services from such 
providers either: 
 
1) At a rate negotiated between the MCO and the I/T/U 

provider, or 
2) If there is not negotiated rate, at a rate not less than the 

level and amount of payment that would be made if the 
provider were not an I/T/U provider; and 

 
d) Make prompt payment to all I/T/U providers in its network as 

required for payments to practitioners in individual or group 
practices under federal regulations at 42 CFR sections 447.45 
and 447.46. 

 
xiv. DOCUMENTATION OF ADEQUATE CAPACITY AND SERVICES-

CONTRACT AWARD  
The MCO must submit to the State quarterly, in a format specified by the 
State after contract award, documentation that it: 
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a) Offers an appropriate range of preventive, primary care, 
specialty, and ancillary services that are adequate for the 
anticipated number of enrollees for the service area.  

b) Maintains a network of providers that is sufficient in number, mix, 
and geographic distribution to meet the needs of the anticipated 
number of enrollees in the service area. 

c) Meets the State established requirement for provider network 
and adequate capacity. 

 
xv. DOCUMENTATION OF ADEQUATE CAPACITY AND SERVICES-ON-

GOING 
The MCO must submit to the State on a quarterly basis, adequate 
capacity and services documentation using GeoAccess, an industry-
standard tool specifically designed to measure enrollees’ access to 
care.  The standard GeoAccess report must include, but is not limited to, 
the following reporting features to analyze the provider network 
coverage: 
 
a) Geographical Overview Maps.  Overview maps display the 

provider locations in the geographical area requested. 
b) Provider and Enrollee Location Maps.  An overlay of the provider 

network against the enrollee base. 
c) Potential enrollee Accessibility Summary.  A data sheet that 

provides an overview of the entire analysis displayed in the 
report showing number and percentages of potential enrollees 
with or without access. 

d) Access Standard Comparison.  Graphs that demonstrate the 
point at which the percentage of enrollee attains compliant status 
with the specified provider type and defined access standard. 

e) Accessibility Detail.  A data sheet which provides an in-depth 
look at the summary information contained on the Accessibility 
Summary Page. 

 
xvi. ASSURANCES OF ADEQUATE CAPACITY AND SERVICES 

Consistent with the Requirements in CFR 438.207, the MCO must 
submit the documentation assuring adequate capacity and services 
specifically as follows, but no less frequently than: 
 
a) At the time it enters into a contract with the State. 
b) Quarterly.  
c) At any time there has been a significant change (as defined by 

the State) in MCO operations that would affect adequate 
capacity and services, including: 

 
1) Changes in services, benefits, geographic service area or 

payments. 
2) Enrollment of a new population in the MCO. 
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d) Monthly Reporting 
In addition to quarterly reporting, the MCO will report to DHHS 
monthly those providers that have terminated from the network.  
The reporting requirements will be provided by DHHS. 

 
xvii. PRIMARY CARE AND COORDINATION OF HEALTH CARE 

SERVICES  
The MCO must implement procedures to ensure that in the process of 
coordinating care, each enrollee's privacy is protected consistent with 
the confidentiality requirements in 45 CFR parts 160 and 164.  
 

xviii. ENROLLEES WITH SPECIAL HEALTH CARE NEEDS 
Direct Access to Specialists  For enrollees determined to need a course 
of treatment or regular care monitoring, the MCO must have a 
mechanism in place to allow enrollees to directly access a specialist (for 
example, through a standing referral or an approved number of visits) as 
appropriate for the enrollee’s condition and identified needs. 
 

xix. COVERAGE-AMOUNT, DURATION, AND SCOPE  
The services offered under the MCO contract (basic benefits package 
services) must be sufficient in amount, scope, and duration to 
reasonably be expected to achieve the purpose for which the services 
are furnished and must be equal to those furnished under fee-for-
service Medicaid.  
 

xx. COVERAGE-DENIAL 
The MCO may not arbitrarily deny or reduce the amount, duration, or 
scope of a required service solely because of the diagnosis, type of 
illness, or condition of the enrollee. 
 

xxi. COVERAGE-LIMITS 
 The MCO may place appropriate limits on a service on the basis of 
criteria such as medical necessity, or for utilization control, provided the 
services furnished can reasonably be expected to achieve their 
purpose. 
 

xxii. MEDICALLY NECESSARY SERVICES  
The MCO must specify what constitutes "medically necessary services" 
in a manner that is no more restrictive than the State Medicaid program 
and addresses the extent to which the MCO is responsible for covering 
services related to the following: 
 
a) The prevention, diagnosis, and treatment of health impairments. 
b) The ability to achieve age-appropriate growth and development. 
c) The ability to attain, maintain, or regain functional capacity. 
 
The MCO may not limit services beyond the limitations in the State’s 
Medicaid program. 
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xxiii. AUTHORIZATION OF SERVICES-WRITTEN POLICIES 
The MCO and its subcontractors must have in place, and follow, written 
policies and procedures for processing requests for initial and continuing 
authorizations of services.  
 

xxiv. AUTHORIZATION OF SERVICES-APPLICATION OF REVIEW 
CRITERIA 
The MCO must have in effect mechanisms to ensure consistent 
application of review criteria for authorization decisions and consultation 
with the requesting provider when appropriate. 
 

xxv. AUTHORIZATION OF SERVICES BY DHHS 
Per 482 NAC 4-004, the following services must be prior authorized by 
the State and covered under Fee For Service: 
 
a) Abortions; and  
b) Transplants 
 

xxvi. AUTHORIZATION OF SERVICES-DENIAL DECISIONS 
The MCO must assure that any decision to deny a service authorization 
request or to authorize a service in an amount, duration, or scope that is 
less than requested, be a decision made by a physician with the 
necessary credentials and experience and who has appropriate clinical 
expertise in treating the enrollee’s condition or disease.    
 

xxvii. COMPENSATION FOR UTILIZATION MANAGEMENT ACTIVITIES 
The MCO is prohibited from structuring compensation to individuals or 
entities that conduct utilization management activities in such a way as 
to provide incentives for the individual or MCO to deny, limit, or 
discontinue medically necessary services to any enrollee. 
 

f. STRUCTURE AND OPERATION STANDARDS 
 
i. CONTRACTS WITH PROVIDERS 

In all contracts with health care professionals, the MCO must comply 
with the requirements specified in 42 CFR 438.214, 438.610, 455.104, 
455.105, 455.106, and 1002.3, which include selection and retention of 
providers, credentialing and re-credentialing requirements, and 
nondiscrimination.  
 

ii. SELECTION AND RETENTION OF PROVIDERS 
The MCO must have written policies and procedures and a description 
of its policies and procedures for selection and retention of providers 
following the State's policy for credentialing and re-credentialing.   
 

iii. NONDISCRIMINATION 
MCO provider selection policies and procedures cannot discriminate 
against particular providers that serve high-risk populations or specialize 
in conditions that require costly treatment. 
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iv. CREDENTIALING 
The MCO must be able to demonstrate that its providers are 
credentialed.  The MCO’s provider credentialing process must require: 
 
a) All providers credentialed by the MCO must also be a Medicaid-

enrolled provider and agrees to comply with all pertinent 
Medicaid regulations; 

b) Re-credentialing at a minimum, every three (3) years; 
c) Disclosure by providers and fiscal agents: Information on 

ownership and control.  The MCO must require each disclosing 
entity to disclose the following information in accordance with 42 
CFR 455.104: 

 
1) The name and address of each person with an ownership 

or control interest in the disclosing entity or in any 
subcontractor in which the disclosing entity has direct or 
indirect ownership of 5 percent or more; 

2) Whether any of the persons named is related to another 
as spouse, parent, child, or sibling. 

3) The name of any other disclosing entity in which a person 
with an ownership or control interest in the disclosing 
entity also has an ownership or control interest. This 
requirement applies to the extent that the disclosing entity 
can obtain this information by requesting it in writing from 
the person. The disclosing entity must: 

 
i) Keep copies of all these requests and the responses 

to them; 
ii) Make them available to the federal Health and 

Human Services (HHS) Secretary or the Medicaid 
agency upon request; and 

iii) Advise the Medicaid agency when there is no 
response to a request. 

 
d) Provider agreements and fiscal agent contracts 

An MCO shall not approve a provider agreement or a contract 
with a fiscal agent, and must terminate an existing agreement or 
contract, if the provider or fiscal agent fails to disclose ownership 
or control information as required by this section. 
 

e) Disclosure by providers and fiscal agents: Information related to 
business transactions-Provider agreements   
An MCO must enter into an agreement with each provider under 
which the provider agrees to furnish to it or to the federal Health 
and Human Services (HHS)Secretary, on request, information 
related to business transactions in accordance with 42 CRF 
455.105: 

 
1) A provider must submit within 35 days of the date on a 

request by the HHS Secretary or the Medicaid agency, 
full and complete information about the ownership of any 
subcontractor with whom the provider has had business 
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transactions totaling more the $25,000 during the 12-
month period ending on the date of request or any 
significant business transactions between the provider 
and any wholly owned supplier, or between the provider 
and any subcontractor, during the 5-year period ending 
on the date or request. 

 
f) Excluded Providers 

The MCO is prohibited from employing or contracting with 
providers excluded from participation in Federal health care 
programs under either section 1128 or section 1128A of the 
Social Security Act in accordance with 42 CFR 438.610.  MCO’s 
must search the names of parties disclosed during the 
credentialing process against the HHS-OIG list of Excluded 
individuals/Entities (LEIE), and General Services Administration 
(GSA) Excluded Parties List (EPLS). Parties appearing on either 
of these databases must not be credentialed, contracted with or 
employed by the MCO. 
 

g) Disclosure by providers: Information on persons convicted of 
crimes in accordance with 42 CFR 455.106.   
Before the MCO enters into or renews a provider agreement, or 
at any time upon written request by the Medicaid agency, the 
provider must disclose to the MCO the identity of any person 
who: 
 
1) Has ownership or control interest in the provider, or is an 

agent or managing employee of the provider; and 
2) Has been convicted of a criminal offense related to that 

person’s involvement in any program under Medicare, 
Medicaid, or Title XX services programs since the 
inception of these programs. 

 
h) Notification to the Inspector General in accordance with 42 CFR 

1002.3.   
The MCO must notify the Medicaid Agency of any disclosures 
made by providers on information on persons convicted of 
crimes within 10 working days from the date it receives the 
information.  The MCO must also promptly notify the Medicaid 
Agency of any action it takes on the provider’s application for 
participation in the program.  The Medicaid Agency is 
responsible for notifying the Inspector General within 20 working 
days of notification by the MCO.    
 

v. MINIMUM REIMBURSEMENT TO IN-NETWORK PROVIDERS 
The MCO must provide reimbursement for the services in the Basic 
Benefits package and provider by an in-network provider.  The MCO 
rate of reimbursement shall be no less than the published Medicaid fee-
for-service rate in effect on the date of service, unless DHHS has 
granted an exception for a provider-initiated alternative payment 
arrangement.  DHHS will notify the MCO of updates to the Medicaid fee 
schedule and payment rates. 
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For providers who receive cost based reimbursement for Medicaid 
services, the published Medicaid fee-for-service rate shall be the rate 
that would be received in the fee-for-service Medicaid program.   
 
The provider may enter into alternative reimbursement arrangements 
with the MCO if the provider initiates the request and it is approved in 
advance by DHHS. 
 

vi. FQHC/RHC CONTRACTING AND REIMBURSEMENT 
A MCO must offer to contract with all FQHCs and RHC in its service 
area.  If an agreement cannot be reached between the MCO and the 
FQHC or RHC, the MCO shall notify DHHS.  The MCO shall reimburse 
FQHCs and RHCs in accordance with 471 NAC Chapters 29 and 34.  
The MCO shall not enter into alternative reimbursement arrangements 
with FQHCs or RHCs as initiated by the FQHC or RHC without prior 
approval from DHHS. 
 
If a MCO is unable to contract with an FQHC or RHC within the service 
area and PCP access distance standards (see Attachment C), the MCO 
is not required to reimburse that FQHC or RHC for out-of-network 
services if FQHC or RHC services within PCP access distance 
standards are available in that are unless: 
 
a) The medically necessary services are required to treat an 

emergency medical condition; or 
b) FQHC/RHC services are not available through the MCO in the 

service area within DHHS’s established access standards. 
 

vii. CONFIDENTIALITY 
The MCO must establish and implement procedures consistent with 
confidentiality requirements in 45 CFR Parts 160 and 164 for medical 
records and any other health and enrollment information that identifies a 
particular enrollee. 
 

viii. SUB CONTRACTUAL RELATIONSHIPS AND DELEGATION  
The MCO must provide or assure that provision of all services in the 
Basic Benefits package specified in Section IV.C.6.f.ii above.  The MCO 
may provide these services directly or may enter in subcontracts with 
providers who will provide services to the members in exchange for 
payment by the MCO for services rendered.  Any plan to delegate 
responsibilities of the MCO to a major subcontractor shall be submitted 
to DHHS for approval. 
 
In order to ensure that members have access to a broad range of health 
care providers, and to limit the potential for disenrollment due to lack of 
access to providers or services, the MCO shall not have a contract 
arrangement with any service provider in which the provider represents 
or agrees that it will not contract with another MCO or in which the MCO 
represents or agrees that it will not contract with another provider.  The 
MCO shall not advertise or otherwise hold itself out as having an 
exclusive relationship with any other service providers. 
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The MCO is responsible for oversight and will be the party held 
accountable for any functions and responsibilities that it delegates to 
any subcontractor, including: 
 
a) Meeting the Federal requirements defined 42 CFR Part 438 that 

are appropriate to the service or activity delegated under the 
subcontract; 

b) The prospective subcontractor’s ability to perform the activities to 
be delegated; 

c) A written agreement between the MCO and the subcontractor 
that specifies the activities and report responsibilities delegated 
to the subcontractor; and provides for revoking delegation or 
imposing other sanctions if the subcontractor's performance is 
inadequate; and 

d) Assurance that when the MCO identifies deficiencies or areas for 
improvement, the MCO and the subcontractor must take 
corrective action. 

 
All encounter data shall be submitted to DHHS directly by the contractor.  
DHHS shall not accept any encounter data submissions or 
correspondence directly from any subcontractors, and DHHS shall not 
forward any electronic media, reports or correspondence directly to a 
subcontractor.  The MCO shall be required to receive all electronic finals 
and hardcopy material from DHHS and distribute them within its 
organization or to its subcontractors as needed. 
 

ix. TIMELY CLAIMS PAYMENT BY MCO 
 
a) Claim means: 

1) A bill for services; 
2) A line item of service; or 
3) All services for one member within a bill. 

 
b) Clean claim means: 

1)  One that can be processed without obtaining additional 
information from the provider of the service or from a third 
party.   

2) It does not include a claim from a provider who is under 
investigation for fraud or abuse, or a claim under review 
for medical necessity.   

 
c) The MCO must meet the requirements of FFS timely payment as 

defined at 42CFR 447.5: 
 
1) Pay 90% of all clean claims from practitioners, who are in 

individual or group practice or who practice in shared 
health facilities, within 30 days of the date of receipt.  The 
date of receipt is the date the MCO receives the claim. 

2) Pay 99% of all clean claims from practitioners, who are in 
individual or group practice or who practice in shared 
health facilities, within 90 days of the date of receipt. 
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3) Pay all other claims within 12 months of the date of 
receipt. 

 
d) The date of payment is the date of the check or other form of 

payment. 
 

e) The MCO will report to DHHS on a monthly basis summary data 
on claims payment activity and reasons for claims denials.  The 
reporting requirements will be provided by DHHS. 
 

x. PROTECT AGAINST LIABILITY  
Subcontractors and referral providers may not bill enrollees any amount 
greater than would be owed if the MCO provided the services (i.e., no 
balance billing by providers). 
 

xi. CRITICAL ACCESS HOSPITALS (CAH)  
MCOs must develop programs for improving access, quality, and 
performance with both network and out-of-network hospitals.  The MCO 
must make all Critical Access Hospital (CAH) inpatient payments 
utilizing interim per diem rates calculated by DHHS with an annual year-
end cost settlement.  The annual year-end cost settlement occurs at the 
end of each CAH’s fiscal year.  Outpatient rates are calculated by DHHS 
on a cost-to-charge basis with an annual year end settlement.   
 

xii. HEALTH INFORMATION SYSTEMS-REQUIREMENTS 
The MCO must maintain a health information system that collects, 
analyzes, integrates, and reports data.  The system must provide 
information on areas including, but not limited to, utilization, grievances 
and appeals, and disenrollments for reasons other than loss of Medicaid 
eligibility.  Reporting formats will be determined by the State after 
contract award. 
 

xiii. HEALTH INFORMATION SYSTEMS-BASIC ELEMENTS 
The MCO must provide documentation on its Health Information System 
that ensures data received from providers is accurate and complete by  
 
a) Verifying the accuracy and timeliness of reported data. 
b) Screening the data for completeness, logic, and consistency. 
c) Collecting service information in standardized formats to the 

extent feasible and appropriate. 
 

xiv. HEALTH INFORMATION SYSTEMS-FUNCTIONS 
 The MCO must be able to perform the following functions electronically: 
 
a) Receive enrollment verification via a HIPAA compliant 834 

format; 
b) Receive electronic premium payments remittance advice via a 

HIPAA compliant 820 format; 
c) Provide enrollment verification in a HIPAA compliant 270/271 

format; 
d) Accept prior authorization requests in a HIPAA compliant 278 

format; 
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e) Allow claims inquiry and response in a HIPAA compliant 276/277 
format; 

f) Accept HIPAA compliant electronic claims transactions in the 
837 format; 

g) Generate HIPAA compliant electronic remittance in the 835 
format; 

h) Submit encounter data via a HIPAA 837 format; and 
i) Make claims payments via electronic funds transfer. 
 

xv. HEALTH INFORMATION SYSTEMS-ENCOUNTER DATA 
The MCO must collect data on enrollee and provider characteristics as 
specified by the State and on services furnished to enrollees through an 
encounter data system.  The MCO must be able to submit encounter 
data in a format specified by the state.  The MCO must also be capable 
of submitting encounter data via ASC X12 formats. 
The MCO must maintain an information system that includes the 
capability to collect data on potential enrollee and provider 
characteristics, and claims information through an encounter data 
system.  The MCO must submit encounter data to the Medicaid 
Management Information System (MMIS) monthly per Departmental 
specifications. 
 
Encounter data submission must: 
 
a) Be submitted on a monthly basis; 
b) Be submitted accurately and meet the Departmental standard of 

95% “good” claims submission rate (i.e. five (5) percent error 
rate threshold); 

c) Include all clean claims adjudicated by the MCO; and 
d) all services provided to the NHC potential enrollee, contracted or   

delegated. 
 
Encounter data that does not meet the 5% error rate threshold will be 
rejected and reported to the MCO.  The MCO is required to re-submit 
corrected encounter data in a timely manner.  MCO’s which fail to meet 
compliance standards for submission of encounter data will result in a 
corrective action plan and monetary penalties as described in Section 
IV.C.10 until the MCO plan comes into compliance. 
 

xvi. HEALTH INFORMATION SYSTEMS- MCO DRUG REBATES 
In accordance with Section 2501 of the Affordable Care Act, the MCO 
must collect and report rebate data for outpatient physician administered 
drugs (e.g. NDCs and number of units of each covered outpatient drug 
dispensed).  This reporting will enable the State to include MCO 
utilization data with its fee-for-service utilization data for covered 
outpatient drugs, so that the manufacturers can pay rebates on these 
drugs.  The MCO will submit this utilization data for outpatient physician-
administered drugs via the encounter data. 
 

xvii. HEALTH INFORMATION SYSTEMS-INFORMATION AVAILABILITY 
The MCO must make all collected data available to the State and, upon 
request, to CMS. 
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g. MEASUREMENT AND IMPROVEMENT STANDARDS 
 
i. PRACTICE GUIDELINES 

The MCO must adopt practice guidelines that meet the following 
requirements: 
 
a) Are based on valid and reliable clinical evidence or a consensus 

of health care professionals in the particular field. 
b) Considers the needs of the enrollees. 
c) Are adopted in consultation with contracting health care 

professionals. 
d) Are reviewed and updated periodically as appropriate. 

 
ii. DISSEMINATION OF GUIDELINES 

The MCO must disseminate practice guidelines to all affected providers 
and, upon request, to enrollees and potential enrollees. 
 

iii. APPLICATION OF GUIDELINES 
The MCO must ensure that decisions for utilization management, 
enrollee education, coverage of services, and other areas to which the 
guidelines apply are consistent with the guidelines. 
 

iv. QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT 
(QAPI) PROGRAM 
The MCO must have an ongoing quality assessment and performance 
improvement program for the services it furnishes to its enrollees.  The 
MCO’s QAPI program must include at a minimum: 
 
a) Description of the Quality Assurance Committee; 
b) Designation of Individuals/Departments Responsible for the 

QAPI Program Implementation; 
c) Description of Network Participation in the QAPI Program; 
d) Credentialing/Re-credentialing Procedures; 
e) Standards of Care; 
f) Standards for Service Accessibility; 
g) Medical Records Standards; 
h) Utilization Review Standards; 
i) Quality Indicator Measures and Clinical Studies; 
j) QAPI Program Documentation Methods; 
k) Integration of Quality Assurance with other Management 

Functions; and  
l) Corrective Action Plans. 
 

v. QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT 
(QAPI) PROGRAM REPORTING 
The MCO will report to DHHS quarterly the minutes and disposition of 
quality program initiatives that were presented at the Quality Oversight 
Committee meetings to ensure that all quality initiatives are considered 
at the frequencies outlined in the Quality Assessment Performance 
Improvement Program.  The reporting requirements will be provided by 
DHHS. 
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vi. QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT 
PROGRAM-PERFORMANCE MEASURES 
The State will specify performance measures and topics for 
performance improvement projects. CMS, in consultation with States 
and other stakeholders, may also specify performance measures and 
topics for performance improvement projects to be required by States in 
their contracts with MCOs.   
 

vii. QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT 
PROGRAM-DOCUMENTATION 
The MCO must provide documentation that it has in effect mechanisms: 
 
a) To detect both underutilization and overutilization of services. 
b) To assess the quality and appropriateness of care furnished to 

enrollees with special health care needs. 
 

viii. PERFORMANCE MEASURES 
On an annual basis, the MCO must: 
 
a) Measure and report to the State its performance, using standard 

measures required by the State (see Attachment F).  
b) Submit to the State, data specified by the State, which enables 

the State to measure the MCO’s performance. 
 

ix. CHIPRA QUALITY MEASURES 
On an annual basis, the MCO must: 
 
a) Measure and report to the State its performance using the 

CHIPRA Quality Measures required by CMS (see Attachment F). 
b) Submit to the State, data on the CHIPRA Quality Measures 

which enables the State to measure the MCO’s performance. 
 

x. ADULT QUALITY MEASURES 
Per Section 2701 of the Affordable Care Act, the MCO must on an 
annual basis: 
 
a) Measure and report to the State its performance using the ACA 

Adult Quality Measures as defined by CMS.  The final will be 
published no later January 1, 2012. 

b) Submit to the State, data on the Adult Quality Measures which 
enable the State to measure the MCO’s performance.  
Mandatory reporting on the Adult Quality Measures will begin in 
2013. 

 
xi. MEMBER SATISFACTION SURVEYS 

The MCO shall conduct annual Consumer Assessment of Healthcare 
Providers and Subsystems (CAHPS®) surveys and methodology to 
assess the quality and appropriateness of care to members.  The MCO 
shall enter into an agreement with a vendor that is certified by NCQA to 
perform CAHPS® surveys and this vendor shall perform CAHPS® Adult 
surveys, CAHPS® Child surveys, and CAHPS® Children with Chronic 
Conditions surveys. 
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Survey results and descriptions of the survey process shall be reported 
to the State separately for each required CAHPS® survey. And each 
survey shall be administered to a statistically valid random sample of 
members who are enrolled in the MCO at the time of the survey.  
Analyses shall provide statistical analysis for targeting improvement 
efforts and comparison to national and state benchmark standards. 
 
The most current CAHPS® Health Plan Survey (currently 4.0) for 
Medicaid Enrollees shall be used.  Survey results are due 45 days after 
the end of the contract plan year (State Fiscal Year ending June 30).  
 

xii. PROVIDER SATISFACTION SURVEYS 
The MCO shall conduct an annual provider survey to assess satisfaction 
with provider enrollment, provider communication, provider education, 
provider complaints, claims processing claims reimbursement, and 
utilization management processes, including medical reviews and 
support toward Patient Centered Medical Home Implementation.  The 
Provider Satisfaction survey tool and methodology must be submitted to 
the State for approval prior to administration. 
 
The MCO shall submit an annual Provider Satisfaction Survey Report 
that summarizes the survey methods and findings and provides analysis 
of opportunities for improvement.  Provider Satisfaction Survey Reports 
are due 45 days after the end of the contract plan year (State Fiscal 
Year ending June 30). 
 

xiii. PERFORMANCE IMPROVEMENT PROJECTS  
The MCO must conduct performance improvement projects that are 
designed to achieve, through ongoing measurements and intervention, 
significant improvement, sustained over time, in clinical care and non-
clinical care areas expected to have a favorable effect on health 
outcomes and enrollee satisfaction. The MCO must report the status 
and results of each project to the State as requested. Performance 
improvement projects must involve the following: 
 
a) Study topic and question as determined by the State; 
b) Study indicators and goals; 
c) Study population; 
d) Measurement of performance using objective quality indicators; 
e) Evaluation of findings from data collection; 
f) Implementation of system interventions to achieve improvement 

in quality; 
g) Evaluation of the effectiveness of interventions; and  
h) Planning and initiation of activities for increasing and sustaining 

improvement. 
 

xiv. PERFORMANCE IMPROVEMENT PROJECTS-TIMEFRAMES  
Each performance improvement project must be completed in a 
reasonable time period so as to generally allow information on the 
success of performance improvement projects in the aggregate to 
produce new information on quality of care every year. 
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xv. PROGRAM REVIEW BY THE STATE 
The MCO must have in effect a process for its own evaluation of the 
impact and effectiveness of its quality assessment and performance 
improvement program. Results of the MCO’s QAPI program work plans 
must be reported to the State annually. 
 

h. ENFORCEMENT  
 
i. PLAN OF CORRECTION   

MCO’s that are determined to be performing below quality standards 
(which will be considered deficiencies) identified through the State’s 
Quality Strategy will be required to submit a Plan of Correction (POC) 
which addresses each deficiency specifically and provides a timeline by 
which corrective action will be completed.  Follow-up reporting is 
required by the MCO to assess progress in implementing the POC. 
 

ii. ADDITIONAL ENFORCEMENT ACTIONS   
Upon completion of the POC, if the MCO has not come into compliance, 
additional actions will be taken against the MCO.  These additional 
actions include: 
 
a) Instituting a restriction on the type of enrollees. 
b) Changing the auto assignment algorithm to limit the number of 

enrollees into the plan. 
c) Banning new assignments into the plan. 

 
8. GRIEVANCE SYSTEMS  

 
a. SERVICE AUTHORIZATIONS AND NOTICES OF ACTION  

 
i. SERVICE AUTHORIZATION 

The MCO must provide a definition of service authorization that, at least, 
includes the enrollee’s request for the provision of a service. 
 

ii. SERVICE AUTHORIZATION PROCESS 
The MCO must assure that any decision to deny a service authorization 
request or to authorize a service in an amount, duration, or scope that is 
less than requested must be made by a health care professional who 
has appropriate clinical expertise in treating the enrollee’s condition or 
disease.  
 

iii. NOTICE OF ADVERSE ACTION FOR SERVICE AUTHORIZATIONS 
The MCO must notify the requesting provider, and give the enrollee 
written notice of any decision to deny a service authorization request, or 
to authorize a service in an amount, duration, or scope that is less than 
requested. The notice must meet the requirements of 42 CFR 438.404 
as set forth in Section IV.C.8.a.v and Section IV.C.8.a.v and Section 
IV.C.8.a.vi. 
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iv. NOTICE OF ADVERSE ACTION 
The MCO must give the enrollee written notice of any action (not just 
service authorization actions) within the timeframes for each type of 
action.   
 

v. NOTICE OF ADVERSE ACTION - CONTENT 
The notice must explain: 
 
a) The action the MCO or its contractor has taken or intends to 

take. 
b) The reasons for the action. 
c) The enrollee’s or the provider’s right to file an appeal. 
d) The enrollee’s right to request a State fair hearing. 
e) Procedures for exercising enrollee’s rights to appeal or grieve. 
f) Circumstances under which expedited resolution is available and 

how to request it. 
g) The enrollee’s rights to have benefits continue pending the 

resolution of the appeal, how to request that benefits be 
continued, and the circumstances under which the enrollee may 
be required to pay the costs of these services. 

 
vi. NOTICE OF ADVERSE ACTION - LANGUAGE AND FORMAT 

The notice must be in writing and must meet the language and format 
requirements described in Section IV.C.4.d Information Requirements. 
 

vii. TIMEFRAMES FOR NOTICE OF ACTION – TERMINATION, 
SUSPENSION, OR REDUCTION OF SERVICES 
The MCO must provide notice at least 10 days before the date of action 
when the action is a termination, suspension, or reduction of previously 
authorized Medicaid-covered services. The period of advanced notice is 
shortened to 5 days if probable member fraud has been verified. The 
MCO must give notice by the date of the action for the following 
circumstances: 
 
a) In the death of a member. 
b) A signed written member statement requesting service 

termination or giving information requiring termination or 
reduction of services (where he or she understands that this 
must be the result of supplying that information). 

c) The member’s admission to an institution where he or she is 
ineligible for further services. 

d) The member’s address is unknown and mail directed to him or 
her has no forwarding address. 

e) The member has been accepted for Medicaid services by 
another local jurisdiction.  

f) The member’s physician prescribes the change in the level of 
medical care. 

g) An adverse determination made with regard to the preadmission 
screening requirements for nursing facility admissions on or after 
January 1989. 



Page 63  
Revised: 05/02/11 

h) The safety or health of individuals in the facility would be 
endangered, the resident’s health improves sufficiently to allow a 
more immediate transfer or discharge, an immediate transfer or 
discharge is required by the resident’s urgent medical needs, or 
a resident has not resided in the nursing facility for 30 days 
(applies only to adverse actions for nursing facility transfers). 

 
viii. TIMEFRAMES FOR NOTICE OF ACTION - DENIAL OF PAYMENT 

The MCO must provide notice on the date of action when the action is a 
denial of payment.  
 

ix. TIMEFRAMES FOR NOTICE OF ACTION - STANDARD SERVICE 
AUTHORIZATION DENIAL  
The MCO must give notice as expeditiously as the enrollee's health 
condition requires and within State-established timeframes that may not 
exceed 14 calendar days following receipt of the request for service. 
Timeframe may be extended up to 14 additional calendar days if the 
enrollee or the provider requests an extension or the MCO justifies a 
need for additional information and how the extension is in the enrollee's 
interest. 
 
If the MCO extends the timeframe, the enrollee must be provided written 
notice of the reason for the decision to extend the timeframe and the 
right to file an appeal if he or she disagrees with that decision. The MCO 
must issue and carry out its determination as expeditiously as the 
enrollee’s health condition requires and no later than the date the 
extension expires.  
 

x. TIMEFRAMES FOR NOTICE OF ACTION - EXPEDITED SERVICE 
AUTHORIZATION DENIAL 
For cases in which a provider indicates or the MCO determines that 
following the standard timeframe could seriously jeopardize the 
enrollee's life or health or ability to attain, maintain, or regain maximum 
function, the MCO must make an expedited authorization decision and 
provide notice as expeditiously as the enrollee’s health condition 
requires and no later than 3 working days after receipt of the request for 
service. The MCO may extend the time period by up to 14 calendar 
days if the enrollee requests an extension or if the MCO justifies a need 
for additional information and how the extension is in the enrollee’s 
interest. 
 

xi. TIMEFRAMES FOR NOTICE OF ACTION - UNTIMELY SERVICE 
AUTHORIZATION DECISIONS  
The MCO must provide notice on the date that the timeframes expire 
when service authorization decisions are not reached within the 
timeframes for either standard or expedited service authorizations.  
Untimely service authorizations constitute a denial and are thus adverse 
actions. 
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b. GENERAL REQUIREMENTS OF GRIEVANCE SYSTEMS 
 
i. The MCO must have a grievance system for enrollees that meet all 

regulation requirements, including a grievance process, an appeal 
process, and access to the State’s fair hearing system.  The MCO must 
distinguish between grievance system, grievance process, and a 
grievance.   

 
a) A grievance is an enrollee’s expression of dissatisfaction with 

any aspect of care other than the appeal of actions, which is 
considered an appeal.  

b) The grievance system includes a grievance process, an appeal 
process, and access to the State’s fair hearing system.  Any 
grievance system requirements apply to all three components of 
the grievance system not just to the grievance process.   

c) A grievance process is the procedure for addressing enrollee’s 
grievances.   

 
ii. The MCO must:  

 
a) Give enrollees any reasonable assistance in completing forms 

and other procedural steps not limited to providing interpreter 
services and toll-free numbers with TTY/TDD and interpreter 
capability. 

b) Acknowledge receipt of each grievance and appeal.  
c) Ensure that individuals completing review of grievances and 

appeals are not the same individuals involved in previous levels 
of review or decision-making and are health care professionals 
with clinical expertise in treating the enrollee’s condition or 
disease if any of the following apply: 

 
1) A denial appeal based on lack of medical necessity. 
2) A grievance regarding denial of expedited resolutions of 

an appeal. 
3) Any grievance or appeal involving clinical issues. 
 

iii. INFORMATION TO PROVIDERS AND SUBCONTRACTORS 
The MCO must provide the following grievance, appeal, and fair hearing 
procedures and timeframes to all providers and subcontractors at the 
time of entering into a contract:  
 
a) The enrollee’s right to a State fair hearing, how to obtain a 

hearing, and representation rules at a hearing. 
b) The enrollee’s right to file grievances and appeals and the 

requirements and timeframes for filing. 
c) The availability of assistance in filing grievances and appeals. 
d) The toll-free numbers to file oral grievances and appeals. 
e) The enrollee’s right to request continuation of benefits during an 

appeal or State fair hearing filing and, if the MCO action is 
upheld in a hearing, that the enrollee may be liable for the cost of 
any continued benefits. 
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f) Any State-determined provider appeal rights to challenge the 
failure of the organization to cover a service. 

 
iv. GRIEVANCE SYSTEM - RECORD KEEPING AND REPORTING 

The MCO must: 
  
a) Maintain records of grievances and appeals. 
b) Submit to the State quarterly data, specified by the State, on 

grievances and appeals which enables the State to measure the 
MCO’s performance. 

 
c. APPEAL PROCESS 

 
i. APPEAL PROCESS - AUTHORITY TO FILE 

An enrollee may file an MCO-level appeal. A provider, acting on behalf 
of the enrollee and with the enrollee’s written consent, may file an 
appeal.   
 

ii. APPEAL PROCESS - TIMING  
The enrollee or provider may file an appeal within 90 days from the date 
on the MCO’s Notice of Action.  
 

iii. APPEAL PROCESS-AUTHORITY TO FILE 
The enrollee or provider may file an appeal either orally or in writing and 
must follow an oral filing with a written, signed, appeal. 
 

iv. APPEAL PROCESS – PROCEDURES  
The MCO must: 
 
a) Ensure that oral inquiries seeking to appeal an action are treated 

as appeals and confirm those inquiries in writing, unless the 
enrollee or the provider requests expedited resolution. 

b) Provide a reasonable opportunity to present evidence, and 
allegations of fact or law, in person as well as in writing. 

c) Allow the enrollee and representative opportunity, before and 
during the appeals process, to examine the enrollee’s case file, 
including medical records, and any other documents and 
records.  

d) Consider the enrollee, representative, or estate representative of 
a deceased enrollee as parties to the appeal. 

 
v. APPEAL PROCESS - RESOLUTION AND NOTIFICATION 

The MCO must resolve each appeal, and provide notice, as 
expeditiously as the enrollee’s health condition requires, within 45 days 
from the day the MCO receives the appeal. The MCO may extend the 
timeframes by up to 14 calendar days if the enrollee requests the 
extension or the MCO shows that there is need for additional 
information and how the delay is in the enrollee’s interest. For any 
extension not requested by the enrollee, the MCO must give the 
enrollee written notice of the reason for the delay. 
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vi. APPEAL PROCESS - FORMAT AND CONTENT OF RESOLUTION 
NOTICE 
The MCO must provide written notice of disposition. The written 
resolution notice must include: 
 
a) The results and date of the appeal resolution. 
 

1) For decisions not wholly in the enrollee’s favor. 
2) The right to request a State fair hearing. 
3) How to request a State fair hearing. 
4) The right to continue to receive benefits pending a 

hearing. 
5) How to request the continuation of benefits. 
6) If the MCO action is upheld in a hearing, that the enrollee 

may be liable for the cost of any continued benefits. 
 

vii. APPEAL AND STATE FAIR HEARING PROCESS - CONTINUATION 
OF BENEFITS 
The MCO must continue the enrollee's benefits if:  
 
a) The appeal is filed timely, meaning on or before the later of the 

following: 
 
1) Within 10 days of the MCO mailing the Notice of Action. 
2) The intended effective date of the MCO proposed action. 
 

b) The appeal involves the termination, suspension, or reduction of 
a previously authorized course of treatment. 

c) The services were ordered by an authorized provider. 
d) The authorization period has not expired. 
e) The enrollee requests extension of benefits. 
 

viii. APPEAL AND STATE FAIR HEARING PROCESS - DURATION OF 
CONTINUED OR REINSTATED BENEFITS  
If the MCO continues or reinstates the enrollee's benefits while the 
appeal is pending, the benefits must be continued until one of the 
following occurs:  
 
a) The enrollee withdraws the appeal. 
b) The enrollee does not request a fair hearing within 10 days from 

when the MCO mails an adverse MCO decision.  
c) A State fair hearing decision adverse to the enrollee is made. 
d) The authorization expires or authorization service limits are met. 
 

ix. APPEAL AND STATE FAIR HEARING PROCESS - ENROLLEE 
RESPONSIBILITY FOR SERVICES FURNISHED WHILE THE 
APPEAL IS PENDING  
The MCO may recover the cost of the continuation of services furnished 
to the enrollee while the appeal was pending if the final resolution of the 
appeal upholds the MCO action. 
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x. APPEAL AND STATE FAIR HEARING PROCESS - EFFECTUATION 
WHEN SERVICES WERE NOT FURNISHED WHILE APPEAL WAS 
PENDING 
The MCO must authorize or provide the disputed services promptly, and 
as expeditiously as the enrollee’s health condition requires if the 
services were not furnished while the appeal is pending and the MCO or 
the hearing decision reverses a decision to deny, limit, or delay services. 
 

xi. APPEAL AND STATE FAIR HEARING PROCESS - EFFECTUATION 
WHEN SERVICES WERE FURNISHED WHILE APPEAL WAS 
PENDING 
The MCO must pay for disputed services if the MCO or state hearing 
decision reverses a decision to deny authorization of services and the 
enrollee received the disputed services while the appeal was pending. 
 

d. EXPEDITED APPEALS PROCESS 
 
i. EXPEDITED APPEALS PROCESS - GENERAL 

The MCO must establish and maintain an expedited review process for 
appeals when the MCO determines (for a request from the enrollee) or 
the provider indicates (in making the request on the enrollee's behalf or 
supporting the enrollee's request) that taking the time for a standard 
resolution could seriously jeopardize the enrollee's life or health or ability 
to attain, maintain, or regain maximum function. Expedited appeals must 
follow all standard appeal regulations for expedited requests except 
where differences are specifically noted in the regulation for expedited 
resolution.   
 

ii. EXPEDITED APPEALS PROCESS - AUTHORITY TO FILE 
The enrollee or provider may file an expedited appeal either orally or 
writing. No additional enrollee follow-up is required. 
 

iii. EXPEDITED APPEALS PROCESS - PROCEDURES  
The MCO must inform the enrollee of the limited time available for the 
enrollee to present evidence and allegations of fact or law, in person 
and in writing, in the case of expedited resolution. 
 

iv. EXPEDITED APPEAL PROCESS - RESOLUTION AND 
NOTIFICATION 
The MCO must resolve each expedited appeal and provide notice, as 
expeditiously as the enrollee’s health condition requires, within 3 
working days after the MCO receives the appeal. The MCO may extend 
the timeframes by up to 14 calendar days if the enrollee requests the 
extension or the MCO shows that there is need for additional 
information and how the delay is in the enrollee’s interest. 
 

v. REQUIREMENTS FOLLOWING EXTENSION 
For any extension not requested by the enrollee, the MCO must give the 
enrollee written notice of the reason for the delay. 
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vi. EXPEDITED APPEAL PROCESS - FORMAT OF RESOLUTION 
NOTICE 
In addition to written notice, the MCO must also make reasonable efforts 
to provide oral notice of resolution. 
 

vii. EXPEDITED APPEAL PROCESS - PUNITIVE ACTION 
The MCO must ensure that no punitive action is taken against a provider 
who either requests an expedited resolution or supports an enrollee’s 
appeal. 
  

viii. EXPEDITED APPEAL PROCESS - ACTION FOLLOWING DENIAL OF 
A REQUEST FOR EXPEDITED RESOLUTION 
If the MCO denies a request for expedited resolution of an appeal, it 
must: 
 
a) Transfer the appeal to the standard timeframe of no longer than 

45 days from the day the MCO receives the appeal with a 
possible 14-day extension. 

b) Make reasonable effort to give the enrollee prompt oral notice of 
the denial and a written notice within 2 calendar days. 

 
e. ACCESS TO STATE FAIR HEARING 

 
i. STATE FAIR HEARING PROCESS - MCO NOTIFICATION OF STATE 

PROCEDURES 
If the MCO takes action and the enrollee requests a State fair hearing, 
the State (not the MCO) must grant the enrollee a State fair hearing. 
The right to a State fair hearing, how to obtain a hearing, and 
representation rules at a hearing must be explained to the enrollee and 
provider by the MCO.  
 

ii. STATE FAIR HEARING PROCESS-AUTHORITY TO FILE  
An enrollee may request a State fair hearing. The provider may request 
a State fair hearing if the provider is acting as the enrollee's authorized 
representative. An enrollee or provider may request a State Fair Hearing 
at the same time an MCO appeal is filed. 
 

iii. STATE FAIR HEARING-TIMING  
The enrollee or provider may request a State fair hearing within 90 days 
from the date on the MCO Notice of Action. 
 

iv. STATE FAIR HEARING-RESOLUTION   
The State must reach its decisions within the specified timeframes:  
 
a) Standard resolution: within 90 days of the date the enrollee filed 

the appeal with the MCO if the enrollee filed initially with the 
MCO (excluding the days the enrollee took to subsequently file 
for a State fair hearing) or the date the enrollee filed for direct 
access to a State fair hearing. 

b) Expedited resolution (if the appeal was heard first through the 
MCO appeal process): within 3 working days from agency 
receipt of a hearing request for a denial of a service that: 
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1) Meets the criteria for an expedited appeal process but 
was not resolved using the MCO expedited appeal 
timeframes, or  

 
i) Was resolved wholly or partially adversely to the 

enrollee using the MCO expedited appeal 
timeframes. 

 
ii) Expedited resolution (if the appeal was made directly 

to the State fair hearing process without accessing 
the MCO appeal process) within 3 working days from 
agency receipt of a hearing request for a denial of a 
service that meets the criteria for an expedited appeal 
process. 

 
v. STATE FAIR HEARING - PARTIES  

The parties to the State fair hearing include the MCO as well as the 
enrollee and his or her representative or the representative of a 
deceased enrollee's estate. 
 

vi. STATE FAIR HEARING-DISENROLLMENT REQUESTS 
The State ensures that any enrollee dissatisfied with a State agency 
determination denying an enrollee’s request to transfer plans/disenroll is 
given access to a State fair hearing. 
 

f. GRIEVANCE PROCESS 
 
i. GRIEVANCE PROCESS - PROCEDURES 

The enrollee is allowed to file a grievance (complaint) with the MCO or 
with the State.   
 

ii. GRIEVANCE PROCESS - AUTHORITY TO FILE  
An enrollee may file a grievance either orally or in writing. A provider 
may file a grievance when acting as the enrollee’s authorized 
representative.  
 

iii. GRIEVANCE PROCESS - DISPOSITION AND NOTIFICATION 
The MCO must dispose of each grievance and provide notice, as 
expeditiously as the enrollee’s health condition requires, within State-
established timeframes not to exceed 90 days from the day the MCO 
receives the grievance. 
 

iv. GRIEVANCE PROCESS - FORMAT OF DISPOSITION NOTICE 
The State will establish the method the MCO will use to notify an 
enrollee of the disposition of a grievance. 
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9. CERTIFICATIONS AND PROGRAM INTEGRITY 
 
a. CERTIFICATION 
 

i. DATA CERTIFICATION  
Data submitted by the MCO to the State must be certified as provided in 
42 CFR 438.606: 

 
a) The data that must be certified includes, but is not limited to, all 

documents specified by the State, enrollment information, 
encounter data, and other information contained in contracts and 
proposals. The certification must attest, based on best 
knowledge, information, and belief, to the accuracy, 
completeness and truthfulness of the documents and data. The 
MCO must submit the certification concurrently with the certified 
data and documents. 

b) Data and documents the MCO submits to the State must be 
certified by the MCO Chief Executive Officer, the MCO Chief 
Financial Officer, or an individual who has delegated authority to 
sign for, and who reports directly to, the MCO Chief Executive 
Officer or Chief Financial Officer. 
 

b. PROGRAM INTEGRITY 
 
i. GENERAL REQUIREMENTS 

The MCO must have administrative and management arrangements or 
procedures, and a mandatory compliance plan, that are designed to 
guard against fraud and abuse.  The MCO arrangements or procedures 
must include the following: 
 
a) Written policies, procedures, and standards of conduct that 

particulate the organization's commitment to comply with all 
applicable Federal and State standards. 

b) The designation of a compliance officer and a compliance 
committee that are accountable to senior management. 

c) Effective training and education for the compliance officer and 
the organization's employees. 

d) Effective lines of communication between the compliance officer 
and the organization's employees. 

e) Enforcement of standards through well-publicized disciplinary 
guidelines. 

f) Provision for internal monitoring and auditing. 
g) Provision for prompt response to detected offenses and for 

development  of corrective action initiatives relating to the MCO 
contract. 

 
The MCO must comply promptly with requests from the State agency or 
the Medicaid Fraud Control Unity (MFCU) for access to and copies of 
any records kept by the MCO, and computerized data stored by the 
MCO, or information kept by MCO providers to which the State agency 
is authorized to have access. 
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ii. PROHIBITED AFFILIATIONS WITH INDIVIDUALS DEBARRED BY 
FEDERAL AGENCIES - GENERAL REQUIREMENT 
An MCO may not knowingly have a relationship with the following: 
 
a) An individual who is debarred, suspended, or otherwise excluded 

from participating in procurement activities under the Federal 
Acquisition Regulation or from participating in non-procurement 
activities under regulations issued under Executive Order No. 
12549 or under guidelines implementing Executive Order No. 
12549. 

b) An individual who is an affiliate, as defined in the Federal 
Acquisition Regulation, of: 

 
1) A director, officer, or partner of the MCO. 
2) A person with beneficial ownership of five percent or 

more of MCO equity. 
3) A person with an employment, consulting or other 

arrangement with the MCO under its contract with the 
State. 

 
c) If the State finds that a MCO is not in compliance with the above 

requirements, the State must notify the HHS Secretary of the 
noncompliance and may not renew or otherwise extend the 
duration of an existing agreement with the MCO unless the 
Secretary provides to the State and to Congress a written 
Statement describing compelling reasons that exist for renewing 
or extending the agreement. 
 

iii. EXCLUDED PROVIDERS  
Federal Financial Participation is not available for amounts expended for 
providers excluded by Medicare, Medicaid, or CHIP, except for 
emergency services. 
 

iv. DISCLOSURE OF 5% OWNERSHIP 
The MCO must notify the State of any person or corporation that has 5% 
or more ownership or controlling interest in the entity.    
 

v. OWNERSHIP AND CONTROL 
Federal Financial Participation is not available in payments made to a 
provider of fiscal agent that fails to disclose ownership or control 
information. 
 

vi. INFORMATION RELATED TO BUSINESS TRANSACTIONS   
Federal Financial Participation (FFP) is not available in expenditures for 
services furnished by providers who fail to comply with a request made 
by the HHS Secretary or the Medicaid agency.  FFP will be denied in 
expenditures for services furnished during the period beginning on the 
day following the date the information was due to the HHS Secretary or 
the Medicaid Agency and ending on the day before the date on which 
the information was supplied. 
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vii. PHYSICIAN IDENTIFIER 
The MCO must require each physician to have a unique identifier.  This 
National Provider Identifier must be included on the provider file 
submitted to the State. 
  

viii. FRAUD AND ABUSE REPORTING.  
The MCO must report fraud and abuse information to the State, 
including the number of fraud and abuse complaints that warrant 
preliminary investigation.  For each case which warrants investigation, 
the MCO must report: 
 
a) The name and ID number of the relevant party;  
b) The source of the complaint; 
c) The type of provider; 
d) The nature of the complaint; 
e) The approximate dollars involved; and 
f) The legal and administrative disposition of the case. 
 
The MCO must report the above information to the State immediately if 
the severity of the complaint impacts the care and treatment of the 
potential enrollee, or quarterly upon investigation. 
 

ix. SERVICE VERIFICATION  
The MCO must have in place a method for verifying that services were 
actually provided.   Minimum sampling criteria to ensure a 
representative sample must be included.  The MCO must report the 
results of monitoring to the State quarterly. 
 

x. STATE CONFLICT OF INTEREST SAFEGUARDS 
The MCO may not contract with the State unless such safeguards at 
least equal to Federal safeguards (41 USC 423, section 27) are in 
place. 
 

xi. FALSE CLAIMS ACT INFORMATION 
The MCO must comply with 1902(a)(68) of the Social Security Act.   
 
a) The MCO shall establish written policies for all employees of the 

entity, and any contractor or agent of the entity, that provide 
detailed information about the False Claims Act, administrative 
remedies for false claims and statements, any State laws 
pertaining to civil or criminal penalties for false claims and 
statements, and whistleblower protections under such laws, with 
respect to the role of such laws in preventing and detecting 
fraud, waste, and abuse in Federal health care programs; 

b) The MCO shall include as part of such written policies, detailed 
provisions regarding the entity’s policies and procedures for 
detecting and preventing fraud, waste, and abuse; and 

c) Include in any employee handbook for the entity, a specific 
discussion of the laws described in 1902(a)(68) subparagraph 
(A), the rights of employees to be protected as whistleblowers, 
and the entity’s policies and procedures for detecting and 
preventing fraud, waste, and abuse. 
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10. ADMINISTRATIVE ACTIONS, MONETARY PENALTIES, AND SANCTIONS  
 
a. ADMINISTRATIVE ACTIONS 

In the event that the MCO fails to perform any substantial obligation under the 
contract, as determined at the sole discretion of the State, the State shall notify 
the MCO of the non-compliance or deficiency in writing.  In response to a failure 
to perform, deficiency, and/or non-compliance, the State may, at its sole 
discretion, take any action it sees fit, including but not limited to the actions and 
penalties set forth below: 
 
i. DHHS shall notify the MCO through a written Notice of Action when it is 

determined the MCO is deficient or non-compliant with requirements of 
the Contract.  Administrative actions exclude monetary penalties, 
intermediate sanctions and termination and include: 

 
a) A warning though written notice and may include consultation; 
b) Education requirements regarding program policies and billing 

procedures.  The MCO may be required by DHHS to participate 
in a provider education program as a condition of continued 
participation.  MCO education programs may include a letter of 
warning or attendance at quarterly meetings issues and topics 
including, but not limited to the following: 

 
1) The use of procedure codes; 
2) The review of key provisions of the Medicaid Program; 
3) Instruction on reimbursement rates; 
4) Instructions on how to inquire about coding problems; 

and  
5) Quality/medical issues. 

 
c) Review of prior authorization implementation processes; and 
d) Require submission of a Plan of Correction.  The Plan of 

Correction (POC) shall address each deficiency specifically and 
provides a timeline by which corrective action will be completed.  
Follow-up reporting is required by the MCO to assess progress 
in implementing the POC. 

 
b. MONETARY PENALTIES 

 
i. The purpose of establishing and imposing monetary penalties is to 

provide a means for DHHS to obtain the services and level of 
performance required for successful operation of the Contract.  DHHS’s 
failure to assess monetary penalties in one or more of the particular 
instances described herein will in no event waive the right for DHHS to 
assess additional monetary penalties or actual damages at the time or 
in the future. 

ii. The decision to impose monetary penalties (including intermediate 
sanctions) shall include consideration of some or all of the following 
factors: 

 
a) The duration of the violation; 
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b) Whether the violation (or one that is substantially similar) has 
previously occurred; 

c) The MCOs compliance history; 
d) The severity of the violation and whether it imposes an 

immediate threat to the health or safety of the Medicaid 
members; and  

e) The good faith exercised by the MCO in attempting to stay in 
compliance. 

 
iii. The following violations are examples of the grounds, but not an 

exclusive list of grounds, upon which DHHS may impose monetary 
penalties: 
 
a)  Encounter data.  Ten thousand dollars ($10,000.00) per 

calendar day for each day after the due date that the monthly 
encounter data submission was in excess of the five (5) percent 
error rate threshold, until the five (5) percent error rate is met.  
Penalties for encounter data shall not apply for the first three (3) 
months after direct services to MCO members have begun to 
permit time for development and implementation of a system for 
exchanging data and training of staff and health care providers. 

b) PCP assignment. Five thousand ($5,000) per calendar day for 
failure to assign a PCP within one month of the effective date of 
enrollment until the assignment is made.   

 
iv. Any monetary penalties assessed by DHHS that cannot be collected 

through withholding from future capitation payments shall be due and 
payable to DHHS within thirty (30) calendars days after the MCO’s 
receipt of the notice of monetary penalties.  However, in the event an 
appeal by the MCO results in a decision in favor of the MCO, any such 
fund withheld by DHSS will be returned to the MCO as set forth in the 
order resulting from the appeal. 

 
c. INTERMEDIATE SANCTIONS 

 
i. The following violations are grounds for State-established intermediate 

sanctions that may be imposed when the MCO act or fails to act as 
follows: 

 
a) The MCO fails substantially to provide medically necessary 

services that the MCO is required to provide, under law or under 
its contract with the State, to an enrollee covered under the 
contract. 

b) The MCO imposes on enrollees premiums or charges that are in 
excess of the premiums or charges permitted under the Medicaid 
program. 

c) The MCO acts to discriminate among enrollees on the basis of 
their health status or need for health care services. 

d) The MCO misrepresents or falsifies information that it furnishes 
to CMS or to the State. 

e) The MCO misrepresents or falsifies information that it furnishes 
to an enrollee, potential enrollee, or health care provider. 
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f) The MCO fails to comply with the requirements for physician 
incentive plans, if applicable.  

g) The MCO has distributed directly or indirectly through any agent 
or independent contractor, marketing materials that have not 
been approved by the State or that contain false or materially 
misleading information. 

h) The MCO has violated any of the other applicable requirements 
of sections 1903(m) or 1932 of the Social Security Act and any 
implementing regulations. 

i) Any other action or inaction that the State deems a violation that 
merits a fine consistent with this section. 

 
ii. The State may impose the following intermediate sanctions at its sole 

discretion: 
 
a) Civil monetary penalties in the following specified amounts: 

1) A maximum of $25,000 for each determination of failure 
to provide services; misrepresentation or false 
statements to enrollees, potential enrollees or health care 
providers; failure to comply with physician incentive plan 
requirements; marketing violations or any such action or 
inaction that the State deems a violation that merits a fine 
consistent with this section. 

2) A maximum of $100,000 for each determination of 
discrimination; misrepresentation or false statements to 
CMS or the State or any such action or inaction that the 
State deems a violation that merits a fine consistent with 
this section. 

3) A maximum of $15,000 for each member the State 
determines was not enrolled because of a discriminatory 
practice (subject to the $100,000 overall limit above) or 
any such action or inaction that the State deems a 
violation that merits a fine consistent with this section. 

4) A maximum of $25,000 or double the amount of the 
excess charges, (whichever is greater) for charging 
premiums or charges in excess of the amounts permitted 
under the Medicaid program; or any such action or 
inaction that the State deems a violation that merits a fine 
consistent with this section. The State must deduct from 
the penalty the amount of overcharge and return it to the 
affected enrollee(s). 

 
b) Appointment of temporary management as described in Section 

III. Y. Early Termination. 
c) Granting enrollees the right to terminate enrollment without 

cause and notifying the affected enrollees of their right to 
disenroll. 

d) Suspension of all new enrollments, including default enrollment, 
after the effective date of the sanction. 

e) Suspension of payment for potential enrollees enrolled after the 
effective date of the sanction and until CMS or the State is 
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satisfied that the reason for imposition of the sanction no longer 
exists and is not likely to recur. 

f) Any other remedy, right, or sanction allowed under this 
agreement. 

 
iii. Payments under the contract will be denied for new enrollees when, and 

for as long as, payment for those enrollees is denied by CMS in 
accordance with the requirements in 42 CFR 438.730. 

 
d. SPECIAL RULES FOR TEMPORARY MANAGEMENT 

 
i. The State may impose optional temporary management if it finds that  

there is continued egregious behavior by the MCO, including, but not   
limited to behavior that is described in 42 CFR 438.700, or that is 
contrary to any requirements of sections 1903(m)and 1932 of the Act; or  
 

ii. The State must impose temporary management if it finds that an MCO 
has repeatedly failed to meet substantive requirements in section 
1903(m) or section 1932 of the Act.  The State must also grant enrollees 
the right to terminate enrollment without cause and must notify the 
affected enrollees of their right to terminate enrollment.  The State may 
not delay imposition of temporary management to provide a hearing 
before imposing this sanction.  In addition, the State may not terminate 
temporary management until it determines that the MCO can ensure 
that the sanctioned behavior will not recur. 
 

e. NOTICE OF SANCTION 
Except as provided in Section IV.C.10.c.ii.b above, before imposing any 
intermediate sanction, the State must give the MCO timely written notice that 
explains the following:   
 
i. The basis and nature of the sanction; and 
ii. The MCO’s right to a hearing. 
 

11. COORDINATION WITH ENROLLMENT BROKER 
The State maintains responsibility for the enrollment of members into managed care 
plans through a contractual arrangement with an enrollment broker. The Enrollment 
Broker will facilitate the assignment of the PCP at initial enrollment for members who 
voluntarily enroll.  The managed care plan is required to have an understanding of the 
potential enrollee population and the enrollment process and to assist the State and 
the Enrollment Broker in providing accurate information to the potential enrollee about 
the plan’s participation. The plan is also required to work cooperatively with the State to 
resolve issues relating to potential enrollee participation and the enrollment process 
and to have the technological capability and resources available to interface with the 
State’s support systems.  The MCO is expected to be able to exchange data with the 
State of Nebraska using a secure connection.  Currently, the preferred method is 
STFP.  The MCO will not interface with the Enrollment Broker’s support system. 
 
Potential enrollees must be notified at least 30 days prior to a significant change in 
their managed care coverage.  Prior to Contract implementation, the State will provide 
notice to potential enrollees in the counties not currently served by physical health 
managed care and listed in Attachment D of their required participation in the managed 
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care program.   At that time potential enrollees will also receive information regarding 
the available MCO plan(s).  Once the 30 day notice has elapsed, potential enrollees 
will have 15 days to select the managed care plan of choice and assign a PCP 
participating in the network of the MCO chosen.  If, after 15 days, the potential enrollee 
has not selected a plan, auto assignment will occur.   Auto assignment will occur in 
compliance with 42 CFR 438.50 (f).   
 
If the State awards to two (2) contractors, newly eligible managed care members in the 
counties not already served by physical health managed care and listed in Attachment 
D will have 15 days to select a MCO plan and assign a PCP. After the 15 days have 
passed the member will be randomly assigned to a MCO plan through the auto-
assignment process.  Auto-assignment will be done randomly but will include 
considerations of the following factors: proximity, familial relationships, and previous 
provider/patient relationship.  Potential enrollees who are exempt from auto-
assignment will be nominated an MCO plan by the enrollment broker.  The EB will take 
into consideration previous patient/provider relationship and claims history when 
nominating a MCO plan.  The MCO plan will be responsible for assignment of the PCP 
within one month of the effective date of enrollment in that MCO plan. 
 
If the State awards to one (1) contractor, newly eligible managed care members in the 
counties not already served by physical health managed care and listed in Attachment 
D will have 15 day to select the MCO plan and designate a Primary Care Provider 
(PCP).  Potential enrollees will be allowed to choose among two (2) or more Primary 
Care Providers in the MCO’s network.  In the event the member does not enroll during 
the open enrollment period, the State will auto-assign the potential enrollee to the MCO 
plan.  The MCO plan will be responsible for assignment of the PCP within one month of 
the effective date of enrollment in that MCO plan.   
 

12. PROVIDER NETWORK 
In order for the State to provide adequate notice to potential enrollees regarding the 
MCO provider networks, the managed care bidders must include a detailed work plan 
related to network development.  The MCO’s network must include a network to meet 
the state standard for adequate capacity for PCP’s, Hospitals, Urgent Care Centers, 
Federally Qualified Health Centers (FQHC), and Rural Health Clinics (RHC).  The 
MCO’s network must also include Specialists and ancillary providers (Home Health, 
DME, PT/OT/SLP therapies, nursing facilities, etc,).  The MCO’s network must also 
take into consideration providers that are currently serving Medicaid members and will 
need to be part of the MCO’s network to continue serving Medicaid enrollees.  PCP 
networks must be submitted to the State via the Provider Enrollment File 45 days prior 
to implementation to insure inclusion in the printed provider directory.  Current 
Medicaid enrolled providers in the State are listed in Attachment H. 
 

13. PRIMARY CARE PROVIDER (PCP) NETWORK  
The MCO must provide an adequate network of Primary Care Providers (PCPs) to 
ensure that potential enrollees have access to all services in the basics benefits 
package. All Medicaid Managed Care enrollees will be allowed the opportunity to select 
or change their PCP.  Provider types that can serve as PCPs are MDs or DOs from 
any of the following practice areas: General Practice, Family Practice, Internal 
Medicine, Pediatrics, Obstetrics/Gynecology (OB/GYN), Advanced Practice Nurses 
(APNs) and Physician Assistants (when APNs and PAs are practicing under the 
supervision of a physician specializing in Family Practice, Internal Medicine, Pediatrics 
or Obstetrics/Gynecology who also qualifies as a PCP under this contract).   Bidders 



Page 78  
Revised: 05/02/11 

must include specific information on how they intend to structure payment to PCPs so 
as to assure each enrollee PCP access.   
 

14. PATIENT-CENTERED MEDICAL HOME (PCMH) 
The Department continues to promote that the delivery of health services through a 
patient-centered medical home model.  A Patient-Centered Medical Home is more than 
a place; it is a process that integrates patients as active participants in their own health 
and well-being.  Patients are cared for by a physician who leads the medical team that 
coordinates all aspects of preventive, acute and chronic needs of patients using the 
best available evidence and appropriate technology.  Requirements of a patient-
centered medical home include: 
 
a. Provide comprehensive, coordinated health care for enrollees and consistent, 

ongoing contact with enrollees throughout their interactions with the health care 
system, including but not limited electronic contacts and ongoing care 
coordination and health maintenance tracking; 

b. Provide primary health care services for enrollees and appropriate referral to 
other health care professionals or behavioral health professionals with 
structured follow-up; 

c. Plan and coordinate ongoing prevention of illness and disease; 
d. Encourage active participation by an enrollee and the enrollee’s family, 

guardian, or authorized representative, when appropriate, in health care 
decision making and care plan development; 

e. Facilitate the partnership between the enrollees, their personal physician, and 
when appropriate, the enrollee’s family;  

f. Encourage the use of specialty care services and supports; and 
g. Provide enhanced access to care outside normal business hours of operation. 
 
The MCO shall provide a PCMH Implementation Plan within ninety (90) days of 
implantation that identifies the methodology for promoting and facilitating PCMH 
recognition.  The implementation plan shall include, but not limited to: 
 
a. Payment methodology for payment to Primary Care Providers for the specific 

purpose of supporting necessary costs to transform and sustain PCMH 
recognition (See Attachment L) through enhanced payment or performance 
based incentives for achieving the necessary parameters; 

b. Provision of technical support, to assist in the PCPs transformation to PCMH 
recognition (e.g. education, training tools, and provision of data relevant to 
patient clinical care management); 

c. Facilitation of specialty provider network access and coordination to support the 
PCMH; and 

d. Facilitation of data interchange between PCMH practices, specialists, labs, 
pharmacies, and other providers. 

 
The MCO shall meet or exceed the following thresholds and timetables for primary 
care providers to achieve PCMH recognition: 
 
a. By the end of the first year of operations under this contract, a total of two (2) 

practices  shall have met the PCMH Tier 1 criteria (See Attachment L); 
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b. By the end of the second year of the operation under this contract, a total of two 
(2) practices shall have met the PCMH Tier 2 criteria and an additional two (2) 
practices shall have met the PCMH Tier 1 criteria (See Attachment L); and 

c. By the end of the third year of operation under this contract, a total of four (4) 
practices shall have met the PCMH Tier 2 criteria and an additional two (2) 
practices shall have met the PCMH Tier 1 criteria. 

 
The MCO shall submit an annual report indicating PCP practices that have met PCMH 
recognition, including the level of recognition. 
 

15. COORDINATION WITH BEHAVIORAL HEALTH VENDOR 
The State contracts with a Behavioral Health Administrative Services Organization 
(ASO) for authorization and coordination of Behavioral Health (Mental 
Health/Substance Abuse)(MH/SA) services.  The current ASO contractor is Magellan 
Behavioral Health.  The MCO is required to have an understanding of the State’s 
Medicaid behavioral health services and shall demonstrate a plan to coordinate, per 
482 NAC 4-004.05, ER services for MH/SA services, admissions for twenty-four (24) 
hour observation, chemical detoxification services and substance abuse treatment, 
history and physical exams for in-patient admissions for MH/SA, and ambulance 
services for MH/SA treatment for its potential enrollees enrolled in the MH/SA 
managed care.  
 
The MCO must provide case management services that integrate behavioral health 
and primary care services.  The case manager is not directly responsible for the 
provision of behavioral health services, but rather collaborates with behavioral health 
case managers who link clients to needed behavioral health services.  The case 
managers work with clients that have been identified as at risk for mental health or 
substance abuse services.  The leading models for properly integrating mental health 
care into physical health care follow three fundamental approaches.  These include 
coordinating communication between providers, using integrated teams, and 
establishing formal consultation relationships.    
 

16. APPROACH TO RADIOLOGY MANAGEMENT 
The State requires prior-authorization for all non-emergency outpatient Computerized 
(CT) scans, Magnetic Resonance Angiogram (MRA) scans, Magnetic Resonance 
Imaging (MRI) scans, Magnetic resonance spectroscopy (MRS) scan, Nuclear 
Medicine Cardiology scans, Positron Emission Tomography (PET) scans, Single 
Photon Emission Computed Tomography (SPECT) scans.  The prior authorization 
requirements must be completed prior to the scan being performed.  These 
requirements do not apply to these scans when performed during an inpatient 
hospitalization or as an emergency through the hospital’s emergency room.  Bidders 
must provide information related to its approach to Radiology Management and 
authorization of high cost radiology procedures per 471 NAC 10-0203.05. 
 

17. ACCREDITATION 
The State requires the MCO to have NCQA or another national certification (including 
URAC accreditation) at the time of proposal submission.  The national certification 
must be related to the specific functions of Managed Care entities.  Bidders should 
include specific information related to which national certification they possess 
including the time period for the current certification.   
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The State also requires that the MCO physical health plan be NCQA accredited or 
another national certification or become accredited during the contract period.  Bidders 
must include specific information related to current plan accreditation or the work plan 
and timeline for plan accreditation.  
 

18. SOLVENCY REQUIREMENTS  
 
a. INSOLVENCY 

The MCO must provide that its Medicaid enrollees are not held liable for: 
 
i. The MCO’s debts in the event of the MCO’s insolvency.   
ii. The covered services provided to the enrollee, for which the State does 

not pay the MCO. 
iii. The covered services provided to the enrollee, for which the State or the 

MCO does not pay the individual or health care provider that furnishes 
the services under a contractual, referral or other arrangement. 

iv. Payments for covered services furnished under a contract,  referral or 
other arrangement to the extent that those payments are in excess of 
the amount that the enrollee would owe if the MCO provided the 
services directly. 

 
b. SOLVENCY 

Each non-federally qualified HMO must provide assurances that Medicaid 
enrollees will not be liable for the entity’s debt if the entity becomes insolvent. 
 

c. CONTINUE SERVICES DURING INSOLVENCY 
An MCO must cover continuation of services to enrollees for duration of period 
for which payment has been made, as well as for inpatient admissions up until 
discharge. 
 

19. PHYSICIAN INCENTIVE PLAN (PIP) 
 
a. Regulations - The MCO’s PIP must meet the requirements in 42 CRF 422.208 

and 422.210. 
b. Prohibition – The MCO may operate a PIP only if no specific payment can be 

made directly or indirectly under a PIP to a physician or physician group as an 
inducement to reduce or limit medically necessary services furnished to an 
individual. 

c. Disclosure to State.  The disclosure to the State includes the following:  
 
i. The MCO must report whether services not furnished by 

physicians/groups are covered by an incentive plan.  No further 
disclosure is required if the PIP does not cover services not furnished by 
physician/group. 

ii. The MCO must report the type of incentive arrangement, e.g. withhold, 
bonus, capitation. 

iii. The MCO must report the percent of withhold or bonus (if applicable). 
iv. The MCO must report the panel size, and if patients are pooled, and the 

approved method used. 
v. If the physician/group is at substantial financial risk, the MCO must 

report proof that the physician/group has adequate stop loss coverage, 
including amount and type of stop-loss. 
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d. Substantial Financial Risk - If the physician/group is put at substantial financial 
risk for services not provided by the physician/group, the MCO must ensure 
adequate stop-loss protection to individual physicians and conduct annual 
enrollee surveys. 

e. Disclosure to Beneficiaries - The MCO must provide information on its PIP to 
any Medicaid beneficiary upon request (this includes the right to adequate and 
timely information on a PIP). 

f. Disclosure to State - Survey - If required to conduct beneficiary survey (as 
required in Section IV.C.7.g.xi), survey results must be disclosed to the State 
and, upon request, disclosed to beneficiaries. 
 

20. UNIVERSITY OF NEBRASKA MEDICAL CENTER (UNMC) 
PHYSICIAN/PRACTITIONER PAYMENTS 
The MCO must implement an alternative payment methodology for services provided 
by practitioners (physician and other licensed independent practitioners credentialed by 
Nebraska Medicaid) who are acting in the capacity of an employee or contractor of the 
University of Nebraska Medical Center (UNMC) or its affiliated medical practices. 
Under the Medicaid Fee-for-Service, the payment amount is the difference between 
payments otherwise made to these practitioners and the average rate paid for the 
services by commercial insurers.  These payments are made in addition to payments 
otherwise provided under the State Plan to practitioners that qualify for such payments.     
 

21. SUPPLEMENTAL MATERNITY PAYMENTS 
The MCO shall be responsible for all costs and services included in the Basic Benefits 
Package associated with the maternity care of an Enrollee. In instances where the 
Enrollee is enrolled in the MCO’s health plan on the date of the delivery of a child, the 
MCO shall be entitled to receive a Supplemental Maternity Payment. The 
Supplemental Maternity Capitation Payment reimburses the MCO for the inpatient and 
outpatient costs of services normally provided as part of maternity care, including 
prenatal care, delivery and post-partum care. The Supplemental Maternity Payment is 
in addition to the monthly Capitation Rate paid to the MCO for the Enrollee.  
 
In instances where the Enrollee was enrolled in the MCO’s health plan for only part of 
the pregnancy, but was enrolled on the date of the delivery of the child, the MCO shall 
be entitled to receive the entire Supplemental Maternity Payment. The Supplemental 
payment shall not be pro-rated to reflect that the Enrollee was not enrolled in the MCO 
health plan for the entire duration of the pregnancy.  
 
In instances where the Enrollee was enrolled in the MCO’s health plan for part of the 
pregnancy, but was not enrolled on the date of the delivery of the child, the MCO shall 
not be entitled to receive the Supplemental Maternity Payment, or any portion thereof.  
 
Costs of inpatient and outpatient care associated with maternity cases that end in 
termination or miscarriage shall be reimbursed to the Contractor through the monthly 
Capitation Rate for the Enrollee and the MCO shall not receive the Supplemental 
Maternity Payment.  
 
The MCO may not bill a Supplemental Maternity Payment until the hospital inpatient 
delivery is paid by the MCO, and the MCO must submit encounter data evidence of the 
delivery, plus any other inpatient and outpatient services for the maternity care of the 
Enrollee to be eligible to receive a Supplemental Maternity Payment.  The MCO must 
request payment for the Supplemental Maternity Payment no later than 12 months 
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following the date of service for the delivery. Failure to have supporting records may, 
upon audit, result in recoupment of the Supplemental Maternity Payment. 
 

22. PROVIDER-PREVENTABLE CONDITIONS (PPCS) INCLUDING HEALTH CARE-
ACQUIRED CONDITIONS 
In accordance with Section 2702 of the Affordable Care Act, the MCO must have 
mechanisms in place to preclude payment to providers for PPCs.  The MCO shall 
require provider self reporting through claims systems.  The MCO will track the PPC 
data and report to the State via the encounter file.  PPCs including Health Care 
Acquired Conditions apply to the Medicaid inpatient hospital settings and are defined 
as the full list of Medicare’s HAC, with the exception of Deep Vein 
Thrombosis/Pulmonary Embolism following total knee replacement or hip replacement 
in pediatric and obstetric patients.  To ensure enrollee access care, any reductions in 
payment to providers must be limited to the added cost resulting from the PPC.  The 
MCO must use existing claims systems to be used as platform for provider self-
reporting and report to the State via the encounter data.  See Attachment M for a listing 
of PPCs that apply to this provision. 
 

23. ENHANCED PAYMENTS FOR PRIMARY CARE SERVICES 
In accordance with Section 1202 of the Affordable Care Act, the MCO must have 
mechanisms in place to reimburse certain evaluation and management (E&M) services 
and immunization administration services furnished in calendar years 2013 and 2014 
by a physician with a specialty designation of family medicine, general internal 
medicine, or pediatric medicine at a rate not less than 100 percent of the payment rate 
that applies to such services under Medicare. This provision does not apply to 
Medicaid enrollees whose eligibility is obtained through the Children’s Health Insurance 
Program (CHIP).  The MCO must establish payment rates for these primary care 
services for 2013 and 2014 so as to be consistent with the equivalent Fee-for-Service 
(FFS) Medicare rate.  The MCO will submit this data for enhanced payments for 
primary care services via the encounter data. 
 

D. DELIVERABLES 
All deliverables are subject to review by the State and will not be considered complete until 
deemed as such by a representative of the State. The format and content of each deliverable 
shall be defined and agreed upon in detail prior to the onset of work.  The State will not review 
a deliverable unless the format and content has been approved. 
 
The State may grant approval, reject all or some part of the deliverable, or request that 
revisions be made by the Contractor.  Additional review periods shall be required whenever 
revisions are requested or a deliverable is rejected.  Each deliverable must be consistent with 
previously approved deliverables.  The State reserves the right to require the Contractor to 
revise deliverables previously approved or to reject current deliverables based on 
inconsistency with previously approved deliverables. 
 
The following deliverables are due at the time of Technical Proposal submission:  
 
1. PROVIDER-ENROLLEE COMMUNICATION 

Information about the services the MCO elects not to provide, reimburse for, or provide 
coverage of because of an objection on moral or religious grounds.  
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2. GRIEVANCE SYSTEMS 
The deliverable must include a description of the proposed grievance system, including 
the definition of a service authorization, procedures and timelines for grievance, 
appeal, and fair hearing. 
 

3. PROVIDER NETWORK 
 

a. Individual GeoAccess maps for hospitals, PCP’s, High Volume Specialists, 
FQHCs, RHCs, Urgent Care Centers, and ancillary providers for whom letters 
of intent have been signed; 

b. Written provider agreements that provide adequate access for enrollees; and 
c. A listing by provider type/specialty of the providers from whom a signed letter of 

intent to participate in the provider network has been received. 
The following deliverables, at a minimum, will be due under a contract resulting from 
this procurement: 
 

4. ENROLLEE COMMUNICATION 
Potential enrollee correspondence proposed to send to enrollees. 
 

5. QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT 
 
a. Timely access monitoring. 
b. Documentation of adequate capacity and services. 
c. Primary care and coordination of health care services including promotion of 

the Patient-Centered Medical Home. 
d. Direct access to specialists for enrollees with special health care needs. 
e. Policies and procedures for authorizing services. 
f. Policies and procedures for the selection and retention of providers. 
g. Policies and procedures for safeguarding enrollee confidentiality. 
h. Documentation of sub contractual relationships and delegation. 
i. Clinical practice guidelines. 
j. A documented Quality Assessment and Performance Improvement (QAPI) 

Program including, at a minimum: 
 
i. Description of Quality Assurance committee structure.  
ii. Designation of individuals/departments responsible for the QAPI 

program. 
iii. Description of the network participation in the QAPI program. 
iv. Credentialing/re-credentialing procedures 
v. Standards of Care 
vi. Standards for service accessibility 
vii. Medical records standards 
viii. Mechanisms to detect underutilization and overutilization of services. 
ix. Mechanisms to assess quality and appropriateness of care. 
x. QAPI program documentation methods. 
xi. Integration of quality assurance with other management functions. 
xii. Corrective Action plans. 
xiii. A health information system. 
 

k. Policies and procedures for Care Management as reflected in Attachment A. 
l. Provider Satisfaction Survey Tool and Methodology. 
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6. CERTIFICATIONS AND PROGRAM INTEGRITY 
 
a. Data certification plan. 
b. Mandatory Compliance plan to guard against fraud and abuse. 
 

7. MONTHLY REPORTING TO DHHS 
 
a. Claims Processing Reports 
b. Out of Service Area Report 
c. Provider Termination Report 
d. Third Party Liability Report 
 

8. QUARTERLY REPORTING TO DHHS  
 
a. Enrollment/disenrollment statistics including reason for disenrollment other than 

the loss of Medicaid. 
b. Provider network adequacy.  Provider network reports must include identifying 

PCPs with closed panels. 
c. Provider accessibility analysis for PCP’s, High Volume Specialists, Hospitals, 

FQHC’s, RHC’s, Urgent Care Centers, and ancillary providers. 
d. Results of fraud and abuse monitoring. 
e. Geo-mapping reports showing provider network for PCPs, Specialist, Urgent 

Care centers, Hospitals, Federally Qualified Health Centers, and ancillary 
providers. 

f. Grievance and appeals process compliance. 
g. Timely access standards monitoring. 
h. Results of Utilization Management monitoring. 
i. Results of Service verification monitoring.  
j. Out of network referrals monitoring. 
k. Care management results. 
l. Quality Oversight Committee Report. 

 
9. ANNUAL REPORTING TO THE STATE  

 
a. Annual Quality Management Work Plan for Upcoming Year 
b. Performance Measures data. 
c. Results of Quality Management Work Plan 
d. Performance Improvement Project data and results. 
e. Member Satisfaction Survey Results. 
f. Provider Survey Results. 
g. Results of any corrective action/sanctions of providers. 
h. Financial Cost Reporting. 
i. Direct Medical Education (DME)/Indirect Medical Education (IME) Verification 

Reporting, reporting requirements will be provided by DHHS. 
 

10. PCP ASSIGNMENT 
Policy and procedures for handling the assignment of its enrollees to a PCP including 
the PCP automatic assignment methodology including reporting the assignment to the 
State. 
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11. PATIENT-CENTERED MEDICAL HOME IMPLEMENTATION PLAN 
PCMH Implementation Plan within ninety (90) days of implantation that identifies the 
methodology for promoting and facilitating PCMH recognition.   

 
12. POLICIES AND PROCEDURES FOR THE FOLLOWING: 

 
a. Advance Directives 
b. Enrollee Communications 
c. Third Party Resource (TPR) 
d. Enrollee Rights 
e. Enrollee Free Exercise of Rights 
f. Compliance with Federal and State laws and Regulations 
g. Marketing Materials 
h. Coverage of Emergency and Post-Hospitalization Services 
i. Coverage of Family Planning Services 
j. Substitute Health Services 
k. Disease Management Services 
l. EPSDT Services 
m. Health Risk Assessment 
n. Enrollees with Special Needs 
o. Indian Health Protections 
p. Direct Access to Women’s Health Specialists for female enrollees 
q. Direct Access to Specialists for enrollee with special health needs 
r. Access to a Second Opinion 
s. Provider Credentialing and Re-Credentialing 
t. Selection and Retention of Providers 
u. Subcontractor Oversight 
v. Clinical Practice Guidelines 
w. Utilization Management 
x. Member Satisfaction 
y. Provider Satisfaction Surveys 
z. Fraud, Waste, and Abuse Prevention 
aa. Service Verification 
bb. Provider-Preventable Conditions Including Health Care-Acquired Conditions. 

 
E. METHODOLOGY/WORK STATEMENT 

Bidders must respond to the statements and questions contained in the chart below.  
Responses must be complete and succinct.  These statements and questions relate directly to 
the major program elements described in Section IV Project Description and Scope of Work.  
The bidder’s responses to these statements/questions are in addition to information requested 
in other sections of the RFP.  It is expected that the bidder not limit its proposal to just 
responding to these questions/statements.    
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RFP 

Reference 
Area # Statement/Question 

IV.C.1 Regulation and 
Guidance 

1. Describe the approach your MCO will take to ensure 
your MCO is abiding by all relevant provisions of Part 
438 of Chapter 42 of the CFR, Title 471 NAC and 482 
NAC. 

IV.C.2 Managed Care 
Organization 
Licensure 

2. Describe how your MCO meets the Federal definition of 
an MCO.  Include a copy of the COA from the 
Department of Insurance. 

  3. If applicable, describe your MCO’s proposed risk bearing 
partnership/relationship including designated functions of 
each entity, and how delegated functions will be 
overseen.   Bidders who submit a proposal with a 
partnership of risk bearing must also provide a detailed 
description of how both entities meet the Managed Care 
Organization Licensure Requirements.   

IV.C.4.a Reinsurance 4. Describe the risk analysis, assumptions, cost estimates 
and rational supporting your MCO’s proposed 
reinsurance arrangements.  If any reinsurance is 
provided through related parties, provide a disclosure of 
the entities and details causing the related party 
relationship. 

IV.C.4.c Advance 
Directives 

5. Describe the policies, and procedures your MCO will 
maintain that meet the advance directive requirements. 

  6. Describe the approach your MCO will take to provide 
adult potential enrollees with written information on 
advance directives. 

IV.C.4.d Information 
Requirements 

7. Describe the approach your MCO will take to provide 
enrollees with written material that is easily understood 
including alternate formats. 

  8. Describe the approach your MCO will take to provide 
enrollees with written materials in the non-prevalent 
language. 

  9. Describe the approach your MCO will take to provide 
enrollees with enrollment information required in Section 
IV.C.4.d.vii.  

  10. Describe the approach your MCO will take to provide 
enrollees the required information in Section IV.C.4.d.viii. 

  11. Describe the approach your MCO will take to provide 
enrollees grievance, appeal, and State fair hearing 
information. 

  12. Describe the information materials your MCO proposes 
to send to new enrollees.  Address language alternatives 
that will be available and how the MCO will ensure that 
reading levels will be at a sixth grade level. 

  13. Describe the process the MCO will take to inform 
enrollees who received his or her primary care from a 
terminated provider. 
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IV.C.4.e Provider 

Discrimination 
14. Describe policies and procedures your MCO will put in 

place to ensure providers are not discriminated for 
participation, reimbursement, or indemnification for 
acting within their scope of license or certification. 

  15. Describe the written notice providers will be given whom 
your MCO declines to allow participation in the network. 

IV.C.4.f Third Party 
Resources 
(TPR) 

16. Describe your MCO’s method and process for capturing 
third party resources and payment information from your 
claims system.  Explain how you will use such 
information.  Describe the process you will use for 
retrospective post payment recoveries of health-related 
insurance as well as your process for adjudicating claims 
involving third party coverage and providing notice to the 
Medicaid Coordination of Benefits (COB) Unit of the 
TPL. 

IV.C.5 Enrollment, 
Disenrollment 
and Re-
Enrollment 

17. Describe the approach your MCO will take to understand 
the potential enrollee population and provide the State 
accurate information to the potential enrollee about the 
plan’s participation.  

  18. Describe the process your MCO will use to utilize the 
eligibility and enrollment files from DHHS to manage 
potential membership.  Include the process for resolving 
discrepancies between these files and your internal 
membership records. 

  19. Describe the policies, procedures, and processes your 
MCO will put in place to ensure the MCO does not 
discriminate against individuals eligible to enroll. 

  20. Describe the policies, procedures, and processes you 
MCO will put in place to ensure the client is assigned a 
PCP within one month of the effective date of the 
enrollment meeting the requirements of the RFP. 

  21. Describe the method by which your MCO assures that it 
does not request disenrollment for reasons other than 
those specified in Section IV.C.5.b. 

IV.C.6.a Enrollee Rights 22. Describe the policies, procedures, and processes your 
MCO will put in place regarding the enrollees rights 
specified in this section. 

  23. Describe the policies, procedures, and processes your 
MCO will put in place to ensure enrollees free exercise 
of rights. 

  24. Describe the policies, procedures, and processes your 
MCO will put in place to ensure compliance with all 
Federal and State laws and regulations including those 
cited in Section IV.C.6.a.iii. 

IV.C.6.b Provider-
Enrollee 
Communication 

25. Describe the policies, procedures, and processes your 
MCO will put in place to allow a health professional to 
advise or advocate on behalf of an enrollee who is his or 
her patient. 

  26. Describe your MCO’s approach to promote open 
communication among the MCO, network providers, and 
enrollees. 
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  27. Describe any restriction of coverage for counseling or 

referral services the MCO is required to provide because 
of moral or religious obligation. 

  28. Describe your approach to ensure information 
requirements related to restriction coverage for 
counseling or referrals services due to moral or religious 
objections. 

IV.C.6.c Marketing 
Activities 

29. Describe marketing materials your MCO proposes to 
send to enrollees.   

  30. Describe the policies, procedures, and processes your 
MCO will put in place to ensure the above marketing 
requirements including State approval are met. 

IV.C.6.d Emergency 
Services: 
Coverage and 
Payment 

31. Describe the policies, procedures, and processes your 
MCO will put in place to ensure emergency services are 
covered regardless of whether the provider that 
furnishes the services has a contract with the MCO.   

  32. Describe the policies, procedures, and processes your 
MCO will put in place to ensure payment for treatment 
obtained when an enrollee had an emergency medical 
condition. 

  33. Describe the policies, procedures, and processes your 
MCO will put in place to ensure the MCO does not limit 
what constitutes an emergency medical condition based 
on lists of diagnoses or symptoms. 

  34. Describe the policies, procedures, and processes your 
MCO will put in place to ensure the enrollee is not held 
liable for payment of subsequent screening and 
treatment needed to diagnose the specific condition or 
stabilize the enrollee. 

  35. Describe your MCO’s process for insuring that non-
participating providers who provide emergency services 
to enrollees are paid on a timely basis.  Also, describe 
your MCO’s process to insure appropriate 
communication with the provider, follow-up 
communication with the enrollee’s PCP, and follow-up 
care for the enrollee. 

IV.C.6.e Post 
Stabilization 
Services: 
Coverage and 
Payment 

36. Describe the policies, procedures, and processes your 
MCO will put in place to ensure the MCO’s financial 
responsibility related to post stabilization services. 

IV.C.6.f Covered 
Services 

37. Describe the policies, procedures, and processes your 
MCO will put in place to ensure the MCO does not 
restrict the choice of provider from whom the enrollee 
may receive family planning services and supplies. 

  38. Describe the approach your MCO will take to inform 
enrollees about covered health services.  
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  39. Will your MCO’s program require referrals from primary 

care providers in order to authorize services from 
specialists?  If so, describe how your MCO will 
communicate this requirement to enrollees and 
providers. 

  40. Describe in detail any substitute health services your 
MCO proposes to provide.  Describe how your MCO will 
determine how such services are medically appropriate, 
cost effective, and approved by the State. 

IV.C.6.f.iv Care 
Management 
Requirements 

41. Describe the policies, procedures, and processes your 
MCO will use to conduct outreach and follow up to 
ensure that enrollees receive all recommended 
preventive and medically necessary follow-up treatment 
including EPSDT outreach. 

  42. Describe the Health Risk Assessment that your MCO 
proposes to conduct with enrollees. 

  43. Describe the process and criteria used for case 
management, including how you will case manage and 
what services you will provide.  Address the following 
issues in your response: 

1. How will you identify potential case 
management situations 

2. If you use a list of diagnoses to identify 
cases for management and if so provide 
the list 

3. Once a case is identified, how will your 
MCO determine whether to pursue the 
case for management 

4. How will case managers interact with 
enrollees and the enrollee’s PCP, family, 
and other attending physicians 

5. What procedures and processes are used 
to ensure that all medically necessary 
services are provided 

6. Any software you use to identify high risk 
enrollees and track outcomes including 
predictive modeling software 

Specifically address care coordination for children in 
foster care placement and programs for enrollees with 
chronic and/or special health needs. 

  44. For enrollees with special needs, describe the policies, 
procedures and processes your MCO will put in place to 
ensure coordination of care across the care continuum.  
Describe how your MCO will assist enrollees with special 
needs in identifying and gaining access to community 
resources that may provide services that the Medicaid 
program does not cover.  
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  45. Describe the policies, procedures, and processes your 

MCO will use to provide disease management for 
enrollees with diabetes, asthma, hypertension, and 
obesity at a minimum.  Specifically address: 

1. Identification and outreach to potential 
enrollees requiring disease management 
services 

2. Stratification (risk levels) and interventions 
you will implement for each risk level to 
provide disease management services for 
these potential enrollees 

3. Facilitation and monitoring of potential 
enrollee compliance with treatment plans 

4. Coordination of care with providers. 
IV.C.6.f.v Medical Record 

Content 
46. Describe the content of your MCO’s medical record. 

IV.C.7.e Provider 
Network and 
Access 
Standards 

47. Describe your MCO’s plan to ensure that your provider 
network meets the network and access requirements of 
the program.  Describe the method your MCO plans to 
use on an ongoing basis to assess and ensure that 
DHHS’s network standards are maintained, including 
standards related to: 

1. Distance 
2. Appointment access 
3. Cultural competency 
4. Afterhours access 
5. Inclusion of FQHCs and RHCs 
6. Inclusion of out-of-network and out-of-

state providers for medically necessary 
services 

7. Inclusion of non-hospital urgent and 
emergent care providers 

  48. Describe how your MCO will use GeoAccess mapping to 
ensure network adequacy.  Using providers with whom 
you have signed letters of intent, provide individual 
GeoAccess maps for hospitals, PCP’s, High Volume 
Specialists, Urgent Care Centers, FQHCs, and RHCs. 

  49. Should your MCO be unable to secure an agreement 
with a key provider type in a given geographic area, what 
strategies will you use to ensure that potential enrollees 
have access to care? 

  50. Describe your MCO’s policies, procedures, and policies 
to ensure that Indian enrollees are provided the 
protections listed in Section IV.C.7.e.xiii. 

  51. Provide a listing by provider type/specialty of the 
providers from whom you have received a signed letter 
of intent to participate in your provider network. 

  52. Describe any provider incentive programs you plan to 
implement in order to improve access.   
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  53. Describe the mechanisms your MCO will use to 

communicate with providers and the content you 
anticipate including in communications. 

  54. Describe the approach your MCO will take to assess 
provider satisfaction including tools you plan to use, 
frequency of assessment, and responsible parties. 

  55. Describe your MCO’s methodology to assess disparities 
in treatment among disparate races and ethnic groups 
and correct those disparities. 

  56. Describe your MCO’s policies, procedures, and 
processes to ensure that in the process of coordinating 
care, each enrollee's privacy is protected. 

  57. Describe your MCO’s plan to ensure direct access to 
Women’s Health Specialists for women and Specialist 
access for enrollees with special health needs. 

  58. Describe your MCO’s plan to ensure enrollees access to 
a second opinion. 

  59. What is your MCO’s definition of medically necessary 
care?  Describe your process for developing and 
periodically reviewing and revising the definition.  
Describe the degree to which your definition is consistent 
with or differs from DHHS’s definition of medically 
necessary per 471 NAC 1-002.02A.  

  60. Describe how your MCO will ensure services will be 
provided that are sufficient in amount, scope, and 
duration to reasonably be expected to achieve the 
purpose for which the services are furnished and are 
equal to those furnished under fee-for-service Medicaid.  

  61. Describe your MCO’s policies, procedures, and 
processes for processing requests for initial and 
continuing authorizations of services, and ensuring 
consistent application of review criteria for authorization 
decisions. 

  62. Describe how your MCO will ensure that policies and 
procedures are in place which prevent the structuring of 
compensation to individuals or entities that conduct 
utilization management activities in such a way as to 
provide incentives for the individual or MCO to deny, 
limit, or discontinue medically necessary services to any 
enrollee. 

IV.C.7.f Structure and 
Operations 

63. Describe your MCO’s credentialing and re-credentialing 
process including: 

1. Ensuring that providers are enrolled in 
Medicaid and have a valid identification 
number 

2. Information on ownership and control 
3. Excluded providers database searches 
4. Disclosure related to persons convicted of 

crimes 
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  64. Explain the process your MCO will put in place to 

maintain your provider file with detailed information on 
each provider sufficient to support provider payment 
including issuance of IRS 1099 forms, meets all federal 
and DHHS reporting requirements, and cross reference 
to state and federal identification numbers to ensure 
excluded providers are identified. 

  65. Submit copies of your standard provider contracts. 
  66. Describe your MCO’s policies and procedures for the 

selection and retention of providers including selection 
policies and procedures do not discriminate against 
particular providers that serve high-risk populations or 
specialize in conditions that require costly treatment. 

  67. If your MCO proposes to use subcontractors to provide 
any of the services provide a listing of those 
subcontractors with their experience in providing care to 
Medicaid enrollees and a description of the services they 
will provider if not already described. 

  68. Describe your subcontractor oversight program.  
Specifically describe how your MCO will: 

1. Ensure receipt of all required data 
including encounter data; 

2. Ensure that utilization of health care 
services is at an appropriate level; 

3. Ensure delivery of administrative and 
health care services at an acceptable or 
higher level of care and meets all 
standards required by this RFP and your 
internal standards; 

4. Ensure adherence to required grievance 
policies and procedures; 

5. Subcontracts do not contain terms for 
reimbursement at rates that are less than 
the published Medicaid fee-for-service 
rate in effect on the date of service unless 
a request has been submitted to and 
approved by DHHS. 

  69. Describe your claims processing operations including: 
1. The claims processing systems that will 

support this program 
2. Standards for speed and accuracy of 

processing and measures to ensure that 
standards are better or no less than the 
Medicaid fee-for-service program. 

  70. Describe your MCO’s proposed process for the annual 
year-end cost settlement process for Critical Access 
Hospitals. 
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IV.C.7.g Measurement 
and 
Improvement 
Standards 

71. Describe the process your MCO will have in place to 
notify providers of new practice guidelines and to monitor 
implementation of those guidelines. 
 

  72. Describe the process your MCO will use to ensure that 
decisions for utilization management, enrollee education, 
coverage of services, and other areas to which the 
guidelines apply are consistent with the guidelines. 

  73. Provide a description of your MCO’s proposed QAPI 
program.  Include the following in your description: 

1. The lines of accountability for the program 
2. How you will select areas of focus 
3. How you will use evidence based 

practices in developing your quality 
assurance program 

4. How you will use data to design and 
implement your quality assurance 
program 

5. The staff who will be assigned to this 
program and their qualifications 

Explain how your MCO will ensure separation of 
responsibilities between utilization management and 
quality assurance staff. 

  74. Describe your MCO’s process to evaluate its own QAPI 
program.  

  75. Provide examples of performance improvement projects 
conducted by your MCO. 

  76. Describe the policies and procedures your MCO will put 
in place to control avoidable hospitalizations and hospital 
readmissions. 

  77. Describe how your MCO will identify provider utilization 
patterns to improve care and reduce costs. 

  78. Describe your approach to utilization management, 
including: 

1. Lines of accountability for utilization 
policies and procedures 

2. Data sources and processes to determine 
which services require prior authorization 
and how often these requirements will be 
re-evaluated 

3. Process and resources used to develop 
utilization review criteria from non-
participating providers or for enrollees 
who require expedited prior authorization 

4. Processes to ensure consistent 
application of criteria by individual clinical 
reviewers. 

  79. Describe the management techniques, policies, 
procedures, or initiatives your MCO will put in place to 
avoid unnecessary emergency room utilization. 
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  80. Describe how your MCO will monitor enrollee 

satisfaction with your MCO’s performance and services.  
Include how this data is used in ongoing quality 
improvement efforts. 

  81. Describe a general description of your MCO’s Health 
Information System, including: 

1. A systems diagram that describes each 
component of the  system; 

2. How each component will support the 
major functional areas of the NMMCP;  

3. Documentation that ensures data 
received from providers is accurate and 
complete; and  

4. How the MCO’s system will interface with 
the State system. 

  82. Describe modifications or updates to your MCO’s Health 
Information system that will be necessary to meet the 
requirements of this program and your plan for their 
completion. 

  83. Describe your MCO’s approach for ensuring complete 
encounter data is submitted accurately and timely to 
DHHS consistent with the required formats.  Include in 
your response how you propose to monitor data 
completeness and manage the non-submission of 
encounter data by a provider or a subcontractor. 

IV.C.8 Grievance 
Systems 

84. Provide a listing of services your MCO will require to be 
authorized and describe how your MCO will 
communicate this information to providers and enrollees.  
Also provide the process by which your MCO will 
communicate authorization information to providers. 

  85. Describe the content of your MCO’s written notice of 
action that will be provided to enrollees with any adverse 
action taken by the MCO. 

  86. Describe how your MCO will ensure enrollees will 
receive written and timely notice of action relating to 
adverse actions taken by the MCO. 

  87. Describe your MCO’s grievance and appeal process 
specifically addressing: 

1. Compliance with the RFP requirements 
2. Levels of review and timing 
3. Process for expedited review 
4. How complaints and appeals are tracked 

and trended and how you will use the data 
to make changes to procedures and 
processes 

5. Enrollee access to State Fair Hearing 
  88. Describe the policies and procedures your MCO will put 

in place to ensure grievance system information is 
communicated to all providers and subcontractors. 

IV.C.9.a Certification 89. Describe your MCO’s data certification process which 
meets the requirements of the RFP. 
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IV.C.9.b Program 

Integrity 
90. Describe the fraud and abuse program your MCO will 

implement including: 
1. Compliance with the RFP requirements; 
2. Fraud detection methods that will be 

used; 
3. Steps that will be taken if fraud is detected 

including DHHS notification; and 
4. Plan for compliance with the Exclusion 

Program of the U.S. Department of HHS 
Office of the Inspector General or any 
provider restrictions imposed by the State.

  91. Describe in detail how your MCO will verify that services 
were actually provided including: 

1. How minimum sampling criteria to ensure 
a representative sample will be included; 
and 

2. Results of monitoring will be reported to 
the State quarterly. 

  92. Describe your MCO’s policies and procedures to ensure 
safeguards are in place which are at least equal to the 
Federal Safeguards of 41 USC 423, section 27. 

  93. Describe how your MCO will comply with the False 
Claims Act. 

IV.C.11 Coordination 
with Enrollment 
Broker 

94. Describe how your MCO will coordinate with the 
contracted enrollment broker to meet the RFP 
requirements. 

IV.C.12 Provider 
Network 

95. Describe your MCO’s anticipated network at the time of 
proposal for all counties and a detailed work plan 
demonstrating an actual completed network for all 
counties to be in place forty-five (45) days after contract 
award. 

IV.C.13 PCP Network  96. Describe how your MCO intends to structure payment to 
PCPs so as to assure each enrollee PCP access. 

IV.C.14 Patient-Center 
Medical Homes 

97. Describe your MCO’s planned approach to facilitate the 
promotion of the Patient-Centered Medical Home model 
in your MCO’s delivery system. 

IV.C.15 Coordination 
with Behavioral 
Health Vendor 

98. Describe how your MCO will coordinate with the 
contracted behavioral health vendor to meet the RFP 
requirements. 

IV.C.16 Radiology 
Management 

99. Provide information related your MCO’s approach to 
radiology management and authorization of high cost 
radiology procedures. 

IV.C.17 Accreditation 100. Describe your MCO’s national accreditation and time 
frame of this accreditation.   

  101. Describe your MCO’s plan accreditation or details about 
obtaining plan accreditation during the contract period. 

IV.C.20 Physician 
Incentive Plan 

102. Describe your MCO’s proposed Physician Incentive 
Plan, if applicable.  Include how your MCO’s PIP meets 
the requirements of the RFP. 
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IV.C.22 Provider-

Preventable 
Conditions 
(PPCs) 
Including Health 
Care-Acquired 
Conditions 

103. Provide your MCO’s policies and procedures for 
precluding payment to providers for PPCs and reporting 
to the State via the encounter data. 
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F. RATE SETTING 
 
1. CAPITATED MANAGED CARE ORGANIZATION RATES 

DHHS will contract with the MCO using a full-risk arrangement that will pay the MCO a 
prepaid monthly capitation payment to cover all services included in the MCO contract.  
Capitation is designed to provide the Contractor with a prospectively determined 
monthly payment so it may provide services that meet program standards.  Capitation 
payments will be made prospectively and electronically based on the enrollment file.  
DHHS will develop cost-effective and actuarially sound capitation rates in accordance 
with generally accepted actuarial principles and practices and are appropriate for the 
populations covered and the services provided under the Scope of Work described in 
this RFP. Risk adjusted rates will not be considered under this contract.  DHHS will 
also develop capitation rates according to all applicable CMS rules and regulations.  
Federal requirements stipulate that the State can only contract for rates that are within 
actuarially sound rate ranges. 
 
DHHS has developed monthly capitation rates that will be offered to bidders on a “take 
it or leave it” basis.  The monthly capitation rates offered will be in effect for the initial 
12-month contract period, July 1, 2012 through June 30, 2013. See Attachment E for 
the table of rates. 
 
The Categories of Aid (COA) rate structure is as follows: 
 
a. Family* <1 year M&F 
b. Family* 1-5 years M&F 
c. Family* 6-20 years F 
d. Family* 6-20 years M 
e. Family* 21+ years M&F 
f. AABD 0-20 years M&F 
g. AABD 21+ years M&F 
h. Wards All Age Groups M&F 
i. CHIP All Age Groups M& F 
j. Delivery  

A supplemental maternity payment which covers five months prenatal services, 
delivery costs and two months post-partum services. The supplemental 
maternity payment is generated after documentation of a live birth outcome. A 
live birth outcome is defined by any birth not resulting in miscarriage, still birth 
or any other birth not resulting in life. There is one maternity payment generated 
regardless of the number of births during one delivery. 
 

*Family Category of Aid - Section 1931 Children and Related and Section 1931 Adults 
and Related populations. 
To assist bidders with preparation of the proposal response in relation to the rates 
presented, the State has provided a data book with accompanying narrative, see 
Attachment G, which includes summaries that reflect adjustments (e.g., completion 
factors, etc.) made to the base Fee-For-Service data as a part of the rate development 
process. The data book includes a description of the adjustments.  
 

2. DEVELOPMENT OF PREPAID CAPITATION PAYMENTS 
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Capitation payments were developed using Fee-For-Service data for the eligible 
populations from Calendar Years 2008, 2009 and 2010 and using the following 
adjustments: 
 
a. Utilization trend 
b. Unit cost trend 
c. Medicaid program changes 
d. Coordinated care savings 
e. MCO administrative allowance 
 
Rates to be prepaid to the contractors for the provision of services outlined in this RFP 
will be determined by DHHS.  Therefore, there will be no need for the bidder to submit 
a cost proposal when submitting their response. 
 
In the event any change occurs in federal law, federal regulations, state law, state 
regulations, state policies, or state Medicaid plan coverage, and DHHS determines that 
these changes impact materially on pricing, DHHS reserves the right to amend rates 
paid to contractors.  The Contractor will be required to accept these changes.  All 
proposals shall be based upon the provisions of federal and state laws and regulations 
and DHHS’s approved Medicaid State Plan coverage in effect on the issuance date of 
this RFP, unless this RFP is amended in writing to include changes prior to the closing 
date for receipt of proposals. 
 

3. ANNUAL CAPITATION RATE DETERMINATIONS 
For each State Fiscal year, the State and its actuaries will jointly review the information 
necessary to develop actuarially sound capitation rate ranges. This review will include 
an analysis of any anticipated fee schedule changes and/or other programmatic 
changes to the NMMCP, cost reporting information collected from the Contractor, 
Department of Insurance (DOI) annual statements, various trend data sources, and 
administrative experience. The State will require the Contractor to provide certified 
encounter data or other supplemental information to support rate development for 
future contract periods. Profit margin targets will not be utilized for renewal analysis.  
For example, the capitation rates developed for the initial contract period (July 1, 2012 
through June 30, 2013), supplemented by the additional information detailed above, 
would be used as the basis for the development of rate ranges for the July 1, 2013 - 
June 30, 2014 contract period. The State will establish rates that allow for sufficient 
time to obtain CMS approval prior to the effective date of the renewal capitation rates. 
 
Capitation Rates may be adjusted outside of the annual capitation rate determination to 
assure additional program changes are included in the projection of expenditures as 
required for actuarially sound capitation rates.   
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V. PROPOSAL INSTRUCTIONS    
 
This section documents the mandatory requirements that must be met by bidders in preparing the 
Technical and Cost Proposal. Bidders should identify the subdivisions of “Project Description and 
Scope of Work” clearly in their proposals; failure to do so may result in disqualification.  Failure to 
respond to a specific requirement may be the basis for elimination from consideration during the 
State’s comparative evaluation. 
 
Proposals are due by the date and time shown in the Schedule of Events.  Content requirements for 
the Technical and Cost Proposal are presented separately in the following subdivisions: 
 
A. TECHNICAL PROPOSAL  

The Technical Proposal shall consist of four (4) sections: 
 
1. SIGNED, in ink, “State of Nebraska Request For Proposal For Contractual Services” 

form; 
2. Executive Summary; 
3. Corporate Overview; and 
4. Technical Approach. 
 
1. REQUEST FOR PROPOSAL FORM  

By signing the “Request For Proposal For Contractual Services” form, the bidder 
guarantees compliance with the provisions stated in this Request for Proposal, agrees 
to the Terms and Conditions stated in this Request for Proposal and certifies bidder 
maintains a drug free work place environment. 
 
The Request For Proposal For Contractual Services form must be signed in ink and 
returned by the stated date and time in order to be considered for an award. 
 

2. EXECUTIVE SUMMARY  
The Executive Summary shall condense and highlight the contents of the solution 
being proposed by the bidder in such a way as to provide the Evaluation Committee 
with a broad understanding of the Contractor's Technical Proposal. 
 
Bidders must present their understanding of the problems being addressed by 
implementing a new system, the objectives and intended results of the project, and the 
scope of work.  Bidders shall summarize how their Technical Proposal meets the 
requirements of the Request for Proposal, and why they are best qualified to perform 
the work required herein. 
 

3. CORPORATE OVERVIEW  
The Corporate Overview section of the Technical Proposal must consist of the 
following subdivisions:  
 
a. BIDDER IDENTIFICATION AND INFORMATION 

The bidder must provide the full company or corporate name, address of the 
company's headquarters, entity organization (corporation, partnership, 
proprietorship), state in which the bidder is incorporated or otherwise organized 
to do business, year in which the bidder first organized to do business, whether 
the name and form of organization has changed since first organized, and 
Federal Employer Identification Number and/or Social Security Number. 
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b. FINANCIAL STATEMENTS 
The bidder must provide financial statements applicable to the firm.  If publicly 
held, the bidder must provide a copy of the corporation's most recent audited 
financial reports and statements, and the name, address and telephone number 
of the fiscally responsible representative of the bidder’s financial or banking 
organization. 
 
If the bidder is not a publicly held corporation, either the reports and statements 
required of a publicly held corporation, or a description of the organization, 
including size, longevity, client base, areas of specialization and expertise, and 
any other pertinent information must be submitted in such a manner that 
proposal evaluators may reasonably formulate a determination about the 
stability and financial strength of the organization.  Additionally, a non-publicly 
held firm must provide a banking reference. 
 
The bidder must disclose any and all judgments, pending or expected litigation, 
or other real or potential financial reversals, which might materially affect the 
viability or stability of the organization, or state that no such condition is known 
to exist.  
 

c. CHANGE OF OWNERSHIP 
If any change in ownership or control of the company is anticipated during the 
twelve (12) months following the proposal due date, the bidder must describe 
the circumstances of such change and indicate when the change will likely 
occur.  Any change of ownership to an awarded vendor(s) will require 
notification to the State. 
 

d. OFFICE LOCATION 
The bidder’s office location responsible for performance pursuant to an award 
of a contract with the State of Nebraska must be identified. 
 

e. RELATIONSHIPS WITH THE STATE 
The bidder shall describe any dealings with the State over the previous ten (10) 
years.  If the organization, its predecessor, or any party named in the bidder’s 
proposal response has contracted with the State, the bidder shall identify the 
contract number(s) and/or any other information available to identify such 
contract(s).  If no such contracts exist, so declare. 
 

f. BIDDER'S EMPLOYEE RELATIONS TO STATE 
If any party named in the bidder's proposal response is or was an employee of 
the State within the past sixty (60)  months, identify the individual(s) by name, 
State agency with whom employed, job title or position held with the State, and 
separation date.  If no such relationship exists or has existed, so declare. 
 
If any employee of any agency of the State of Nebraska is employed by the 
bidder or is a subcontractor to the bidder, as of the due date for proposal 
submission, identify all such persons by name, position held with the bidder, 
and position held with the State (including job title and agency).  Describe the 
responsibilities of such persons within the proposing organization.  If, after 
review of this information by the State, it is determined that a conflict of interest 
exists or may exist, the bidder may be disqualified from further consideration in 
this proposal.  If no such relationship exists, so declare. 
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g. CONTRACT PERFORMANCE 
If the bidder or any proposed subcontractor has had a contract terminated for 
default during the past ten (10) years, all such instances must be described as 
required below.  Termination for default is defined as a notice to stop 
performance delivery due to the bidder's non-performance or poor performance, 
and the issue was either not litigated due to inaction on the part of the bidder or 
litigated and such litigation determined the bidder to be in default. 
 
It is mandatory that the bidder submit full details of all termination for default 
experienced during the past ten (10) years, including the other party's name, 
address and telephone number.  The response to this section must present the 
bidder’s position on the matter.  The State will evaluate the facts and will score 
the bidder’s proposal accordingly.  If no such termination for default has been 
experienced by the bidder in the past ten (10) years, so declare. 
 
If at any time during the past ten (10) years, the bidder has had a contract 
terminated for convenience, non-performance, non-allocation of funds, or any 
other reason, describe fully all circumstances surrounding such termination, 
including the name and address of the other contracting party.   
 

h. SUMMARY OF BIDDER’S CORPORATE EXPERIENCE 
The bidder shall provide a summary matrix listing the bidder’s previous projects 
similar to this Request for Proposal in size, scope and complexity.  The State 
will use no more than three (3) narrative project descriptions submitted by the 
bidder during its evaluation of the proposal. 
 
The bidder must address the following: 
 
i. Bidder must provide narrative descriptions to highlight the similarities 

between their experience and this Request for Proposal.  These 
descriptions must include: 

 
a) the time period of the project; 
b) the scheduled and actual completion dates; 
c) the contractor’s responsibilities;  
d) for reference purposes, a customer name (including the name of 

a contact person, a current telephone number, a facsimile 
number and e-mail address); and 

e) each project description shall identify whether the work was 
performed as the prime contractor or as a subcontractor.  If a 
bidder performed as the prime contractor, the description must 
provide the originally scheduled completion date and budget, as 
well as the actual (or currently planned) completion date and 
actual (or currently planned) budget.   

 
ii. Contractor and subcontractor(s) experience must be listed separately.  

Narrative descriptions submitted for subcontractors must be specifically 
identified as subcontractor projects. 

 



Page 102  
Revised: 05/02/11 

iii. If the work was performed as a subcontractor, the narrative description 
shall identify the same information as requested for the contractors 
above.  In addition, subcontractors shall identify what share of contract 
costs, project responsibilities, and time period were performed as a 
subcontractor.   

 
i. SUMMARY OF BIDDER’S PROPOSED PERSONNEL/MANAGEMENT 

APPROACH 
The bidder must present a detailed description of its proposed approach to the 
management of the project. 
 
The bidder must identify the specific professionals who will work on the State’s 
project if their company is awarded the contract resulting from this Request for 
Proposal.  The names and titles of the team proposed for assignment to the 
State project shall be identified in full, with a description of the team leadership, 
interface and support functions, and reporting relationships.  The primary work 
assigned to each person should also be identified.   
 
The bidder shall provide resumes for all personnel proposed by the bidder to 
work on the project.  The State will consider the resumes as a key indicator of 
the bidder’s understanding of the skill mixes required to carry out the 
requirements of the Request for Proposal in addition to assessing the 
experience of specific individuals. 
 
Resumes must not be longer than three (3) pages.  Resumes shall include, at a 
minimum, academic background and degrees, professional certifications, 
understanding of the process, and at least three (3) references (name, address, 
and telephone number) who can attest to the competence and skill level of the 
individual.  Any changes in proposed personnel shall only be implemented after 
written approval from the State. 
 

j. SUBCONTRACTORS 
If the bidder intends to subcontract any part of its performance hereunder, the 
bidder must provide: 
 
i. name, address and telephone number of the subcontractor(s); 
ii. specific tasks for each subcontractor(s); 
iii. percentage of performance hours intended for each subcontract; and 
iv. total percentage of subcontractor(s) performance hours. 
 

4. TECHNICAL APPROACH  
The technical approach section of the Technical Proposal must consist of the following 
subsections:   
 
a. Understanding of the Scope of Work: This section of the proposal should 

provide a summary of the overall understanding of the contractor’s 
responsibility to provide the services described and comply with the regulations 
referenced. 
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b. Proposed Implementation Approach: This section of the proposal shall describe 
the contractor’s overall technical approach to the Scope of Work described in 
the RFP.     Bidders must respond to the statements and question contained 
Section IV.E Methodology/Work Statement.  Bidders must list each 
statement/question and then follow with the response.  Bidders must answer 
“not applicable” to any item not relevant to their proposal.  

c. Technical Considerations: This section should identify any technical 
considerations that the bidder feels are pertinent to meeting the requirements of 
the RFP.   The bidder should also include a detailed summary of bidder’s ability 
and plan to meet the technical requirements of the RFP and how the bidder will 
make adjustments to accommodate any technical considerations identified.  

d. Detailed Project Work Plan: This section should include a detailed work plan 
that identifies the requirements of the RFP, timelines, and key personnel that 
will be assigned to each area.  The work plan should address, at a minimum, 
priority areas of development and implementation such as provider network, 
enrollee informational materials, systems-related technologies, and provider 
and staff training.  

e. Deliverables: This should include a copy of the deliverables identified in  
Section IV, D, 1, 2 and 3.  
 

B. PAYMENT SCHEDULE 
Payment will be made by the responsible agency in compliance with the State of Nebraska 
Prompt Payment Act (see Neb.Rev.Stat. 81-2401 through 81-2408).  Payment to the MCO will 
be monthly according to the rates offered in Attachment E. 
 
1. ENROLLMENT REPORT 

The State will provide the MCO a monthly enrollment repot that will list all enrolled and 
disenrolled enrollees for the enrollment month.  This report will be used as the basis for 
payment to the MCO.  The MCO is responsible for payment of all physical health 
services provided to potential enrollees listed on the enrollment report generated for 
the month of coverage. 
 

2. CAPITATION PAYMENTS 
Capitation payments will be calculated as per 42 CFR 438.6(c). 
 

3. PAYMENT RECOVERIES 
The State will occasionally request recovery of payments for certain specific situations 
including, but not limited to, when a payment was made on behalf of a deceased 
enrollee.  When payments are made incorrectly, the State and the MCO will work 
cooperatively to identify the discrepancy and reconcile payments. 
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Form A 
 

Bidder Contact Sheet 
 

Request for Proposal Number 3792Z1 
 
 

Form A should be completed and submitted with each response to this Request for Proposal.  This is 
intended to provide the State with information on the bidder’s name and address, and the specific 
person(s) who are responsible for preparation of the bidder’s response.   
 

Preparation of Response Contact Information 
Bidder Name:  
Bidder Address:  

 
 

Contact Person & Title:  
E-mail Address:  
Telephone Number (Office):  
Telephone Number (Cellular):  
Fax Number:  
 
Each bidder shall also designate a specific contact person who will be responsible for responding to 
the State if any clarifications of the bidder’s response should become necessary.  This will also be the 
person who the State contacts to set up a presentation/demonstration, if required. 
 

Communication with the State Contact Information 
Bidder Name:  
Bidder Address:  

 
 

Contact Person & Title:  
E-mail Address:  
Telephone Number (Office):  
Telephone Number (Cellular):  
Fax Number:  
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 Form B 
 

Notification of Intent to Bid 
 

Request for Proposal Number 3792Z1 
 
 
Bidder Name:  
Bidder Address:  

 
 

Contact Person:  
E-mail Address:  
Telephone Number:  
Fax Number:  
 
 
The “Notification of Intent to Bid” form should be submitted to the State Purchasing Bureau via e-mail 
(matpurch.dasmat@nebraska.gov), facsimile (402-471-2089), hand delivered or US Mail by the date 
shown in the Schedule of Events. 
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Attachments for RFP 3792Z1 
These files are too large to post on-line with awarded contracts.  They are available 

upon request.  Send request to MatPurch.Dasmat@nebraska.gov 
 

 
Attachment A 
Attachment B 
Attachment C 
Attachment C – Revised 
Attachment D, Document 1 
Attachment D, Document 2 
Attachment D, Document 3 
Attachment E 
Attachment F 
Attachment G 
Attachment H, Document 1 
Attachment H, Document 2 
Attachment H, Document 3 
Attachment H, Document 4 
Attachment I, Document 1 
Attachment I, Document 2 
Attachment I, Document 3 
Attachment I, Document 4 
Attachment I, Document 5 
Attachment I, Document 6 
Attachment I, Document 7 
Attachment I, Document 8 
Attachment I, Document 9 
Attachment I, Document 10 
Attachment I, Document 11 
Attachment I, Document 12 
Attachment I, Document 13 
Attachment I, Document 14 
Attachment I, Document 15 
Attachment I, Document 16 
Attachment J - Document 1 
Attachment J - Document 2 
Attachment J - Document 3 
Attachment J - Document 4 
Attachment J - Document 5 
Attachment J - Document 6 
Attachment J - Document 7 
Attachment J - Document 8 
Attachment J - Document 9 
Attachment J - Document 10 
Attachment J - Document 11 
Attachment J - Document 12 
Attachment J - Document 13 
Attachment J - Document 14 
Attachment J - Document 15 
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Attachment J - Document 16 
Attachment J - Document 17 
Attachment J - Document 18 
Attachment J - Document 19 
Attachment J - Document 20 
Attachment J - Document 21 
Attachment J - Document 22 
Attachment J - Document 23 
Attachment J - Document 24 
Attachment K - There is no Attachment K 
Attachment L, Document 1 
Attachment L, Document 2 
Attachment M 
Attachment N 
Attachment O 
Attachment P 
Attachment Q 
 



Request for Proposal Number RFP 3792 Z1 
Contract Number 51286 04 

Proposal Opening: December 6, 2011 

In accordance with Nebraska Revised Statutes §84.712.05(3), the following material(s) has not 
been included due to it being marked proprietary. 

Arbor Health Plan 
a. AmeriHealth Mercy Health Plan and Subsidiaries Consolidated Financial Statements 

December 31,2010 and 2009 
b. BlueCross BlueShield of Nebraska Statutory Financial Statements December 31, 

2010 and 2009 

In accordance with Federal U.S. Copyright Law Title 17 U.S.C. Section 101 et seq., Title 18 
U.S.C. 2319, the following material(s) has not been included due to them being copyrighted. 

Arbor Health Plan 
a. B.14 Covered Services: pages 4 & 5 Screen Shot of Online Content: 

i. I nformation for You 
ii. Benefits Information 

b. Attachment 7: The Health Literacy & Plain Language Resource Guide 
c. Attachment 9: Welcome Packet Member Handbook (English & Spanish versions) 
d. Attachment 10: Online Member Materiel (English & Spanish versions) 



Medicaid Managed Care Physical Health Service 
RFP # 3792Z1 

"Arbor I ~I IIIn 
~ '~(>O:th PIon Nebr."'" 

PROPRIETARY AND/OR CONFIDENTIAL INFORMATION 
The data contained in Attachment I and Attachm nt 2 or th propo al have been submitted in 

nfidence and c ntain pr priety, and! r privileged r confidentia l in ~ rmation and uch data hall 
nly b di cI ed for evaluati n purp • a p mlitted by appJicabl law. 
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FormA 

Bidder Contact Sheet 

Request for Proposal Number 3792Z1 

Form A should be completed and submitted with each response to this Request for Proposal. This is 
intended to provide the State with information on the bidder's name and address, and the specific 
person( s) who are responsible for preparation of the bidder's response. 

Preparation of Response Contact Information 

Bidder Name: AmeriHealth Nebraska, Inc. 
Bidder Address: 

200 Stevens Drive Philadelphia, PA 19113 

Contact Person & Title: Dr. Jay Feldstein, President 

E-mail Address: jay. feldstein@amerihealthmercy.com 

Telephone Number (Office): 215-937 -8250 

Telephone Number (Cellular): 302-743-4331 

Fax Number: 215-937-8202 

Each bidder shall also designate a specific contact person who will be responsible for responding to 
the State if any clarifications of the bidder's response should become necessary. This will also be the 
person who the State contacts to set up a presentation/demonstration, if required. 

Communication with the State Contact Information 

Bidder Name: AmeriHealth Nebraska, Inc. 
Bidder Address: 

200 Stevens Drive Philadelphia, PA 19113 

Contact Person & Title: Dr. Jay Feldstein, President 

E-mail Address: jay. feldstein@amerihealthmercy.com 

Telephone Number (Office): 215-937-8250 

Telephone Number (Cellular): 302-743-4331 

Fax Number: 215-937 -8202 
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Terms & Conditions 
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State of Nebraska (State Purchasing Bureau) 

REQUEST FOR PROPOSAL FOR 
~ONTRACTUAL SERVICES FORM 

SOLICITATION NUMBER 

RFP 3792Z1 
OPENING DATE AND TIME 

December 6, 2011 2:00 p.m. Central Time 

RELEASE DATE 

RETURN TO: 
State Purchasing Bureau 
301 Centennial Mall South, 1st FI 
Lincoln, Nebraska 68508 
OR 
P.O. Box 94847 
Lincoln, Nebraska 68509-4847 
Phone: 402-471-2401 
Fax' 402-471-2089 

September 30, 2011 
PROCUREMENT CONTACT 

Ruth Gray 
.. 

This form is part of the specification package and must be signed and returned, along with proposal 
documents, by the opening date and time specified. 

PLEASE READ CAREFULL V! 
SCOPE OF SERVICE 

The State of Nebraska, Administrative Services (AS), Materiel Division, Purchasing Bureau, is issuing this Request for 
Proposal , RFP Number 3792Z1 for the purpose of selecting one (1) or two (2) Qualified Contractors to Provide 
Medicaid Managed Care Physical Health Service through a Managed Care Organization for the counties not 
currently served by physical health managed care. 

First round written questions are due no later than October 11 , 2011; second round questions no later than October 27, 
2011, and both should be submitted via e-mail to matpurch.dasmat@nebraska.gov. Written questions may also be sent 
by facsimile to (402) 471 -2089. 

Bidder should submit one (1) original and seven (7) copies of the entire proposal. In the event of any inconsistencies 
among the proposals, the language contained in the original proposal shall govern. Proposals must be submitted by the 
proposal due date and time. 

ROPOSALS MUST MEET THE REQUIREMENTS OUTLINED IN THIS REQUEST FOR PROPOSAL TO BE 
CONSIDERED VALID. PROPOSALS WILL BE REJECTED IF NOT IN COMPLIANCE WITH THESE REQUIREMENTS 

1. Sealed proposals must be received in State Purchasing by the date and time of proposal opening indicated above. 
No late proposals will be accepted. No electronic, e-mail, fax, voice, or telephone proposals will be accepted. 

2. This form "REQUEST FOR PROPOSAL FOR CONTRACTUAL SERVICES" MUST be manually signed, in ink, and 
returned by the proposal opening date and time along with bidder's proposal and any other requirements as specified 
in the Request for Proposal in order to be considered for an award. 

3. It is the responsibility of the bidder to check the website for all information relevant to this solicitation to include 
addenda andlor amendments issued prior to the opening date. Website address is as follows: 
http://www.das.state.ne.us/materiellpurchasing/ 

4. It is understood by the parties that in the State of Nebraska's opinion, any limitation on the contractor's liability is 
unconstitutional under the Nebraska State Constitution, Article XIII, Section 3, and that any limitation of liability shall 
not be binding on the State of Nebraska despite inclusion of such language in documents supplied with the 
contractor's bid or in the final contract. 

BIDDER MUST COMPLETE THE FOLLOWING 
By signing this Request For Proposal For Contractual Services form, the bidder guarantees compliance with the 
provisions stated in this Request for Proposal, agrees to the terms and conditions (see Section III) and certifies bidder 
maintains a drug free work place environment. 

FIRM: AmeriHealth Nebraska, Inc. 

COMPLETE ADDRESS: 200 Slevens Drive Philadelphia, PA 19113 

rELEPHONE NU BER: 2 -9 7-8250 FAX NUMBER: =-21;:..::5:.....:-9""'3 ..... 7-...:::8=20=2=--________ _ 

SIGNATURE: ---fy-!---,f-----==~:::...-~~~~--'------- DATE: 12-06-2011 

TYPED NAME & 



III. TERMS AND CONDITIONS 

By signing the "Request For Proposal For Contractual Services" form, the bidder guarantees 
compliance with the provisions stated in this Request for Proposal, agrees to the terms and conditions 
and certifies bidder maintains a drug free work place environment. 

Bidders are expected to closely read the Terms and Conditions and provide a binding Signature of 
intent to comply with the Terms and Conditions; provided, however, a bidder may indicate any 
exceptions to the Terms and Conditions by (1) clearly identifying the term or condition by subsection, 
(2) including an explanation for the bidder's inability to comply with such term or condition which 
includes a statement recommending terms and conditions the bidder would find acceptable. 
Rejection in whole or in part of the Terms and Conditions may be cause for rejection of a bidder's 
proposal. 

A. GENERAL 
The contract resulting from this Request for Proposal shall incorporate the following 

Accept documents: 
& Initial 

1. the signed Request For Proposal form; 
2. the original Request for Proposal document; 
3. any Request for Proposal addenda and/or amendments to include questions and 

answers; 
4. the contractor's proposal; 
5. any contract amendments, in order of significance; and 
6. contract award. 

Unless otherwise specifically stated in a contract amendment, in case of any conflict between 
the incorporated documents, the documents shall govern in the following order of preference 
with number one (1) receiving preference over all other documents and with each lower 
numbered document having preference over any higher numbered document: 1) the contract 
award, 2) contract amendments with the latest dated amendment having the highest priority, 
3) Request for Proposal addenda and/or amendments with the latest dated amendment having 
the highest priority, 4) the original Request for Proposal, 5) the signed Request For Proposal 
form, 6) the contractor's proposal. 

Any ambiguity in any provision of this contract which shall be discovered after its execution 
shall be resolved in accordance with the rules of contract interpretation as established in the 
State of Nebraska. 

Once proposals are opened they become the property of the State of Nebraska and will not be 
returned. 

AWARD 
All purchases, leases, or contracts which are based on competitive proposals will be awarded 
according to the provisions in the Request for Proposal. The State reserves the right to reject 
any or all proposals, wholly or in part, or to award to multiple bidders in whole or in part, and at 
its discretion, may withdraw or amend the Request for Proposal at any time. The State 
reserves the right to waive any deviations or errors that are not material, do not invalidate the 
legitimacy of the proposal, and do not improve the bidder's competitive position. All awards 
will be made in a manner deemed in the best interest of the State. The Request for Proposal 
does not commit the State to award a contract. If, in the opinion of the State, revisions or 
amendments will require substantive changes in proposals, the due date may be extended. 
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By submitting a proposal in response to this Request for Proposal, the bidder grants to the 
State the right to contact or arrange a visit in person with any or all of the bidder's clients. 

Once an intent to award decision has been determined, it will be posted to the Internet at: 
http://www.das.state.ne.us/materiel/purchasing/rfp.htm 

Grievance and protest procedure is available on the Internet at: 
http://www.das.state.ne.us/materiel/purchasing/agencycommoditiesprocurementmanuallProte 
stGrievanceProcedureForCommodities&Services.doc 

Any protests must be filed by a vendor within ten (10) calendar days after the intent to award 
decision is posted to the Internet. 

COMPLIANCE WITH CIVIL RIGHTS LAWS AND EQUAL OPPORTUNITY EMPLOYMENT I 
NONDISCRIMINATION 
The contractor shall comply with all applicable local, State and Federal statutes and 
regulations regarding civil rights laws and equal opportunity employment. The Nebraska Fair 
Employment Practice Act prohibits contractors of the State of Nebraska, and their 
subcontractors, from discriminating against any employee or applicant for employment, with 
respect to hire, tenure, terms, conditions or privileges of employment because of race, color, 
religion, sex, disability, or national origin (Neb. Rev. Stat. §48-1101 to 48-1125). The 
contractor guarantees compliance with the Nebraska Fair Employment Practice Act, and 
breach of this provision shall be regarded as a material breach of contract. The contractor 
shall insert a similar provision in all subcontracts for services to be covered by any contract 
resulting from this Request for Proposal. 

PERMITS, REGULATIONS, LAWS 
The contractor shall procure and pay for all permits, licenses and approvals necessary for the 
execution of the contract. The contractor shall comply with all applicable local, state, and 
federal laws, ordinances, rules, orders and regulations. 

OWNERSHIP OF INFORMATION AND DATA 
The State of Nebraska shall have the unlimited right to publish , duplicate, use and disclose all 
Information and data developed or derived by the contractor pursuant to this contract. 

The contractor must guarantee that it has the full legal right to the materials, supplies, 
equipment, and other rights or titles (e.g. rights to licenses transfer or assign deliverables) 
necessary to execute this contract. The contract price shall, without exception, include 
compensation for all royalties and costs arising from patents, trademarks and copyrights that 
are in any way involved in the contract. It shall be the responsibility of the contractor to pay for 
all royalties and costs, and the State must be held harmless from any such claims. 

INSURANCE REQUIREMENTS 
The contractor shall not commence work under this contract until he or she has obtained all 
the insurance required hereunder and such insurance has been approved by the State. IF 
contractor will be utilizing any subcontractors, the contractor is responsible for obtaining the 
certificates(s) of insurance required herein under from any and all subcontractor(s}. 
Contractor is also responsible for ensuring subcontractor(s} maintain the insurance required 
until completion of the contract requirements. The contractor shall not allow any subcontractor 
to commence work on his or her subcontract until all similar insurance required of the 
subcontractor has been obtained and approved by the contractor. Approval of the insurance 
by the State shall not limit, relieve or decrease the liability of the contractor hereunder. 
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If by the terms of any insurance a mandatory deductible is required, or if the contractor elects 
to increase the mandatory deductible amount, the contractor shall be responsible for payment 
of the amount of the deductible in the event of a paid claim. 

1. WORKERS' COMPENSATION INSURANCE 
The contractor shall take out and maintain during the life of this contract the statutory 
Workers' Compensation and Employer's Liability Insurance for all of the contactors' 
employees to be engaged in work on the project under this contract and, in case any 
such work is sublet, the contractor shall require the subcontractor similarly to provide 
Worker's Compensation and Employer's Liability Insurance for all of the 
subcontractor's employees to be engaged in such work. This policy shall be written to 
meet the statutory requirements for the state in which the work is to be performed, 
including Occupational Disease. This policy shall include a waiver of subrogation in 
favor of the State. The amounts of such insurance shall not be less than the limits 
stated hereinafter. 

2. COMMERCIAL GENERAL LIABILITY INSURANCE AND COMMERCIAL 
AUTOMOBILE LIABILITY INSURANCE 
The contractor shall take out and maintain during the life of this contract such 
Commercial General Liability Insurance and Commercial Automobile Liability Insurance 
as shall protect contractor and any subcontractor performing work covered by this 
contract from claims for damages for bodily injury, including death, as well as from 
claims for property damage, which may arise from operations under this contract, 
whether such operation be by the contractor or by any subcontractor or by anyone 
directly or indirectly employed by either of them, and the amounts of such insurance 
shall not be less than limits stated hereinafter. 

The Commercial General Liability Insurance shall be written on an occurrence basis, 
and provide Premises/Operations, Products/Completed Operations, Independent 
Contractors, Personal Injury and Contractual Liability coverage. The policy shall 
include the State, and others as required by the Contract Documents, as an Additional 
Insured. This policy shall be primary, and any insurance or self-insurance carried by 
the State shall be considered excess and non-contributory. The Commercial 
Automobile Liability Insurance shall be written to cover all Owned, Non-owned and 
Hired vehicles. 

3. INSURANCE COVERAGE AMOUNTS REQUIRED 

a. WORKERS' COMPENSATION AND EMPLOYER'S LIABILITY 
Coverage A Statutory 
Coverage B 
Bodily Injury by Accident $100,000 each accident 
Bodily Injury by Disease $500,000 policy limit 
Bodily Injury by Disease $100,000 each employee 

b. COMMERCIAL GENERAL LIABILITY 
General Aggregate $2,000,000 
Products/Completed Operations Aggregate $2,000,000 
Personal/Advertising Injury $1,000,000 anyone person 
Bodily Injury/Property Damage $1,000,000 per occurrence 
Fire Damage $50,000 anyone fire 
Medical Payments $5,000 anyone person 
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C. COMMERCIAL AUTOMOBILE LIABILITY 
Bodily Injury/Property Damage $1,000,000 combined single limit 

d. UMBRELLA/EXCESS LIABILITY 
Over Primary Insurance 

4. EVIDENCE OF COVERAGE 

$1 ,000,000 per occurrence 

The contractor should furnish the State, with their proposal response, a certificate of 
insurance coverage complying with the above requirements to the attention of the 
Buyer, Administrative Services, State Purchasing Bureau, 301 Centennial Mall S, 1 st 
FI , Lincoln, NE 68508 (facsimile 402M471 -2089). These certificates or the cover sheet 
shall reference the RFP number, and the certificates shall include the name of the 
company, policy numbers, effective dates, dates of expiration and amounts and types 
of coverage afforded. If the State is damaged by the failure of the contractor to 
maintain such insurance, then the contractor shall be responsible for all reasonable 
costs properly attributable thereto. 

Notice of cancellation of any required insurance policy must be submitted to 
Administrative Services State Purchasing Bureau when issued and a new coverage 
binder shall be submitted immediately to ensure no break in coverage. 

COOPERATION WITH OTHER CONTRACTORS 
The State may already have in place or choose to award supplemental contracts for work 
related to this Request for Proposal, or any portion thereof. 

1. The State reserves the right to award the contract jOintly between two or more potential 
contractors, if such an arrangement is in the best interest of the State. 

2. The contractor shall agree to cooperate with such other contractors, and shall not 
commit or permit any act which may interfere with the performance of work by any 
other contractor. 

INDEPENDENT CONTRACTOR 
It is agreed that nothing contained herein is intended or should be construed in any manner as 
creating or establishing the relationship of partners between the parties hereto. The contractor 
represents that it has, or will secure at its own expense, all personnel required to perform the 
services under the contract. The contractor's employees and other persons engaged in work 
or services required by the contractor under the contract shall have no contractual relationship 
with the State; they shall not be considered employees of the State. 

All claims on behalf of any person arising out of employment or alleged employment (including 
without limit claims of discrimination against the contractor, its officers or its agents) shall in no 
way be the responsibility of the State. The contractor will hold the State harmless from any 
and all such claims. Such personnel or other persons shall not require nor be entitled to any 
compensation, rights or benefits from the State including without limit, tenure rights, medical 
and hospital care, sick and vacation leave, severance payor retirement benefits. 

CONTRACTOR RESPONSIBILITY 
The contractor is solely responsible for fulfilling the contract, with responsibility for all services 
offered and products to be delivered as stated in the Request for Proposal, the contractor's 
proposal, and the resulting contract. The contractor shall be the sole point of contact 
regarding all contractual matters. 
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If the contractor intends to utilize any subcontractors' services, the subcontractors' level of 
effort, tasks and time allocation must be clearly defined in the contractor's proposal. The 
contractor shall agree that it will not utilize any subcontractors not specifically included in its 
proposal, in the performance of the contract, without the prior written authorization of the 
State. Following execution of the contract. the contractor shall proceed diligently with all 
services and shall perform such services with qualified personnel in accordance with the 
contract. 

J. CONTRACTOR PERSONNEL 
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The contractor warrants that all persons assigned to the project shall be employees of the 
contractor or specified subcontractors, and shall be fully qualified to perform the work required 
herein. Personnel employed by the contractor to fulfill the terms of the contract shall remain 
under the sole direction and control of the contractor. The contractor shall include a similar 
provision in any contract with any subcontractor selected to perform work on the project. 

Personnel commitments made in the contractor's proposal shall not be changed without the 
prior written approval of the State. Replacement of key personnel, if approved by the State, 
shall be with personnel of equal or greater ability and qualifications. 

The State reserves the right to require the contractor to reassign or remove from the project 
any contractor or subcontractor employee. 

In respect to its employees, the contractor agrees to be responsible for the following: 

1. any and all employment taxes and/or other payroll withholding; 
2. any and all vehicles used by the contractor's employees, including all insurance 

required by state law; 
3. damages incurred by contractor's employees within the scope of their duties under the 

contract; 
4. maintaining workers' compensation and health insurance and submitting any reports 

on such insurance to the extent required by governing State law; and 
5. determining the hours to be worked and the duties to be performed by the contractor's 

employees. 

Notice of cancellation of any required insurance policy must be submitted to the State when 
issued and a new coverage binder shall be submitted immediately to ensure no break in 
coverage. 

STATE OF NEBRASKA PERSONNEL RECRUITMENT PROHIBITION 
The contractor shall not, at any time, recruit or employ any State employee or agent who has 
worked on the Request for Proposal or project, or who had any influence on decisions 
affecting the Request for Proposal or project. 

CONFLICT OF INTEREST 
By submitting a proposal, bidder certifies that there does not now exist any relationship 
between the bidder and any person or entity which is or gives the appearance of a conflict of 
interest related to this Request for Proposal or project. 

The bidder certifies that it shall not take any action or acquire any interest, either directly or 
indirectly, which will conflict in any manner or degree with the performance of its services 
hereunder or which creates an actual or appearance of conflict of interest. 
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The bidder certifies that it will not employ any individual known by bidder to have a conflict of 
interest. 

M. PROPOSAL PREPARATION COSTS 
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The State shall not incur any liability for any costs incurred by bidders in replying to this 
Request for Proposal , in the demonstrations, or oral presentations, or in any other activity 
related to bidding on this Request for Proposal. 

ERRORS AND OMISSIONS 
The bidder shall not take advantage of any errors and/or omissions in this Request for 
Proposal or resulting contract. The bidder must promptly notify the State of any errors and/or 
omissions that are discovered. 

BEGINNING OF WORK 
The bidder shall not commence any billable work until a valid contract has been fully executed 
by the State and the successful contractor. The contractor will be notified in writing when work 
may begin. 

ASSIGNMENT BY THE STATE 
The State shall have the right to assign or transfer the contract or any of its interests herein to 
any agency, board, commission, or political subdivision of the State of Nebraska. There shall 
be no charge to the State for any assignment hereunder. 

Q. ASSIGNMENT BY THE CONTRACTOR 
The contractor may not assign, voluntarily or involuntarily, the contract or any of its rights or 

-----'+-i-- -- obligations hereunder (including without limitation rights and duties of performance) to any 

R. ,,., 
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third party, without the prior written consent of the State, which will not be unreasonably 
withheld . 

DEVIATIONS FROM THE REQUEST FOR PROPOSAL 
The requirements contained in the Request for Proposal become a part of the terms and 
conditions of the contract resulting from this Request for Proposal. Any deviations from the 
Request for Proposal must be clearly defined by the bidder in its proposal and, if accepted by 
the State, will become part of the contract. Any specifically defined deviations must not be in 
conflict with the basic nature of the Request for Proposal or mandatory requirements. 
"Deviation", for the purposes of this RFP, means any proposed changes or alterations to either 
the contractual language or deliverables within the scope of this RFP. The State discourages 
deviations and reserves the right to reject proposed deviations. 

GOVERNING LAW 
The contract shall be governed in all respects by the laws and statutes of the State of 
Nebraska. Any legal proceedings against the State of Nebraska regarding this Request for 
Proposal or any resultant contract shall be brought in the State of Nebraska administrative or 
judicial forums as defined by State law. The contractor must be in compliance with all 
Nebraska statutory and regulatory law. 

ATTORNEY'S FEES 
In the event of any litigation, appeal or other legal action to enforce any provision of the 

Aepept contract, the contractor agrees to pay all expenses of such action, as permitted by law, 
& Initial including attorney's fees and costs, if the State is the prevailing party. 
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ADVERTISING 
The contractor agrees not to refer to the contract award in advertising in such a manner as to 
state or imply that the company or its services are endorsed or preferred by the State. News 
releases pertaining to the project shall not be issued without prior written approval from the 
State. 
STATE PROPERTY 
The contractor shall be responsible for the proper care and custody of any State-owned 
property which is furnished for the contractor's use during the performance of the contract. 
The contractor shall reimburse the State for any loss or damage of such property, normal wear 
and tear is expected. 

SITE RULES AND REGULATIONS 
The contractor shall use its best efforts to ensure that its employees, agents and 
subcontractors comply with site rules and regulations while on State premises. If the contractor 
must perform on-site work outside of the daily operational hours set forth by the State, it must 
make arrangements with the State to ensure access to the facility and the equipment has been 
arranged. No additional payment will be made by the State on the basis of lack of access, 
unless the State fails to provide access as agreed to between the State and the contractor. 

NOTIFICATION 
During the bid process, all communication between the State and a bidder shall be between 
the bidder's representative clearly noted in its proposal and the buyer noted in Section II, A. 
Procuring Office and Contact Person of this RFP. After the award of the contract, all notices 
under the contract shall be deemed duly given upon delivery to the staff designated as the 
point of contact for this Request for Proposal, in person, or upon delivery by U.S. Mail, 
facsimile, or e-mail. Each bidder should provide in its proposal the name, title and complete 
address of its designee to receive notices. 

1. Except as otherwise expressly specified herein, all notices, requests or other 
communications shall be in writing and shall be deemed to have been given if delivered 
personally or mailed, by U.S. Mail, postage prepaid, return receipt requested, to the 
parties at their respective addresses set forth above, or at such other addresses as 
may be specified in writing by either of the parties. All notices, requests, or 
communications shall be deemed effective upon personal delivery or three (3) days 
following deposit in the mail. 

2. Whenever the contractor encounters any difficulty which is delaying or threatens to 
delay its timely performance under the contract, the contractor shall immediately give 
notice thereof in writing to the State reciting all relevant information with respect 
thereto. Such notice shall not in any way constitute a basis for an extension of the 
delivery schedule or be construed as a waiver by the State of any of its rights or 
remedies to which it is entitled by law or equity or pursuant to the provisions of the 
contract. Failure to give such notice, however, may be grounds for denial of any 
request for an extension of the delivery schedule because of such delay. 

Either party may change its address for notification purposes by giving notice of the change, 
and setting forth the new address and an effective date. 

For the duration of the contract, all communication between contractor and the State regarding 
the contract shall take place between the contractor and individuals specified by the State in 
writing . Communication about the contract between contractor and individuals not designated 
as points of contact by the State is strictly forbidden. 
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EARLY TERMINATION 
The contract may be terminated as follows: 
1. The State and the contractor, by mutual written agreement, may terminate the contract 

at any time. 

2. The State, in its sole discretion. may terminate the contract for any reason upon 30 
days written notice to the contractor. Such termination shall not relieve the contractor 
of warranty or other service obligations incurred under the terms of the contract. In the 
event of cancellation the contractor shall be entitled to payment, determined on a pro 
rata basis, for products or services satisfactorily performed or provided. 

3. The State may terminate the contract immediately for the following reasons: 

a. if directed to do so by statute; 
b. contractor has made an assignment for the benefit of creditors, has admitted in 

writing its inability to pay debts as they mature, or has ceased operating in the 
normal course of business; 

c. a trustee or receiver of the contractor or of any substantial part of the 
contractor's assets has been appointed by a court; 

d. fraud, misappropriation, embezzlement, malfeasance, misfeasance, or illegal 
conduct pertaining to performance under the contract by its contractor, its 
employees, officers, directors or shareholders; 

e. an involuntary proceeding has been commenced by any party against the 
contractor under anyone of the chapters of Title 11 of the United States Code 
and (i) the proceeding has been pending for at least sixty (60) days; or (ii) the 
contractor has consented, either expressly or by operation of law, to the entry of 
an order for relief; or (iii) the contractor has been decreed or adjudged a debtor; 

f. a voluntary petition has been filed by the contractor under any of the chapters 
of Title 11 of the United States Code; 

g. contractor intentionally discloses confidential information; 
h. contractor has or announces it will discontinue support of the deliverable; 
i. second or subsequent documented "vendor performance report" form deemed 

acceptable by the State Purchasing Bureau. 

FUNDING OUT CLAUSE OR LOSS OF APPROPRIATIONS 
The State may terminate the contract, in whole or in part, in the event funding is no longer 
available. The State's obligation to pay amounts due for fiscal years following the current 
fiscal year is contingent upon legislative appropriation of funds for the contract. Should said 
funds not be appropriated, the State may terminate the contract with respect to those 
payments for the fiscal years for which such funds are not appropriated. The State will give 
the contractor written notice thirty (30) days prior to the effective date of any termination, and 
advise the contractor of the location (address and room number) of any related equipment. All 
obligations of the State to make payments after the termination date will cease and all interest 
of the State in any related equipment will terminate. The contractor shall be entitled to receive 
just and equitable compensation for any authorized work which has been satisfactorily 
completed as of the termination date. In no event shall the contractor be paid for a loss of 
antiCipated profit. 

Page 14 
Revised: 05/02/11 



BREACH BY CONTRACTOR 
The State may terminate the contract, in whole or in part, if the contractor fails to perform its 
obligations under the contract in a timely and proper manner. The State may, by providing a 
written notice of default to the contractor, allow the contractor to cure a failure or breach of 
contract within a period of thirty (30) days (or longer at State's discretion considering the 
gravity and nature of the default). Said notice shall be delivered by Certified Mail, Return 
Receipt Requested or in person with proof of delivery. Allowing the contractor time to cure a 
failure or breach of contract does not waive the State's right to immediately terminate the 
contract for the same or different contract breach which may occur at a different time. In case 
of default of the contractor, the State may contract the service from other sources and hold the 
contractor responsible for any excess cost occasioned thereby. 

BB. ASSURANCES BEFORE BREACH 
If any document or deliverable required pursuant to the contract does not fulfill the 
requirements of the Request for Proposal/resulting contract, upon written notice from the 
State, the contractor shall deliver assurances in the form of additional contractor resources at 
no additional cost to the project in order to complete the deliverable, and to ensure that other 
project schedules will not be adversely affected. 

PENALTY 
In the event that the contractor fails to perform any substantial obligation under the contract, 
the State may withhold all monies due and payable to the contractor, without penalty, until 
such failure is cured or otherwise adjudicated. Failure to meet the dates stipulated in the 
contract for the deliverables may result in an assessment of penalty due the State of 
$1 ,000.00 dollars per day, until the deliverables are approved. Contractor will be notified in 
writing when penalty will commence. 

PERFORMANCE BOND 
The selected contractor will be required to supply a certified check or a bond executed by a 
corporation authorized to contract surety in the State of Nebraska, payable to the State of 
Nebraska, which shall be valid for the life of the contract to include any renewal and/or 
extension periods. The amount of the certified check or bond must be ten million dollars 
($10,000,000.00). The check or bond will guarantee that the selected contractor will faithfully 
perform all requirements, terms and conditions of the contract. Failure to comply shall be 
grounds for forfeiture of the check or bond as liquidated damages. Amount of forfeiture will be 
determined by the agency based on loss to the State. The bond or certified check will be 
returned when the service has been satisfactorily completed as solely determined by the 
State, after termination or expiration of the contract. 

FORCE MAJEURE 
Neither party shall be liable for any costs or damages resulting from its inability to perform any 
of its obligations under the contract due to a natural disaster, or other similar event outside the 
control and not the fault of the affected party ("Force Majeure Event"). A Force Majeure Event 
shall not constitute a breach of the contract. The party so affected shall immediately give 
notice to the other party of the Force Majeure Event. The State may grant relief from 
performance of the contract if the contractor is prevented from performance by a Force 
Majeure Event. The burden of proof for the need for such relief shall rest upon the contractor. 
To obtain release based on a Force Majeure Event, the contractor shall file a written request 
for such relief with the State Purchasing Bureau. Labor disputes with the impacted party's 
own employees will not be considered a Force Majeure Event and will not suspend 
performance requirements under the contract. 
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PAYMENT 
State will render payment to contractor when the terms and conditions of the contract and 
specifications have been satisfactorily completed on the part of the contractor as solely 
determined by the State. Payment will be made by the responsible agency in compliance with 
the State of Nebraska Prompt Payment Act (See Neb. Rev. Stat. §81 -2401 through 81-2408). 
The State may require the contractor to accept payment by electronic means such as ACH 
deposit. In no event shall the State be responsible or liable to pay for any services provided by 
the contractor prior to the Effective Date, and the contractor hereby waives any claim or cause 
of action for any such services. 

INVOICES 
Invoices for payments must be submitted by the contractor to the agency requesting the 
services with sufficient detail to support payment. Payment to the MCO will be made pursuant 
to the terms of the contract. The MCO is not required to submit an invoice for monthly 
capitation payments. Payment for such will be made prospectively and electronically based on 
the enrollment file. The terms and conditions included in the contractor's invoice shall be 
deemed to be solely for the convenience of the parties. No terms or conditions of any such 
invoice shall be binding upon the State, and no action by the State, including without limitation 
the payment of any such invoice in whole or in part, shall be construed as binding or estopping 
the State with respect to any such term or condition, unless the invoice term or condition has 
been previously agreed to by the State as an amendment to the contract. 

.AUDIT REQUIREMENTS 
All contractor books, records and documents relating to work performed or monies received 
under the contract shall be subject to audit at any reasonable time upon the provision of 
reasonable notice by the State. These records shall be maintained for a period of ten (10) full 
years from the date of final payment, or until all issues related to an audit, litigation or other 
action are resolved, whichever is longer. All records shall be maintained in accordance with 
generally accepted accounting principles. 

In addition to, and in no way in limitation of any obligation in the contract, the contractor shall 
agree that it will be held liable for any State audit exceptions, and shall return to the State all 
payments made under the contract for which an exception has been taken or which has been 
disallowed because of such an exception. The contractor agrees to correct immediately any 
material weakness or condition reported to the State in the course of an audit. 

TAXES 
The State is not required to pay taxes of any kind and assumes no such liability as a result of 
this solicitation. Any property tax payable on the contractor's equipment which may be 

~~ftr~1 installed in a state-owned facility is the responsibility of the contractor. 

INSPECTION AND APPROVAL 
Final inspection and approval of all work required under the contract shall be performed by the 
designated State officials. The State and/or its authorized representatives shall have the right 
to enter any premises where the contractor or subcontractor duties under the contract are 
being performed, and to inspect, monitor or otherwise evaluate the work being performed. All 
inspections and evaluations shall be at reasonable times and in a manner that will not 
unreasonably delay work. 
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CHANGES IN SCOPE/CHANGE ORDERS 
The State may, at any time with written notice to the contractor, make changes within the 
general scope of the contract. Changes in scope shall only be conducted with the written 
approval of the State's designee as so defined by the State from time to time. (The State 
retains the right to employ the services of a third party to perform any change order(s)). 

The State may, at any time work is in progress, by written order, make alterations in the terms 
of work as shown in the specifications, require the performance of extra work, decrease the 
quantity of work, or make such other changes as the State may find necessary or desirable. 
The contractor shall not claim forfeiture of contract by reasons of such changes by the State. 
Changes in work and the amount of compensation to be paid to the contractor for any extra 
work so ordered shall be determined in accordance with the applicable unit prices of the 
contractor's proposal. 

Corrections of any deliverable services or performance of work required pursuant to the 
contract shall not be deemed a modification requiring a change order. 

SEVERABILITY 
If any term or condition of the contract is declared by a court of competent jurisdiction to be 
illegal or in conflict with any law, the validity of the remaining terms and conditions shall not be 
affected, and the rights and obligations of the parties shall be construed and enforced as if the 
contract did not contain the particular provision held to be invalid. 

M. CONFIDENTIALITY 
All materials and information provided by the State or acquired by the contractor on behalf of 
the State shall be regarded as confidential information. All materials and information provided 
by the State or acquired by the contractor on behalf of the State shall be handled in 
accordance with Federal and State Law, and ethical standards. The contractor must ensure 
the confidentiality of such materials or information. Should said confidentiality be breached by 
a contractor; contractor shall notify the State immediately of said breach and take immediate 
corrective action. 

It is incumbent upon the contractor to inform its officers and employees of the penalties for 
improper disclosure imposed by the Privacy Act of 1974, 5 U.S.C. 552a. Specifically, 5 U.S.C. 
552a (i)(1), which is made applicable to contractors by 5 U.S.C. 552a (m)(1), provides that any 
officer or employee of a contractor, who by virtue of his/her employment or official position has 
possession of or access to agency records which contain individually identifiable information, 
the disclosure of which is prohibited by the Privacy Act or regulations established thereunder, 
and who knowing that disclosure of the specific material is prohibited, willfully discloses the 
material in any manner to any person or agency not entitled to receive it, shall be guilty of a 
misdemeanor and fined not more than $5,000. 

PROPRIETARY INFORMATION 
Data contained in the proposal and all documentation provided therein, become the property 
of the State of Nebraska and the data becomes public information upon opening the proposal. 
If the bidder wishes to have any information withheld from the public, such information must 
fall within the definition of proprietary information contained within Nebraska's public record 
statutes. All proprietary information the bidder wishes the State to withhold must be submitted 
in a sealed package, which is separate from the remainder of the proposal. The separate 
package must be clearly marked PROPRIETARY on the outside of the package. Bidders may 
not mark their entire Request for Proposal as proprietary. Bidder's cost proposals may not be 
marked as proprietary information. Failure of the bidder to follow the instructions for 
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submitting proprietary and copyrighted information may result in the information being viewed 
by other bidders and the public. Proprietary information is defined as trade secrets, academic 
and scientific research work which is in progress and unpublished, and other information which 
if released would give advantage to business competitors and serve no public purpose (see 
Neb. Rev. Stat. §84-712.05(3)). In accordance with Attorney General Opinions 92068 and 
97033, bidders submitting information as proprietary may be required to prove specific, named 
competitor(s) who would be advantaged by release of the information and the specific 
advantage the competitor(s) would receive. Although every effort will be made to withhold 
information that is properly submitted as proprietary and meets the State's definition of 
proprietary information, the State is under no obligation to maintain the confidentiality of 
proprietary information and accepts no liability for the release of such information. 

CERTIFICATION OF INDEPENDENT PRICE DETERMINATION/COLLUSIVE BIDDING 
By submission of this proposal , the bidder certifies, that he or she is the party making the 
foregoing proposal that the proposal is not made in the interest of, or on behalf of, any 
undisclosed person, partnership, company, association, organization, or corporation; that the 
proposal is genuine and not collusive or sham; that the bidder has not directly or indirectly 
induced or solicited any other bidder to put in a false or sham proposal, and has not directly or 
indirectly colluded , conspired, connived, or agreed with any bidder or anyone else to put in a 
sham proposal, or that anyone shall refrain from bidding; that the bidder has not in any 
manner, directly or indirectly, sought by agreement, communication, or conference with 
anyone to fix the proposal price of the bidder or any other bidder, or to fix any overhead, profit, 
or cost element of the proposal price, or of that of any other bidder, or to secure any 
advantage against the public body awarding the contract of anyone interested in the proposed 
contract; that all statements contained in the proposal are true; and further that the bidder has 
not, directly or Indirectly, submitted his or her proposal price or any breakdown thereof, or the 
contents thereof, or divulged information or data relative thereto, or paid, and will not pay, any 
fee to any corporation, partnership, company association, organization, proposal depOSitory, or 
to any member or agent thereof to effectuate a collusive or sham proposal. 

PRICES 
All prices, costs, terms and conditions outlined in the proposal shall remain fixed and valid 
commencing on the opening date of the proposal until an award is made (and for bidder 
receiving award prices shall remain as bid for the duration of the contract unless otherwise so 
stated in the contract) or the Request for Proposal is cancelled. 

Contractor represents and warrants that all prices for services, now or subsequently specified 
are as low as and no higher than prices which the contractor has charged or intends to charge 
customers other than the State for the same or similar products and services of the same or 
equivalent quantity and quality for delivery or performance during the same periods of time. If, 
during the term of the contract, the contractor shall reduce any and/or all prices charged to any 
customers other than the State for the same or similar products or services specified herein, 
the contractor shall make an equal or equivalent reduction in corresponding prices for said 
specified products or services. 

Contractor also represents and warrants that all prices set forth in the contract and all prices in 
addition, which the contractor may charge under the terms of the contract, do not and will not 
violate any existing federal , state or muniCipal law or regulations concerning price 
discrimination and/or price fixing. Contractor agrees to hold the State harmless from any such 
violation . Prices quoted shall not be subject to increase throughout the contract period unless 
specifically allowed by these specifications. 
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QO. BEST AND FINAL OFFER 
The State will compile the final scores for all parts of each proposal. The award may be 
granted to the highest scoring responsive and responsible bidder. Alternatively, the highest 
scoring bidder or bidders may be requested to submit best and final offers. If best and final 
offers are requested by the State and submitted by the bidder, they will be evaluated (using 
the stated criteria), scored and ranked by the Evaluation Committee. The award will then be 
granted to the highest scoring bidder. However, a bidder should provide its best offer in its 
original proposal. Bidders should not expect that the State will request a best and final offer. 

ETHICS IN PUBLIC CONTRACTING 
No bidder shall payor offer to pay, either directly or indirectly, any fee, commission 

Accept compensation, gift, gratuity, or anything of value to any State officer, legislator or employee 
& I lfial based on the understanding that the receiving person's vote, actions or judgment will be 

influenced thereby. No bidder shall give any item of value to any employee of the State 
Purchasing Bureau. 

Bidders shall be prohibited from utilizing the services of lobbyists, attorneys, political activists, 
or consultants to secure the contract. It is the intent of this provision to assure that the 
prohibition of state contact during the procurement process is not subverted through the use of 
lobbyists, attorneys, political activists, or consultants. It is the intent of the State that the 
process of evaluation of proposals and award of the contract be completed without external 
influence. It is not the intent of this section to prohibit bidders from seeking professional 
advice, for example consulting legal counsel, regarding terms and conditions of this Request 
for Proposal or the format or content of their proposal. 

If the bidder is found to be in non-compliance with this section of the Request for Proposal, 
they may forfeit the contract if awarded to them or be disqualified from the selection process. 

INDEMNIFICATION 

1. GENERAL 
The contractor agrees to defend, indemnify, hold, and save harmless the State and its 
employees, volunteers, agents, and its elected and appointed officials ("the indemnified 
parties") from and against any and all claims, liens, demands, damages, liability, 
actions, causes of action, losses, judgments, costs, and expenses of every nature, 
including investigation costs and expenses, settlement costs, and attorney fees and 
expenses (lithe claims"), sustained or asserted against the State. arising out of, 
resulting from, or attributable to the willful misconduct, negligence, error, or omission of 
the contractor, its employees, subcontractors, consultants, representatives, and 
agents, except to the extent such contractor liability is attenuated by any action of the 
State which directly and proximately contributed to the claims. 

2. INTELLECTUAL PROPERTY 
The contractor agrees it will at its sole cost and expense, defend, indemnify, and hold 
harmless the indemnified parties from and against any and all claims, to the extent 
such claims arise out of, result from, or are attributable to the actual or alleged 
infringement or misappropriation of any patent, copyright, trade secret, trademark, or 
confidential information of any third party by the contractor or its employees, 
subcontractors, consultants, representatives, and agents; provided, however, the State 
gives the contractor prompt notice in writing of the claim. The contractor may not settle 
any infringement claim that will affect the State's use of the licensed Software without 
the State's prior written consent, which consent may be withheld for any reason. 
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If a judgment or settlement is obtained or reasonably anticipated against the State's 
use of any intellectual property for which the contractor has indemnified the State, the 
contractor shall at the contractor's sole cost and expense promptly modify the item or 
items which were determined to be infringing, acquire a license or licenses on the 
State's behalf to provide the necessary rights to the State to eliminate the infringement, 
or provide the State with a non-infringing substitute that provides the State the same 
functionality. At the State's election, the actual or anticipated judgment may be treated 
as a breach of warranty by the contractor, and the State may receive the remedies 
provided under this RFP. 

3. PERSONNEL 
The contractor shall , at its expense, indemnify and hold harmless the indemnified 
parties from and against any claim with respect to withholding taxes, worker's 
compensation, employee benefits, or any other claim, demand, liability, damage, or 
loss of any nature relating to any of the personnel provided by the contractor. 

NEBRASKA TECHNOLOGY ACCESS STANDARDS 
Contractor shall review the Nebraska Technology Access Standards, found at 
http://www.nitc.nebraska.gov/standards/accessibility/accessibility standards.pdf and ensure 
that products and/or services provided under the contract comply with the applicable 
standards. In the event such standards change during the contractor's performance, the State 
may create an amendment to the contract to request that contract comply with the changed 
standard at a cost mutually acceptable to the parties. 

ANTITRUST 
The contractor hereby assigns to the State any and all claims for overcharges as to goods 
and/or services provided in connection with this contract resulting from antitrust violations 
which arise under antitrust laws of the United States and the antitrust laws of the State. 

DISASTER RECOVERY/BACK UP PLAN 
The contractor shall have a disaster recovery and back-up plan, of which a copy should be 
provided to the State. which includes, but is not limited to equipment. personnel, facilities . and 
transportation, in order to continue seNices as specified under these specifications in the 
event of a disaster. 

WW. TIME IS OF THE ESSENCE 

* & Initial 

& Initial 

Time is of the essence in this contract. The acceptance of late performance with or without 
objection or reservation by the State shall not waive any rights of the State nor constitute a 
waiver of the requirement of timely performance of any obligations on the part of the contractor 
remaining to be performed. 

RECYCLING 
Preference will be given to items which are manufactured or produced from recycled material 
or which can be readily reused or recycled after their normal use as per state statute (Neb. 
Rev. Stat. §81 -15, 159). 

DRUG POLICY 
Contractor certifies it maintains a drug free work place environment to ensure worker safety 
and workplace integrity. Contractor agrees to provide a copy of its drug free workplace policy 
at any time upon request by the State. 
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CLEAN AIR ACT AND FEDERAL WATER POLLUTION CONTROL ACT 
Contractor must agree to comply with all applicable standards, orders or regulations. 

BYRD ANTI-LOBBYING AMENDMENT 
Contractors who apply or bid shall file the required certification that each tier will not use 
Federal funds to pay a person or employee or organization for influencing or attempting to 
influence an officer or employee of any Federal agency, a member of Congress, officer or 
employee of Congress, or an employee of a member of Congress, or an employee of a 
member of Congress in connection with obtaining any Federal contract, grant or any other 
award covered by 31 U.S.C. 1352. Each tier shall also disclose any lobbying with nonfederal 
funds that takes place in connection with obtaining any Federal award. Such disclosures are 
forwarded from tier to tier up to the recipient (45 CFR part 93). The contract will contain 
statement that Federal funds have not been used for lobbying. 

~BB. DEBARMENT AND SUSPENSION 
Contractor shall provide certification of their exclusion status and that of their principals prior to 
award of the contract. The certification shall state that they are not parties listed on the 
non procurements portion of the General Services Administration's "Lists of parties Excluded 
for Federal Procurement or Nonprocurement Program." This list contains the names of parties 

----if;;-
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debarred, suspended, or otherwise excluded by agencies, and contractors declared ineligible 
under statutory authority. 

RETENTION REQUIREMENTS FOR RECORDS 
Requirements for record retention and access to records for awards to recipients . Financial 

Acbept records, supporting documents, statistical records, and all other records pertinent to an award 
& \'lilial shall be retained for a period of ten years from the date of submission of the final expenditure 

report or, for awards that are renewed quarterly or annually, from the date of the submission of 
the quarterly or annual financial report. The only exceptions are the following: 

1. If any litigation, claim, financial management review, or audit is started before the 
expiration of the 1 O-year period , the records shall be retained until all litigation, claims 
or audit findings involving the records have been resolved and final action taken. 

2. Records for real property and equipment acquired with Federal funds shall be retained 
for 10 years after final disposition. 

3. When records are transferred to or maintained by the HHS awarding agency, the 10-
year retention requirement is not applicable to the recipient. 

4. Indirect cost rate proposals, cost allocations plans, etc., as specified in 45 CFR 
74.53(g). 

f' ODD. NEW EMPLOYEE WORK ELIGIBILITY STATUS 
I 

cc pt 
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The Contractor is required and hereby agrees to use a federal immigration verification system 
to determine the work eligibility status of new employees physically performing services within 
the State of Nebraska. A federal immigration verification system means the electronic 
verification of the work authorization program authorized by the Illegal Immigration Reform and 
Immigrant Responsibility Act of 1996. 8 U.S.C. 1324a. known as the E-Verify Program, or an 
equivalent federal program designated by the United States Department of Homeland Security 
or other federal agency authorized to verify the work eligibility status of a newly hired 
employee. 
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Stella Maris Insurance Company, Limited 
P.O. Box 69, 2nd Floor. Buckingham Square, Grand Cayman, KY1 -11 02, Cayman Islands 

Telephone No. (345) 945-2888 
Facsimile No. (345) 945-2889 

CERTIFICATE OF INSURANCE 
Coverage is Independently Procured by the Insured 

This Is to certify that the following insurance policy is presently in force as follows: 

POLICY PERIOD 

Effective Date: 12/112010 12:01A.M. 
Expiration Date: 121112011 12:01A.M. 

NAMED INSURED 

1. Catholic Health East 

2. Mercy Health System of Southeastern PA 
AmeriHealth Nebraska, Inc. 

COVERAGES 

x 

x 

Healthcare Professional Liability 

D Shared buffer for ell RHCs except CHE Corp .. 
Long Term Care & Home Haith entilies 

Comprehenslvo General Liability 
Including Broad Form CGL Coverage 
Combined Bodily Injury. Personsllnjury. Property Damsg6 (se6 
Speclsl Provisions) 

Excess Healthcare Professional Liability 

Umbrella liability 

SPECIAL PROVISIONS 

CERTIFICATE NO. 

MSEPA-291 

ADDRESS 

3805 West Chester Pike, Suite 100 
Newtown Square, PA 19073 

200 Stevens Drive 
Philadelphia, PA 19113 

POLICY NO. LIMITS OF LIABILITY· 

0025-CM 

SMICL 2010 

$ 

$ 

Per Medical I cldent 

Per Medical Incident 
Aggregate 

$ 1,000,000 Per Occurrence 
8,000,000 Aggregate 

$ Per Medical Incident 
Aggregate Excess of Primary HPL 

$ 1,000,000 Per Occurrence 
1,000,000 Aggregate Excess of Primary CGL 

-Limits As Re uested 

Re: RFP No. 3792Z1 . The State of Nebraska is Included as additional insured. Above insurance is primary and non-contributory to any 
other insurance with respects \0 additional Insured. Commercial General liability coverage is written on an occurrence basis and 
includes premises/operations, products/completed operations. personal injury, fire legal liability and contraclualliabilily coverage. 

ADDRESS OF CERTIFICATE HOLDER 

State of Nebraska 
Buyer, Administrative Services, State Purch sing Bureau 
301 Centennial Mall S, 1 st Floor 
Lincoln, NE 68508 

Should the above·described policy be canceled before the expiration date 
thereot. Iho Company will endeavor to mali 30 days' written noUee to the 
Certificate Holder named above, but failure tOjTlall such notice shall 1m 0 e 
no obligation or liability of any kind upon he e'ompany. t . t • . 

/' . 
"~J. 

Aon IIlsurance Managers ~~yman) , Ltd. 
As Managers 

o te: November 22, 2011 



Stella Maris insurance Company. Limited 
P,O, BOI( 69, 2nd Floor, Buckingham Square, Grand Cayman, KY1-1 102, Cayman Islands 

Telephone No. (345) 945-2888 
Facsimile No. (345) 945-2889 

CERTIFICATE OF INSURANCE 
Coverage is Independently Procured by the Insured 

This is to certify Ihat the (allowing insurance policy is presently in force as follows : 

POLICY PERIOD CERTIFICATE NO. - - ~ ~ 

Effective Date: 121112011 12:01A.M. MSEPA-291 
El(piration Date: 121112012 12:01A.M. 

NAMED INSURED ADDRESS ---
I. Catholic Health East 3605 West Chester Pike, Suite 100 

Newtown Square, PA 19073 

2. Mercy Health System of Southeastern PA 200 Stevens Drive 
AmeriHeallh Nebraska, Inc. Philadelphia, PA 19113 

COVERAGES POLICY NO. LIMITS OF LIABILITY" P Healthcare Professional Liability 
- ~ 

$ Per Medical Incident 

o Shared buffer for all RHCs except CHE Corp .• $ Per Medical Incident 
Long Term Care & Home Health entitles Aggregate 

~ Comprehensive General liabili ty 
- -- ---

0026-CM $ 1.000,000 Per Occurrence 
Inc luding Broad Form CGL Covorage 8,000,000 Aggregate 
Combined Bodily Injury, Personal Injury, Properly D8m8g6 (S69 
Special ProvIsions) 

P Excess Healthcare Professional Liab ility 
- - --- -

$ Per Medical Incident 
Aggregate Excess of Primary HPL 

-- - - --
~ Umbrella Liability SMICL 2011 S 1.000,000 Per Occurrence 

1,000,000 Aggregate Excess of Primary CGL 

"limits As Reauested 

SPECIAL PROVISIONS 
, ' I ' ~ ~ 

Re: RFP No. 379221. The State of Nebraska is included as additiona l Insured. Above insurance is primary and non-contributory to any 
other insurance with respects to additional insured. Commercial General Liability coverage Is written on an occurrence basis and 
includes premises/operations, products/completed operations, personal injury, fi re legal liability and contractual liabili ty coverage. 

ADDRESS OF CERTIFICATE HOLDER Should Ihe above-described poUcy be canceled before the expiration dale - thereof, the Company w!il endeavor to mall 30 days' written notice to the 
State of Nebraska Certificate Holder named above, but failure ~all such noti shall Impose 
Buyer, Administrative Services. State Purchasing Bureau no obllgallon or lI,blllly of any: u~ct 
301 Centennia l Mall $ , 1 st Floor 
Lincoln. NE 68508 • " ayman). Ltd. Aon Insurance Man ers 

As Managers 

Date: November 22. 2011 



CERTIFICATE OF LIABILITY INSURANCE DA TE (MMIDDIYYYV) 
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EXECUTIVE SUMMARY 

~ f:ItiT4rbor I AmerlHealth 

f!/ (~eofth Plan I Nebraska 

The Executive Summary shall condense and highlight the contents of the solution being 
proposed by the bidder in such a way as to provide the Evaluation Committee with a broad 
understanding of the Contractor's Technical Proposal. 

Bidders must present their understanding of the problems being addressed by implementing 
a new system, the objectives and intended results of the project and the scope of work. 
Bidders shall summarize how their Technical Proposal meets the requirements of the 
Request for Proposal, and why they are best qualified to perform the work required herein 

Introduction 

AmeriHealth Nebraska, Inc. is pleased to submit our response to the Request for Proposal, No. 
3 792Z 1, for your consideration. We have the same mission as Nebraska's Department of Health and 
Human Services: improve health outcomes for our Medicaid enrollees in a cost effective and 
sustainable manner. 

AmeriHealth Nebraska Inc. (AmeriHealth Nebraska) will be licensed by the Nebraska Department of 
Insurance as a Health Maintenance Organization, and will do business as Arbor Health Plan. It has 
been formed by Blue Cross and Blue Shield of Nebraska (BCBSNE) and AmeriHealth Mercy Health 
Plan (AmeriHealth Mercy) specifically to respond to this RFP. 

AmeriHealth Nebraska pairs the national Medicaid managed care expertise of AmeriHealth Mercy 
with the unmatched local market knowledge and health expertise of BCBSNE - to serve the Medicaid 
enrollees included in the 83 counties covered by the RFP. The resulting product, Arbor Health Plan, 
will provide the Medicaid members with a proven comprehensive solution that helps our members get 
the necessary care through health and wellness programs. 

AmeriHealth Nebraska: DHHS's Best Solution for Nebraska Medicaid 

Enrollees 

Nebraska's Department of Health and Human Services Division of Medicaid and Long Term Care's 
2011 Medicaid Reform Annual Report describes the State's central challenge: 

An increase in the Medicaid population and costs 

as a result of the economic downturn 

The Report indicated that DHHS's plan to slow the growth of the Medicaid program and further fiscal 
sustainability hinges on the following key factors: 
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Make the program more efficient and cost effective, 
Improve management of services, 
Improve delivery of care, 
Increase appropriate services, 
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Improve administration of the program. 

AmeriHea lth Nebraska is uniquely pos itioned to provide solutions for each of these key fa ctors and to 

ultimate ly help improve the fi scal sustainability of the Nebraska Medicaid program. Leveraging 

BCBSNE's over 70 years commitment to servi ng the needs of Nebraskans, and AmeriHea lth Mercy's 

almosl30 years of Medicaid managed care experience, AmeriHealth Nebraska can help OHHS 

overcome its challenge of increasing costs as a result of the economic downturn. We have solutions to 

each of the five key factors OHHS has identified as pivotal to its success in overcoming it chall enge. 

Specifically, 

We will make the Medicaid program more eflici ent and cost effective. 

Our proven cost effective programs wi ll enhance the financial sustai nabi lity of the Nebraska 

Med icaid program. For example, 

D In one of our programs in Indiana that served approximately 40,000 ABO enrollees, 

the state's actuary estimated that for a twelve month period of time, the State had a 

reduction in expected medical costs of a lmost $21 million dollars and experienced a 

.7 percent increase in trend due to our programs - less than a I percent increase. The 

state had anticipated more than a 5 percent increase in trend. 

D An independen t actuarial fiml concluded that our case management programs in 

Philade lph ia resulted in $ 122 pmpm g ross savings, which eq uates to over 9 percent 

gross savings of proj ected costs absent intervention . 

Our programs are one of the nati on' s best integrated ca re models in the country. AmeriHealth 

recently won the 20 11 Innovations Award from the Medicaid Health Plans of America for its 

programs for successfully reducing inpatient admissions and readmissions. 

We will improve the management of services. 

So lving the problem of access to providers is important to improving the management of 

services to Medicaid enrollees. We have a lready made significant strides in resolving this 

cha llenge. Providers serv ing at 13,7 19 locations throughout the State of Nebraska have 

signed a lette r of intent indicating that they will sign a contract with us. 

Access issues will be further mitigated through the NeH ll infrastructure (created in large part 

by BCBSNE) which helps support the delivery oftelemedicine in areas where effective 

services may not otherwise be rendered. 

In this new chapter of managed care for rural Nebraska, we will approach providers with a 

coll aborative spirit. We wi ll coll aborate with providers throughout the service area by asking 

the providers to advise us by participating in the Partnership Council. We will develop 

solutions - together - to help del iver more co t-e ffective care to Medicaid enro llees. 

We will improve the delivery of care. 

• We will incent providers to further expand access and improve the delivery of care. If we arc 

selected to be the sole MCO, we will fund a provider incentive pool in the amount of$ 1 

pmpm - or if we have 70,000 members, the pool would be equal to $840,000. Providers will 

be incented to receive addi tional compensation from the pool if they succcssfu lly increase 
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ace e tabli h patient- entered medical home , reduce inappropriat emergency ro m 
vi it and impr ve perfonnance mea ure . 
B B N had already led the market by improving th delivery f car with e tablishing 75 
patient centered m dical h me - many in rural Nebra -ka . B N i the on ly in ur r 
(comm rial Medicare or Medicaid) lhat ha helped tabli h P MH h m B N ' 
I ader hip will jump- tart AmeriHealth ebra ka' . plan t exceed DHH ' exp ctati n n 
the establi hment of medical home. 

W will increa e appropriate er ice . 

• 

" 

We wi ll pr vide additiona l benefit member , uch a : 
0 Adult preventive care vi it 
0 2417 Nur e all Inc 
0 Rapid esp nse Team 
0 iaper reward pr gram 
0 Parenting cia e 
o Lamaze cia e 

ur program will help provider give mor effective care. ur plan con i ten tty improve 
HE I rat in the mark we erve, and orne rate Ii r a thma diabete cardi va cular 
di ea and rvic rank in the 90th Medicaid nati nal percentile. 
We will implement proven innovativ program that help Medicaid enrollee , such a teenage 
girl or ob e childr n. or example one f our program increa 'ed adole c nt well vi it 
rate from 49.54 percent to O. 3 p rcent in one year. 

• W will impro e th admini tration of the M dicaid program. 

We have state of the art claims pr cc ing y t ms and contact center. ur average time for 
r e ing clean claims i I than 30 day - well b low the tate ' requirement ·. 
ur encounter acceptance rate averages ab e 95 percent. 

AmeriHealth Nebraska will help DHH enhance th financial u tainability f its Medicaid program. 
After a brief ummary f th fI under f meriH alth Nebra ka each f the sol uti n will be 
exp lain d bel w. 
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Strong Roots in Nebraska and Medicaid: Blue Cross Blue Shield Nebraska 

and AmeriHealth 

Blue Cross Blue Shield of Nebraska 
Blue 1'0 slue hield r Ncbra ka ha been erving the 

tate ofNebra ka for over 70 years. Ncbra ka Blu ro s 
tarted in 1939 a the A ociated Ho pita l ervi e of 

Nebra ka. Nebra ' ka Blue hi Id originally call d th 
c ra ka Surgi al Plan, tarted in I 44. h tw 

mpanie merg din 1974 I form Blue ro sand Blu 
hield f ebra ka (8 ). 

B N ' long- tandi ng relation hip with the rural 
Nebra ka hea lth ca re pr vid r in the 83 county serv ice 
area have ervcd a the foundation fi r meriH alth 

ebra ka pr videI' netw rk. B B E provid r 
through ut the talc of bra ka are 'upp rting 

"Every day here in Nebraska, you work 
hard to build a life for your family and 
take care of them. You do your part 
and we're working hard to do ours. 
We 're Blue Cross and Blue Shield of 
Nebraska. From Scottsbluff to 
Scribner, you can count on us to help 
protect your family and your future -
today and tomorrow. We're here 
where you are and we 're working for 
you." 

- BCBSNE Radio Advertis m nt 

meriHealth bra ka r pon e to be th Medicaid manag dear rganizati n in the 3 county 
ervice area - and are as i ting u with mitigating th ace s need of th Medi aid enroll c l eated 

in thc county ervic area. Here arc me quotes from pr vider supporting our propo al: 

"I would like to voice my support to work with BCBSNE as a managed care partner 
in providing services to my patients here in rural NcbI' ska. CBSNE is a trust d 
entity for m ,my profe ional colleague and my patients. 
- Robert Wergin, M.D. Memorial Health Care Systems Clinics 

"I believe AmeriHealth Nebraska/BCBSNE would be a good choice to take care of 
the needs of Nebra ka Medicaid patients and I support their RFP application." 
- Bob Rauner, MD, MPH, FAAHP, Partnership for a Healthy Lincoln 

AmcriHealth Nebra ka i uniqu Iy po itioned to help 01 e th tatc' number on challenge: to 
improve the financia l u tainability of the pI' gram. For example, th b nefits of B BSN 's 
commitmcnt to rural Nebra ka will benefit AmeriHealth Nebraska.'s servi ce to the Medicaid 
enroll B N rec ntlyaward d $100,000 in wellne grant t rganizali n in rural Nebra ka 
in the foil wing cat gone : 

W line , utrition and Fitne Program 
iabete ducati n 
hildh od be ity 

T bacc 
• Health and Well ne Disparitiesl nd r ervcd Popu lali n 
• Pr v nlion and arly et cti n of hronic i a 
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These grants boosted the services provided by rural health care providers in Culbertson, Grand Island, 
Hastings, Holdrege, Kearney, Lexington, North Platte, Ord, Scottsbluff and York - who also serve 
Medicaid enrollees. 

BCBSNE's commitment to the rural population is an important driver in solving another goal of the 
Medicaid program - improving the management of services. Blue Cross Blue Shield of Nebraska is 
the only entity in the entire state of Nebraska that has successfully established patient-centered 
medical homes. Over 75 Nebraska physicians are currently participating in BCBSNE's patient 
centered medical home program (now called "Primary Blue") - many of them are located in rural 
Nebraska cities, such as West Point, Auburn, Geneva, Grand Island, Kearney and Lexington. 

BCBSNE's clinical services team led the effort in 
improving care for rural Nebraska. For example, one of 
their medical directors has worked with the existing 
Nebraska Medicaid Medical Home Advisory Committee to 
coordinate two payer's efforts to transform the two selected 
rural sites into functioning medical homes. BCBSNE's 
medical director for quality advancement shared his 
experience with the American Academy of Family 

Based on past experience, we 
believe BCBSNE is the best partner 
for Regional West Health Services. 

David Griffiths, Vice President 
and Chief Financial Officer for 
RWHS located in Scottsbluff, 
Nebraska 

Physicians and NCQA's Practicing Physician Advisory Council to develop and implement best 
practices for primary care practices effectively within Nebraska. 

NeHII (Health Information Exchange) 
Yet another goal of the Medicaid program will be achieved through BCBSNE's commitment to the 
State of Nebraska. AmeriHealth Nebraska will be able to help improve access in the Medicaid 
program for the 83 county service area due to BCBSNE's participation is the Nebraska Health 
Information Initiative (NeHII). BSBSNE is currently the only health payer participating in this 
important initiative that connects hospitals, physicians, labs, pharmacies and payers - and ultimately 
improves care for Medicaid enrollees. 

NeHII serves as the data integrator for the State of Nebraska. This statewide health information 
exchange connects hospitals, physicians, labs, pharmacies and payers to promote a patient-centric 
health care system. One of the first statewide health information exchanges in the country, it provides 
electronic medical records to participating providers. It also provides a low-cost electronic medical 
record that connects providers and facilitates electronic prescribing. 

Quite simply, without the quick and meaningful exchange of data, our health care system cannot be 
reformed into a patient-centric model. Utilizing NeHII will allow medical management, case and 
disease management to become more efficient. Better access to data will allow providers to make 
better decisions and reduce unnecessary duplication of lab or radiology tests, such as MRI, CT scans, 
x-rays, etc. A patient-centric model incorporates better care coordination without gaps in care. 
NeHII supports a model that will allow providers to focus on preventing future complications and 
treating current ones more efficiently. 
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BCBSNE has been a key supporter of establishing the infrastructure of NeHII (see quote below from 
Deb Bass, Executive Director of NeHII), but has also incented critical access hospitals (rural hospitals 
with less than 25 beds) to use NeHII. 

"BCBSNE has devoted resources as a consultant along with signiJicantfinancial support 

throughout the history of the project. I don't see a scenario where NeHIl becomes one of the 

leaders in the country with health information exchange without BCBSNE's commitment 

and support. Their involvement begins with their CEO and is embraced across the 

company. They are also providing financial incentives for Critical Access Hospitals which 

will help improve care coordination for Nebraskans in rural areas. I am frequently asked 

by other states about the support we receive from BCBSNE as others are struggling with 

engaging the payer community. My response to the queries includes the comment that 

BCBSNE's commitment is a clear demonstration of their dedication to providing the best 

possible health care for all Nebraskans.)) 

- Deb Bass, Executive Director NeHIl 

NeHII supports BCBSNE's commercial members in rural Nebraska, but will be even more important 
to mitigating access issues of Medicaid enrollees. BCBSNE is currently evaluating the readiness of 
several additional critical access hospitals - expanding its network even more. Coordinating care 
between these hospitals and providers outside of these communities and vice versa is an important 
step toward improving care coordination in the rural communities in Nebraska. This coordination will 
be among the rural Critical Access Hospitals and the tertiary care centers located in the larger rural 
cities and also the major health systems in the Lincoln and Omaha MSAs. 

Telemedicine 
Exchanging information through NeHII helps mitigate part of the access issues encountered by 
Medicaid enrollees in rural Nebraska. The Nebraska Statewide Telehealth Network is a collaboration 
of more than 110 organizations and eight regional hospitals serving as hubs. These regional hubs 
offer designated conference rooms with telemedicine equipment - such as video conferencing 
functionality, television screens and computers - to support providers' usage of this technology. In 
2006, BCBSNE began reimbursing for telemedicine services related to this network, with well
defined policies and conditions for coverage oftelemedicine usage. AmeriHealth Nebraska will 
leverage BCBSNE's expertise and expand access to rural Medicaid enrollees. Our discussions with 
the Nebraska rural Medicaid provider community indicated few knew they could be reimbursed for 
telemedicine services. We will include this benefit as part of our provider orientation program - and 
help expand coverage for Medicaid enrollees. 

BCBSNE's 70 year state-wide experience will provide AmeriHealth Nebraska with an infrastructure 
to immediately start helping DHHS solve its challenges. Its partner, AmeriHealth Mercy, brings 
national Medicaid experience to also help DHHS meet its objectives. 

AmeriHealth Mercy 
AmeriHealth Mercy traces its roots back to Dublin, Ireland. Catherine McAuley used her inheritance 
to serve the poor, especially women and children, and founded the Sisters of Mercy in 1831. The 
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Sisters of Mercy arrived in Philadel phia in 186 1 and immediately began visiting the sick in thei r 

homes and setting up schoo ls for the instruction and care of ch ildren and adu lts. 

The Sisters founded Misericord ia Hospital (now known as Mercy Philadelphia Hospital) in 19 18. In 

the late 1970's and early 1980's the hospital witnessed a troubling increase in the number of people, 

mostly on Medical Assistance (Penn ylvania ' s Medicaid program), using the emergency room to seek 

primary care. This was not a good solution, as the critica l pace of an emergency room is not intended 

to foster a patient/physician relationship, and engenders high costs and poor stewardship of resource . 

Thus the concept of Mercy Health Plan was born: a voluntary Medicaid managed care plan. In 1983, 

the leaders of Mi sericordia Hospital persuaded the Pennsy lvan ia state government to let them start a 

pil ot capitated hea lth plan to give 300 Medicaid rec ipients a "medica l home" to reduce dependence on 

the emergency room for primary care. Thc Plan wou ld work to connect each member with a Primary 

Care Physician, to encourage consistent and proactive health care, to extend benefits beyond the state 

fee-for-service model and to encourage the use of the emergency room for emergencies only. 

Mercy Health Plan grew quick ly. And in 1996, the owners of Mercy Health Plan joined with 

Independence Blue Cross to fonn the partner hip that has guided the Company's growth to date. 

During 20 II , the ori gi nal owners of Mercy Heal th Plan elected to devote its mission to acute care 

services of the poor. Blue ross Blue Shield of Michi gan agreed to join Independence Blue Cross in 

own ing AmeriHealth Mercy resu lting in an ownership change. 

AmeriHealth Mercy has grown to serve 12 tates and more than 4 million members. The AmeriHealth 

Mercy Family of Companies ' exclus ive focus throughout their history has been on Medicaid 

beneficiaries and other low income populations. Our in-depth experience includes managing health 

care service delivery for Temporary Assistance for Needy Families (TAN F), Chi ldren's Health 

Insurance Program (CHIP), and the Aged, Blind, Disabled (ABD) and dually el igible population. 

Two of AmeriHealth's afli liates, Select Hea lth and MDwise Hoos ier Alliance currently serve 

Medicaid members in rural a reas of South Carolina and Indiana. 

Table 1: AmeriHea lth Mercy Family of Companies 
Membership by Category of Aid by Contract or Subcontract 
(Does not include Behavioral Health or Pharmacy Members) 

Effective September 2011 

TANF & 
551 without 

551 with 
AmeriHealth Mercy Plan 

Related 
Other Medicare 

Medicare 
(ABO) 

AmeriHealth Mercy Health 
76 ,972 5,938 23,249 177 

Plan (Central & Northeast PAl 
Keys tone Mercy Hea lth Pla n 

224,031 21,489 73. 127 452 
(Southeast PAl 
Select Health of South 
Carolina 198.799 4,841 17,998 -
(Statewide) 
LaCare (Louisiana) 

N/A N/A N/A N/A 
(Effective 2012) 

TOTAL 

106,336 

319,099 

221,638 

--
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TANF & 
AmeriHealth Mercy Plan 

Related 

Indiana Hoosier Alliance 
133,610 

(Statewide) 
Horizon NJ Health 

434,847 
(TPA - Statewide) 
Passport Health Plan 

105,155 
(TPA - 16 counties in KY) 

TOTAL 1,173,414 

Notes. 

Other 

6,244 

939 

23,770 

63,221 

SSI without 
SSI with 

Medicare 
Medicare 

TOTAL 

(ABO) 

-- -- 139,854 

46,767 16,441 498,994 

25,020 12,874 166,819 

186,161 29,44 1,452,740 

A merillealt" Mercy flealtlt PIa,,: Olher Rale Calegories include Slale and Fed General Assislance alld 

Medically Needy 

Keystone Mercy lIea/t" Plait: Olher ROle Calegories include Slale and Fed General Assistance and Medically 
Needy 

Select Health: Included Medicaid Populatioll Ollly; Excludes S HIP 
LaCare: Effective 2012 

/m/i fllw: Risk conlraclthrollgh MDwise, Inc. Olher role categories include risk conlra (/01' "Heallhy 
Indiana " - previollsly uninsured members 

lIoriZO Il : TPA arrcmgemenl. Other I?ofe categories includes Family C,we Advcmtage 

Passport: TPA arrangement. Other Rate Categories include SOBRA , KCNIP, Foster Care, Gnd Other 
Miscellaneolls 

The map below ill ustrates the markets served by all AmeriH ea lth Mercy Product Lines: 
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AmeriHealth Mercy Family of Companies I Current Markets 
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Figure 1: AmeriHealth Mercy Family of Companies markets 

Keystone Mercy Health Plan (KMHP i the large t f AmeriHealth Mercy' affiliate and i 
headqu rtered in Philadelphia, P nnsylvania. ombined with its pr deces r Mercy Health Plan, 
KM P serve almo t 2 ,000 Medicaid recipient in outhea tem Penn ylvania ince 19 3, 
making it Penn ylvania' large l managed Medicaid heallh plan. Th company has achi ved an 
accreditation latu f Exc II nt from N QA. 

AmeriHealth Mercy Health Plan AMHP) i on fP nn ylvania' m l experien ed 
Medicaid managed care health plan erving appr ximatcly 10, 0 Medicaid recipient in I 
c untie in n rthea tern and central Penn ylvania . hi plan i located in Harri urg, 
Penn ylvania and ha achieved an accreditati n statu of ~ xce ll ent from N QA. 

Select Health of South Carolina ( Ie t Health) i a wholly- wned ub idiary f meriH alth 
Mer y Health Plan. el ct ealth ha more than 40 percent mark t hare in outh ar lina, 
providing Medicaid managed care services l In rc than 220 0 0 member. Th c mpany ha 
achieved an a creditation stalu of xcellent from N A. Headquartered in harle l n outh 

arolina, el ct Health ha perated fI r 15 year. lecl Haith ha ten ive e prien erving 
memb r in rural area. 
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MDwis Hoosier Allianc ,in partner hip with M wi lnc. pr vide care fi r m mber in lh 
Ho sier Hcalthwi e and Jlealthy Indiana program Indiana's health cov rage pr gram for low 
income familie and children. The organization i headquartered in Indianapo li and serves 
almo t 139000 member throughout the tate of Indiana, including member re id ing in rural 
area . h plan earned QA accreditation thr ugh M wi e In 

LaCare i the n we t member of the Am riHealth M rcy amily f ompanie . La arc a.k.a. 
Am riHealth L ui iana, Inc. wa one fthree ri k-b aring health plan elected in a e mpelitiv 
procuIement in the ummer f2011. eginning in e ruary 2012, a arc will pr vide managed 
care service t Medicaid recipient lhr ughoUI the entire tate of L ui iana. 

Perform Care is a complete b havi ral health care and human servic c mpany that 
upp rt approx imately I milli n members. perating under the nam BHNP in Penn ylvania, 

P rform arc wa founded in 1994 by ervi e provid rs. It i headquarter d in Harri burg 
Penn yl ania and i N accredited. 

PerformRx pro ide inn valive co t-effective pharma y b netil management rvic for 
Medi aid, Medicare and c mmer ial h alth plan ~ r m r than I. milli nco er d Ii e 
nali nwid . PerformRx i among the fir t mpanie I hav reeeiv dar ditati n under 
URA ' Pharmacy Ben tit Manag ment tandards. It i headquartered in Philadelphia 
P nnsylvania . 

Admini trative Agreements. AMF ha Medicaid Managed arc admini trative agr em nt 
in ew ler cy and K ntu kyo 

uality Foeu cd 
The ucc f meriHealth Mer y mi ion-driven alue-ba ed PI' gram i evidenced by the 
r gnition and award we have received. In eptember 20 t I four four mpany' Medicaid ri k 
h alth plan -- Key tone Mercy ea lth Plan, AmeriHealth Mercy Haith Plan, el t Haith of uth 

ar lina and MDwi e Ho ier Alliance -- w r ranked within the top 50 M dieaid h alth plan 
nali nwide as eva luated by the National ommittee ~ I' uality A uranc (N QA). ut of2 1 
Medicaid health plan in th nit d tate Am riHealth M rcy Health Plan wa ranked 22nd and 
Key tone Mercy ealth Plan wa ranked 25th. M wi e H ier Alii nee 
w ranked 45th and elect Health of outh arolina wa ranked in 4 th 
plac. 11 ~ ur health plan impr d their ranking fr m la I year. 

The Health In urance Plan Ranking for 2011-2012 w re ba d n 
member ati [a ti nand clini al quality that meet r exceed N A's 
rigorou req uir m nt tl r n umer prote tion and quality improv m nt. 
Th requirement uliliz d by the lea lthcare Effectivene ' ata and 
Lnformati n et (HEDT ) and the n urn r A sessment f Hea ltheare 
Pr vider and y tem ( HP), a well a lin ical preventi n 
and treatment ranking and eereditati n tandard . Ai ' an 
independent n t-for-pr fit organization that a and rep rt n the quality f managed care plan. 
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able 2 giv s an example f tw 
incumb nt plan : United Haith 

f ur plans and how we e mpar d t ne of the N braska 
arc. ventry wa not I i ted in any of the N A ranking . 

Table 2: NCQA Rankings 

Plan Name National Rank 

AmeriHealth Mercy Health Plan 22 

Keystone Mercy Health Plan 25 

United Healthcare of Nebraska 36 

United Healthcare of Pennsylvania 41 

Plan Name National Rank 

Select Health of South Carolina 46 

United Healthcare of South Carolina 61 

ommitment to Diversity 

AmeriHealth Mercy i c mmitted to serv ing the diver e ba kground and 
cu ltur S of our members. In 2011 , lhre of our hea lth plans received th 
pre tigi u Multicultural Health ar (MH i tinction from the National 

mmillee for uality A urance QA). Our plan were thr e of i health 
plan in th nited tate t apply a early adopter for the Multicultural 
Health are i tinction ward. N QA developed the MH Di tinction a a 
way for health plan t m nit r and improve culturally and linguistically appropriate s rvice and 
reduce health care disparitie . The MH pr gram requirement provide health are e mpanies with 
gu idelines t refine th ir initiatives t reduce health care di parities. 

Am riHealth i an indu try leader in quality Medicaid health care d Ii ry with c t effective and 
effi i nt admini trative rice, but aloin po ing an e tabli hed track re rd f pr viding 
c mpa sionatc and dignified ervice to individual needing care who are unabl to eek crvi 
through any ther mean. Uli lizing NE' exten ive provider relation hip and de p 
und r tanding r the hea lth are needs f rural N braskans AmeriHealth Nebra ka will deliver a 
complete int grated managed care lution that can be imp] mented eamlcs Iy and with very little 
ramp-up tim . 

Why Should DHHS Choose AmeriHealth Nebraska? We Have Solutions. 

meriHealth Nebra ka' kn wi dg - fNebra ka and Medicaid managed carc experience i 
unpara lleled due t the joint vcnture between B B NE and AmeriHealth. The lWO entities have 
join d t provid lution t the cha ll nges fa ing HH . We pr vide the lutions thr \.Igh ut the 
RFP and are ummariz db low. pe ifically, 
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• 

We will mitigate access issues by deli vering a comprehensive provider network and incenti ve 

programs. We currently have letters of intent w ith providers that will serve members in 

13,7 19 locati ons. I f selected to be the so le MCO for the 83 co unty serv ice a rea, we will fund 

$ 1 pmpm (or $840,000 if we have 70,000 

members) to incent prov iders to increase access, 

build pati ent centered homes, and improve health 

outcomes. 

We have proven programs that w ill enhance the 

fin ancia l sustainabil ity of the Medicaid program. 

For example, our program results were reviewed 

by the Discase Management Purchas ing 

Consorti um (D MPC). The DMPC eva luated our 

The a ud itor letter from DMPC reports, 
" ... the health pl ans compris ing the 
Ameril-Jea lth Mercy Fami ly of 
Compan ies have achieved a reduction 
in adverse event ra tes for common 
chronic disease which is in the top 
percentil e [1 0 percent] fo r hea lth plans 
in the DMPC database." 

program's ab ility to reduce inpatient admissions for chronic illnesses, inc luding asthma, 

CO PD, heart failure, CAD, and diabetes. See the quote from the auditor indicating 

AmeriHealth is in the top 10 percent for hea lth pl ans that effectively reduce adverse events 

for cOmmon chronic diseases. 

• We will improve the exchange of med ica l records through the NeHII in frastructure (created 

in large part to BCBSNE) enab ling te lemedicine to be provided in areas where effecti ve 

services may no t otherw ise be rendered. 

• We have solutions to help providers g ive more effecti ve C~lre, th rough our e-Hea lth so lutions. 

• 

• 

• 

• 

• 

• 

These so luti ons help providers quickly identi fy gaps in enro llee's care enabling a qu ick 

response. Some examples include: 

o Pers istence of beta blocker after a hea rt attack inc reased from 78 .32 percent to 93.55 

percent; 
o The breast screening rate increased fro m 57.7 percent to 64.35 percent; and 

o HbA IC testing increased from 82.26 percent to 91.79 percent. 

We will co llaborate with providers through our Pa rtnershi p Counci l and develop solutions 

together - to he lp de liver more cost-effective care to Medi caid enrollees. 

We will provide additiona l benefi ts, such as an adult preventive care, 2417 nurse line, Rapid 

Response Team, parenting classes and programs to incent prenata l care. 

We have one of the nation's best integrated care models that ass ists the member and the 

provider to work together to help improve the members' care . A ll of our plans are in the top 

25 percent of all Medica id health pl ans in the country, and two are in the top 15 percent of 

Medica id hea lth plans. 

We have many innovati ve programs that will help Med icaid enroll ees, such as young g irl s at 

ri sk or obese children. 

We have state-of-the-a rt c laims process ing systems and contac t centers - and are able to meet 

and excecd all admin istrative requ irements speci fi ed in the RFP. O ur average time peri od for 

pay ing clean cla ims is less than 30 days - well be low the state's guidelines. 

• Each of these solutio ns is described be low. 
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Comprehensive Provider Network: Incent Providers to Help Improve 

Access 

We hay designed the Arb r Health Plan program t d liver the best po ible acce for the Mcdi aid 
nrollee . AmeriH alth ebra ka ha letters f intent fr m provider that include Ho pita! Primary 
are Provider FQH s, RI ,Urgent arc enter ' Phy ieian peciali t nur practition rs and 

other ancillary pr vider . The e pr viders will provide ervice at I 17 locati n . ur approach to 
the netw rk include reimbur ing provid r at least 100 percent f the Medicaid fee ehedule and a 
co t ettlement for ritical Acce Ho pital ( AH) to en ure that AH ho pital arc paid their true 
co ts for th erviees. 

We will inccnt our primary care providers through our Ac e Incentive Program. Am riHealth 
~ebra ka will fund the program at $1 prnpm if awarded the contract a the 01 M , or 50 cent 
pmpm ifaward d the contract in conjunction with another M . Primary car pr vider will b 
incented to impr e acce btain A certifi cation ti r patient-center d medical h me , reduce 
unneccs ary emergency room e ts, and impr ve quality out om mea ure . 

Financial Sustainability: Proven Programs 

ur clinical, quality, and wellne program will upp rt the financial u tainability fNebra ka 
Medicaid program. A number of our program hay b en eva luated by indep ndent actuarie . A 
de cription f ur program and th ir proven re ult are d crib d throughout th RFP. ne example 
i fr m Reden and Ander (now part of the Unit d Healthcare family of c mpani ). Thc actuarie 
r viewed AmeriH alth , Car Managem nt pr gram, and tated: 

Based on the outcomes study de cribed, we hav determined the financial out orne Jor AmeriHealth 
Mer y' Care Management Program: 

• 
• 

$122 per memb r per month (PMPM) gross savings, which equat s to over nine percent 
gro avings oj projected costs ab enl int rventi n, over the 12-month period ending June 

2005. 
Repres nling $6. J million, or over 9 percent in gross savings over th same period. 

Re tilting in an ROJ oJ2.05 to J based on programfi e report d by AMH [AmeriHealth 
Mercy). " 

Implementati n f imilar program ean ceur in Nebra ka, nhaneing the finan ial tabilityof 
ebra ka Medicaid pr gram. 

Telemedicine and NeHII: Increased Access for Members 

Due in large part to the visionary infra tructure upp rted by B N , AmeriHealth Nebra ka will 
be uniquely p ition d t impr ve a e t Medicaid nrollee in the rem t area f Nebra ka 
tllrough th data exchange infra tructure upported by B B N ,and reimbur ing provid rs ti r 
tel medicine. B NE i ommitted to all resident throughout Nebra ka and th infra tru ture it 
help d create for it commercial member can be ea ily leveraoed to al 0 erve Medicaid enr Ilees. 
Qualifying critical acces h pital receive inc otive to build the infonnati nal infrastructur to 
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participate in NeHl1. Similarly, AmeriHea lth has worked wi th other states on their respecti ve heailh 

care informat ion exchange programs and will be able to leverage ideas from other states to help 

expand access for Medicaid enroll ee's in the 83 county service area. 

E-Health Solutions: Improving Care for Members 

Ameri Hea lth Nebraska uti lizes a variety of e- Health solutions that help providers beller care for 

Med icaid enrollees. For example, AmeriH ea lth Nebraska uses robust information shari ng capabilities 

through our Provider Portal to improve clinical outcomes for our members. Through this init iative, 

we have created online capabiliti es for providers to access and use crit ica l information on needed 

heal th care services (Care Oaps) during a member encounter. Every time a provider docs an on-line 

check of the member's e li gibili ty, in fo rmati on on unmet hea lth care services is d isplayed along wi th 

the eligibi lity informati on. The purpose of these "Care Oap alerts" is to ensure the provider is aware 

that the member is overdue fo r one or more of over 30 care needs fro m breast cancer screens to 

as thma medication check-ups. Prov iders typically check the pati ent' s el igibility via the Provider 

Portal when the member schedu les an appointmcnt or appears for a visit. If the member has a Care 

Gap, the alertllashes on the eligibility screen and a llows the provider to print the information for 

inclusion in the member's chart. The provider can opcn up the alert, di splayi ng a ll Care Gaps that are 

overdue as well as those that have been mel. AmeriH eailh Nebraska has many other e- Hea lth 

solut ions to improve care fo r members - notwithstanding chall enging access issues. 

Collaboration with Providers: The Partnership Council 

One of the d istinguishing features of Ameri Health Nebraska will be an adaptation of the Partnership 

Council concept that has been in place for over 14 years with AmeriH ealth affil iates. AmeriH ealth 

has learned that it is essential to develop stakeho lder buy-in and collaborate with prov iders to ensure 

the success of a Medica id Managed Care program. This will be especially important as managed 
care is introduced into the 83 county service area. The Partnership Council a llows providers and 

other key stakeholders to work together to improve the hea lth care delivery system for Medicaid 

enrollees - rather than an autocratic approach from an insurer. The Council , comprised of local 

providers, will review performance and quality outcomes, and make recommendations to 

AmeriH ea lth Nebraska. We intend to implement a Council in Nebraska sometime in the first year of 

the AmeriH ealth Nebraska program. 
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Figure 2: The Partnership Council Structure 

Additional Member Benefits: Improved Health Care 
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Member will b incented t improv their health care. We will provide adult one pre ntive health 
care xam per year with a ciated laboratory work. We will offer members acce to our Rapid 
Response Team that pr vides instant help from helping to I ate ocial services to obtaining help in 
sch duling an app intment. Member will also have ac e to our 2417 nurse line - a b nefit 
e pe ially important fi r enrollees in rural ebra ka. New and xpecting parents will be able to att nd 
program to I am better parenting kill . We will al 0 inc nt new m th r to tak advantag of 
preventive health care app intments 6 r all new m thr ugh our diaper program. 

Integrated Case Management: Improving Delivery of Care 

DHH ha indicat d that case management will be a key ucces driver of impr ved health utcomes 
6 r the 3 county ervi e area - and ur award winning program can help meet that challeng . Our 
Integrated Car Management (I M) program i a holi tic olution that u e a p pulation-ba ed health 
management program to provide comprehen iv care manag ment erviees. Thi fully integrat d 
m del allow enr lIees to mov eamle Iy fr m ne e mp nent to an ther, depending n their 
unique need. Fr m thi integrated solution, we deliver and oordinat ur ea and disea 
management erviccs. 

Am riHcalth Nebra ka J M team in lude nur e ial worker, are onne tor, clinical 
pharmaci t , plan medical direeto , primary care practition r (P P) peciali t enr 11 e and 
caregiver, and par n Iguardian . We work with the eor lIee to addre Lhe nrollee need , 
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In luding m dical, ocial, p ych cial and acce t car ue. orne of ur PI' gram in I M ar 
d crib db I w. 

ur maternity pr gram (W • r J' a he out to new parent to a i t with g tling 
appr priate care and crvice . 

ur P 0 program p rlner with c mmuniti and provider to en ur nroll e hav 
act all ervice. ur creati outrea h pr gram (uch a irthday card and memb r 
incentive h Ip educate nr II e. f th imp rtanee of th i pr gram. 

ur 1 raduat program p ifi ally Ii Ilow infants who hav a h pital tay in th 
Nl . We work with the family and the provider to addre devel pm nLaI medical and 
p ychoso ial need of the new rn and hi or her family. 

ur chr nic car program includ 
diagno e uch a asthma, diabete , 

ell, and be ity. 

ca e and di ea e managcment crvice that targ t p iii 
PO, heart fai lure hyperten ion, AlD / IV i kle 

ur proven re ull are thr ughout the RFP but ne xample include a tudy onducted by Hea lth 
Manag ment As ciate (HMA). HMA u dan adju t d hi t rieal control de ign endorsed by the 

eicty of Actuarie . HMA .~ und that the m mbers included in the mea ure chart expcrienc d a 
$ 14.1 pmpm reduction in m dica l co ts during the fir t year of the program enr Ilment. 

~ nr Ilees that participate in our c mpl x care manag ment program c n i tently hav the highc t 

adherence (H DI ) rates. For example the ~ Ilowing rates increa ed in a one year time peri d: 

• ontrolling high blood pre ure increa d fr m 66.58% to 74. 19% 
L L- creening iocr a d fr m 0% lo 6.57 % 

L- Level inc rea cd fr m 41.45% t 5 1.49% 

Wear x ited about implementing our award winning programs in Nebraska. 

Innovative Health Solutions -Improved Health Outcomes 

AmeriHealth ha an incredibly diver e p rtfoli f innovative health-related pr gram that make it 
uniqu among it pe r . meriHealth 

ebra ka intend t take these many 
u c ful programs developed and run 

by our affiliate plan and implement 
th m in bra ka. The e program , 
which range [r m diabet 
management t a lhma education and 
women i u , provide an additional 
layer f ulreach upp rt and proal. 
attention that help our member 
ucce fully manage their health. 

n uch exampl that will be adapted 
for u e in lh 3 ountie originally devel p d by ur Penn ylvania affi liate, Keyston Mercy our 
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L e to Win diabete manag ment and weight 10 pr gr m. Thi award winning 12-weck program i 
a hea lth management program for adult with type J[ diabet . 0 vel ped in co peration with the 
YM A' A tivate m rica Program the pI' gram wa des igned t educate high-ri k urban famili 
on the benefit fa healthy lifesty le. The program mbine h alth recning nutrition and weight 
management, preventive diabetes/ besity 1 M and m nitored ex r i e. 

ebraska has already engaged community organizati ns 
and adv ca y groups thr ugh ut th 
tate to di cu potential coll aboration . 

We rec ntly help d the YW A f 
Adam ounty, (Ha ti ng ) Nebra ka 
with th ir il'l in Acti n pr gram, 
whi h ~ eu on wellne fitne and 
nutrition ~ I' girl 12- 14 year of ag . 
The l2-we k program w developed in 
partner hip with the Hastings Public 
Middle ch I where ducat I' work 
1 ge ther to identi fy girls wh ar at ri k 

f d linquency, po r grades poor chool attendance, pregnan y ndlor have I w self-e teem and fac 
obe ity i sue. Jennifer Lewi , the Executive Director r the YW A of Adam ouuty, aid: 

"Blue Cro slBlue Shield of Nebra ka has helped YWCA Girl in Action Program strengthen 
our health component and has provided opportunities fo r young adolescent women. These 
opportunities provide students a comprehen iv understanding of important components of 
lifetime weI/ness. Th e yw, Hastings Middle School, Ha ting Co llege and mUltiple more 
partnering agenCies are very grateful to Blue eros IBlue Shield of Nebraska for reaching 
out to rura l Nebraska to influence positive habits at such a vulnerable age". 

We 10 k forward to partnering with m re rgani zation acro the tatc to h Ip improv the health of 
the individua l and communi lie they erv . 

State of the Art Administrative Processes: Smooth Implementation 

Both B B Nand AmeriHcalth Mercy have significant exp rience in implem nting n w programs. 
ur ncounter accuracy rat con i tently are in exee of 95 percent. We routinely pr e all clean 

claims quicker than the 30 day permitted by tate requirements. We have included a comprehen ive 
work plan that will addre all a 'pect of a ri k-ba d Medicaid Manag d ar rganizati n t en ur 
a carnIe tran iti n fr rn the current pr gram f, r ail tatc, provider and m mber stakeh IdeI' . For 
example our plan in Indiana wa implemented to full capacity of 11 5 00 initial member in nly 
fI ur m nth. e the comment from the of the prime contractor M wi e, Inc. 
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" . .AmeriHealth Mercy did extensive project planning to ensure that they had the 
appropriate infrastructure to go live an the requi/-ed date .. . Deadlines were met 
throug hout the project, and on January 1, 2007, the (program) went live and 
received 11 5,000 members. The medica l management call center was fu lly 
operotional and able to serve those members." 

Charlotte MacBeth, Presiderlt and Chief Executive Officer, MDWise, Indiana 

AmeriH calth Nebraska is the result ofa collabora ti ve effort between BCSBNE and AmeriHealth 

Mercy that wi ll bri ng together the best of both worlds for the Nebraska's Medicaid program : 

BCBSNE's longstand ing history as the trusted leader in prov iding Nebraska-based hea lth 

care services, and 
AmeriH ealth Mercy's demonstrated and award-winning effecti veness in provid ing qua lity 

Medicaid hea lth care deli very. 

DHHS summarizes the services of the two MCO's in the following format. AmeriHea lth Nebraska 

hopes that the fo llowing graph will be sim ilar to what DHHS te lls the Nebraska Medicaid enrollees 

about AmeriHea lth Nebraska. 
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Figure 3: AmeriHealth Nebraska Overview 
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All of the above reasons converge to re inforce our goa l o f increasi ng access to care for our members 

and improving the qual ity of thei r hea lth and the heal th o f their commun iti es. We a im to max imize 

the services de li vered to ou r members by thei r prov iders and to reduce the incidence and burden of 

chronic d isease, which has the effect of reducing ER visits and hospitaliza tions, and ul timately 

reduces the cost o f care. 

The rema in ing sections of this Executi ve Summary summa rize our responses to the questions in the 

Technical Proposal and how we meet the req uirements ofthc Rcqucst for Proposa l. 

Regulation and Guidance (Scope of Work Section IV.(1) 

AmeriH ea lth Nebraska, Inc. (AmcriH calth), a joint venture between Blue Cross and Bluc Shield of 

Nebraska (BCBSNE) and AmeriH ea lth Mercy Hea lth Plan (AMHP), will abide by all re levant 

provis ions of Chapter 42 of the FR, Part 438 Managed Care; Title 47 1 NAC "Nebraska Medical 

Assistance Program Services"; and NAC Title 482 "Nebraska Medicaid Managed Care." 

AmeriH ca lth Nebraska, Inc. will be licensed by the Nebraska Office of Insurance as a hea lth 

mai ntenance organization, and will do business as Arbor Hea lth Plan. 

We have rigorous systems in place whi ch enab le us to stay abreast of changes in laws, reg Ul ati ons, 

and gu ide lines. Our associates partic ipate in seminars, ind u try committees, and other fo rums, which 

allow uS the best poss ible opportunity to anti cipate changes and to integrate compliance into ou r da il y 

operations. 

Managed Care Organization Licensure (Scope of Work Section IV.(2) 

AmeriHealLh Nebraska, Inc. is fully compliant wi th 42 CF R 438.2, which inc ludes: I) meeti ng the 

advance directi ves requirements; 2) making services it prov ides to its Medicaid members as 

access ible as possible - in terms o f timeliness, amount, duration, and scope - by ensuring 

compliance with prov ider network and access standards promulgated by DHHS and by ensuring that 

covered services are prov ided; and 3) meeting the solvency standa rds of 42 CF R 438.11 6 by 

qua li fy ing as a hea lth ma intenance organization (HM O). AmeriH ea lth Nebraska has applied for a 

Certificate of Authority (COA) under the Nebraska HM O Act, to establish and operate a Nebraska 
HM O. 

AmeriH ea lth Nebraska is the so le ri sk-bearing enti ty for thi s proposa l. 

Reinsurance (Scope of Work Sect ion IV.C4.a) 

AmeriH ea lth Nebraska's proposed reinsurance arrangements will meet a ll requ irements of the RF P. 

After receiving II contract award, AmeriH ea lth Nebraska wi ll obta in large c la im rei nsurance quotes 

from reinsurance carriers fo r vari ous cost thresholds. We will eva lua te the expected net cost of 

insurance of these proposa ls by comparing the premium to an ex pected cost of c laims in excess of the 

threshold. The expected cost of claims above a thresho ld will be developed from Ameril-l ea lth 

Nebraska's ex tensive experi ence for Medica id popul ations in vari ous sta tes. 

When completed, AmeriHea lth Nebras ka will share with the State the risk analysis, assumptions, cost 

es ti mates and rationale supporting our proposed rei nsurance arrangements. I f any rei nsurance is 
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pr vid d thr ugh r latcd partics AmeriHealth Nebra ka wi ll provide a di cl sure of the ntitie and 
d tail cau ing th relat d party r lation hip. 

Advance Directives (Scope of Work Section IV.C.4.C) 

W havc a r bu t et of policie and pr cedure that are in placc and operational for advance 
directive, including th provision fwritten information to all adult enr lice a define in 42 R 
4 .100 and in full compliance with applicab le tate and -edcral requirement. ur written advance 
directi inforrnati n include ad cripli n of applicable Stat law ur poli y with r p ct t 
h noring an nrollee ' advance dire tive, in luding a tatemenl of any limitation(s) regarding the 
implementati n of advance dir tive (if applicab le), and th individual' right to fi le a mp laint 
c nccming n nc mpliance with advance directivc requircm nt with the tat ' urv y nd 
certification agen y. 

We will pr vide writt n in~ rmati n c nceming advance directive in th enro ll ee handb k as w II 
a n our web itc and a link l the DHH web ite. The information will b updated regularly t 

refl ct current practica l and I gal update as on a p ibl, but in any event no later than 90 day 
after the effective date f uch chang . 

A enr lIee become ngag d in are management, the ase manager will explain advance directiv 
li ving wi ll , and p wers ofalt rney, and will pr vide enroll ees with the N braska tate webpage 
addre to acce form n th ir own or mail any requir d fi rm directly to an enroll e at th 
prefercnc of the enroU e. The ca e manager will al 0 provide enroll e with conta t informati n 
hould thcy d irc m re detailed in ormation on each form. 

Information Requirements (Scope of Work Section IV.C.4.d) 

Providing Written Materials to Enrollees That Are Easily Understood 
A part f ur c mmjtm nt l ngaging educating and emp wering our enr lice t take c ntrol f 
their health, Am riHeallh cbra ka has e tabli hed comprehen i c, ffective proecdur to n ur 
that ur written enro llee mat ria ls are de ign d t be ea ily under tood by all enro llees, and ar made 
available in th language and format need d by the Medicaid enrollee in each c mmunity that wc 

rYe. 

Ac ording t on um r Report , two of our health plans ar ranked in the t p 25 Medicaid h alth 
plan in tb nation (ranked #22 and #25 and the third i ranked in the t p 50 (rank d #4 ). 
Additi nally, AmeriH alth i rec gnized a a nati nal leader in rving memb r in a culturally and 
lingll i tica llyappr priate manner. AmcriHea lth w rked with Amcrica' Health In urance Plan 
(AHIP) t d velop The Health Litera y and Plain Language Resource Guide to help educate the 
health are indu try b ut health literacy. 

All draft enr lIec materials will be edited for r adabi lity u ing the Health Literacy Advisor (H A) 
t 01 en uring that enrollee material are written at a i th grad level a mea ured by th Ie h-
Kincaid reading index. Th matcrial will lib quently be revi w d thr ugh a tw - tep int mal review 
proces prior to ubm i i n fi r tate appr val. 
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Non-Prevalent Languages and Alternative Formats 

Ailnt'flt .dth 
Nob< 

All of AmeriHeallh ebra ka' writt n educati n material will be printed in ngli hand pani h r 
in other language required by th t t . Thi include ur n w m mber wei me package, memb r 
handb k our m mber n witter edu ati nal material upp rting our arc manag ment pr gram 
and our health ducation and utI' ach mat rial . ur mat rial will al 0 be avai lable upon requ . t ( r 
a therwi e directed by the tate) in other languages and in alternate format for person with visual 
impairment , including Braille large print, and/ r audi tape. Memb rs with a h aring impairment 
can call ur 1 II-fr e Teletypewriter (TTY)/telecommunicati n device ~ I' the deaf (TOO) number to 
reque t mat rial in an alt rnalive medium. 

An enr II e an al reque t t hav plan written material tran lat d inl any language by . imply 
calling nr llee ervice 24 h ur a day e en day a we k. ddilionally Am riHeallb bra ka 
will u e tran lation vendor ' that ar able to tran lat mat rials in over 170 language and into large 
print, raille nd audio-tap ft rmat . The information will b mailed ut nee the enrollee ha 
elected ur plan and tbe n w nr llmentli t ha been re eived. 

AmeriHealth i r ognized a a nati n II ader in erving m mber in a ulturally and lingui ti ally 
appropriat manner. Thre AmeriH alth plans arc am ng the ix 'early ad pter" plan nationwide 
that were awarded N QA' Multicultural Health are (MH ) Oi tinction. Alllhr e plan receiv d a 
scor of 100 percent during their re peclive revi ws. 

Enrollment Information 
AmeriH a1th will welc me all ncw cnrolle s to our Plan with a welc me packet contain ing e ntial 
informati n that thcy need l know to help better manag their wn hcalth care. nr llment 
information wi II be mailed ut nee th enrollee ha ' el cted our plan and th n w nrollment lit ha 
been received. Thi material can b II tomized to includ p cifie inCi rmation ab ut the pro i r r 
ervice lhat are available t m et an cnrollee individual need . 

The welcom p ck t ill include the following mal rial : 

Welcome Letter 
PI' vider ir ctory 

nrollee Handbook 
Informati non Advanc irc tivcs 
l ard 
Important Te leph n Numb rs guide 

• 'Feeling reat" he kli t 
• tic f Priva y Practice 
• are Managem ot Mini-A ment 
• 'Ju l a lick way" 
• H wand Where lo tare 
• P ronal Health Re rd and Holder 

Furthenn r w h ve ucces fully utili d wei m call l h Ip ri nt memb r and an wer any 
quc tion thal a mcmb r may hav about their health ar ervice . The wclc m call will b ur fir t 
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opportunity to engage our member and obtain vital hea lth carc information to ensure services are 

provided to meet the member's spec ific needs. Based on the phone assessment, members wi ll receive 

addit ional materia l speci fi c to their health care needs, referred to care managers and/or assisted in 

accessing services. 

G" ievance a n d Appeals 

AmeriHealth Nebraska will provide enrollees with the requi red information fo r the grievance, 

appeals, and State Fa ir Hearing process through several mechanisms, including infonnational 

materials in the appropriate format; materials in the appropriate language; in fo rmation needed to seek 

services; grievance, appeals, and State fair hearing procedures . Information on appea ls, grievances, 

and the State Fa ir Hearing process will be provided to enrollees as part of the initial enroll ment 

information that is sent to them. The inform ation will also be provided in written format as part o f the 

Enro llee Handbook that will be d isbursed to enro ll ees as part o f the enroll ment process. A remi nder 

of the process will a lso be provided to enrollees annually. Enro llees will a lso be notified of any 

changes in the process within timelines specified by the State. Additionally, Ameri Heahh Nebraska 

will a lso ensure that employees involved in the review of a ll grievances and appeals wi ll have clinical 

training and extensive expertise. 

Provider Te rminatio n 

In instances when we have to terminate a provider from our network, such as if a Prov ider is not able 

to meet our credentia ling standards, AmeriH ealth Nebraska has an effective process in place fo r 

minim izing the impact and communicating with the enro llee. As a general matter, whenever a 

provider's contract is terminated, a ll affected enrollees will be notified in writing, In the case of an 

enrollee who received his or her primary care fro m, or was seen on a regular basis by the terminated 

provider, we wi ll make a good fa ith effort to gi ve written notice of term ination of a contracted 

provider within 15 days after receipt or issuance of the teml ination notice to each such enrollce. 

Notification to affected enro llees will include informati on regarding ass istance in choosing another 

contracted practitioner and refe rral to the website for a list o f network providers in the enrollee ' s area. 

The enrollee may also ca ll the Contact Center for assistance in selecting a new PCP. Addit ional, 

supplemental strategies include phone ca lls, "on ho ld" messages, and automated and interactive 

phone ca lls. A special effort is made to contact enrollees wi th special needs so that the health care 

services they receive conti nue without interruption. 

Additional Ma teria l 

In addition to the materia ls described above, we will provide a comprehensive list or all enrollees of 

usefu l, relevant, valuable and easily understood educational materia ls through various 

comm unicati ons channels whi ch include, but are not lim ited to: 

• 
• 

• 
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Enrollee education mailings 

Newsletters 

Onli ne library of health information 

Social med ia and secure cnrollee portal sites 

Materia ls that support community outreach initi atives 

Publ ic service announcements 
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Posters and flyers 
Outbound pre-recorded telephone messages 

Provider Discrimination (Scope of Work Section IV.C.4.e) 

':tiY4rbor I AmerlHealtl, 

f!/ (~eOlth Pion I Nebraska 

We ensure that providers are not discriminated against for participation, reimbursement, or 
indemnification for acting within the scope of their license or certification. We select providers based 
on their capability to meet pre-determined credentialing and contracting standards. Our policy is an 
integral component of our day-to-day management processes, which collectively ensure that 
associates are aware of and adhere to the policy. In addition, this information will be included in the 
provider manual, which is available to all network and non-network providers. 

A provider may be declined participation in the network if he or she does not meet credentialing or 
contractual requirements. In the event that this occurs, a written notice is given to the provider which 
includes our rationale for the action taken and their appeal rights in accordance with 42 CFR 
438.12(a). Our provider network representatives and medical director will always be available to 
assist providers when credentialing or contractual questions arise and guide them towards the steps 
necessary for attaining the requirements to be accepted into our network. 

Third Party Resources (Scope of Work Section IV.C.4.f) 

AmeriHealth has almost 30 years of experience in cost avoidance and collection of third party 
resources (TPR). For calendar year 2010, AmeriHealth avoided inappropriate payment of $67.7 
million across all its affiliated Medicaid risk plans. AmeriHealth has designed its system to have 
virtually unlimited capacity to capture TPR data from other carriers, agencies and relevant sources. 

AmeriHealth's Operations Support organization has a dedicated Recovery department where 
associates identify and obtain third party payer information, including Medicare, commercial 
insurance and/or accident-related coverage. The Recovery department administers the collection and 
adjudication of third-party liability information for all AmeriHealth-affiliated plans and will do so for 
Nebraska as well, while meeting all federal and state requirements. 

AmeriHealth captures TPR information regularly received from many sources, including information 
from the State, Explanation of Benefits (EOB) forms sent with provider claims, enrollment files, and 
through telephone calls from providers and members who self-identify TPR coverage. We will also 
utilize our existing systems and capacities to collaborate with Nebraska DHHS to take advantage of 
its statutory authority to require coverage information from other insurers and employers. 

Third Party Liability files are received on a regularly scheduled basis and data is loaded to Facets® 
via a proprietary and fully-automated process. For TPL information received post-payment, TPR
related overpayment recovery opportunities are identified via an automated approach and pursued 
promptly, maximizing return while remaining compliant with state-specific recovery limitations and 
requirements. 
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Enrollment, Disenrollment and Re-Enrollment (Scope of Work Section 

IV·C.S) 

Enrollee Demographics and Challenges 
AmeriH alth ebra ka pr vide an unparalleled exp rti e and per p ctive n how to be t me t the 
need of the undcrserved and vulnerable M di aid cligibl living in rural Nebra ka c mmunitie . 
Blue r Blu bield ofNebra k ha e nerving ebra ka re ident for ver 70 years and i 
uniquely qualifi d to rv the M 's rural population. AMHP work with M dicaid p pul ti ns 
through ut the nation . ur two organizati ns hav j ined t gether t lend our re pective exp rti e to 
the Medicaid enrollee in Nebra ka . 

W have met with many key ebra ka takeholder and ha e learn d much r garding the challenge 
that M dicaid enr lie urrently have, including: mpl x Iran portation n ed ac to p cialty 
provider , avai l ble culturally appr priate c re and lack of relation hip with a primary care provider 
or a pali nt center d medical hom . 

ur analy i concluded th t ov r halfofth p putation in the rvic area liv in or cl e pr imity 
to an urban etting. W will contract with the provid r in th e urban area t pr ide acce to th 
enrollee living clo e to th urban area. W hav already btained a significant numb r of I tt r of 
intent ( Is) to build an exten ive provid r netw rk in thes I cale . 

While the maj rity of N bra ka' population i white, Engli h- peaking r id nt the pa t decade ha 
witn cd double-digit gr wth in th tate of other race and ethnic gr up . We exp t that cultural 
and lingui tic c mpetency will become an increa ingly imp rtant mp n nt f Medi id managed 
care in the servi e area. 

Enrollment and PCP Assignment 
During the enrollment pr ce w will a ure that all orolle ar linked to a P P. AmeriHealth 

bra ka will receive the choice indicated by th m rnb r during th enr IIment pr e fr m lhe 
tate contracted nrollment brok r to Am riHealth Nebra ka via the enrollee file. An enr II ' 

P P sel ction i d cumented for the enroll ee by AmeriHealth Nebraska in a written notice mailed to 
them as P8lt of the New M mber Welcome Kit. 

Ifno P Pi indicat d on the Enr lIee il re eived from the Enrollm nt roker a u tomer rvice 
Reprc entati will conta t the enr lIee by ph n , a part of the welc me proc within 10 bu ine 
day of receiving th e nrollee Fi le from the nr Ilment Broker t a i t the cnrollee in making a 
clecti n fa P P and in~ rm the enrollee f hi r her right and any relevant information; and 

update the enr lle rec rd in with the appropriat P P ti II wed by generation of an I 
ard to bent to the nr II 

I f the nr lIee annot bc r a hed after thre phone alt mpt within th 10 bu 'ine days or do s not 
select a P P, AmeriHea lth will fo llow an auto-ass ignment protoc I t a ign a P P t the enr Ilee 
within 30 day. 
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Our care managcrs and member services representatives assist enrollees identify participating health 

care providers and coordi nat ing care when needed. Thi s hi gh-touch approach reduces access bu rdens 

for members and assures they have someone to ass ist with addi tional needs that arise. Customer 

Serv icc Representatives will be ava il able 24 hours a day/seven days a week/365 days a year to service 

member inquiries, whether telephonic, written or web-generated . 

Our enro llment process is built around nationally-accepted, HIPAA-compliant transactions and fil e 

layouts that allow us to process and reconcile eli gibili ty information effectively. We receive to enroll 

new enroll ees, disenro ll enrollees, re-enroll enrollees, update enro ll ee demographic data, and assign 

PCPs in a ti mely and accurate manner. Each fil e is automatica lly processed nightly in our Facets® 

Health Care Application. This process automatically app lics changcs to cnrollmcnt data and updates 

information about enro ll ees so that the information in Facets® is reconci led with the in formation 

from the State and the enro ll ment broker. 

Disenrollment 
We understand the ri ghts and restrictions enta il ed in disenrolling an enroll ee (i. e. if we have sufficie nt 

evidence in our possession that an enrol lee's part icular condition could be better served by another 

plan or documcntation fraud , forgc ry, or abuse by the enro ll ee). We will comp lete all the requis ite 

paperwork and adhere to the State's regulations and timelines. 

Processes Against Enrollee Discrimination 
Consistent with our miss ion and va lues, we treat members with respect and dignity. We wi ll accept 

a ll enrollees without restric ti on as outlined in thi s contrac t. AmeriH ea lth staff members are required 

to co mplcte an annual trai ning through our corporate compliance program on discrim inati on. 

Enrollee Rights (Scope of Work Section IV.CG.a) 

AmeriHea lth Nebraska is committed to protccting enrollee rights in a ll of its manifestati ons. 

Enro llccs have many rights, some of whi ch are: 

• 
• 

• 

To be treated with respect and with due consideration fo r his/her dignity and pri vacy 

To recei vc info rmation on available treatment options and alternatives, presented in a manner 

appropriate to the enro ll ee's condition and ability to understand 

To partic ipate in dec isions regarding hi slhcr hca lth care, incl uding the right to refuse 

treatment. Refusa l of treatment wi ll not be considered as a reason for AmeriHealth to seek 

disenroll ment of an enrollee from the plan 

• To be free from any form of restraint or seclusion used as a means of coercion, discipline, 

convenience or reta liation, as specified in the Federa l regul at ions on the use of res traints and 

• 
sec lusion 

To be able to request and receive a copy of hi s/her medical records, (one copy free of charge) 

and request that they be amended or corrected to ensure that they conta in correct and 

complete informati on (as specified in 45 CFR Part 64). 

Enrollees will rece ive information about their rights in the Enro llee Handbook at initia l enrollment, 

member web site, communi ty events and in the welcome packet, and annua lly therea fter via our 
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enrollee new leller. nrollee can reque t a copy of their right and r pon ibilities at any time by 
calling our Member Service ntact enter. 

AmeriH alth Nebra ka r quire 8eh empl y t participate in th orp rate omplian e Program 
by learning and carrying out the compani de of thic and onduct, to participate in the 
Privacy Program by attending heduled mandatory training and to ign th "A eiat 

nfidentiality Privacy and ecurity Agreement" n an annua l ba i. Individua l department 
provide j b- p cific training n h w to acknowl dge and rulfill memb r r que t . 

Am riHealth N bra ka al c mmit that in additi n t ur g neral mmitm nt t ~ II wall 
applicabl law and regulati n all contracts with provider , v ndor , and ubcontract I' will c mply 
with all Federal and tate laws and regulati n including Title V[ of the ivil Right A t of 1964e; 
Title IX o[ the -ducation Amendment of 1972 (regarding ducati nal pr gram and a tivities); the 
Ag Discrimin ti n Act f I 75' th R habilitation Act r 1973' and th American with i abilili 
Act. 

I f a member fI I that their right have b en iolated they have the right to file a formal c mplaint r 
gri vance. W will a i t th enrollee thr ugb the complaint and gric ance proc through 
res lulion. 

We have quality assurance and monitoring programs to a ure that the servi e rendered by the 
on tact nler are accurat and effective, that includes ca ll recor iog and creen capture. I f during 

th quality pro e there i any indication that am mber' rights have be n infringed upon, 
imm diat ~ dback i provid d t the M mber onta t enter Repre entati and Ih mployee 
up rvi or i n tified. At a minimum, the employee with recei e aching and c un eling. The 
upervi r will c ntact the nr II e t di cu the situati nand provid anyadditi nal a i tance. 

Provider-Enrollee Communication (Scope of Work Section IV.e.G.b) 

W includ languag in eti n 9. 12 f the provider agre ment that cl arly tate we will not advi e 
prohibit, or restrict a health care profe ional acting within the lawful e pe of practice rrom advi ing 
r advocating on b half f ur enrollee . W al 0 include thi p licy in our provider manual 0 both 

network and n n-network pr vider have a c to the infi rmation. 

Additionally w continually promote open dialogue betwe n provider and nroll in enrollee and 
provid r n w lett r article during community health vent , during interaction with ur are 
Managers ur u to mer rvice Repre nt tive and on ur web- ite . 

UI are Managers and ust m r ervice Representative facilitate 3-way phone nver ation 
between the provider office and enrollee who indicate that they are having difficulty expressing 
Ih m elve r challenge c mprehending what the provider ha said to them at the pr vider's ffi c . 
By participating in the ca ll ur ar manager can rein for th provid r in tructi nand provid 
additional explanation if ne ded. We encourag enrollee t peak op nly t th ir pr ider and 
frequ ntlya i t them to prepar fI r th ir pr that th y have meaningrul dial gue and 
a ume an activ role in til ir wn care. 
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AmeriHealth Nebra ka will pr vide v rage ft rail ounseling and referral erviee requi red to be 
pr vided by the RFP. AmeriHealtb ebra k managed care activitie are not re trict d by p ific 
m ral r rcligi us directive r obligati n . 

Marketing Activities (Scope of Work Section IV.e.G.c) 

II marketing materials wi ll b appro ed by our int mal review pro e a wcll a by the relevant 
tat agencie prior to di tributi n t nr II e . Thi pro i de igned t b informativ 0 that 

can deri rna imum b nefit from health ar ervicc provided. Pri r t ubmitting the 
t th tate fo r approval our Marketing mmunications Department will r vi wa ll 

material t en ure that material : 

Ar written at r b I wa 6th grade r ading level 6. c re n the FI ch-Kincaid grad -I 
t 01) to n ure they arc ea ily und rst d, that ulturally and Lingu i tically Appropriate 

ervice ( A) tandards ha e be n utilized in the development of the mat rial and to 
make certa in our goa ls of health lit racy and cultural competency are m·t. 
Are accurate, not mi lead ing r c nfu ing, and d not defraud recipients r the late in any 
way. 

ontain no sta tements that wou ld in any way mi lead th enrollee to b li eving that h Ishe 
must enr 11 wi th AmeriH ea lth Nebraska in rdel" to obtain hUher b nefi ts I" in rder t not 
I e hi ben fi t . 

ontain no statement that w uld in any way lead the enroll ee to believe that AmeriHealth 
Nebraska i end r ed by M the Federal or tate government, or a imilar nlity. 

ati fy all State contract and regulatory rcquirement . 

Marketing materials will be available in ngli h and pani h, and in additional language up n 
r qu t. meriHealth Nebraska will not , directly r indirectly engage in d r-to-d or tel phon or 
other cold-ca ll marketing activitie. omm nity utreach mployees will be trained exten ivel.yon 

tatc marketing requirement . M nthly meeting to include on- ite monit ring nd n - n- n 
fi dba k, will be mandatory in order to ensur th team i appri ed of any and all update t 
marketing guideline . Interna l p rn rmanc wi ll be audited a part of our ongoing e ort to n ure 
that c mplianc and quality tandard are met. 

Emergency Services: Coverage and Payment (Scope of Work Section 

IV.e.G.d) 

Am riH allh ebra ka ompli with late and derallaw and regulation p rtaining t overag of 
emergency ervice. ur p licie procedure, and pr eti e i to provide cov rage r and payment 
for, em rgeney ervice, irr p ctive ofwh ther we have a contract with th pr vid r who fumi h 
th rvices. 

laim for emergency ervice rendered in an emergency depaltment will be proce d with ut 
auth riza ti n, ba cd on the place of ervic c de and revenue code on the claim, including ca e III 

whi h: I) the absence of immediate m di ca l attention w uld n t have: a) pia ed the hea lth of th 
enrollee ( r in the case ofa pregnant w men the health ofth w man r her unb m child) in 
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jeopardy, or b) resulted in serious impairment to bodily functions or c) resulted in serious dysfunction 
of bodily organ or part; nor 2) in cases where an MCO representative instructs the enrollee to seek 
emergency services. Post-stabilization care following emergency services also will be considered an 
approved covered service, and will be paid using the same process. Payment for these services will be 
made without regard to whether the provider has a contract with AmeriHealth Nebraska. 

We will not refuse to cover emergency services based on the emergency room provider, hospital, or 
fiscal agent not notifying AmeriHealth or the applicable State entity of the enrollee's screening and 
treatment within 10 calendar days of presentation for emergency services. We routinely pay clean 
claims submitted by a health care provider within thirty (30) days of receipt of the claim, well under 
applicable State and Federal Requirements. This process applies to non-participating providers who 
provide emergency services. 

At a minimum, an annual review will be performed to ensure all payments policies have been updated 
appropriately to meet any new state requirements on provider agreement changes. 

Emergency Services provided at a facility participating in AmeriHealth Nebraska's provider network 
are reimbursed according to the facility's contract with AmeriHealth Nebraska. Emergency Services 
provided at a facility not participating in the our provider network, within the U.S. and in certain 
limited circumstances outside of the U.S., are reimbursed no more than the amounts (less any 
payments for indirect costs of medical education and direct costs of graduate medical education) that 
it could collect if the enrollee received medical assistance under Title XIX or Title XXI through an 
arrangement other than enrollment in the MCO. 

AmeriHealth Nebraska has policies and procedures in place to ensure that enrollees are held harmless 
in compliance with applicable State and Federal requirements for subsequent screening and treatment 
for the diagnosis of a condition and associated stabilizing care. 

Post Stabilization Services: Coverage and Payment (Scope of Work 

Section IV.C.6.e) 

AmeriHealth Nebraska complies with State and Federal law and regulation pertaining to coverage of 
post-stabilization services. Our policies, procedures, and practice is to provide coverage of, and 
payment for, post-stabilization care, irrespective of whether we have a contract with the provider 
who furnishes those services. 

During business hours, calls from emergency room providers who need assistance arranging post
stabilization treatment will be forwarded to our Rapid Response Team. The Rapid Response Team
staffed by nurses, social workers, and care management technicians with access to an a Medical 
Director as needed - is adept at coordinating services to address urgent care access and needs. The 
Rapid Response Team has access to information on a wide variety of community resources and can 
expedite referrals to network providers and submission of prior authorization requests. After business 
hours, on weekends, and on holidays, we assign nurses and a medical director to be on-call to assist in 
coordinating post stabilization care. Urgent care needs will be transitioned to the care manager on the 
next business day. 
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AmeriHea lth Nebraska ' s financial responsibi lity for post-stabilization care erviccs that it has not pre

approved terminates when: 

I) A plan physician with privi leges at the treating hospital assumes responsibility for the 

enrollee's care. 

2) A plan physician assumes responsibility for the cnrollee's care through transfer to another 

placc of service. 
3) An Ameri Hea lth representati ve and the treating physician reach an agreement concerni ng the 

enrollee's care. 

4) The enrol lee is discharged. 

Covered Services (Scope of Work Section IV.C.6.f) 

AmeriH ealth Nebraska enrollees can obtain family planning services from any approved Nebraska 

Medica id provider. No referral from the enrollee ' s PCP is required for any service, including family 

planning services and supplies. We will not impose any other restrictions on the enro llee' s choice of 

provider for fami ly planning services. To support this practice, our claim system will be configu red 

accordingly. We will also provide training to staffas part of their orientation conceming family 

planning services and suppli es ava ilable to enrollees without the need for referral. 

Enroll ees will be able to access in formatio n on covered services, including fami ly planning services, 

in the Enro llee Handboo k, the enro ll ee Web portal, and through request or questions to the Contact 

Center representati ves. We wi ll poSt information about covered services and the process to access 

those services on our web s ite, inc luding separate links to content on the services avai lab le through 

our plan, how to access those services, and how to contact us for assistance in understanding or 

accessing ava ilable services. 

Additionally, we will po t ea onal reminders for enrollces on services they should be accessing at 

d ifferent times of the year, such as nu shots in the fall and chi ldren's well-visits prior to the schoo l 

year. We will commun icate the avail abili ty of covered serv ices through several key printed materials 

and our Enrollee Newsletter. 

We also conduct periodi c outreach to enrollees who have not accessed recommended servi ces to 

ensure they are aware of avail ab le services and to fa cilitate an appointment for care. We also 

proacti vely contact members to remind them of covered services they shou ld be receiving, for 

exa mple, upcoming EPSDT screenin gs and immuni zations to be schedul ed for the enrollee's child . 

We wi ll not require referral s for members to access specialty care. Members wit h special hea lth care 

needs will have direct access to speciali sts as appropriate for the members' conditions and identified 

needs. Case managers will be ava ilable to assist members with coordination-of-care needs. 

Finally, AmeriHealth Nebraska wi ll offer six additional benefits that will serve to enhance current 

benefit offeri ngs and complement AmcriHealth's medica l management strategy to improve the hea lth 

of our members, as described in detail in the R.FP. These wi ll include: 

• Adu lt Preventati ve Visits 
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• 
• 

Parent ing Classes 

24x7 Nurse Hotline 

• 
• 

WeeCme Diaper Program (tied to AmeriHealth Nebraska's maternity program) 

Lamaze classes 

• Rapid Response Team 

Care Management Requirements (Scope of Work Section IV.C.6.f.iv) 

We have extensive ex perience in providing cme management to Medicaid populations. Our so lution 

supports a ll aspects of person-centered care for those who have chroni c health care needs, including 

ex panded choices, increased access to care, greater coordination and continuity of care, cost-effective 

health services, and better health outcomes. We do so in a way that blends high-technology 

stratification and analyses with appropriate levels of individual engagement such as advocacy, 

commun ication, problem solving, collaboration and empowerment. 

Care management is prov ided to the enroll ee on several levels, the most comprehens ive being our 

Integrated Care Management (lCM) program. 

Preventive Services and EPSDT 
We usc a variety of services to reach out to all enrollees to a sist with preventive services. Our aim is 

to "Make Every Enrollee Contact Count." We have programs for pregnant women to connect to the 

appropriate prenatal care servi ces. We have focused outreach to connect enrollees to needed 

preventive health and chronic care services through our Care Cap strategies. 

Our Pediatric Preventive Health are program (PPHC) is designed to improve the health of enro llees 

from birth to age 2 1 by increasing adherence to Early Periodic Screening, Diagnos is, and Treatment 

(E PSDT) and Health Check program guidelines through identifi cation of growth and development 

needs and the coordination of appropriate health care services. We partner with providers and 

community programs to ensure enrollees have access to required services and usc creative outreach 

strategies to assist enrollees and their parents/guard ians to use the services. In formation on missing 

EPSDT services wi ll be disp layed through AmeriHealth Nebraska's care gap interfaces . After care 

gaps are identified, outreach to the enro llee is coordinated through the Rapid Response tea m using a 

combination of in-person and automated ca lls to remind the parent/guardian about missed or overdue 

services. 

Health Risk Assessment 
In order to help match enrollees with health care that meets their needs in a cost-e ffecti ve manner, 

AmeriHea lth Nebraska uses a health risk assessment (HRA) to identify enrollees who arc at risk ror 

chronic conditions and other health care needs. The HRA contained in the Member Welcome Packet 

contains questions about current health conditions and health care services. Our new member 

outreach process actively encourages members to complete the assessment. Members can complete 

the assessment on paper and return it using an enclosed postage-paid envelope or they can ca ll the 

to ll-free number printed on the assessment and complete it over the phone. Members can also register 

on the Member Portal and complete the assessment via ou r secure Internet site. 
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ur HRA identifle actual r p Lenlial barrier ' that may hinder the deli ry of ptimum health arc. 
Each qu ti n in the HRA i d igned to gather infonllati n in which p iti ere pon e will trigger 
pr gram reli rral or acti n t upp rt a p cifi i ue. Th HRA offer pp rtunatl to quickly 
id ntify and engage enroll e who are pregnant ha e chr nic c ndition , r have pe ial need ' and! r 
health-r lated concerns. 

Integrated Care Management (lCM) program 
The I M pr gram is a h listi e s lution that u e a p pu lati n-ba ed health manag ment approach to 
provid mpr hensive care managem nt ervi ce . This ful ly integrated m del allow eor lIee t 
move seamle Iy fr m on omp nent to another dcpending n their unique need . 

The pr gram has five core comp n nt : p diatric pre nti e health are epi dic arc manag menl 
W ar mat mity manag m nt), mplex care manag ment and rapid r p n . From thi 
integrated oluti n, AmeriHealth deli er and c rdinat it ca and di a management rvice. 

m riH alth [ M team in lude nur 0 ial worker, arc onnect r clin ical pharm ci t plan 
medical direct r , primary ar practitioner (P P), P ciali t ,em 11 e and caregiver, and 
parent /guard ian . 

Members are identi fled for the I M program u ing a sophisticated and tate f the art predictiv 
modcling software to identify m li ce that are appr priat li r the variou components of the 
program. ur identificati n proces e include data mining and PI' dictiv m d ling, new nr Il ee 
a sessment, pr vider referral enrollment report and hea lth plan activity. 

We tratify en r lIee u ing a c mbinati n f predicliv ri k core and a e ment finding. nr II e 
id ntified ~ r the high-ri k tier und rg a more comprehen ive h Ii tic a m nt with additi nal 
focu on any id nti tied area . 

he primary m th d of servic for the I M pr gr m i telephonic outr aeh a e m nl and 
inter ention. H approved car management brochur and eor lie w l ome 1 tters will include 
infonnati n n the pati ot entered m dical h me and the b nefits ofparticip ting in a medical hom 
We al 0 believe that our low-d liar eor II incentive ( uch a diaper reward pr gram) encourag 
enroll e parti ipati n. 

Medica l N e sHy detemlinations arc ne component f ur comprehensive Utilization Managem nt 
(UM) program. Ba ed on almo 1 0 years of experience coordinating carc ~ r ur div rse 
member hip, ur mprehensiv UM pr gram employ nationally rec gnized guidelines regtllar and 
ong ing evaluati ns and a th rough cmpl y e training program to en ure that nrollees receive high 
quality and medically neces ary carc. We will u e thi pr ven UM pr gram a a foundation to en 'ure 
that N ra ka' M dicaid orolle re eive the m t ound and ffi ctive care avai lab le. 

ur p Ii i and pr c dur en ur lhat indi idual r entltl that e nduct tilizali n Managem nt 
CUM) activiti do 0 in a manner that i not link d in any way to a per onal r pr fe ional gain. 
A iat pr vidcrs or olh r indi idua l c nducting utilizati n r viewar n t r warded for limiting, 
denying, r di continuing medically necessary cr ic . 
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nc identified, higlHisk enrollee ar managed through ur Jiva Medical Manag ment information 
y tern. he Jiva y t m pr vide a comprehen ive view f enroll c-relat d data ' a full workflow

capability to facilitate a e menl planning, int rvention and valuation' and a r bu t data I to 
fa ilitate outcome tracking and manit ring. 

pecial Health Needs 
W are well vel' ed with the challenge of c ring fo r fa ter care childr n and enr Ilees with hronic 
and/ r specia l health care need . Members are identified for Ameril ea lth s Integrated are 
Man g ment upport with th fall wing car man gem nt trigger : 

p cia lneed enr lie 
hildren who arc in fo ter car placement 
nr II e with chr nic and! r p cia l h alth need . 
mollee at risk for poor hea lth outcomcs 
hildren with po itive result fr m lead te ting 
or lie s with multiple mi ed medical appointment 
nrolle witb re ning re ult indi ating referrallreatment without fi II w-up 

OJ ea e Ma nag ment 
Furthermore, ur compr hen ive Disea e Management pr grams will effectively addre s th complex 
health care needs of Nebraska Medicaid recipients with asthma diabetes, heart di a e hypertensi n 
and be ity, as well ather conditi n identified by DHH . The e pr gram work in partn r hip 
with th primary care pr vid r and medical h m along with other m mber of Ih treatm nt team 
(including but n t limited t 'p ciali t , home health provid r therapi ) and the memb r' 
ar giver to c ord inate and facilitate adherence to the tr atment plan. 

he HRA al identifie enr ll ee wh may n t n d fu ll ca e manag m nt ervic but w uld 
benefit from supp rt to addre barri rs to care minor hea lth-related i 'sue or help cheduling P P 
app intment . Additiona l are manag ment include: 

• 
• 

nrollee includ d in the Medi aid eligi ility cat gory ofth Aged, Blind and i abled 
bildr n who ar in fo ter care placem nt thi appear in the above Ii I 

nroll di charging from the hospital 
nrollees with mUltiple missed medical appointment 

Em lIee requesting case management a tivitie 
nrollee who e P P ha made a referra l for care management activitie 

M di ally ce ary ar 

Th utc me f ur pr gram havc been evaluated by out ' id a tuarial firm . ne actuarial firm 
tate "The dilf r nee in medical and pharma y trend a hieved by (Am riHea/fh Mer y) CIS ompClr d 

to it · Similarly siluat d ompelition was material .... " 
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Medical Record Content (Scope of Work Section IV.e.G.f.v) 

The MCO medical record content is fully comp liant with all State and Federal requirements. Our 

Medical Management Information System (Jiva TM) provides an integrated platfonn that allows for the 

collection and use of medical infonnation re lated to members. 

In addi ti on to required medica l record content, we will provide physicians with access to a Member 

Clinical Summary (MCS) through the provider portal, a payer-based electronic health record that 

provides a common view of a patient's medical history by summarizing data from cla ims, phannacy, 

and care management sources. Delivered to c linicians and healthcare providers at the point of care, 

the MCS fosters grcater collaboration between hea lthcare providers and healthcare payers or insurers, 

enri ches patient interactions, and streamlines adm inistrat ive procedures. Most importa ntly, the MCS 

helps each stakeholder in the healthcare process improve the overall qua li ty and affordabi lity of 

healthcare. The MCS can be printed for addition to a paper chart or downloaded as a Continuity of 

Care Document (CCD) into an e lectronic medica l record. 

Provider Network and Access Standards (Scope of Work Section IV.e.7.e) 

Letters of Intent 
AmeriH ea lth Nebraska will draw upon the approx imately 70 years of experience that ou r partner Blue 

Cross Blue Shi eld of Nebraska has with the State' s provider netwo rk . In additi on, Ameril-l ea lth has 

nearl y 30 years of experience in bui lding strong provider networks in multiple urban, suburban, and 

rural communities. AmeriH ea lth Nebraska has developed a proven process to ensure that we can 

quickly implement a comprehens ive provider network tha t actua lly exceeds DHHS requirements, 

parti cu larly in Nebraska's rural and frontier counties. AmeriHea lth Nebraska ha signed LOis from 

providers throughout the State representing 13,7 19 locations - creating a foundation for a 

comprehensive provider network for the 83-county service area. 

We strive to contract with all avai lable providers who meet our crcdentialing standards and wi ll refine 

the network over time, as needed, to ensure we retain providers who meet our network requirements. 

In order to build and maintain a comprehensive provider network in the State, we have begun to 

effectively partner and build relationships with : 

Safety-net and commun ity providers. 

Rural hospitals, Rural Health Centers (RHCs), and Federally Qualified Health Center 

(FQ HCs). 

Kcy provider systems in Omaha and Li ncoln (for enrollees to obtain specialty care). 

Physician extenders, including Advanced Registered Nurse Practit ioners. 

Monitoring of Provider Standards 
Compliance with the accessibi lity standa rds is monitored through a number of tracking and reporting 

vehicl es. AmeriHeallh Nebraska wi ll track ca lls from members related to dissatisfaction with 

appointment and wait times. We will also conduct our own assessments via "Secret Shoppcr 

surveys" and provider audi ts, including on-site visits. 
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ffi c s that are n n-compliant during repeated 111 nitoring attempt ar requ ired to prepar and 
impl ment a corr ctive a ti n plan. Th provider n tw rk manag ment rep res nlative monit r the 
impl m ntati n raoy corre tive a li n od rep rt the r ult to the uality ommittee. 

Provider inc ntiv program for P P wi ll m nit r quality mea ure , medical co t managem nl with 
adj u tment for' v rity fi llnes , operati nal tandard, and mergen y room utilization lement . 

Monitoring of GeoAccess Standards 
AmeriH alth Nebra ka monitors netw rk adequacy agai n t the tat acce to car tandard n a 
fr qu nl ba i in the month pri r t and after pr gram implem otati n and at I a t quarterly 
thereafter, u ing eoAcce mapping. In additi n t quarterly as e m n ,we al prepare 

eoAcce rep rt any time there i a ign ificant change in the pr vider network that c uld 
negative ly impa t acce to care. 

hould a gap be found or pr dieted ba ed on expected pr vider change or m mbership gr wtll , an 
outreach plan i creatcd that in Iud targeted pr vider re ruitment r a appr priate, outreach to 
currently c ntra tcd provid r to a k them to a pt more m mber . In the event that we ar unable to 
ecurc a contra t with a k y pro ider type within lhe mil ag radiu r quircmenl uch that ur 

memb r d n t have ac e to in-network health care ervice , we will promptly ubmit data t the 
tate ti r approval upporting the lack ofnetw rk erviees avai lable t member in that rvic area. 

In th i in tance, we will pr vide auth rization ti r non-participating pr vider t PI' vide ervice 111 

the under rved ar a for as long a a parti ipating provider i unava i lable to pr vide uch ervi 

Ln additi n, v 
will ontinue to 

will ork with tertiary care pro id r to xpand ervic in the under rved area, and 
plor the p ibl u e f teleh alth ervice. 

No Provider Type in Geographic Region 
ff no provider is avai lable within the service area ur LI tomer ervi e Representative and care 
manager will advi e members oflh nearest provider avai lable fo r h alth care delivery r the 
rcquir d rvic . We will lIab rate with th tatc' tran p rtati n endor. We have al 0 btained 

1 fr m k y providcr y tem in maha and Linc In wh e provider commute 1 fr ntier counti 
to admini ter carc. 

Indian Enrollees 
Ameri eaLth Nebraska wi ll c mply with app licable laws and regu lati n pr viding protecti n for 
Indian ative American) under th Medicaid and HIP program , including but n t limited t 
til requiremcnt of cti n 5006(d) r the American Rec very and R inv tment Act (ARRA) of 
200 and 42 R ection 447.4 and 447.46. 

AmeriHea lth ebr ska will permit Indian enr Ilcd in our hea lth plan t receive c vered ervlce 
from a participating Indian Tribe, riba l rganization, or Urban Indian rganization (f/ IU) 
pr vid r. The enr Uee may s lect an IIT/ pr videI' as hi r hcr primary care pr vid r (P P) if the 
provider participate in the Ameri eallh ebra ka network a P P. Tn addition ur cu tomer 

rvi e repre ntalive and car manager. wi ll a i I Lndian nroll e in locating Iff providcr if 
thi de ir r need i id ntifi d during c nv r ti n with memb I' . 
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Provider Incentive Programs 

f~4rbor I' AmerlHealth 
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We will implement the Access Incentive Pool. We commit to fund the Pool in a maximum amount 
equal to $1 pmpm if we are awarded a contract where we are the only MCO selected, or 50 cents 
pmpm if we are selected as one of two MCO's for the service area. The criteria will be finalized after 
consulting with the Partnership Council and QAPIC, but the elements will encouraging the providers 
to increase access for members, obtain certification as a primary care medical home, reduce 
emergency room utilization, and increase HEDIS results or other performance measures 
recommended by the State. 

Provider Communications 
Communications to providers occur through on-site orientations for newly contracted providers, 
routine site visits, provider workshops, letters to specific providers, the provider manual, the provider 
website, provider newsletters, and other mailings. AmeriHealth Nebraska will also utilize electronic 
communication venues (e.g., email, SMS) and the hospitals' telecommunications network or other 
Web based programs that providers can access in their offices so that information is readily available 
to all providers. 

Provider Satisfaction 
AmeriHealth Nebraska will conduct an annual provider satisfaction survey to assess satisfaction with 
the following areas: 

Provider enrollment 
Provider communication 
Provider education 
Provider complaints 
Claims processing claims reimbursement 
Utilization management processes, including medical reviews and 
Support toward Patient- Centered Medical Home Implementation. 
Addressing Health Disparities 

The Provider Satisfaction survey tool and methodology will be submitted to the State for approval 
prior to administration. The satisfaction surveys are issued electronically but we will send a paper 
copy to providers upon request. When the results are obtained, they are analyzed and shared with all 
departments. Each department is responsible to identify and implement actions to improve 
satisfaction. A summary of the survey results is completed and shared with the Quality Committee 
and DHHS (no later than 45 days after the end of the contract plan year). 

Addressing Health Disparities 
AmeriHealth is a national leader in recognizing the diversity in our member population and the need 
to understand the various cultures, ethnicities, languages and races in our communities. We design 
our programs to incorporate the cultural background of our enrollees. Three of our companies (out of 
only six plans nationwide) have been awarded the Distinguished Multicultural Health Care 
Distinction award from the National Committee for Quality Assurance (NCQA). 
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We analyze our hea lth outcome data to identi fy health issues among specifi c populati ons and design 
programs to address those issues. We also leverage race, ethni city and language data t ensure that 
the cultures prevalent in our membership are renected to the extent possible in our prov ider network, 
and provide translation services to assist members to bridge language barriers. Embedded in a ll of 

these efforts is our approach to a culturally and linguistically appropriate approach to the deli very of 
health care services. 

Right to Privacy 
We have developed and adm inister a comprehensive and effective Corporate Compliance Program 
for all of our cmployees and contractors. Th is program is dcsigned to cnsure that a ll employecs arc 

aware of procedu res to ensure that in the process of coordinating care, each enro llee's privacy is 
protected in a manner consistent with the confidentiality requ irements of the Privacy Act of 1974, 5 

U.S.c. 552a. 

The Code of Eth ics and Conduct describes standards fo r maintaining good ethics and business 
prac tices and what is expected of employecs, which must be read and electronically signed annually 
by all employees. On an annual basis, a ll employees must also complete the HIPAA privacy standards 

on-line train ing module. 

Direct Access to Women 's Health Specialist 
AmeriH ea lth Nebraska will provide fcma le enrollees with direct access to a womcn's health specialist 
within our network for covered care necessary to provide women's routine and preventive health care 

ervices, in addition to the enrollee's designated source of primary care, if that source is not a 
womcn's health specialist. AmeriHea lth Nebraska will modify its cla ims and medi ca l management 

systems to a llow this process to occur seamlessly. 

Second Opinion 
We wi ll provide for a second opinion from a qualified health care professional with in the network, or 

arrange for the enroll ee to obtain one outside the network, at no cost to the enro ll ee. 

Medically Necessary Care 
Medical Necessity detenminations are one component of our comprehensive Utilization Managemen t 
(U M) program. Based on almost 30 years of experience coordinating care for our di verse 
membership, ou r comprehensive UM program employs nationall y recognized guidelincs, regular and 
ongoing cvaluations, and a thorough employee train ing program to ensure that enrollees receive high 

quality and medically necessary care. We will use this proven UM program as a foundation to ensure 
that Nebraska's Medicaid enrollees receive the most sound and effective care ava ilable. 

Sufficient in Amount, Scope and Duration 
We will provide the benefits specified by DHHS and the additional bene fits outlined in Question 40. 
We will conduct extensive report ing and root-cause analysis to assure a ll benefits are accurate and arc 

not arbitrarily denied or reduccd. We have ex tensive programs in place to assure that services are 
nei ther under-ut ilized nor over-utilized. 
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Authorization of Services 

~4rbor I AmeriHealth 

f!/ (~eolt!l Pion! Nebraska 

Initial and continuing authorizations of services in Nebraska are processed using policies and 
procedures that are compliant with DHHS requirements, National Committee for Quality Assurance 
(NCQA) standards, and applicable State and federal laws. We will monitor and educate both our 
employees and providers as necessary, to ensure that our review criteria are applied consistently 
throughout. 

Compensation 
Our policies and procedures ensure that individuals or entities that conduct Utilization Management 
(UM) activities do so in a manner that is not linked in any way to a personal or professional gain. 
Associates, providers or other individuals conducting utilization review are not rewarded for limiting, 
denying, or discontinuing medically necessary services. 

Structure and Operations (Scope of Work Section IV.C.7.f) 

Credentialing and Re-credentialing 
AmeriHealth Nebraska uses a systematic method developed through our experience across the nation 
to assess practitioner and organizational provider applicants against our credentialing NCQA-based 
standards, with the goal of determining their ability to treat our Medicaid enrollees and subsequently 
to determine their licensure. Our credentialing and re-credentialing processes are fully compliant with 

all applicable laws and regulations. 

Organizational providers subject to credentialing review and approval include hospitals, home health 
agencies, skilled nursing facilities, nursing homes, and free-standing surgical centers. Our associates 
review and evaluate the qualifications of each of the above noted practitioner and provider types. 
Participation is determined by meeting the requirements of licensure, certification, education, 
professional standing, service availability and accessibility as well as conformity to AmeriHealth 
Nebraska's Utilization Management and Quality Improvement requirements. Practitioners and 
providers are re-credentialed at least every three years. 

Updating Provider Files 
We have a detailed process with control points to ensure that provider data is reviewed, validated and 
updated regularly prior to submission to DHHS. We coordinate our contracting, credentialing and 
provider setup processes to ensure that provider file information is accurate, current, and audited. 
Detailed provider data is routinely integrated into our Facets® system, and is directly tied to claims 
payment and encounter data submission. Our processes for verification of provider credentials and 
insurance, and periodic review of provider perform performance, will be embodied in written policies 
and procedures which are approved in writing by the DHHS. 

Nondiscrimination 
AmeriHealth Nebraska does not discriminate against providers in the selection and retention process 
because they may serve high-risk populations or specialize in conditions that require costly treatment, 
and adheres to 42 CFR 438.12(a) and all other applicable State and Federal laws and regulations. 
AmeriHealth Nebraska's policies and procedures ensure participation, reimbursement, or 
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indemnification decisions are made solely on the basis of a provider's scope of service, the 
credentialing criteria, and any other applicable contractual requirements. 

Subcontractor Oversight 
AmeriHealth Nebraska retains full accountability and responsibility for the provision of services 
required under the terms of this contract. However, there will be a limited number of scenarios where 
we believe the specific expertise of a subcontractor (meeting the requirements defined in 42 CFR Part 
438) will support the best and most efficient care for members. 

AmeriHealth Nebraska will monitor the performance of our subcontractors through a formal contract
based quality oversight program and through ongoing day-to-day oversight and monitoring performed 
by staff dedicated to this function. Subcontracts include performance measures that are typically 
monitored through monthly reports which are also presented to the appropriate quality committee. In 
addition, as required by our oversight policies and procedures, annual onsite audits are conducted of 
subcontractors during which regulatory compliance and performance is reviewed. 

Additionally, identified quality subcommittees will routinely review and monitor any required 
monthly and ad hoc reports prepared by subcontractors based on contract performance indicators. 
These subcommittees also review the results of any comprehensive annual audits of subcontractors, 
including the results of anyon-site audits. The annual audit includes in-depth file reviews against 
contract standards. All subcontractor agreements contain provisions permitting us to terminate the 
agreement for non-performance of contract requirements and/or the inability of the subcontractor to 
meet established performance standards. 

Claims Processing 
AmeriHealth uses TriZetto's Facets® application for its claims processing operations, featuring a 
powerful software engine that automates business processes, enhances efficiency and provides a full 
range of flexibility to administer diverse plan designs, integrate with third-party solutions, and adapt 
to rapidly changing business and regulatory environments. AmeriHealth will configure the Facets® 
application to meet the Nebraska specific payment requirements and AmeriHealth Nebraska provider 
contracts. Architected to maximize automation and provide expanded business functionality and 
integration, this highly scalable, state-of-the-art technology platform is the heart of our healthcare 
enterprise and claims processing and payment functions. 

Additional functionalities include a Diagnostic Related Groups (DRG) Grouper Calculator 
(determining the appropriate DRG based on the principal diagnosis code); iHealth technology's (iHT) 
system (applying a customized library of clinical coding edits to claims to ensure that they are coded 
correctly and paid accurately); and SunGard EXP Macess imaging-based solution (for documents 
management and workflow solutions). 

AmeriHealth also uses a number of programs which ensure a fair, expedient and efficient process for 
the Quality Auditing department to use to perform reviews of adjudicated claims for procedural, 
financial and payment accuracy. The program consists of five different programs: Stratified Health 
Plan audit program, manually adjudicated audit program, Cost Containment/Claim Reconciliation 
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Recovery Unit (CRRU) Audit Program, New Hire Quality On-Boarding Audit Program and System 

Adjudicated Target Audit Program 

Cost Settlement Process for Critical Access Hospitals 
AmeriHealth Nebraska will make all payments to Crit ical Acces Hospitals (CA Hs) utilizi ng interim 

per diem rates calculated by DHHS with an annual cost settlement at the end of each CA H' s fiscal 

year, as req uired by Section IV.C.7.f.xi . Outpat ient rates are ca lcu lated by DI-IHS on a cost-to-charge 

basis wi th an annua l year . nd cost settlement. 

Measurement and Improvement Standards (Scope of Work Section 

IV·C.7·9) 

Practice Guidelines 
AmeriHealth Nebraska will utilize evidence-based practice guidelines to help reduce unneces ary 

variations in care and to improve the quality of care for our enrollees. An interdisciplinary team wil l 

develop a proposed guideline or revision based on all app licable clin ica l ev idcnce or industry 

standards. To ensure that we use the most recent gu idelines and metrics, we wi ll review each 

condition annually and as new practice guidelines are published . Prior 10 finalizing the guideli ne, we 

will ut ili ze the experti se and counsel from physicians and other providers to review and advise on the 

proposed guidel ine. These hea lth care professionals are consulted through our Quality Committee 

Structure and Partnership Counci l. New or revised guide li nes are presented to the Qual ity 

Assessment and Perfonnance Improvement Commi ttee (QA PI C) for approval. 

AmeriHealth Nebraska will assure that decisions for uti lization management, enrollee education, 

coverage of services and other areas to wh ich the guidelines app ly are consistent with the guidelines 

through five primary stra tegies: Leadership; Business Activation ; QAPI; Online Benefits; and 

Member Communications. 

Quality Assessment/Performance Improvement Program 
AmeriHealth 's Qua lity Asscssmen tlPerfonnanee Improvement Program (QAP I) program integrates 

knowledge, tructure, and processes throughout the hea lth care delivery system to assess risk and to 

improve quality and safety of clini cal care and services provided to enro llees. The QAPI program will 

provide the infrastructure to systemati cally mon itor, objectively evaluate, and ultimately improve the 

quality, appropriateness, effici ency, effectiveness, and sa fety of the care and service provided to 

AmeriHealth enrollees. We set "SMART" goa ls, ensuring that each quality improvement is: 

Specific 
• Measurab le 

Attainab le 

Rea listic 
Timely 

AmeriHea lth has a strong history of perform ing qua lity progra m eva lu at ions and using the results to 

drive improvement in our health plans. We evaluate our results against intemal and extemal program 

goals. Multiple data sources are used for the eva luation including, but not limited to, utilization, 
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clinical outcome ati faction and pr cess m tric . Re ults fthe eva luat i n are used to guide 
program goal and chang for the next mea urement period. We fI rmally evaluate om AP I 
pr gram at I a t once a year and ubmit the evaluati n t our Board f Direct r . 

to the pr gram tru tUI requirement mandated by QA and rcquired by the 
R P. All f1v h alth plan operated by AmeriHealth are accredited by N QA. All four of the plan 
that are eligibl ft r n aecr ditation level ar rated as "Exe Il ent," N A' highest level. Th fi fth 
plan ha ju t b en accredited thi year and ha the highest rank fo r a new plan. 

Performance Improvement Projects 
m riHealth bra ka will c ndu t erf, rmanc impr v ment proj t thal are de ign d t achieve 

tm ugh ongoing mea urement and intervention ignifi ant improvement u tained 0 er time in 
clinical Care and n nclinical care area xpe ted t have a fav rable effl ct on health uteom. and 
eor li ce. ati facti 11 . We will report the sta tus and re llit Ceach pI' ~ect to the tate as re Llested in 
th RFP. Topi in other lat hav includ d: 

Improving Prenatal/Po tpartum arc 
Impr ving the Managem nl of Diab te in the Latin populati n through creening mea ure 
Improving Provider ervi 

Controlling Avoidable Hospitalizations and Readmissions 
ur approach to c ntrolling av idable h pita li zati nand readmi ion incorporate provider and 

communityag ncy partn r hip al ng with proactive Olltrea h and follow-up po t di charge. 

T n ure that all four m mb r r ivc the appropriate level of eare we condu t pri r 
auth rization fI r non- m rgeney inpati nt admi i n r qll ting health care information to 
detcrmine the medical nece ity f, r inpatient care. If the patient ' ympt m do not indicate that 
inpatient care is medically necessary, we work with the provider to supp rt an alternate level of care. 
In s me circum tance an inpati nt admi ion can be avo ided if th P tient has acee t h me h alth 
servi e or additi nal c mmunity upport. Th Medical irector i al availa Ie t con ult with the 
admitting pby ician if need d. 

AmeriHealth Nebra ka will collab rat with hospital car management and di charge planning team 
to pr vide contact informati nand t understand h w th a ilitie • care management fu nction i 
organized. At thi s time we will al 0 educate hosp ita l empl yees nth network home hea lth and 
equipment provider, and d monstrale th t I available on ur Provider Portal. We have 
comm nced di cu ion with k y ho pital provider and tarted dey I ping plan t co rdinate th 
car f ur ebra kan enrollee. W track ur uece u ing the Potentially Preventable R admi si n 
(PPR) alg rithm dev loped by 3M Ilealth fnfonnation y tern. U ing thi formula, we have 
succe fully de rea ed PPR in each th tate wher we perate. 

oordinatin ervice Planning and Delivery 
combination fthe enr lice informati n from ur Integrated ar Manag m nt informati n 

y tem lnitial Haith re ning Qu ti nnair , and infonnation fr m hi or her h alth car provid r 
will ntribute t [I nning a picture fthe enroll n d and availabl upp rt p t di charge. 
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Partnering with Hospital Tra nsition Tea m 

The Medical Management Team and the Provider etwork Team will collaborate with hospital-based 

Community Transition Teams to ensure a quick re ol ution to any issue that may have escalated post

discharge, and provides an avenue for the Hospital's Transition Team to access help for their patients, 

Acute ClIre Trllnsition Managers 

We may place Acute Care Transition Managers at high-volume hospitals to help coord inate care for 

enroll ees who arc in the hosp ital. Th is practice has worked in other service areas, and we will 

consider this practice within the Nebraska service area, The Tra nsition Manager may serve as a 

liaison for the facility and acti vates resources and services provided by the hea lth plan fo r the 

enrollee, 

Enrollee Outreach 

After enro llees are discharged from the hospital , Care Managers will contact those who are currently 

in a care management relationship, while our Rapid Response Team (RRT) will contact all other 

enrollees, The ca ll focus on medication reconciliation, checking the status of ordered home services, 

confinni ng the post-discharge physician appointment, and determining how well the enrollee 

understands the discharge instructions, 

Monitoring Post-Discharge Ca re 

In order to ensure that our enro llees a re progressi ng towa rd healthy outco mes, we wi ll monitor 

enroll ees' physician visits with in seven and 30 days of discharge, We wi ll then evaluate the results 

and set goa ls to improve performance, We wi ll ana lyze de tailed data reports to identi fy faci li ties 

andlor practices that need improvements, Finally, we wi ll identi fy key performance drivers so that we 

can work with the involved parties to improve the results , 

If it is apparen t that no home health providers arc available in the mral area, we work with the 

enrollee and the PCP to provide altemate arrangements, such as extending the hospital stay or finding 

a lower level of care for the enro llee until a safe discharge is in place, As needed, we will make case

specific arrangements with available out-of-network provider to coordinate the neces ary care. 

Provider Utilization Patterns 
AmeriHea lth Nebraska uses several information sources and processes to identify provider utili za tion 

patterns and address opportuniti es re lated to the quality and cost of medica l care, Identification of 

care gaps, analysis of provider, enrollee demographic reports, and health care summary reports are 

several tools that AmeriHealth Nebraska uses to identify provider practice patterns, We employ a 

robust reporting infras tructure to co ll ect, ana lyze, and report utiliza tion data for our enro llees and 

providers, Data are collected from mu ltiple sources, including eligibility records, c laim transactions, 

authorization records, and supp lemental files, such as historical claim data, pharmacy claim data, 

immunization registries and lab results , Data on enrollees, providers, authorizations, and medical 

claims a rc loaded from our transactional systems, Facets and Jivan .. , to our data warehouse, The 

data warehouse is refreshed on a weekly and monthly basis depending on the data source and the 

frequency with which it is received, upplemental data fi les are loaded as often as they are received , 
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Our approach includes analysis of claim, authorization, and outcome data at the population, regiona l, 
and provider level, using ri sk adjustment to account for differences in enrollee acuity, where 
appropriate. We also use proce ses that assist with clin ical clai m editing and reporting, and monitor 

quali ty of care concerns, both of which assist in identifying potential fraud and abuse. We also usc 
sophisticated programs to educate providers about their practice pauems in compa rison with those of 
thei r peers, fl ag providers about enroll ee-speci fi c gaps in care, and incorporate what we learn in both 
general and provider-specific training lllld outreach. 

Utilization Management 
Medicaid enro llees are di sproportionately impacted by chron ic disease, and while we have systems in 
place that emphas ize care for the chronically ill, our approach to ut ilization management is designed 
to assist a ll enro ll ees - not just those in our case and disease management programs - in gett ing 

and staying healthy. Our Utilization Management (UM) program marries technology and decision 
support systems wi th a quality focus to promote enrollee self- management and min imize the 
admi nistrat ive burden for providers. 

Qur UM program is a comprehensive, systematic, and ongoing effort that is based on almost 30 years 
of experience coordinating care for our diverse membership. The program employs nationa lly 

recognized guidelines, regular and ongoing eva luations, and a thorough employee training program to 
ensure that enroll ees receive qua lity, medically necessary care. AmeriHea lth Nebraska wi ll use thi s 
proven UM program as a foundation to ensure that Nebraska's residents who are enrolled in you r 

Med icaid program receive the mo t sound, efficient, and effecti ve care availab le. 

We wi ll not structure compensation to individuals or entities that conduct utilization management 
act ivities in such a way as to prov ide incenti ves for the individual of MeO to deny, limit, or 
discontinue medically necessary services to any enro llees. 

Emergency Room Initiatives 
We have developed and used a comprchensive strategy to avo id unnecessary use of the emergency 

room (ER), using a variety of interventions directed to address the unique socia-economic and 
cultural characteristics that influence how our enro ll ees access ca re, and will implement these 
programs in Nebraska. Through initiatives such as outreach to enroll ees wi th high ER utilization, we 
have worked to curtail the ri se of ER overuse in our membership via: 

• Education - Empowering enro llees with the information on appropriate use of health care 
resources. 
Prevention - Helping enroll ees receive care in the most appropriate setting. 
Intervention - Identi fying utilization and add ressing enrollee needs. 

Monitoring Enrollee Satisfaction 
We will ut il ize a variety of mechanisms to monitor enro llee satisfaction with our plans' perfonnance 
and services. We wi ll conduct forma l enroll ee and provider satisfaction surveys to eva luate key 
program areas. We will also use enrollee focus groups, as needed, to help us understand how best to 
design programs that meet the needs of our enrollees. We will capture and trend enrollee 
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dissatisfaction and grievances to alert us to operational areas that require improvement. Finally, we 
will collect feedback directly from enroll ees to develop o fferin gs that improve thei r satisfaction. 

Health Information System 
We are familiar with various state management information system requirements through our current 
business, and are in compliance with all of the information system requirements for each of the state 
programs (Pennsylva nia, South Carolina, India na, Kentucky, and New Jersey) that we support, 

inc luding eligibility/enro llment, member data management, third party liability, provider data 
management, reference data, encounter/claims processing, financial data and utilization/quality 
improvement. 

The COre fu nctiona l areas supported by our hea lthcare management systems include: 

Medical Ma nagement: Intensive Case Management, Uti lization Management, Quality 
Management, Business services for preventalive/ESPDT outreach, health risk assessment, 
case management, service coordination, services for special needs, di sease Management, 
services for managing chronic diseases. 
Provider Netwo rk Ma nagement : Provider Applications, NetworX Pricer, NetworX 
Modeler, TREO, Contract Manager. Provider contracting, business services to ensure acces 
by distance, cultural competency, specialty; managing network structure and operations 
through credential ing, performance manage ment, provider directory management; managing 

program integrity through fraud and abuse detection. 
Healthcare Benefits Administration: Business services for eligibi li ty data management, 
claims adj udication, coordination of benefits, capitation processing, payment processing. 

The services that enable and supplement the core fun ctional areas include: 

• External Portal Services : Member-fac ing service for enro limentlPCP selection, 
preventative outreach and care management; provider-facing services for prior authorization, 

claims submission, claims status, and clini ca l summary management. 

• 

Ex terna l Web Services: Services that support communicating information to providers, 
members, and general public. 
Data Exc hange Services: Services to exchange data wi th providers, State andlor its agents; 
Shared Enterprise Services : Services for ca ll center management, imaging, fax ing; 
Services for reporting, stalistical analysis, data mining, and report distribution, Contact 

Center. 

We are positioned to expeditiously and effi cientl y expand our current capabi lities to meet the needs of 
the State of Nebraska . One of the categori es of change that we will need to mod ify to meet lhe 

requirements of the Nebraska program is updating configurati on in a variety of key bu iness 
components: specific set of reference dala, busi ness rules, configuration settings and paramcters 
changes. These changes wi ll enable pre-existing fu nctions for each key business components: 
Provider, Eligibi lity/Enro llment, Encounters, Claims, Medical and Care Management. Through 

collaborative worki ng sessions with subject matter experts in each disc ipline, we bring together key 
inputs, such as DHHS's Systems Companion Guides, to determine the Nebraska specific changes. 
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Systems changes are part of our implementation plan managed through our Enterprise Program 
Management Office, and are described in greater detail in the RFP. 

Encounter Data 
We have successfully submitted complete, accurate and timely encounter data to multiple State 
Medicaid programs for many years, and are well position to comply with Nebraska's requirements. 
Through collaboration with each State, we have achieved consistent initial acceptance rates of 95-99 
percent on an annual basis and developed an extensive systems process to cover all State 
requirements. 

Grievance Systems (Scope of Work Section IV.C.S) 

Services Requiring Authorization 
We are extremely sensitive to the interruption that prior authorization can cause in a provider's 
workflow; accordingly, we are very selective about the procedures that require prior authorization. 
We limit prior authorization requirements to those services that have a high potential for 
inappropriate use or abuse, as well as those that are required by the States that we serve. Our goal is 
to ensure that enrollees and providers alike can easily understand and identify which services require 
authorization. We will follow all prior authorization requirements established by the State. 

A complete and periodically updated list of services requiring pre-authorization or notice will be 
posted on both the enrollee and provider websites, and included in handbooks and other appropriate 
materials. 

Notice of Action 
All decisions to deny a service authorization request or to authorize a service in an amount, duration, 
or scope that is less than requested will be made by a health care professional who has the appropriate 
clinical expertise in treating the enrollee's condition or disease. In such cases, AmeriHealth Nebraska 
will notify the requesting provider and give the enrollee a written notice in a manner that will comply 
with applicable provisions of Nebraska law and regulations, as well as 42 CFR 438.404 and other 
Federal laws and regulations. 

At the time of the verbal notification of an action, the provider is informed of the opportunity to 
discuss the determination with an AmeriHealth Nebraska Medical Director and/or the clinical 
professional who made the determination possessing the appropriate clinical expertise in treating the 
enrollee's condition. If the action is still warranted, AmeriHealth Nebraska will give the enrollee and 
provider written notice of any action (not limited to service authorization actions) within DHHS and 
NCQA-based timeframes for each type of action, and will also require the provision of notice on the 
date of action when the action is a denial of payment. 

We will provide notice at least 10 days before the date of action when the action is a termination, 
suspension, or reduction of previously authorized Medicaid-covered services in accordance with 
NCQA guidelines. The notice period is shortened to five days if probable enrollee fraud has been 
verified. We will give notice as expeditiously as the enrollee's health condition requires and within 
State-established timeframes, but at least 14 calendar days following receipt of the request for service. 
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The time frame may be ex tended up to 14 add itiona l ca lendar days if ti,e enro llee or the provider 

requests an extension or AmeriH ea lth justifies a need fo r additional information and how the 

ex tension is in the enroll ee's interest. For cases in which a prov idcr indi cates, or AmeriHealth 

Nebraska determines, that fo llowing the standard tim eframe could seriously jeopardize the enrollee's 

life or hea lth or abil ity to attai n, maintai n, or rega in maximum function, we will make an expedited 

authorization decision and provide notice as expeditiously as the Enroll ee's hea lth condi tion req uires 

and no latcr than three worki ng days after rece ipt of the request for service. 

The medical management inrormation system is programmed to automaticall y generate a notice of 

action when an adverse determination deci sion is made. Dedicated sta ff review each noti ce leIter for 

completeness. Upon completion of the review, the letter is re leased for printing and mailing. Letters 

are pri nted and mai led dai ly . We routinely audit lettcr timeliness against NCQA' s time liness 

standards. Variances identified during the audit are reviewed with the indiv idua l staff member who 

processed the case. 

Grievance and Appeals Process 
Our Grievance and Appeals (G&A) system wi ll be based on a proven and rigorous process similar to 

those implemented by AmeriH ealth in other states, customized to meet Nebraska requirements. We 

wi ll a lso ensure that employees performing reviews of a ll grievance and appeals will have cl in ical 

training and extensive expe.tise. O ur G&A po licies and processes require that, for both grievances 

and appeals, an emp loyee be appo inted who was not invo lved in the prior adverse decis ion and is not 

a subord inatc of the person who made the prior adverse decision. For appea ls invo lving specialty 

care, input to the appea l determ ination will be obtained from a clinician in the same or simi lar 

specia lty as the care being requested. Employees handling reviews of any grievances or appeals are 

extensively tra ined to ensure that necessary care is not hindered or interrupted as a rcsult of the 

process, and are req ui red to ad here to the req uis ite timelines. 

We will e lectron ically prov ide DHHS with a G&A report quarte rly (at minimum), in accordance with 

the requirements of the RFP. All providers and contractors wi ll be provided with the information 

about the G&A System at the time they enter into a contract with AmeriH ealth Nebraska, as required 

by 42 CFR 438. 1 O(g)(I). 

Enro llees fi ling gri evances and appeals will rece ive a ll avai lable assistance from AmeriH ea lth 

Nebraska employees. We wi ll ensure that members fully understand the process every step of the 

way, regard less of the ir primary language or any other poss ible com munications barriers. En roll ees 

will also be informed of the ir rights during the process, including a cont inuation of benefits during an 

appea l (under the conditi ons specified in the RFP). 

The enro llee will be notified of his or her right to request a State ra ir Hearing within 90 days from the 

date of AmeriHealth Nebraska's Notice of Action, and AmcriH ealth Nebraska will abide by the State 
Hearing officer's decision. 

AmeriH ealth Nebraska w ill gather data on trends throughout all grievances and appea ls processes 

available to enrollees and wil l use that data to eva luate timeliness and trends, identify root causes, 
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recommend actions, assign accountability for implementation of recommendations, and ensure 

follow-through on approved changes. 

Enro llees may fi le a grievance or appeal e ither orall y or in writing, includ ing by telephone, ma il , or 

email. We will maintain a toll-free number for enro ll ees who want to access the G&A system. 

Enrollees may use any fo rm to submit a grievance or appea l in writing. Enrollees wil l also be 

provided with publications and materials that notify them of their right to file a grievance andlor 

appeal, and how to go about the process of seeking appeals, grievances, and requests for a State Fair 

Hearing. Grievance and appea ls infonna tion and d irections wi ll be included on the enrollee webs ite 

and printed in the enrollee handbook, enro ll ee news letters, and in each denial noti ce letter. 

Atthe time of securing contracts with all providers and subcontractors, AmeriHealth Nebraska wi ll 

disclose grievance, appeal, and State Fair Hearing policies and procedures as required by 42 CFR 

438.10(g)( I). Aller initial training, providers can find grievance system infonnation in the provider 

newsletter, hard-copy mailings, the provider website, and the Provider Manual. If a provider has 

appea led on a member's behalf, he wi ll receive all privileges that are avai lable to the member. 

Certification (Scope of Work Section IV.Cg.a) 

AmeriHea lth Nebraska'S data certification process meets or exceeds the requirements for the 

Nebraska Medicaid managed care program. The certi fi cation will be subm itted concurren tly with the 

ubmission to the State of the certified data and documents. All reports to be submilled to the State 

undergo a rigorous quality review and validation process, prior to the data being certified. Report 

programming is scrutinized by a separate reviewer than the original programmer and then is reviewed 

again by the Manager for sign-off prior to submitting the data to the officer designated to certify that 

particular document. 

Data submitted to the State will be certified, and a signed allestation provided, by the Chief Executive 

Officer of AmeriHealth Nebraska, its Chief Financial Officer, or an individual who has delegated 

authority to sign for, and who reports directly to the Chief Executive Officer or Chief Financial 

Officer of Ameri Hea lth Nebraska, and all such celt ifications and submissions wi ll in all respects be 

consistent with the req uirements of 42 CFR 438.606. 

Program Integrity (Scope of Work Section IV.Cg.b) 

Fraud, Waste, and Abuse Policies 
We have imp lemented po licies and procedures to detect and prevent fraud, waste, and abuse (FWA) 

and to provide protections for those who suspect and report wrongdoi ng. AmeriHea lth Nebraska has 

written policies that provide detai led information to it employees, contractors and agents about: I) Its 

policies and procedures for detecting and preventing FWA; 2) lis Associate Guidebook and Code of 

Ethics and Conduct wi ll contain specific discuss ions of the Federal and State False Claims Acts; 3) 

The right of associates to be protected as whistleb lowers, and its po licies and procedures for detecting 

and preventing fraud , waste and abuse; and 4) Annua l False Claims Act trai ning will be prov ided to 

all associates, including the provisions of the State of Nebraska False Medicaid Claims Act. 

AmeriHealth adheres to federal and state requirements fo r ownership disclosure, Federal Financial 
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Participation payments and Federal safeguards for connict of interest (4 1 USC 423 , Section 27). We 

will guard agai nst fraud and abuse through a comprehensive compliance plan for Nebraska which will 

confonn to standards set forth in guidelines issued by the U.S. Department of Heal th and Human 

Services, Office of the Inspector General (OIG). 

We will track any fi nd ings from its aud its and complai nts it receives from members, and wi ll report 

all findings to the State on a quarterl y basis. 

Minimum Sampling Criteria 
We moni tor providers closely to verify that billed services arc provided. We accompli sh thi s through 

a variety of interna l functions. AmeriHeallh will provide individual notices to a samp le group of the 

enrollees who received services, and who will be selected based on a statistically valid sample size. 

Complying With the Federal Procurement Integrity Act 
AmeriHealth Nebraska is acutely aware of the need for vigi lance in their oversight of the 

relationships they and their employees have with procurement officials, and the relationships which 

their procurement officia ls have with others, and they have establ ished policies compliant with the 

requ irements of the RFP, in compliance with the Federa l Procurement Integrity Act set forth in 41 

U.S.C . §§2 101, et seq. Our contacts with the procuring agency are limited to the manner that is 

prescri bed in th e R.FP and proscribed by our Code of Conduct. 

Complying With the False Claims Act 
We implement and enforce policies and procedures to assure compliance with section 1902(a)(68) of 

the Socia l Security Act ("False Claims Act") through AmeriHealth 's Fraud Waste and Abuse (FWA) 

Comp liance Plan. Training on the Federal False Claims Act occurs for all employees as part of their 

new hire orientation and periodically thereafter, as part of our ongoing compliance training efforts. 

Annually, each employee is required to participate in False Claim Act training that alerts employees 

to prohibited activities and to protections provided by the False Claim Act. 

Coordination with Enrollment Broker (Scope of Work Section IV.Cn) 

AmeriHealth serves over one million active enrollees across the United tates through enrollment 

brokers and is well-prepared to work with DHHS 's enrollment broker to enro ll Medicaid recipien ts in 

Nebraska. The coordination with the Enrollment Broker will include, but is not limited to, ensuring 

that the State and the Enroll ment l3roker have accurate and clcar informati on to share with enro llee's 

about our participation as a M 0 and the benefits we sha re, working with the State to reso lve any and 

a ll enrollment issues relating to enro ll ee participation and the enrollment process as well as by having 

the technology capab ilities and reSOurces to exchange data with the State's support systems using a 

secure connection . We understand that we will not interface with the Enro llment Broker' s support 

system. 

Provider Network (Scope of Work Section IV.Cn) 

Through its Network Development outreach campaign, AmeriHea lth Nebraska will continue to 

expand our network of participating providers. 
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AmeriHealth is proud to have recei ved Letters of Intent from providers for 13,7 19 locations, creating 

a strong foundation for a statewide provider network . 

Our network meets the state standard for adequate capacity for PCP's, Hospita ls, Urgent Care 

Centers, Federally Qua lified Health Centers (FQ HC), and Rural Health Clinics (RHC). Our network 

a lso includes specialists and ancill ary providers (Home Hea lth, DM E, PTIOT/ST, nursing facil ities, 

ctc.) in quantity and location that is supporti ve o f the population. In addition, our network strategy 

includes assuri ng contracts are executed with an adequate number o f the Critical Access Hospita ls, 

[!T/U provides and working with the Public Health Association. 

PCP Network (Scope of Work Section IV.C.13) 

AmeriHealth Nebraska wi ll enhance its payment structure to Primary Care Providers to increase 

access For enrollee's ut ilizing three primary strategies: 

First, we will fund the Access Incenti ve Pool for PC Ps who meet or exceed the pre-defined goa ls. 

The maximum amount of the pool will be an amount equal to $ 1 per member per month if 

AmeriHealth Nebraska is awarded a contract where it is the only MCO for all of the eligible counties, 

or an amount equal to 50 cents per member per month if AmeriHealth Nebraska is awarded the 

con tract to be one of two MCOs For a ll o f the elig ible counties. 

Second, we will educate providers on available te lehea lth services and reimbursement. As we have 

talked with providers throughout the State of Nebraska about their needs, we have learned that few 

providers know that they may be rei mbursed for consultations through telemedicine services. 

Third, we will stmcture payments to PCPs to increase access for enrollees by encouraging them to 

contract with nurse practitioners and other nurse ex tenders who can assist the PCPs with providing 

very much needed care to members throughout rura l Nebraska. Curren tly, AmeriH ealth Nebraska has 

contracted wi th providers who have access to al most 500 nurse practitioners and physician assistants 

throughout the state. 

Patient-Center Medical Homes (Scope of Work Section IV.C.14) 

Both BCBSNE and Ameri Health have sign ificant experience in working with PCMHs. Ameri Health 

Nebraska has many programs and tools that can ass ist with the promotion of Patient Centered 

Medica l Homes (PCMH ) and prepare the practice site For accreditation. We be lieve the fir t and most 

important tep is to assess the practice's readiness for change. 

Our work with, and knowledge of providers, wil l assure we se lect strong physician practices who are 

committed to the PCMH model of care in Nebraska. Our role wi ll be consultative though the change 

and accredi tation process but we wi ll a lso demonstrate value by providing numerous programs and 

processes that wi ll facilitate the accredi tati on process. Because o f our s trong prov ider re lationships 

we wi ll meet the followi ng goals: 
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By the end of the second year of the operation under thi s contract. a tota l of two (2) practices 

shall have met the PCM H Tier 2 criteria and an additional two (2) practices shall have met 

the PCMH Tier I criteria); and 

By the end of the third year of operation under this contract. a total of four (4) practices shall 

have met the PCMH Tier 2 criteria and an add itional two (2) practices shall have met the 

PCMH Tier I criteria. 

Within 90 days of implementation. the PCMH implementation plan will identify how we wi ll support 

costs to transform and sustain PCMH recognition; the technica l support and education. training tool . 
and provision of data relevant to patient clinical care management that will be provided; how we will 

facilitate specialty provider network access and the comprehensive data set wc havc available for 

PCMH practices. 

Coordination with Behavioral Health Vendor (Scope of Work Section 

IV.C.1S) 

We will have processes in place to sea mlessly interface with behavioral hea lth providers and vendors 

for services not covered by AmeriHcalth Nebraska. We are well versed in coord inating services with 

a behaviora l hea lth care vendor based on our experiences in Pennsy lvania and South Carolina (wi th 

Mage llan and other behavioral health organizations). where most beha viora l health services arc 

provided by separately contracted entit ies. Our experience in thcse markets has a llowed us to develop 

a firm understanding of the requirements and procedures for ensuring that enroll ees have access to 

these servi ces. 

We will comply with a ll requirements found in 482-NAC 4-004.05 for coordinating with the Mental 

Health/Substance Abuse (MHlSA) plan. We will work closely with Magellan Behavioral Health 

(Magellan) to coordinate services for the following: 

Emergency room services fo r M H/SA services 

Admissions for 24·hour observation 

Chemical detoxification services 

Substance abuse treatment services 

• Inpatient MHISA admission history and physical exams 

• Ambulance services for M !-USA treatment 

Radiology Management (Scope of Work Section IV.C.16) 

AmeriHealth requircs providers to obtain authoriza tion and medical necessity review prior to 

performing e lect non-emergency radiology procedures: Computerized Tomography (CT) scans. 

Magnetic Resonance Imaging (MRI). Magnetic Resonance Angiography (MRA). Magnetic 

Resonance Spectroscopy (MRS). Positron Emission Tomography (PET) scan. Single Photon 

Emission Computed Tomography (SPECT) and nuclear card io logy procedure . This decision has 

been made based on the relatively high cost as ociated with its routine use and the greater risks to 

member hea lth with increased imaging utilization (as each radiologic procedure expose the 
individual to radiation). 
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Radiology procedures performed in the emergency room or inpatient setting do not req ui re prior 

authorization, but may be reviewed retrospectively. 

Accreditation (Scope of Work Section IV.C.17) 

All five of the health plans operated by AmeriHealth are accredited by the National Committee for 

Quality Assurance (NCQA). All four of the plans that are eligible for an accreditation level arc rated 

as "Excellent," NCQA's highest level. Each of our plans is a lso ranked by NCQA in the top 50, 

nationwide, with the two Pennsylvania plans in the top 25 . 

AmeriHealth lind its affi li ated plans arc three (3) of only six (6) early adopters nat ionwide to cam 

NCQA's Multi cultural Hea lth Ca re Distinction. 

Ameri Hea lth is a lso one of a handful of Medicaid organizations that received Certification for 

Validation in Savings Measurement for using plausibil ity indicators as part of savings measurement 

for common chronic disea es from the Disease Management Purchasing Consortium (OM PC). 

Ameri Health received the initial certification from DPMC in 2008. Our certification was revalidated 

in 2010. 

As a newly- formed organi zation, AmeriHealth Nebraska, Inc. is not yet NCQA accredited. However, 

upon contract award for the Physical Heal th Medi ca id Managed Ca re Organization contract, 

AmeriHealth Nebraska will submit an applicll tion fo r N QA accred itat ion aL the earli est possible date 

allowed by NCQA and once achieved, maintai n accreditation throughouL the life of the contract. 

Physician Incentive Plan (Scope of Work Section IV.C.2o) 

AmeriHea lth agrees to implemenL an alternative payment meLhodology fo r services provided by 

practitioners who are acting in the capacity of an employee or conLractor of the Uni versity of 

Nebraska Medical Center (UN MC) or iLs affi liated medicll i practices. AmeriHealLh Nebraska 

understand that under Medica id Fee-for-Service, the payment amount to the VNMC Practitioner is 

the di fference between payments otherwise made to these practitioners and the average rate paid fo r 

the serv ices by commercial insurers. Ameri Hea lth Nebraska furt her understands that these payments 

are made in addition to payments otherwise provided under the State Plan to practitioners that qualify 

for such payments. 

Ameri Health Nebraska has had conversations with Officers at the VNMC Physician Group about our 

fu ll compliance with this R.FP requi rement. A Letter of Intent we have signed with VNMC 

Physicians, enclosed as Attachment 18, shows our intentions of fully complying wi th this 

requi rement. 

Provider-Preventable Conditions (PPCs) Including Health Care-Acquired 

Conditions (Scope of Work Section IV.C.22) 

AmeriHealth Nebraska has a well-defined process for identi fying and processing claims related to 

Provider-Preventable Conditions (PPCs) - including Health Care-Acquired Cond ition (HCAC) 

which were not present on ad mission (POA). Clai m system edits, as well as information collected 
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during inpatient medical necessity review, arc used to identify cases for review by a clinician . In 

cases where a PPC is identified, the facility and provider are notified by leller and the claim is 

adjustcd to reflect the level of payment appropriate if the adverse even t had been avoided. 

In accordance with Section 2702 of the Affordable Care Act (ACA), AmeriHealth Nebraska has the 

ability to reduce or deny, as app licab le, payment of PPCs prospectively upon initial claim 

adjudication. Ameri Hea lth Nebraska wi ll require providers to self-report PPCs through our existing 

claims system, regardless of their intention to bill. Ameri Health ' ebraska wi ll track and report the 

PPC data to the State via the Encounter Fi le. Provider will be educated on PPCs and HCACs both 

through face-to-face meetings with our Network Management Representatives and wrillen means. 

Any reductions in payment to providers wi ll be limited to the added cost resulting from the ppe. 

Page 52 Executive Summary 



Corporate Overview 

a. Identification and Information 

b. Financial Statements 

c. Change of Ownership 

d. Office Location 

e. Relationships with the State 

f. Employee Relations to State 

g. Contract Performance 

h. Summary of Corp EXp. 

h.1 Narrative Project Desc. 

h.2 Contractor & Subcontractor Exp. 

h.3 Narrative of Subcontractor Exp. 

i. Proposed Mgmt. Approach 

j. Subcontractors 
n 
o ., 

"'C 
o ., 
D,) ,... 
tD 
o 
< 
tD ., 
S. 
tD 
E 



Corporate Overview 
a. Identification and Information 

b. 

c. of 

d. Office Location 

e. with the State 

f. to 

g. Contract Performance 

h. of 

h.1 Narrative Project Desc. 

h.2 Contractor & Subcontractor Exp. 

h.3 ~~arrati\/e of Subcontractor 

i. 

j. 

r» -
:::J c. 
c.n> 

:::J 
- rot' :::J -. 

O'~ ., r» 
3 !:!: 
r» 0 
!:!::::J 
o 
:::J 



CONTENTS 

CORPORATE OVERVI EW ....................................•..................................•.. 1 
a. Bidder Identification and Information ....................................................................................................................... 1 



Medicaid Managed Care Physical Health Service 
RFP # 3792Z1. 

CORPORATE OVERVIEW 

A. BIDDER IDENT IFICATION AND INFORMATION 

The bidder must provide the full company or corporate name, address of the company's 
headquarters, entity organization (corporation, partnership, proprietorship), state on which 
the bidder is incorporated or otherwise organized to do business, year in which the bidder 
first organized to do business, whether the name and form of organization has changes 
since first organized, and Federal Employee Identification Number and/or Social Security 
Number. 

AmeriH ea lth Nebraska, Inc. (A meriH ealth Nebraska) wi ll be li cen cd by the Nebraska Department o f 

Insurance as a Health Maintenance Organi za ti on, and will do business as Arbor Health Plan. It has 

been formed by Blue Cross and Blue Shield of Nebraska and AmeriH ealth Mercy Health Plan 

(A HMP) specifically to respond to thi s RFP . 

AmeriHealth Nebraska will be an industry leading Medicaid so lution focused on improving access 

and care management for its members in the 83 counties covered by this procurement. AmeriHealth 

Nebraska pairs the nat ional Medicaid managed care experti se of AmeriHealth Mercy with the 

unmatched local market knowledge and hea lth expertise of Blue Cross and Blue Shield of Nebraska -

especiall y in the rura l areas included in the 83 counties covered by the RFP . The resulting product, 

Arbor Hea lth Plan, will provide the Medica id members with a proven comprehensive so lution that 

helps our members get the necessary care through hea lth and wellness programs. 

Nebraska Blue Cross began in 1939 as the Associated Hospital Service of Nebraska. Nebraska Blue 

Shie ld, origina lly called the Nebraska Su rgical Pl an, formed in 1944. The two companies merged in 

1974 to create Blue Cross and Blue Shie ld of Nebraska (BCBSNE). Today, BCBSNE issues or 

prov ides benefit admini strati on for approx imate ly 700,000 members. Additiona lly, BCBSNE has 

been committed to rural Nebraska hea lthcare for decades and has long-standing rela tionships with the 

nura l Nebraska healthcare prov iders. One hundred percent of hospi ta ls located in Nebraska and over 

95% of physicians located in the state participate in the BCBSNE commercia l network. 

AMI-IP is a member of the AmeriHealth Mercy Family of Companies ("AMFC"). AMFC has grown 

to become one of the largest Medicaid managed care organizations in the United States. AMFC is 

one of the nation ' s ex perts and industlY leaders in the delivery of quality health care to low-income 

populations covered by publi cly funded programs, especia lly Medi caid. Currentl y, AMFC touches 

mOre than four million Medi caid/SCHIP/uninsured recipients nat ionwide through its hea lth plans, 

phannacy benefit management servi ces, behaviora l hea lth services, care management services, and 

administrative contracts. 

Table 1: AmeriHealth Nebraska, Inc. Identification Information 
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CORPORATE OVERVIEW 

B. FINANCIAL STATEMENTS 

The bidder must provide financial statements applicable to the firm. If publicly held, the 
bidder must provide a copy of the corporation's most recent audited financial reports and 
statements, and the name, address and telephone number of the fiscally responsible 
representative of the bidder's financial or banking organization. 

If the bidder is not a publicly held corporation, either the reports and statements required of 
a publicly held corporation, or a description of the organization, including size, longevity, 
client base, areas of specialization and expertise, and any other pertinent information must 
be submitted in such a manner that proposal evaluators may reasonably formulate a 
determination about the stability and financial strength of the organization. Additionally, a 
non-publicly held firm must provide banking reference. 

The bidder must disclose any and all judgments, pending or expected litigation, or other real 
or potential financial reversals, which might materially affect the viability or stability of the 
organization, or state that no such condition is known to exist. 

Ameri Health Nebraska, Inc. is a newly- formed e ntity, and thus has no fi nancial reports or statements. 

We are inc luding the audited fin ancial statements for our parent companies. 

The audited Consolidated Financia l Statements fo r AmeriHcalth Mercy Hea lth Pla n and Subsidiaries, 

for the 2-year period endi ng December 3 1, 20 I 0, is included as Attachmen t I. 

The aud ited Statutory Financial Statements for BlueCross BlucShield of Nebraska, for the 2-year 

period ending December 3 1, 20 lOis included as Attachment 2. 

As a non-public ly held finn , we have a lso provided a banki ng reference as Attachment 3. 

No condi tion is known to exist, by AmeriHealth Nebraska, Inc. and its parent companies (AMHP and 

BCBSNE), that might materially affect the viabili ty or stability oflhe respective organization, 

inc luding any judgments, pending or expected lit igat ion or other rea l o r potential financial reversals 

faced by them. 
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CORPORATE OVERVIEW 

c. CHANGE OF OWNERSHIP 

Change of Ownership - If any change in ownership or control of the company is anticipated 
during the twelve (12) months following the proposal due date, the bidder must describe the 
circumstances of such change and indicate when the change will likely occur. Any change 
of ownership to an awarded vendor(s) will require notification to the State. 

AmcriH ca lth Nebraska does not anticipate any change of its ownership or control within the next 

twelve ( 12) months. AmeriH ealth Nebraska understands that if we are awarded a contract, we will be 

required to notify the State of any change of ownership. 
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CORPORATE OVERVIEW 

D. OFFICE LOCATION 

Office Location - The bidder's office location responsible for performance pursuant to an 
award of a contract with the State of Nebraska must be identified. 

AmeriHealth Nebraska 's office location is: 

2120 S. 72'd Street 
Omaha, NE 68 124 
ATTN: Executive Director 

The offi ce location of AmcriHea lth Nebraska 's parents is: 

AmeriH."lth Mercy Health Plan 
200 Stevens Dr. 
Philadelphia, PA 19 11 3 

Page 1 
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CORPORATE OVERVIEW 

E. RELATIONSHIP WITH THE STATE 

The bidder shall describe any dealings with the State over the previous ten (10) years. If the 
organization, its predecessor, or any party named in the bidder's proposal response has 
contracted with the State, the bidder shall identify the contract number(s) and/or any other 
information available to identify such contract(s). If no such contract exist, so declare 

This proposal is being ubmitted by AmeriHealth Nebraska, Inc., a new entity that i owned by 

AmcriHcalth Mercy Hea lth Plan (AM HP) and Blue Cross and Blue Shield or Nebraska (BCBSNE). 

Neither Ameri Heal th Nebraska nor AM HP has had any dealings with the State over the previous ten 

( 10) years. 

B BSNE has contracted with the State for the following arrangements during the past 10-year period: 

State of Nebraska Medical Claim Administration: 
Beginning Ending BCBSNE Group Number(s) 
1/ 1/2000 12131/200 1 13208 - 132 12, 13363 - 13366, SeA 01 39 
1/1 /2002 12/31/2004 13990 00358,00359 - seA 23 1 Z I 
1/1 /2005 12/31/2005 04576 - 04577 - seA 23 lZ I 
1/1/2006 12/3112006 04576 - 04577 - SCA 23 1Z1 
1/1/2007 12131/2008 04576- 04577 04711 04712 
1/1 /2002 12/31/2004 13990, 00358,00359 - seA 23 1 Z I 
1/1 /2005 12/31/2005 04576 04577 - seA 23 1 Z I 
1/1 /2006 12/31/2006 04576, 04577 - SCA 23 1Z 1 
1/1 /2007 To Present 04576,04945,0471 1, 047 12 

State of Nebraska Department of Corrections Inmate Healthcare Bill 
Processing: 

State of Nebraska Comprehensive Health Insurance Pool (CHIP) Healthcare 
Bill Processing: 

State of Nebraska Department of Health & Human Services (DHHS) Regional 
Center Healthcare Bill Prc)CI!SS;inl'J: 
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Primary Care Plus Medicaid Managed Care Program, PCCM Model- Medicaid 
Managed Care Program through Nebraska Health Connection: 
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CORPORATE OVERVIEW 

F. BIDDER'S EMPLOYEE RELATIONS TO STATE 

If any party named in the bidder's proposal response is or was an employee of the State 
within the past sixty (60) months, identify the individual(s) by name, State agency with whom 
employed, job title or position held with the State, and separation date. If no such 
relationship exists or has existed, so declare. 

If any employee of any agency of the State of Nebraska is employed by the bidder or is a 
subcontractor to the bidder, as of the due date for proposal submission, identify al/ such 
persons by name, position held with the bidder, and position held with the State (including 
job title and agency). Describe the responsibilities of such persons within the proposing 
organization. If, after review of this information by the State, it is determined that a conflict 
or interest exists or may exist, the bidder may be disqualified from further consideration in 
this proposal. If no such relationship exists so declare. 

None of the panies named in this proposal is or was an employee of the State of Nebraska within the 

past sixty (60) months. Additiona lly, to the best of its knowledge, neither AmeriHealth Nebraska nor 

any of its proposed subcontractors empl oys any emp loyee of an agency of the State of Nebraska. 

AmeriHealth Nebraska would consider any such dua l employment to be a potenti al conflict of 

interest, whi ch associates within the AmeriHealth Mercy Family of Companies are required to avo id. 

AmeriHealth Nebraska enSures that no such conflict of interest would go undetected and unaddressed, 

by requiring its associates to cenify annually as to the absence of conflicts of interest, or to disclose a 

conflict to the compliance officer. 
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CORPORATE OVERVIEW 

G. CONTRACT PERFORMANCE 

If the bidder or any proposed subcontractor has had a contract terminated for default during 
the past ten (10) years, all such instances must be described as required below. 
Termination for default is defined as a notice to stop performance delivery due to the 
bidder's non-performance or poor performance, and the issue was either not litigated due to 
inaction on the part of the bidder or litigated and such litigation determined the bidder to be 
in default. 

It is mandatory that the bidder submit full details of all termination for default experienced 
during the past ten (10) years, including the other party's name, address and telephone 
number. The response to this section must present the bidder's position on the matter. The 
State will evaluate the facts and will score the bidder's proposal accordingly. If no such 
termination for default has been experienced by the bidder in the past ten (10) years, so 
declare. 

If at any time during the past ten (10) years, the bidder has had a contract terminated for 
convenience, non-allocation of funds, or any other reason, describe fully all circumstances 
surrounding such termination, including the name and address of the other contracting 
party. 

Neither AmeriJ-lealth Nebraska, nor any o f its pro posed subcontractors, has had a contract terminated 

for default during the past ten ( 10) years. AmeriHealth Nebraska has not had a contract terminated 

for any reason during the pas t ten (10) years. 

Similarly, AmeriJ-l ealth Nebraska's parents - AMJ-IP and BCBSNE - have a lso not had a contract 

terminated for default during the past ten ( 10) years. 

AMJ-IP was party to two (2) contracts during the past ten ( 10) years that terminated for non

perfonnance reasons: 

M Dwise Care Select. From 2007 to 20 (0, AM J-1P provided care management and util ization 

services to MDwise, Inc. for MDwise' s SSI (without Medi care) population. The contract 

terminated on mutual agreement when the State (Indiana) program ended. 

o Pediatric Associates Hell ith (' Ian . From 2006 to 2009, AMHP provided TPA and 

management services to thi s provider-sponsored network (PSN), for its TANF and SSI 

(without Medicare) membership. T he parties mutually agreed to terminate the agreement 

when the PSN was purchased by a competitor o f AMHP. 
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CORPORATE OVERVIEW 

H. SUMMARY OF CORPORATE EXPERIENCE 

The bidder shall provide a summary matrix listing the bidder's previous projects similar to 
this Request for Proposal in size, scope and complexity. The State will use no more than 
three (3) narrative project descriptions submitted by the bidder during its evaluation of the 
proposal. 

The bidder must address the following: 

Bidder must provide narrative descriptions to highlight the similarities between their 
experience and this Request for Proposal. These descriptions must include: 

a) the time period of the project; 
b) the scheduled and actual completion dates; 
c) the contractor's responsibilities; 
d) for reference purposes, a customer name (including the name of a contact 

person, a current telephone number, a facsimile number and e-mail address); 
and 

e) each project description shall identify whether the work was performed as the 
prime contractor or as a subcontractor. If a bidder performed as the prime 
contractor, the description must provide the originally scheduled completion 
date and budget, as well as the actual (or currently planned) completion date 
and actual (or currently planned) budget. 

Contractor and subcontractor(s) experience must be listed separately. Narrative 
descriptions submitted for subcontractors must be specifically identified as 
subcontractor projects. 

• If the work was performed as a subcontractor, the narrative description shall identify 
the same information as requested for the contractors above. In addition, 
subcontractors shall identify what share of contract costs, project responsibilities, 
and time period were performed as a subcontractor. 

Introduction 

The AmeriHealth Mercy Fami ly of Compan ies comprises one of the largest organizations of 

govemment-sponsored managed care and admini Irative ervices entities in the United States, 

touching 4 million lives through live product lines nationwide. Thesc programs include Med icaid 

risk and non-risk , Medicare Advantage (MAPD) and Prc cription Drug Plans (POPs), Medicaid at

risk and non-risk Behavioral Health Organizations (BHOs) and State Children's Health Insurance 

Programs (SC HIP). 

The states in which we have served Medicaid-eligible enrollees are as diverse as our enrollee 

population, including: Pennsylvania, New Jersey, Kentucky, South Carolina, Indiana, and most 

recently, Louisiana (begi nning on 2012). Our areas of service have included both urban and !lara I 
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populations, a demographic combination that is not quali ta ti vely different from the 83 Nebraska 
counties covered by thi s contract. 

AmeriHea lth Nebraska pairs the nati onal Medica id Managed Care ex pertise of AmeriH ea lth with the 
unmatched local market knowlcdge and hea lth expertise of Blue Cross and Blue Shield of Nebraska 
(BCBSNE), a long-time presence in Nebraska's hea lth care arena. In sho,·t, Nebraska enrollees of the 
Arbor Hea lth Pl an will benefit from an organization combining high-quali ty managed care expertise 
and a high-touch local presence. 

AmeriHea lth Nebraska is a newly fonned organization and does not have a previous project hi story. 

Table I summarizes our current managed care programs by state. 
• Table 2 suppl ies in formation on all of the publ ic ly funded managed care contracts for 

Medicaid/C HIP and/or other low-income individuals for AmeriHeahh Nebraska's parent 
organizati on, affili ates, and subsidiaries (collecti vely referred to as " AmeriH ea lth") fo r the 
las t ten ( 10) yea rs. 

• Table 3 supplies information on the administrati ve and management services prov ided to 
Medi caid/CHIP and/or other low-income popUl ations contracted by AmeriH ea lth Mercy 
with in the past ten ( 10) years. 

Pennsylvania 
New Jersey 
Kentucky 
South Carolina 
Indiana 
Louis iana (201 2) 
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Table 1: AmeriHealth Mercy Family of Companies 
Membership by State and Contract Type 

Medicaid 
Prescription Behavioral Children 

(PDP) (BHO) (SCHIP) 
X X X 

X X X 
X X X X 
X X 

TPA 

X 
X 
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Table 2: Summary of Bidder's Previous Projects 

Work Time 
Contact Name, Phone Membership 

Trade Name 
Performed Period I 

Number and Email as of Population 

I Address 10/2011 I 

Health 
Gary Alexander, 

Choices - TANF, SSI with & 

AmeriHealth Medicaid 
Secretary 

without Medicare 
Mercy Health Managed 

1997- Dept. of Public Welfare 
106,470 State and Fed GA 

Plan (Central Care 
Present (717) 787-2600 

and Medically 
& Northeast 

galexander@state.pa.u 
Needy 

PAl 
s 

Health 
TANF, SSI with & 

Choices -
Gary Alexander, without Medicare 
Secretary State and Fed GA & 

Keystone Medicaid 
1996- Dept. of Public Welfare Medically Needy; 

Mercy Health Managed 
Present «717) 787-2600 

317,803 
Presumptive 

Plan Care 
(Southeastern 

galexander@state.pa.u Eligibility; and 
s Uninsured 

PAl Population 

FirstChoice Anthony Keck 
by Select 

Medicaid 
Director, Dept. of 

TANF, SSI, 
Health of 

Managed 
1999- Health and Human 

225,262 Medicaid/Medicare 
South Present Services 
Carolina 

Care 
(803) 898-3929 

Dual-Eligible; CHIP 

(Statewide) keck@scdhhs.gov 

MDwise 
Medicaid 

Charlotte MacBeth, 
TANF, SSI with & 

Managed 2007- without Medicare 
Hoosier President, MDwise, 139,799 

Care & 
Present State and Fed GA & 

Alliance 
Healthy 

Inc. (317) 822-7116 
Medically Needy; 
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Annual 
Payment AmeriHealth as 

Payments 
Type Subcontractor 

(ODD's) 
I 

$460,602 Capitated No 

$1 ,596,867 Capitated No 

$600,560 Capitated No 

$245,048 Capitated Yes 
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Work Time 
Contact Name, Phone Membership 

Trade Name 
Performed Period 

Number and Email as of 
Address 10/2011 

(Statewide) Indiana cmacbeth@mdwise.org 
Uninsured 
Program 

Care Mgmt. 
And 

MDwise Care 
Utilization Charlotte MacBeth, 

Select 
Mgmt. 2007- President, MDwise, 

N/A 
including 2010 Inc. (317) 822-7116 

(Statewide) 
Prior cmacbeth@mdwise.org 
Authorizatio 
ns 

CBHNPan 
Behavioral 

Scott Suhring, CEO 
AmeriHealth 

Health 
Capital Area 

Mercy 
Medicaid 

2006- Behavioral Health 
220,794 

Company 
Managed 

Present Collaborative 
(Health 

Care 
(717) 671-7190 

Choices) ssuhrling@cbhnp.org 

Care Partners 
Medicaid 

1995-
Provider owners 

Health Plan 
Managed 

2002 
disbanded the program N/A 

Care in 2002 

Ruth Kennedy, 

AmeriHealth Medicaid 
Medicaid Deputy 
Director & LaCHIP 

of Louisiana Managed 2012 Director Bureau of N/A 
LLC Care Health Services 

Financing DHH, (225) 
342-3023 
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Annual 
Population Payments 

(000'5) 
Presumptive 
Eligibility; and 
Uninsured 
Population 

SSI w/out Medicare 
(average 

$630 
membership 
39,627) 

TANF, SSI with & 
without Medicare 

$290,000 
State and Fed GA & 
Medically Needy 

TANF & CHIP $6,540 

TANF, SSI, 
Medicaid/Medicare N/A 
Dual-Eligible; CHIP 

Payment 
Type 

Capitated 

Capitated 

Capitated 

Capitated 

_ ...... _ .... 

AmeriHealth as 

Subcontractor 

Yes 

No 

No 

No 
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Work Time 
Contact Name, Phone Membership 

Trade Name Number and Email as of Population 
Performed Period 

Address 10/2011 
ruth .kennedy@la.gov 

Temporary Assistance for Needy Families (TA F); Supplemental Security Income (SSI) 

Table 3: Summary of Bidder's Previous Projects 

Administrative and Management Services 

Annual 
Payment 

Payments 
(OOO's) 

Type 

Trade Name 
Work Time Contact Name, Phone Number Membership 

Annual P 
. ayment 

PopulatIon Payments T 
Performed Period and Email Address as of 10/2011 (OOO's) ype 

Managed 
Services on TANF, SSI 
behalf of Mark Carter, Interim CEO, wi and wlo 

Passport health plan University Health Care dlbla Medicare, 
Health Plan including 1997- Passport Health Plan (502) State & 

Capitated 
(16 Counties Medical Present 585-8351 174,761 

Fed GA 
$48,800 

in Kentucky) Mgmt. , Provo mark.carter@passporthealthplan. and 
Network & all com Medically 
admin Needy 
functions. 

AmeriHealth as 
Subcontractor 

AmeriHealth as 
Subcontractor 

Yes 
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Work Time Contact Name, Phone Number 
Trade Name 

Performed Period and Email Address 

Managed 
Services on 
behalf of Mark Carter, Inlerim CEO, 

Passport health plan University Health Care dlbla 

Advantage including 2006- Passport Health Plan (502) 

(16 Counties Medical Present 585-8351 

in Kentucky) Mgmt., Provo mark.carter@passporthealthplan. 
Network & all com 
admin 
functions. 

Karen L. Clark, President 

Horizon NJ Horizon NJ Health 

Health TPA Services 
1997- (609) 718 -9009 
Present 

(Statewide) karen_clark@horizonnjhealth.co 
m 

Jeffrey J. Guenzel, Director 
Division of Child Behavorial 

PerformCare 
2010- Health Services 

ofNJ TPA Services 
Present 

(Statewide) (609) 292-4741 

Jeffrey.Guenzel@dcf.state.nj.us 

Pediatric 
Terry Fields, COO, Pediatric 

TPAand Associates PSN 
Associates 2006-

Mgmt. Provider 2009 (954) 965-7321 
Sponsored Services 

Network tfields@kelsonfia.com 
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Membership Annual P 
AmeriHealth as . ayment 

as of 10/2011 
Population Payments T 

Subcontractor (000'5) ype 

SSlwl 
f::apitated 9,630 

Medicare 
$7,606 Yes 

TANF, SSI 
533,152 wi and wlo 532,030 f::apitated No 

Medicare 

TANF, SSI 
36,940 wi and wlo 57,400 ~apitated No 

Medicare 

TANF, SSI 
wlo Shared 

N/A Medicare $2,214 Savings Yes 
(average Model 
membershi 
pwas 
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Work Time Contact Name, Phone Number 
Trade Name 

Performed Period and Email Address 

(PSN) 

Mariccpa 
County transferred ownership to a 

Integrated 
TPA Services 

2004· 
different Government Agency in 

Health 2006 
System 

2006 

~.4rbor l -"''''' ,V' '~eoJrh?kJn NeCtew 

Membership Annual P 
AmeriHealth as . ayment 

as of 10/2011 
Population Payments T 

Subcontractor (OOO's) ype 

9,148) 

TANF, SSI 
NIA wlo $949 Capitated No 

Medicare 

AmeriHea lth Mercy Health Plan: Other Rate Categories include State and Fed General Assistance and Medically eedy 

Keystone Mercy Health Plan: Other Rate Categories include State and Fed General Assistance and Medically Needy 

Select Health: Included Medicaid Population Only; Excludes SCHIP 

LaCare: Effecti ve 2012 

Horizo n: Other includes Family Care Advantage 

Indiana: Other rate categories are " Healthy Indiana" previously uninsured members 

Passport: Other Rate Categories include SO BRA, KCH IP, Foster Care, and Other Miscellaneous 
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The map below illustrates the markets served by a ll AmeriH ea lth Mercy Product Lines: 

AmeriHealth Mercy Family of Companies I Current Markets 

CAOOl1101 
Gn".rnlll ~nl 

S",vI". 
'~, ~IJ' 

(on1rd (mid ." 
'" 

Conl'lI CO-hi "M 
104,3''''' 

Total M embership 
September 2011 

786,4$ 1 

MSAlA~A/TPA "" 680,S66 
P~tlormR-., 1.863.681 
IHI Comme rctal . )7.214 

8ehll~'Qflll ~hr<l l lh 7)7,568 

Total .... " .. " ... " ... ,,' .... ...... 4,105,500 

O .. I. ~llt. ' ~ 

Pl n"I" , lnt, 
1,J1. 

Enlnel 
HU~h"u, 

E-'IIlno:t 
H .. lthr.,. 

4J',Oll 

,,, 

Rh~ • 

• 
M~A • 

• 
8fkll~iolil l-teallh • 

Companies & Customers Medicare Part 0 Servlte 

Figure 1: AmeriHea lth Mercy Fami ly of Companies markets 

References 

We have summarized the services that AmeriHea lth provides from three of the states with whom we 

do business: Pennsy lvania, Indiana, and South Ca ro lina. S ince we have two plans in Pennsy lvania, we 

are listing the information regarding both plans. The program descriptions that we have prov ided 

demonstrate our continuing commitment to providing our enrollees with the most innovative, highest 

qual ity services . Furthermore, the lessons learned in deve loping these and other techniques wi ll be 

available as a ready resource to AmeriHealth Nebraska. 

Each narrat ive includes: 

• 
• 
• 
• 
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The time period of the project 

The scheduled and actual comp letion dates 

A contact person for each hea lth plan 

AmcriHealth ' s or its subsidiaries' responsibilities 
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• References, including name and contact informati on (a current telephone number, a facsimile 

number and e-mail address) 

• Status as prime contrac tor or subcontractor 

If a bidder performed as the prime contractor, the descrip tion must provide the originally schedu led 

completion date and budget, as well as the actual (or currently planned) completion date and actua l 

(or currently planned) budget. 

Plan Narratives 

Keystone Mercy Health Plan 
AmeriH ealth Mercy ' s affiliate in Southeastern Pennsy lva nia is Keystone Mercy Health Plan. 

Keystone Mercy and its predecessor organization have had a contract with the Commonwealth of 

Pennsylvan ia to serve Medicaid members in southeastern Pennsy lvania since 1983. urrent 

enro llment exceed 300,000 members in Bucks, Chester, Delaware, Montgomery, and Philadelphia 

counties. Keystone Mercy is one of three MCOs awarded a contTact for Pennsylvania ' s mandatory 

HealthChoices program in this region. T his program, which includes nearly all Medicaid c lients in 

Southeastern Pennsylvania, began February 1997. Although the program is mandatory, members can 

enroll or disenroll on a month ly basis. Members under thi s contract include nearly all categories of 

Medical Ass istance cl ients: TANF, TANF-related, and Med ica id-M edi care c li ents. State-fllOded 

General Assistance cli ents are a lso incl uded in this membershi p. 

Overview - Keystone Mercy Health Plan 

Corporation Keystone Mercy Health Plan 

Address 200 Stevens Drive 
Philadelphia, PA 191 13 

Phone Number 215-937 -8000 

Project Time Period 1996-Present 

Work Performed Medicaid Managed Care 

Total Membership (as of October 2011) 317,803 

Scheduled Completion Date Ongoing 

Actual Completion Date OngOing 

Contractor Responsibilities Pharmacy claims processing , 24/7 nurse 
line, vision services, dental services, 
prescription benefit program, select 
radiology procedures, data imaging and 
limited TPL and recovery services 

Contractor or Subcontractor? Contractor 

Population TANF, SSI with & without Medicare State 
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Overview - Keystone Mercy Health Plan 

Annual Payments (ODDs) 

Reference 

Innovative Initiatives 

and Federal GA & Medically Needy; 

Presumptive Eligibility; and Uninsured 

Population 

$1,596,867 

Gary Alexander 

Secretary, Department of Public Welfare 

625 Forster Street, Rm 333 
PO Box 2675 
Harrisburg , PA 171 20 
Phone: (717) 787-2600 
Email: Gary Alexander 

(galexander@state .pa .us) 

Keystone Mercy has implemented a pilot program to tackle pervasive overuse of Emergency Room 

services for minor injuries or illness. The program pl aces a care manager in the emergency room of 

an urban Philadelphia hosp ital to assess barriers and dri vers of ER use, make primary care 

practitioner (PC P) appointments, and forward the ER di scharge summary to the PCP. The program 

also helps educate members about the availab le alternatives, includi ng urgent care centers and PCP 

offices offering after-hour appoi ntments. Si nce its inception, the program has helped to reduce the 

rate of ER utilization over a three-year period . 

In addition, Keystone Mercy offers a wide range or well ness and outreach programs in the 

community. 

The Safe Playgrounds program offers new playgrounds to schoo ls that lack a safe play area. To date, 

the program has constmcted 13 playgrounds throughout the Phil adelphia region. 

Keystone Mercy's award winning Lose 10 Win program is a diabetes management and weight loss 

program for enrollees with type 2 diabetes. 

Heallhy 1·loops teaches children and parents about li ving with as thma through a basketball thcmed 

program. 

AmeriHealth Mercy Health Plan 
AmeriHea lth Mercy and its affiliated organizations have contracted with the Commonwea lth of 

Pennsylvania to serve Medicaid members in rura l Central and Northeastern Pennsy lvania since 1989. 

Under the current contract, AmeriH ea lth Mercy Hea lth Plan , headquartered in Harrisburg, 

Pennsylvania, serves 15 counties encompassi ng urban, suburban, and rural areas. 
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Members under the Pennsylvania HealthChoices mandatory managed care contract include nearly all 
categories of Medical Assistance clients: TANF, TANF-related, and state-funded General Assistance. 
AmeriHealth Mercy Health Plan's HealthChoices membership as of September 2011 is 106,470 in 
Central and Northeastern Pennsylvania. 

AmeriHealth Mercy enrolls Medicaid recipients in its health plan through a voluntary process in 
several counties in Northeastern Pennsylvania. 

Overview - AmeriHealth Mercy Health Plan 

Corporation AmeriHealth Mercy Health Plan 

Address 8040 Carlson Road 
Suite 500 
Harrisburg, PA 17112 

Phone Number 717 -651-3540 

Project Time Period 1997 - Present 

Work Performed Medicaid Managed Care 

Total Membership (as of October 2011) 106,470 

Scheduled Completion Date Ongoing 

Actual Completion Date Ongoing 

Contractor Responsibilities Pharmacy claims processing, 24/7 nurse 
line, vision services, dental services, 
prescription benefit program, select 
radiology procedures, neonatal medical 
management, data imaging and limited 
TPL and recovery services 

Contractor or Subcontractor? Contractor 

Population TANF, SSI with and without Medicare 
State and 
Fed GA Medically Needy 

Annual Payments (OOOs) $460,602 

Reference Gary Alexander 
Secretary, Department of Public Welfare 
625 Forster Street, Rm 333 
PO Box 2675 
Harrisburg, PA 17120 
Phone: (717) 787-2600 
Email: Gary Alexander 
(galexander@state.pa.us) 
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Innovntive Initiatives 
Ameri Hea lth Mercy Hea lth Plan implemented the Healthy YOLI ... Hea/thy Me! program to teach 
children how to make hea lthy lifestyle choices. The program combines a classroom presentatio n with 
physical activities and a nutriti onal snack. The curriculum was developed using the Coordinated 
Approach to Child Hea lth (CATCH) Kids for chi ldrcn agcs 7 - 13. Hea/thy YOLI ... Healthy Me! 
focuses on increasing physica l ac tivity, improv ing nutrition through smart snacking and increasing 
healthy lifesty le awareness. AmeriH ealth Mercy also offers the Hea/thy Heart program, whi ch 
educates children on the functions of the heart and its importance. It also includes physica l activity 
and healthy snacks. 

MDwise Hoosier Alliance 

MDwise Inc. is a not-for-profit , providcr-owned and -sponsored, managed care organ ization founded 
in 1994 by the Hcalth and Hospital Corporation of Marion County, Indiana and Clarian Hea lth 
Partners to help vulnerable popu lations needing hca lth coverage throughout the State of Indiana. Thi s 
assistance is prov ided through a variety of mode ls, including full-risk managed ca re for TANF in the 
Hoosier Hea lthwise program and care management for the SS I Aged/Bli nd/Disabled in the Indiana 
Care Select Program. AmeriHealth Mercy supports MDwise in both of these programs on a 
subcontractual basis. 

Overview - MDwise Hoosier Alliance 

Corporation MDwise (Indiana) 

Address 1200 Madison Avenue 
Suite 400 
Indianapolis, IN 46225 

Phone Number 317-822-7116 

Project Time Period 2007 -Present 

Work Performed Medicaid Managed Care & Healthy 
Indiana Uninsured Program 

Total Membership (as of October 2011) 139,799 

Scheduled Completion Date Ongoing 

Actual Completion Date Ongoing 

Contractor Responsibilities Pharmacy claims processing, prescription 
benefit program and inpatient behavioral 
health services 

Contractor or Subcontractor? Contractor 

Population TANF, SSI with & without Medicare State 
and Fed GA & Medically Needy; 
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Overview - MDwise Hoosier Alliance 

Presumptive Eligibility; and Uninsured 
Population 

Annual Payments (OOOs) $600,560 

Reference Charlotte MacBeth 
Chief Executive Officer/President 
MDwise 
1200 Madison Avenue 
Suite 400 
Indianapolis, IN 46225 
Phone: (317) 822-7116 
Email : cmacbeth@mdwise.org 

AmeriHea lth Mercy began its re lationship with the State of Ind iana tllrough a subcontract wi th 

MDwise by providing phannacy benefit managemenl services through its Perfonn Rx division. On 

January 1,2007, AmeriHea lth Mercy teamed up with 

MDwise for the Hoosier Hea lthwise program, forming the 

MDw ise Hoosier Alliance. The MDwise Hoos ie r Alliance 

currently serves approx imately 139,799 members. 

Per the MDwise/AmeriH ea lth Mercy Hoosier Healthwise 

TANF MeO contract, Ameri Hea lth Mercy provides all o f 

the managed care operations, including medical experti se, 

claims processing, medica l management, network 
deve lopment and management, and a medical managcmcnt 

ca ll center. Prior to January 1,2007, AmeriH ealth Mercy 

perfonned extensive project planning to ensure that it had 

[he appropriate infrastructure to go live on the required 

date. T his project included locating and bui lding-out office 

space, purchasing and installing a ll required equ ipment and 

I believe that Ameri!-lealth Mercy, in 

their role as the subcontractor to 

Blue Cross and Bille Shield of 
Nebraska, possesses the experience 

and expertise to achieve the goals of 
the Nebraska Medicaid Managed 
Care Physical !-Iealth Services 
Program. 

Char/olle MacBeth, Chief 
Execl/tive Officer/Preside"" 
MDwise 

technology platfo rms, and hir ing the necessary local staff. In terim deadl ines werc met throughout the 

project, and on January 1,2007, the Ameri Health Mercy Hoosier All iancc network went li ve and 

received 11 5,000 members. The med ical managemem ca ll center was flilly operational and able to 

serve these members on the go-live da te. Today, the MDwise Hoosier Alliance Delivery System has 

approx imately 139,800 members. 

Inn ovative Initiatives 

M Owise has coll aborated with var ious health care organizations across the stale to host community 

baby showers fo r the public. Partic ipants include moms, moms to be, moms with infa nts, 

grandparents, guardians, in fa nts, children, and fa thers. Part icipants learn about breastfeeding, sa fe 

sleeping habits, hea lthy lifestyles, car seat safety, prenata t care, lobacco use during pregnancy, and 
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other resources. To eliminate a potential barrier to care, MDWise offers transportation to the events 
for members. 

MDwise has also developed a program to ensure that students have the school supplies that they need 
to finish the academic year on a strong footing. The program provides free backpacks with school 
supplies to schools chosen by a local legislator. The "schools in need" selected receive backpacks 
with school supplies for every student in the school. Since the program began in 2010, MDWise has 
delivered backpacks filled with school supplies to over 12,000 students. 

Select Health of South Carolina 

Select Health of South Carolina, one of the state's largest health insurers, manages the delivery of 
healthcare to more than 200,000 members across the state through the First Choice health plan. 
Select Health is a wholly owned subsidiary of AmeriHealth Mercy. 

Overview - Select Health of South Garolina 

Corporation Select Health of South Carolina 

Address PO Box 40849 
Charleston, SC 29423 

Phone Number 843-569-1759 

Project Time Period 1999-Present 

Work Performed Medicaid Managed Care 

Total Membership (as of October 2011) 225,262 

Scheduled Completion Date Ongoing 

Actual Completion Date Ongoing 

Contractor Responsibilities Pharmacy claims processing, prescription 
benefit program and inpatient behavioral 
health services 

Contractor or Subcontractor? Contractor 

Population TANF, SSI without Medicare, CHIP 

Annual Payments (OOOs) $600,560 

Reference Anthony Keck 
Director, Department of Health and 
Human Services 
PO Box 8206 
Columbia, SC 29202-8206 
Phone: (803) 898-2504 
Email: keck@scdhhs.gov 
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Select Health of South Caro lina has developed an innovative maternal child program devoted to 

improving pregnancy outcomes. Health Moms and Babies uses a comprehensive approach that 

educates members by partnering with community resources in an effort to reverse the adverse 

pregnancy and newborn outcomes statistics in the state. Thc program uses a multi - faccted approach to 

reach out to those enro llees with high-risk pregna ncies; educate prov iders about the use of 

med ications; refer pregnant enro llees to community programs fo r education and monitoring; and then 

contact the enrollees postpartum to assist with discharge p lanni ng and fo llow-up care. Select Hea lth 

has shown continued improvement in their outreach efforts to this population in all three maternity 

HED IS® measures. 

Select Health has also deve loped a diabetes care management program to help reduce the rate of 

diabetes in the state. The In Control Diabetes Care Management program first stratifies members into 

high-risk or low-risk groups. Both groups receive quarterly educa tional mailings, whi le high-risk 

members are furt her screened by a nurse case manager to identify those in need of case management 

intervention. Those hi gh-risk members engaged in case management receive an ind ividuated plan of 

care developed in collaboration with the ir primary care provider or specialist. The program has 

demonstrated sign ificant improvement in 20 II HED IS results. 

In addi tion, Select Health has received the fo llow ing accolades: 

• 

• 

• 

"Best Places to Work in SC" company for the fourth year in a row 

One of the first seven plans in the nation to be awarded NCQA 's Multicultural Healthcare 

Di stinction 

The 4th fastest growing company in South Carolina by The Capita l Corporation and Dixon 

Hughes Goodman, LLP 

A Fit-Friendly Company by the American Heart Association 

In addition to the three references above, we have included a grid for Blue Cross Blue Shield of 

Nebraska with references 

Overview - Blue Cross Blue Shield of Nebraska 

Corporation 

Address 

Phone Number 

Project Time Period 

Work Performed 

Total Membership (as of October 2011) 
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Blue Cross Blue Shield of Nebraska 

191 9 Aksarben Drive 
Omaha, NE 68180 

(402) 390-1800 

1974 - present 

Health Insurance coverage 

700,000 members 
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Overview - Blue Cross Blue Shield of Nebraska 

Scheduled Completion Date 

Actual Completion Date 

Contractor Responsibilities 

Contractor or Subcontractor? 

Population 

Annual Payments (OOOs) 

References 
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Ongoing 

Ongoing 

Fully Insured Health insurance and self
funded administra tive services 

NIA 

Keith Dietze 
Director of University-wide Benefits 
The University of Nebraska 
Room 217, Varner Hall 
Lincoln , NE 68583-0742 
Phone: (402) 472-2191 
Fax: (402) 472-71 44 

Ken Bunnell 
Vice Pres ident 
First National Nebraska, Inc. 
P.O Box 2490 
Omaha, NE 68103-2490 
Phone: (402) 341 -0500 
Fax: (402) 633-3851 

Dale Mahlman 
Executive Vice President 
Nebraska Medical Association 
233 South 13th St. 
Suite 1200 
Lincoln , NE 68508 
Phone: (402) 474-4472 
Fax: (402) 474-2198 
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CORPORATE OVERVIEW 

I. SUMMARY OF BIDDER'S PROPOSED MANAGEMENT I 
PERSONNEL ApPROACH 

The bidder must present a detailed description of its proposed approach to the management 
of the project. 

The bidder must identify the specific professionals who will work on the State's project if 
their company is awarded the contract resulting from this Request for Proposal. The names 
and titles of the team proposed for assignment to the State project shall be identified in full, 
with a description of the team leadership, interface and support functions, and reporting 
relationships. The primary work assigned to each person should also be identified. 

The bidder shall provide resumes for all personnel proposed by the bidder to work on the 
project. The State will consider the resumes as a key indicator of the bidder's 
understanding of the skill mixes required to carry out the requirements of the Request for 
Proposal in addition to assessing the experience of specific individuals. 

Resumes must not be longer than three (3) pages. Resumes shall include, at a minimum, 
academic background and degrees, professional certifications, understanding of the 
process, and at least three (3) references (name, address, and telephone number) who can 
attest to the competence and skill level of the individual. Any changes in proposed 
personnel shall only be implemented after written approval from the State. 

Nebraska Medicaid Managed Care Project Team 

AmeriHealth's exclusive focus for nearly 30 years has been on Medicaid beneficiaries and other low 

income populations. We have been providing Medicaid services in risk-based programs and other 

programs that cover 4 mi ll ion Medica id members in a variety of models inc luding Medicaid Managed 

Care, Pharmacy Benefits Management, and Behavioral Hea lth Managed Care. Our experience serving 

adu lts and children in urban and rura l areas is based on principles and discipl ines that enable timely 

program implementation and a well-organized operational structure. 

Our primary goals for imp lementing a successflll Medica id Managed Care Plan in Nebraska's 83 

rura l counties are simp le but important. From the first day of operations, these include: 

• 
• 
• 
• 

Ensuring accesS to members through our robust provider network and te lemedicine strategy 

Paying claims accurately and in a timely manner 

Successfully exchanging data and reports with DHJ-lS 

Working with members to improve their hea lth though our integrated care management 

programs 

• Prov iding value to providers by giving them information to help them improve their pa ti ents 

care. 
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In addition to developing relationships with DHHS, our team has developed relationships with the 
providers of care to the Medicaid population: hospitals, primary care physicians (PCPs), specialists 
and others. We understand that a successful managed care program depends on true collaboration 
with all providers of care to our targeted population, and is not solely based on a traditional, 
commercial-style managed care contract. In partnering with BCBSNE, AmeriHealth Nebraska will 
benefit from years of relationship building with some of the largest provider entities in the State. As a 
result of the combined leadership of AmeriHealth and BCBSNE, our network development team has 
executed Letters of Intent (LOIs) with providers from 13,719 locations throughout the State of 
Nebraska. Lois Dailey, our network development leader, and Russell Gianforcaro, our regional CFO, 
are both well-versed in critical access hospitals (CAHs). 

Clinical leadership for the implementation will be provided by Dr. Andrea Gelzer, our Corporate 
Chief Medical Officer. Dr. Gelzer is responsible for oversight of all clinical quality and medical 
management activities as well as corporate medical economics and provider network strategy. She 
previously provided strategic clinical leadership for a Medicaid managed care plan that has been 
ranked #2 by U. S. World News and Report for Medicaid managed care plans. Dr. Gelzer will 
ensure that AmeriHealth's Regional Medical Director, Dr. Eric Berman, and the Nebraska Medical 
Director, both receive the benefit of the experience and technical capabilities of the clinical resources 
from all AmeriHealth Mercy affiliates. Karen Michael, Vice President of Corporate Medical 
Management, will also be working with Dr. Gelzer. Ms. Michael will oversee the implementation of 
clinical operations for the AmeriHealth Nebraska program. 

Nebraska Medicaid Managed Care organizational structure 

AmeriHealth Nebraska's management organizational structure will be shown in two aspects: 

Implementation of the Nebraska Medicaid Managed Care program 
Operational structure which highlights the functions that will be performed at the local, 
regional and corporate levels within the AmeriHealth Mercy organization. 

Over the course of its long history in the managed-Medicaid industry, AmeriHealth has developed a 
robust new business activation process that brings together dedicated representatives from the 
organization's key business areas and support areas to develop and manage a detailed Work Plan of 
all implementation activities. Integrated project management is critical to successful implementation 
of the Arbor Health Plan in Nebraska. Only through coordinated management and communication 
can all parties be confident that all tasks will be identified, prioritized, and flawlessly executed. 

Implementation 

AmeriHealth has an established, innovative Enterprise Program Management Office (EPMO) which 
enables our organization to prioritize activities and execute implementation projects with key 
personnel focused exclusively on serving the needs of the Nebraska Medicaid Managed Care 
Program. The EPMO is staffed by a large group of project management experts with a combined 
total of 250 years of Medicaid experience. Additionally, our project team is comprised of dedicated 
employee resources from each of our key business areas whose sole focus is to implement new 
business activities. 
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AmeriJ-l ea lth 's Nebraska project team, with support from the EPMO, is a lready working on a 

seamless and care full y thought-out implementation plan governed by leaders representing key 

ftll1ctional areaS. The project tea m and local management is co- led by Jerry Feilmeier, who has had a 

distingui shed, two-decade career in hea lth plan admini stra ti on in Nebraska, and Betsy Scarcelli , who 

has had extensive experience in project execution, techno logy application, and implementation of 

AmeriHea lth's strategic plan. 

Our project team and the EPMO have constructed and begun executing itemized tasks in our detailed 

Work Plan (Attachment 4), which covers a ll aspects of the implementation, including preparation for 

the Readiness Review. Through our established service de livery mode l, core functions such as 

administration, integrated care management, provider network management, community outreach, 

compliance, and finance will be managed at the loca l leve l. The loca l hea lth plan will also be 

supported by both regional and corporate teams who apply AmeriHealth 's best-pract ice processes, 

technology platforms, and po licies and procedures. The project team will work to ensure that a ll loca l 

requirements are integrated into our standard platforms and tested to ensure a smooth imp lementation. 

Governance 

As part of its charge, the EPMO mai nta ins a strong governance structure that supports decision

making, oversight, and communication wi thin all levels of the AmeriHealth organization and with our 

State partners. This structure wi ll be utilized for the AmeriHealth Nebraska implementat ion plan and 

is c ritica l to our success in servi ng enrollees in Nebraska. Lis ted below are the key elements of thi s 

governance process. 

Project Management Team 
Composed of project management experts and key business leaders, this team is responsible for 

successful imp lementation of all RFP req uirements through the day-to-day management of the 

detai led Work Plan . This team is also responsible for rapid identification, escalation, and reso lution 

of project issues and the development of contingency plans to address all identifi ed project ri sks. 

Project Implementation Governance Team 
This tea m consists of the Inter im Executive Director and AmeriHealth senior staff that a re ultimately 

responsible for the success of the implementation. T he Governance Team serves as the esca lation 

point and fina l decision-making authority for all implementat ion issues and provides strategic 

direction for the project team. 

Weekly Project Governance Meeting 
T he Project Management Team and Governance Team meet on a week ly basis to rev iew the project 

schedu le, escalate issues, and reso lve open questions related to the implementation team. The 

Governance Meeting also serves as a fo rum for the team to identi fy and esca late questions to its State 

counterparts. 

Portfolio Review Meetings 
The Project Management Team conducts regul ar ly-scheduled meetings with various stakeholders to 

discuss project status and detailed concerns. It is a forum to esca late interdependencies as they ari se 
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between project teams, functional departments and business areas . Thi s meeting is comprised of 

techn ical staff managers, business analysts, business stakeho lders, proj ect managers, program 

directors and EPMO Management. 

Weekly Executive Summary Report 
The project management team wi ll commun icate to executive stakeholders via a weekly status report 

describing the issues related to key implementation acti vities and mil estones. 

This structure, along with the experience and skills of the individuals involved, properly positions us 

for the success ful imp lementation orthe Nebraska plan. Please see Figure I for a high-level view of 

this governance structllre. 
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Methodology 

In addition to the proj ect team framework described above, the EPM O provides project structure 

through its methodology, too ls, tecJmiques, and tra ining to ensure that the organization adheres to 

repeatab le processes, operates e ffi ciently, maximi zes resources, and produces quality end results, 

AmcriHealth 's Project Management Methodology is bui lt on the followin g principles: 

• Consistent utilization of industry standards of best pract ices in proj ect management 

methodo logies 

• A dedicated project management team with more than 250 years of project management 

experience 

• A stable and prcdictable impl emen tat ion sta ffing model 

• Effective and accurate communi cations focused on bui lding strong re lat io nshi ps with D1-IHS 

personnel 
• Execution of a detailed implementation work plan 

• Rapid identification, quantification, and resolution of project issues 

• Development of comprehensive contingency plans to address project ri sks 

Our project management methodology provides a fra mework for each of our Nebraska project 

deliverab les, ensuring consistency and completeness, It also reinforces the disc ipline and 

standard izat ion that we brin g to a ll AmeriH ea lth impl ementat ion proj ects and provides the too ls, 

techniques, project leadershi p, training, and guidance necessary to max imi ze the use of time and 

resources, The abi lity to leverage this success ful project management methodology provides a 

structure for an efficient, effective, and predictable qual ity outcome, The EPMO ' s methodo logy is 

based on industry standards of best practices and an established project management methodology 

made up of eight individual phases shown in Figure 2 below: 

PMO Project Methodology Overview 

Pre
Initiate Initiate Planning Design Develop

ment 
Testing 

Stabili
zation 

& Close 
Monitor 
& Close 

Figure 2: Project Management Methodology 

The EPMO melhodo logy offers the appropriate leve ls of control for monitoring throughout the 

lifecyc le of our Nebraska business projects, especia ll y the implementation, Each phase builds o n the 

previous work and can be completed in an iterati ve, overl apping, or fun ctional manner based o n the 

proj ect team 's assessment and recommendations, 
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Pre-Initiate 
The Pre- Initiate Phase allows AmeriHealth to accept new requests into the portfolio in a structured 

manner. This phase of the methodology includes an assessment and estimation of project costs, 

resource needs, and anticipated benefits. The EPMO methodology requires management of existing 

portfolio activities when re-prioritizing or re-balancing occurs. 

Initiate 
During the In itiate Phase, the AmeriHealth Project Scope and Charter is approved, and the 

Communication, Resource, and Project Management plans arc developed. This phase also marks the 

fonnal start of Monitor and Control activities, which will continue throughout the implementation 

lifeeycie, including Risk Management, Issue Management, and Change Management. 

Planning 
During the Planning Phase, the Project Management Plan is approved and a baseline is created. This 

phase also includes the fonnal approval of business requirements, functiona l requirements, and the 

development of the traceability matrix. This phase is critical to ensure a successful, superior qua lity, 

and timely imp lementation for the Nebraska program. 

Design 
During the Design phase, System Arch itecture and Techn ical Designs are approved, a llowing the 

organ ization to ascertain that all technica l components meet State requirements and the needs of the 

Nebraska enro llees and provider organi za ti ons without impediment stemming from systems issues. 

Development 
The Development Phase encompasses the system development effort which includes coding, unit 

testing, and development of operations guidance for the operational teams. 

Testing 
The Testing Phase, also known as QAT (Quality Assurance Testing), includes approval of the rest 

plan, Systems Integration Testing, Test Script Execution, and User Acceptance Testing. End user 

training also occurs during this phase along with the final stages of preparation for the deployment to 

production. This critical phase of the methodology assures that all project requirements are met, and 

defects are discovered and corrected prior to any systems going into production . Business users are 

required to participate in the User Acceptance Te ting and systems will not be deployed to production 

without formal acceptance and approval from appropriate authorities. Following the completion of all 

testing activities, all system and business components arc deployed to live production through a 

strict ly monitored implementation process that ensures that all components are fully functional for 

Day I of the plan operations and beyond. 

Stabilization & Close 
During the Stabilization Phase, the project team contin ues in place, and any production issues arc 

addressed and managed by the project management team. At the conclusion of the stabi lization 

period, the project team conducts a "Lessons Leamed" review for the project and project ciose 

ac ti vities commence. Forma l turnover of the system to the operations departments occurs during this 

phase of the project prior to allowi ng the Close Phase to com mence. 
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Monitor and Control 
Acti viti es included in the Monitor and Contro l Phase are conducted throughout the implementati on 

lifecycle. These acti vities include: risk management, issue management, and changc management. 

Any materia l ac ti vity resulting from issuc or ri sk management will cause change management 

processes to occur. Change management is also invoked by the project management team if a need 

arises from the business that causes scope, schedule, or req uirements changes. Thi s ensures that the 

project team has documented all required de li verables throughout the implementation cycle. 

Issue Management and Resolut ion 

Timely and effective issue identification, assessment, alte rnatives analysis, and resolut ion is a criti ca l 

success factor for a fl awless implementation. Ameri Hea lth utilizes an Issue Reso lution process that 

dictates how issues will be identifi cd, documented, assigned, and resolved during the course o rthe 

imp lementation. 

This process defin es the level of information that must be captured for each issue in each step of the 

process. Issues wi ll be prioritized based on the level o f potenti al impact and magni tude of the issue as 

it relates to the schedu le, a specific state requ irement, or level of fun cti onality . An important part o f 

the issue reso luti on process considers the effecti veness of carefu l coordination with the Risk 

Management Strategy, as certa in ri sks may become issues during the lifeeye lc of the implementation. 

The outcome of an issue may result in a change, which will follow the change management process 

for inclus ion into the work schedule and scope. 

As the State requirements are developed and implemented, the AmeriH ea lth issue log will be used to 

document the concerns that have been assessed and closed for the implementation. The project 

management team will adhere to the issue resolution process to enSure consistent use of best practice 

issue reso lution practices th roughout the course of the implementation. Key components of the issues 

management process are li sted below: 

Issue Identification 
Throughout the li fe o f the project, issues will be identified by various members of the implementa ti on 

team. These iss ues are identified and captured in an issue log, as shown in Figure 3 below. 
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Figure 3: Screen Shot of Issue Log 

Issue Assessment. Analysis, and Resolution 
As issues are identified. AmeriHealth's Proj ect Management Team wi ll perform an impact 

assessment and analys is o f each identified issue to determine its downstream effects and severity on 

th e implementati on. A ll issues that impact the project wi ll be addressed in a timely manner using the 

follow ing guidelines: 

Issues and other genera l questions that ari se during the course of thi s implementa tion will be 

acknow ledged and responded to within a 24-hour peri od. 

Response to general questions peltaining to acti vities wi ll be directed to an appropriate 

workgroup(s) 

• The expected resolution time for issues is 48 hours based on severity and priority 

• All issues exceeding a 48-hour response timeline will be escalated to the Project 

Implementation Governance Tea m for reso luti on. 

In the event that the resolution of an issue results in a change to the proj ect scopc, schedule. and/or 

budgct, a forma l change management process wi ll be fo ll owed. The indi vidual or party requesting the 

change is required to compl ete a chan ge request document that includes documentation of a deta iled 

reason for the change, assoc iated costs. resources needs, intcrnal and/or extcrna l impact to the project 

or other projects, and any new dependencies or assumptio ns. The request must be accompanied by a 

rea li stic contingency plan . The Governance Team w ill perform a pre liminary rev iew of the request 

and. if approved, forward the rcquest to the appropriate member of senior management for final 
approva l. 
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Our EPMO has a well-defin ed, enterprise-wide, demand management process that enables 

AmeriH ealth to analyze the comp lete enterprise portfolio of proj ect wo rk including an assessment o f 

our resources and a deployment o f those resources across all o f our lines o f business. This includes 

proj ects a lready in progress as well as new requests to detennine the value and impact across the 

organization. The demand management process has been particularl y effective in planning for the 

implementati on of Nebraska and the necessary Readiness Rev iew components and has enab led 

AmeriHealth to establish a project in ventory, assign priority leve ls for each task, and allocate 

resources to ensure: 

• An understanding of the unique focus of Nebraska's program. 

• A timely and seam less transiti on period for enroll ees, prov iders, and the State from the 

current FFS Program to the MCO model. 

• AmeriH ea lth readiness for go-li ve. 

As business necds and priorities change, the demand management process provides the framework for 

comparing new requests aga inst the existing body of work based on: 

• Strateg ic value 

• Risk assessment 

• Cost/benefit 

• Net gain 
• Resource impacts to staff and infrastructure 

As part o f the Demand Management framework, each new project requires a documented business 

justification and reSource analys is. The process will ensure that there will be an adequate supply of 

subject matter experts from across our busin ess and operat ions Meas, as well as technical experts 

available when needed during the course of the implementation. 

Automated Tools 

AmeriH ea lth has an unri valed perspecti ve on the most effective automated tools and so ftware 

applications required to support a success fu l Medicaid program in Nebraska. Hi ghly skill ed 

emp loyees and a focus on technology will be the key to AmeriHca lth 's implementati on success. 

The EPM O currently utili zes a Web-based third party so ftware product For our Project Portfolio 

Management (PPM) too l to successfull y manage projects to completion . The product, lnnotas, is an 

industry- leading solution that stream li nes the management o f all of the strategic initi atives that are 

under the responsibility o fthc EPM O. The software prov ides the following critical elements: 

• Rcal-t imc an" lytics to show the current status of each proj ect 

• Prioritization of ta ks and resources 
• Pro.jcct request ma nagemc nt to catalog and manage demand for new projects 

• Project aud program llIanagement to effecti ve ly manage proj ects from inception to 

completion and support effecti ve communicati on and repo rting to organizational stakeholders 
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Portfolio management to ensure portfolio level governance and reporting 
Resource management to evaluate and track EPMO resource capacity 
Financial management to complete initiatives on time and on budget 

The software allows us to maintain all project details within a centralized repository, improving 
access to standardized project information and overall efficiency. Each week, detailed information for 
every in-process project report is published on the EPMO website, allowing anyone in the 
organization to view the latest project and program details. Project managers can flag open issues, 
risks, or action items within the system, and the EMPO can quickly produce customized reports as 
needed for the State's review. 

Microsoft Project and other Microsoft Office tools are also used in the management of the 
implementation, and artifacts produced by these tools can be stored in the Innotas repository. This 
capability greatly expands the functionality available to the Nebraska project managers, and can be 
easily tailored to meet any unique need. 

Communicating with the State 

AmeriHealth believes that effective communication is the cornerstone to building a strong 
collaborative relationship with the State of Nebraska. AmeriHealth's experience in establishing 
Medicaid programs in states across the country will guide us in our efforts to collaborate with the 
State for this implementation in an effective and timely manner. 

The size and nature of this contract requires that formal communication protocols be established to 
ensure that the project is being managed appropriately and implementation is proceeding as planned. 
Although we will work with the State to determine the specifics of a communication plan consisting 
of acceptable reporting structures and timelines, we recommend the formal establishment of at least 
twice weekly calls as soon as the award is announced. 

In addition to the communication calls recommended above, we suggest other reporting mechanisms 
such as regularly scheduled and ad-hoc reports as well as live, interactive meetings and site visits. 
Examples of such reporting mechanisms include, but are not limited to: 

Detailed Implementation Plan Reporting 
The implementation plan will be used to create a comprehensive management report, detailing project 
scope, status, staffing, and timelines. Areas of success and achievement will be highlighted, along 
with any identified issues or risks. 

Risk Management & Issue Reporting 
This proactive process will be used to identify critical issues needing to be addressed in an escalated 
or expedited manner. Using a proprietary, custom-made database, AmeriHealth will be able to 
provide real-time updates to both internal and State staff. 

Site Visits and Meetings 
While the Executive Director is designated as the primary contact for all operational matters relating 
to this contract, the AmeriHealth Implementation Project Manager will also serve as a liaison to the 
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State during the imp lementat ion phase of th is contract. In this poi nt-of-contact ro le, the 

Implementat ion Proj ect Manager is responsi ble for providing the most current and updated reports 

while also ac ting as a faci litator to bring together AmcriHca lth staffand the ir State counterparts as the 

need arises. As a lways, AmeriH ealth Executive Staff are availab le at the req uest of the State. 

Readiness Review 
AmeriHea lth ' s Implementation Team is fu lly prepared to provide a ll req uired documentation and 

systems tests/demonstrat ions to show our readiness for implementing the Nebraska Medica id 

Managed Care Program. 

To ensure a smooth transition between the implementatio n and operat ional phases of the contract, 

AmeriHealth wi ll continue to provide any and all implementation reports unti l such time as the State 

deems it no longer necessary. 

Operational Structure 

AmeriHea lth Nebraska's organiza tional structure has been developed in alignment with the stra tegic 

direction that guides all of our affiliate plans, and in conj unction with the specific requirements of the 

DI-II-IS contract. This organizational structure is illustrated below. Thi s structure highlights the 

fun ctions that wi ll be performed at the local, regional, and corporate levels. We are excited to operate 

in a j oint-venture with BCBS of Nebraska that wi ll leverage the local market knowledge ofBCBS 

and the Medi ca id knowledge and expertise of AmeriI-l calth. Thi s opportuni ty will a lso prov ide fo r 

over 30 new jobs for Nebraskans. AmeriHealth ' s proven process, technology platform, and 

operational po lic ies and procedures will be provided to the Nebraska-based health plan. Our regional 

and corporate resources, as part of our dedicated implementation team, will provide training and 

support to ensure a smooth implementat ion. 

Local Office 

Jerry Feilmeier, who has had a di stinguiShed, two-decade career in health plan administration in 

Nebraska, wi ll lead our local offi ce and wi ll be focused on the hands-on approach to managi ng our 

MCO in Nebraska. The functions managed at the local level will focu s on the most enro llee-facing 

and prov ider-facing areas inc luding integrated care management, provider network management, and 

community outreach; as we ll as the plan adminis trative functions such as operations support, data 

analytics, finance, and compliance. The organi zational chart in Figure 4 below depicts the assig nment 

of resources at the loca l level for these fu nctions, assuming that one MCO is selected by DHHS. If 

two MCOs are selected, staffing wi ll be scaled accordin g to the projected vo lume of mcmbers. In 

e ither instance, we are excited to provide new job opportunities to Nebraskans as we enter this 

market. 

Page 11 Bidder's Proposed Management I Personnel Approach 



Med icaid Managed Care Physica l Heal th Service 
RFP # 3792Z1 

AmeriHealth Nebraska Organizational Structure - l ocal Office 

I. rry r. llm.l .. 
AIIIIdH .. tlh ""b ..... 

,nl.,em h ....uv. Dlreo;UW 
(Admlnl,t .. lor/CfO, 

Figure 4: Organizational Structure - Local Office 

rI.4r6or I ,~" .. "" ,,~ (~eoWl Plan Nebf~'~' 

Page 12 Bidder's Proposed Management I Personnel Approach 



Medicaid Managed Care Physical Health Service 
RFP # 379,Z1 

rI.drbor I ,~~ .. "" 
.. ~ '~eaJUl Plan Neo,,'~a 

Tab le 1: Functions to be performed at the Nebraska Office 

Administration Human Resources 

Plan oversight and management 
P&L responsibility 
State contract compliance 
Government relations 

Initially the local recruiting, hiring, orienta tion, 
training, and associate relations wi ll be done by 
the Regional Office. 

Finance Compliance 

Budget deve lopment and analysis 
Financial analysis 

Community re lations 

Network development and oversight 
Provider re lationship management 
Provider education and communication 
Provider performance oversight and incentive 
program management 
Provider issue reso lution 
Liai son with Operations for translati on of 
provider contracts into claims payment system 
conti · of contracts 

State contract compliance - operationa l 
components (e.g., service level agreements) 
Provider contract implementation 
System maintenance 
Operationa l performance monitoring 
Local vendor relations 
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Fraud, waste and abuse program 
Compliance program 

el"phonic case management 
Intensive case management 
Condition-specific disease management 
Maternity management (prenatal and 
postpartu m) 
Popu lation management 
Onsite trans ition management 
Onsite concurrent review 
Embedded care management 
Member grievance proccssing 
Quality program implementation, process 
i.t.J.lJ~~~!!.efforts 

State data requests 
Provider network ana lytics 
State fee schedule analytics 
State benefit change analytics 
Plan-speci fic analyti cs 
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Regional Office 

AmeriHealth 's regional office structure offers a second level of support for the Nebraska plan based 
on the concept of shared functions for those areas that require less direct contact with mcmbers, 
providers, and other extemal parties. Function managed at the regional level will include 
credentialing, utilization management, and our unique Rapid Response team that serves as an 
immediate contact point for enrollees with medical, transportation, or other social needs. This Rapid 
Rcsponse team also serves as a connector point for enrollees with prov ider , social agencies, and 

other community resources. Additional regional functions include finance, govemment affairs, and 
human resources. The organizational chart in Figure 5 below dcpicts th e assignment of re ources at 
the regional level for these fun ctions. 
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AmeriHealth Mercy Family of Companies 
Northern Regional Office 

Anne Morr l .. e}' 
executive Vice Pre. ldent end COO 

Jay Feld l teln. 0 .0 . 
Region Pruldenl 
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Figure 5: Organizational Structure - Regional Office 

Table 2: Functions to be performed at the Northern Regional Office 

Administration Human Resources 
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Regional oversight and management 
Regional P&L responsibility 
Government relations - s tate and federal 

Regional recruiting and hiring 
Associate relations 

Finance Integrated Care Management 
Regional budget analysis and oversight 
Financial planning and analysis 
Revenue management 

Corporate Office 

Utilization management 
Prior authorization 
Concurrent review 
Retroactive review 
Provider appea l processing 
Rapid response unit 
Quality program oversight, outcomes reporting 

AmeriHealth ' s service de li very mode l inc ludes a direct connecti on to a robust set of corporate 

functiona l areas that provide upportto affi liated plans in a ll markets nat ionwide. This structure 

ensures that the local plans reap the benefits of efticientl y managed back oftice fu nctions such as the 

Enrollee Contact enter, provide r support, enrollment, c lai ms process ing, and information 

techn ology. In additi on, AmeriH ea lth provides enterprise oversight and strategic di recti on for our 

Prov ider Network Management, Medi ca l Management, Finance, Mission and Values, Human 

Resources, Government Relations, and Legal/Compli ance functio ns that operate at the loca l and 

regional levels. The organizational chart in Figure 6 below highli ghts thi s corporate- level support. 
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Nebraska Organizational Structure - Corporate Office 

"VI"ao..t_ & 1.,_",,"--
c .. rit ........ O"'-

f ~!..'= 1 _ •• eMu-< 

j 
[ .. · ... ""--1 _.-

MMiIyn IIckler 

4 
W'""'.'~ "O<'!'oWo MfmI Oftk. 

AUlh ... _ Giotf._ 

OIf.do< 
H_Ow.I ..... 

.t,¢M •• llon T.",,, I 
So,./I 1!1'''' 

Figure 6: Organizational Structure - Corporate Office 

Table 3: Functions to be performed at the AmeriHea lth Mercy Corporate Office 

Administration Human Resources 
Corporate oversight and management 
Corporate P&L responsibility 
Government relations - s tate and federal 
Mission and values 
Strategy implementation 
Operational oversight and risk management 
Portfolio Management (PMO) 

Accounting 
Financial services and systems 
Statu tory reporti ng 
Budgets and planning 
Act'uarial services 
Corporate sourcing 

services 
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HR stra tegy 
HR policies and procedures 
Compensation and benefits 
HR systems 
Talent management - recruiting, hiring, taff 
development 
Associate relations and business support 

Integrated care management strategy 
development 
Clinica l quali ty oversight 
Medical policy development and oversight 
Ut iliza tion management strategy and oversight 
Medi ca l 10 s review 
Care 
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Corporate Aud it and In vestigations - fraud , 
waste and abuse nf(l~r"1ll 

Providcr Network Management strategy and 
systems 
Payment po licy development and oversight 
Network management policies and procedures 
National contract ing 

Service level oversight, reporting and 
monitoring 
Member and provider serv ices - contact center 
Claims processing, research and analysis 
Enrollment and e ligibi lity 
Operations support 
Facets confi gurati on and testing 
Cost containment, TPL and recovery 
Qua lity auditing 
Provider data maintenance 
Business continui ty and planning 
Vendor managemen t 
In format ion systems 
Business engagement 
Security 
Infras tructure deli very 
Data architecture and management, e-business 
Encounter data management 
Appli cations development 

~~~~t 

Market expansion 
Product development 
Hea lth care reform/ regu latory oversight 
Marketing and communi cations 

Production reporting 
Data management and governance 
Strategic business intell igence 
Quali ty and medical ana lytics 
Network and anc illa ry ana lytics 

Liaison to federal and state legislators and 
regulators for legislati ve affa irs, poli cy 
deve lopment, and regulatory affairs 

Please note that resume are attached to this proposa l as Attachment 5. Please note that for positions 

where there is not an incumbent, a job descriptions has been provided. Attachment 6 includes a ll j ob 

descr iptions for positions located in the local Nebraska office to demonstrate our understanding of the 

requi rements. 

From a staffi ng perspective, our approach is to partner local health plan sta ff wi th our experienced 

AmeriH ealth staff. We wi ll perform thi s task by nami ng interim, ex perienced leaders and teaming 

thcm with newly hired loca l leaders. AmeriHealth fee ls that it is imperative to ensure that local talent 
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is working on Our learn , and, by partnering with our experienced resources, we can seamlessly 
implement this project, whil e creating new opportunities in Nebraska . 

The following are brief skill summari es for each of our key Local, Reg ional, and Corporate personnel 

who will be responsibl e for impl ementati on and ongoing operations. 

Local Leadership 

Jerry Feilmeier - Executive Director 
Mr. Fei lmeier has been in the health care fie ld for over twenty-five years and is a high-level BCBSNE 

professiona l. He has over twenty-two years of insider experience within the Government Programs 

sector. During his career at BCBSNE, he has amassed a considerable knowledge of provider networks 

and has also provided winning leadership of the Prov ider Re lations Department at BCBSNE. His 

ultimate area of experti se is in servicing State and Federa l government insurance and administrati ve 
e ntracts. Under the State's Medi caid MCO program, Mr. Feilmeier will be responsible for 

overseeing the overa ll account management of the State 's plan. He will work with staff at both 

BCBSNE and Ameril-Iea lth to ensure that the State has th e highest level of quality responses to any 

issues or quest ions that may ar ise. 

David H. Filipi, MD, MBA, FAAFP - Medical Director 
Dr. David Fili pi is Medical Director for Quality Advancement for B BSNE. A board certifi ed fami ly 

physician, Dr. Filipi was previously Vice President of Medical Affa irs and Chief Medi cal Officer for 

Methodist Physicians Clinic in O maha. He currently cha irs the Douglas County Board of Hea lth. He 

was e lected President of the Nebraska Academy of Family Physicians in 1989, the Metro Omaha 

Medical Assoc iation in 2005, and then President of the Nebraska Medica l Association in 2009. Dr. 

Fi lipi served nationa lly on both the American Academy of Family Phys ic ians (AAF P) and 

Commissions on Socio-Economics and Quality. He was a lso the AAFP Liaison to NCQA, the 

American Academy of Pediatrics, and the American Co llege of Pathology Laboratory Reference 

Committee. Under the State ' s Medicaid MCO program, Dr. Fi lipi will be respons ible for overseei ng 

overall medica l management of the State ' s plan to del iver outstanding services. He will work directly 

with staffat both BCBSNE and the AmeriHealth to deve lop integral re lationships with prov iders for 

the State . 

Lois J. Dailey - Director of Provider Network Management and Community 
Outreach 
Ms. Dailey brings thirty years of diverse, practi cal, and supervisOly experience in hea lth care to the 

State. Her career demonstrates compassion, strong leadership ski ll s, and a desire to have a posi ti ve 

impact on her work environment. She has comprehensive experience in multiple hea lth cnre settings. 

Her in-depth understanding of the health carc industry, includ ing provider networks management and 

development, and her ex pertise in public sector and managed care programs will be a tremendous 

asset to the State's health care endeavors. 

Linda Means - Director of Operations 
Dr. Means' key posit ions in Med icaid Managed Care have included top-level auditing, spearhead ing 

of process improvement initiat ives, root cause ana lys is, leadership, and planning and project 
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management as it re lates to Operations. Her proven ability to develop, coach, and mentor employees 

illustrates her strong leadership ab ilities. Dr. Means encourages communication and possesses 

superior organizational skills. She is concemed not only with quality patient care, but also the robust 

financial health of the Company. Innovative and resourceful, with the abi lity to leam quick ly and 

implement new concept in daily operations, Dr. Means wi ll be a key player in the Nebraska 

implementation, and her participation wi ll bring significant benefits to the State's health care 

endeavors. 

Devon Nichols - Compliance Officer 
Mr. Nichols will initiate and deliver optimal compliance strategies to the team. He has led annual 

OMPP-required audits and developed and coordi nated completion of action plans for all aspects of 

compliance legislation. He is responsible for executing successful business planning that exceeds 

client expectations in c reative implementations of workplace relat ions managemcnt. With compliance 

as the focus, under vary ing business plans, he wi ll provide the State with wi nning stra tegic direction 

and leadcrship for the cross-functional compl iance and management of contractcd operational 

services. By monitoring the state and federa l regu latory environment, the State can be assurcd that 

appropriate parties will be informed with pertinent and timc ly communications. He is responsibl e for 

regio na l training o f new-hire associatcs and education updates for mandatory industry compliance 

initiatives. 

Chris Sorensen, Provider Liaison 
hris has experience in both the B BSN E's Primary are+ member services and as a prov ider 

consultant. He is currently worki ng on a consu lting basis with AmeriH ealth Nebraska, as a Prov ider 

Liaison, to develop a robust prov ider network. Hi s background as a prov ider liai son for the 

T RI CA R.E program and member serv ices has been an excell ent foundation for this project. As an 

employee of BCBSNE, he has dcveloped a deep understanding of the Medicaid system and the health 

care industry. He has a lso gained extensive experience in project development and imp lementation in 

his work with BCBSNE's Information Services department. Chris will be a Medicaid Provider 

Reprcscntati ve, educating providers on Medicaid regulations and payment methodologies. 

Regional Leadership 

Jay S. Feldstein, D.O. - Regional President 
Dr. Feldstein has been a leader in many medical management directorships, placed in vital roles such 

as Corporate Chief Medical Officer and President of Managed Care Pl ans ovcr his twenty-five year 

carecr. He has experience hand ling diverse and sizeable populations of customers. His med ical 

direction provides the basis for delivery of quality health plan operations via constant and diligent 

supervision and leadership. Directly responsible for managing revenues of over $2 billion annually, 

Dr. Feldstein manages seven Medicaid plans in five states servi ng over one million members. He is 

a lso responsible for developing and implementing med ical cost and quality initiat ives, and his 

medica l experience combined with organizat ional coord ination and development of changing viab le 

and improved models will directly impact the service of popu lat ions served in the State. 
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Eric J. Berman, D.O. - Regional Chief Medical Officer 
Dr. Berman is an award-winning med ica l leader who has gleaned num erous accolades and 

recognitions throughout his career, including appeari ng in Cambridge Who's Who Executi ve and 

Professional Registry, Who's Who (Lifetime Member in the National Registry) and Outstanding 

Young Men in America. In addition, he has the distinction of receiving the Best of Blues Award, 

BlueWorks Award and New Jersey Business and Industry Assoc iati on Award, among several oth ers. 

He has been a featured speaker and paneli st at national and regional medi cal conferences and a 

member of severa I ex pert panels on Hea lth Policy and Obes ity. Dr. Berman's diverse appoi ntments 

and memberships include act ive posts on over 40 committees and subcommittees, such as 

Representati ve fo r the New Jersey Association of Hea lth Plans. Hi s broad leadership roles as Chi ef 

Officer, Chief Medica l Director, and Senior Scholar will in sure optima l qua li ty of services and 

oversight that will be a leadership advantage to the State's programs. 

Ellyn Cominetto, PHR - Regional Human Resources Partner 
A Human Resources profess ional with more than 20 years of ex perience in increasi ngly responsible 

pos itions, Ms. Cominetto is well-versed in all areas of Human Resources, includ ing organi zational 

deve lopment, ta lent acquisition and management, and c lient re lations. She has success fully partnered 

with empl oyees and managers at a ll levels of various organizat ions, improv ing fun c tions and 

operati ng models. Ms. Cominetto has demonstrated achievement in the leadershi p o f a broad range of 

expansive human resource act ivit ies at the loca l, regional , and corporate levels. She has a proven 

abili ty to adapt to various industries and will be an asset to the State's hea lth care endeavors. 

Russell R. Gianforcaro, CPA - Regional Chief Financial Officer 
As a certified public accountant, Mr. Gianforcaro wi ll oversee all aspects of accounting and fina ncial 

reporting. He possesses v ital skill s, including the ab ili ty to usc techno logy to enhance operat ional 

effi ciencies, to prov ide comprehensive, ba lanced advice on fin ance policies, and to interact 

productively with senior leadership both inside and outside of the Company. Mr. Gianforcaro has a 

demonstrated record of improvi ng systems of inte rnal controls, directing and prioritizing work 

acti vity of managerial and staff personnel, and dealing with mUltip le agenc ies. His skilled leadership 

wi ll be a direct asset to the State. With Mr. Gianfo rcaro's ex pel1ise, the State can be assured that 

detailed audits o f Company fi nancia l data, timely issuance of Annual Audit Statements, and all 

requi red filin gs wi ll be completed in a professiona l, accurate, and time ly manner. 

Corporate Leadership 

Marilyn Eckley - Senior Vice President of Enterprise Operations 
Ms. Eckley contributes over twenty years of direct experience in executi ve leadership pos itions with 

an emphasis in large-sca le health care operati ons and human services admi ni stration. Her strong 

strategic pos itioning background and extensive fi nancial management experience are demonstrated 

th rough a proven record o f managi ng costs, enhancing revenues, and dri ving performance 

accountab ility. Ms. Eckley is a persuas ive comm unicator with an ex tensive background in 

negotiations and constituent re lat ions. She wi ll have executi ve oversight fo r the c laims process ing, 

customer service, infonnation systems and all other "back-office" fun ctions for Ameri Hea lth 

Nebraska. 
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Frank Barresi - Vice President of Information Technology 
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Mr. Barre i's twenty-plus years of IT experience include a variety of management roles in several 

industries and a proven record of deli vering techno logy and process so lutions. He develops and 

advance success ful re lationshi ps with business ponsors, enterprise techno logy teams, key vendors, 

and his team. His discipl ined approach to program management wi ll be a significant asset to the 

State's hea lth care endeavors. Mr. Barresi wi ll utili ze his systems experti se in the implementati on and 

stabiliza tion phases of the AmeriHea lth Nebraska program to identify and max imize opportuniti es to 

utilize technology. He wi ll provide state-of-the-art information and data management so lu ti ons to the 

enterprise through his mastery of deli very services. 

Andrea Gelzer, MD, MS, FACP - Corporate Chief Medical Officer 
Dr. Gelzer's twenty fi ve years of progressive ex perience in the management, provision, and 

promotion of integrated health services in a variety of sett ings includes managed care and Medicaid 

experience in both the provider and payor arenas. Dr. Gelzer will ensure that the State receives the 

maximum benefit of the experience and technica l capabilities of the clinical resources of a ll of the 

Ameri Health Mercy affi liates. Her board certifications inc lude American Board of Interna l Medici ne 

( 1986), American Board of Quality Assurance and Utilization Review Physic ians (1997, Recertified 

2000), and Certified Phys icia n Executive, ( 1999) . She ho lds state licenses in Michi gan ( 1983 -

present) and Connecti cut ( 1984 - present). 

Tom Lyman, Senior Vice President 
Mr. Lyman has been involved in development ac ti vities in Nebraska since 2007 when Blue Cross 

Blue Shie ld of Nebraska elected the AmeriHealth Mercy Family Compani es as a partner afler a 

nati onal search . He has continued to monitor the Nebraska Medicaid environment. In addition to 

BCBSNE, he has developed re lat ionships with a variety of key Medicaid stakeholders who wi ll be 

crucial to the success of the Arbor Health Plan program and ensure DHHS meets their goals for this 

important initiative. 

Joanne G. McFall- Vice President and Chief of Staff 
Ms. McFall has over twenty years of experience in high-level hea lth care operations, stratcgic 

corporate planning, medica l cost containment, informati on technology, and financial oversight. Her 

areas of expertise include project management, financial analysis, strategy deve lopment, and 

diplomatic issue resolution. Ms. McFall will utili ze this experience throughout the implementation of 

the State's program. 

Karen E. Michael- Vice President of Corporate Medical Management and 
Quality 
Ms. Michael has over twenty fi ve years of progressive clini cal and care management experience. he 

was instrumental in the development of Ameri Hea lth 's Integrated Care Management model. She led 

the successful implementation of AmeriHealth's Indiana Care Management program servi ng the 

Aged, Blind, and Disab led Medicaid popu lation. During 2009, she served as AmeriHealth 's clinical 

lead in the development of their strategy and approach to serve Louisiana Medi caid rec ipients through 

the Chronic are Management Program. As part of this effort, she developed relationShips and 

detailed co llaboration plans wi th key Louisiana stakeholders, including Louisiana Public Health 
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Institute, the Visit ing Nurse Assoc iation of New Orleans and Louisiana State Uni versity Hea lth 

System. This type of experi ence in re lationship-building and co llaboration with key stakeholders will 

be critica l to the success of AmeriH ea lth Nebraska. 

Betsy Scarcelli - Vice President of Strategic Planning and Growth Execution 
Ms. Scarce ll i is a strategic business executive with broad hea lth insurance industry background in 

both privately owned and pub licly traded companies in the national and international arena. Wo rking 

collaborati vely with other business partners, she develops and executes Business and IT strategies to 

max imi ze customer satis facti on, mini mize total cost o f ownership, and en hance bottom- line growth . 

Her ex perience spans strategic planning, in formation tecltnology, fi nancia l operations, account 

management, and product deve lopment. She has successf~llIy completed projects with budgets 

rang ing from $35 milli on to $3 10 million, and with management of200+ peop le. Recognized for high 

personal integrity, resourcefulness, and resi liency in initiating and managing change, Ms. Scarcell i 

stands out for her ab ili ty to work across orga ni za ti ons, quicken the pu lse of the Company, and insp ire 

an exchange of ideas to achieve common goa ls. 

Harry W. Sheaffer, 11/ - Implementation Project Manager 
Col. Sheaffer has over 30 years of leadership and project experience and is a certified Project 

Management Professional (PMP). He has been thoro ughly trained in, used and has taught SDLC, 

Waterfa ll , Agile, TQM & CM MI methodo logies. He a lso has S ix Sigma Executive Traini ng. His 

specia lti es are Program/ Proj ect Management in insurance, pharmaceutical and fin ance with recent 

experi ence in strategic planning and execution, corporate merger and acquisition. Col. Shea ffer will 

utilize hi s years of strong supervisoly Project Management ex perience in the hea lth care, insurance 

and banking industri es to ensure a smooth implementation of the Nebraska MCO project plan that 

will meet or exceed targeted deliverab les fo r the State. 

Michael Tu - Vice President of Enterprise Analytics 
Mr. Tu ' s excellent track record in instituting stream lined programs and in fo rmatics capab ili ties will 

SUppOlt optima l integrati on and cost sav ings. His expertise in corporate medical economics wi ll he lp 

the State build a strong ETL team that wi ll integrate, validate, and transform source systcms data into 

a standard, well-defined , and value-added repolting system. He expertly manages application 

development teams to create customized on-li ne app licati ons that support techni ca l and non

technica l/clinical customers to monitor operation perform ance and pinpoint causes of ine ffi ciency for 
prompt correcti ve ac tions. His ab il ity to guide actuarial departments in medica l cost trend studi es, 

CMS reimbursement, and APC pricing analysis, identify high cost trend a reas, and deve lop spec ifi c 

corrective action initiatives makes him an optimal team member for the State. 

David W. Wolf - Program Director 
Mr. Wolf will utilize his fifteen years of seni or- level ex pertise in program and project managemcnt 

and expert-level performance standards in information technology experi ence in the hea lthcare, 

insurance, and fin ancial service indust1'ies to ensure a smo th implementation of the State' s plan that 

meets or exceeds targeted deliverab les. His exceptiona l project team management and oversight sk ill s 

have resulted in recognition with a 2008 New Dimension Award, awarded to a team that distingu ishes 

itselfby successfully utili zing new technologies to drive a competit ive advantage. Mr. Wolf' s expert 

fields of operations in IT implementation include Java, Sybase, VB 6.0, IBM Ma in frames, DB2, 
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MVS, JCL, TSO, CO BOL, ALC, Focus, Windows, MS Access, MS Project, Microso ft Suite, Web 

Sphere, Site Minder and Planview. These processes for enterprise portfo lio management will provide 

significant levels of visibility and contro ls for the State' s optimal func tions and operations. Mr. Wolf 

is a certified Project Management Professional (PMP). 
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CORPORATE OVERVIEW 

J.SUBCONTRACTORS 
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If the bidder intends to subcontract any part of its performance hereunder, the bidder must 
provide: 

i. name, address and telephone number of the subcontractor(s); 
ii. specific tasks for each subcontractor(s); 
iii. percentage of performance hours intended for each subcontractor; and 
iv. total percentage of sUbcontractor(s) performance hours 

Below, please find an overview of the subcontractors that we plan on contracting with for execution 

of certain services, as defined in this RFP. Tab le I , below, outlines the specifically requested 

subcontractor infonnation. 

Monitor 

We will monitor the performance of our subcontrac tors through a formal contract-based quality 

oversight program and through ongoing day-to-day oversight and monitoring performed by staff 

dedi cated to this function. Subcontracts include performance measures that arc typ ica lly monitored 

through monthly reports which are also presented to the appropriate quality committee. In addition, as 

required by our oversight po licies and procedures, annua l onsite audits arc conducted of 

subcontractors during which regulatory compliance and perfonnance is reviewed. More infonnation 

on monitoring subcontractors can be found in the response to Question 68. 

Evaluate 

Identified quality subcommittees routinely review and monitor any required monthly and ad-hoc 

reports prepared by subcontractors based on contract performance indi cators. These subcommittees 

a lso review the results of any comprehensive annual audits of subcontractors, including the results of 

anyon-si te audi ts. The annual audi t includes in-depth file reviews aga inst contract standards. 

The results of the annual audit and recommendations for any necessary corrective action plan, along 

with the target completion date(s), are presented to the appropriate quality committee. Based on the 

commillee's decision, the subcontractor is approved or disapproved for continued operation. Ifa 

corrective acti on plan is imposed, the resul lS of the corrective action and subsequent monitoring arc 

brought back to the committee. 

All subcontractor agreements contai n provis ions penniuing us to term inate the agreement for non

perfonnance of contract requirements andlor the inability of the subcontractor to meet established 

perfonnance standards. For more infonnation on AmeriH ealth's subcontractor evaluation processes 

and procedures, please see the response to Question 68. 
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Table 1: Subcontractor Information 

Contact Person, 
Mailing Specific Vendor Legal Name Title and Phone 

Address Task(s) 
Number 

ACS ACS Commercial Brandon Sasser 2828 North Claims Data 
Solutions, Inc. , a Keystone Haskell Entry 
division of Affiliated Strategic Avenue, 
Computer Services, Business Unit Dallas, TX, 
Inc. (SBU) Manager 75204 

(606) 878-5285 

C3 CustomerContact Kenneth M. 11521 Petunia Welcome Calls 
Channels, Inc. Epstein Drive, Keller, to new 

Senior Vice Texas, 76248 members, Call 
President Global center overflow 
Sales & Marketing 
(954) 577-7710 

Emdeon EDI Claims Maryanne Bishop 3055 Lebanon Claims 
Clearinghouse Payer Account Pike, Nashville, clearinghouse 

Manager TN, 37214 
800-735-8254 x 
23962 

Sirona SironaHealth, Inc. Rebecca Nealis- 500 2417 Nurseline 
Health Albee Southborough 

VP Customer Drive, Ste. 105, 
Relations South Portland, 
(207) 253-2126 ME, 04106 
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Percentage of Total Percentage of 
Performance Hours Subcontract 

Intended performance hours 

Less than 1 % of total Less than 1 % of total 
annual periormance annual periormance 
hours. hours. 

Less than 1 % of total Less than 1 % of total 
annual periormance annual periormance 
hou rs. hours. 

Less than 1 % of total Less than 1 % of total 
annual periormance annual periormance 
hou rs. hours. 

Less than 1 % of total Less than 1 % of total 
annual periormance annual periormance 
hou rs. hours. 

Subcontractors 



Medicaid Managed Care Physical Health Service 
RFP # 379, Z1 

Contact Person, 
Vendor Legal Name Title and Phone 

Number 

VSP' Vision Service Plan Warren Laird , 
(VSP) Senior Managed 

Care Account 
Exec., 864-421-
0707 

AmeriHealth AmeriHealth Mercy John Burroughs, 
Mercy Health Health Plan Associate Vice 
Plan (AMHP) President of Chief 

Operating Officer 
Support, 215-863-
5811 
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Mailing 
Address 

Corporate 
Headquarters: 
3333 Quality 
Drive, Rancho 
Cordova, CA, 
95670. 
Eastern 
Operations 
Center: 3400 
Morse 
Crossing, 
Columbus, OH, 
43219. 614-
471-7511 or 
800-462-7009. 

200 Stevens 
Drive, 
Philadelphia, 
PA, 19113 

Specific Percentage of Total Percentage of 

Task(s) 
Performance Hours Subcontract 

Intended performance hours 

Vision Less than 1 % of lotal Less than 1 % of total 
ann ual performance annual performance 
hours. hours. 

Corporate Less than 1 % of total Less than 1 % of total 
support for such ann ual performance annual performance 
functions as hours. hours. 
human 
resources, 
marketing and 
legal services, 
as well as 
operational 
support in the 
areas of 
information 
services, claims 
processing and 
contacUcall 
center functions. 

Subcontractors 
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A. UNDERSTANDING OF THE SCOPE OF WORK 

This section of the proposal should provide a summary of the overall understanding of the 
contractor's responsibility to provide the services described and comply with the regulations 
referenced. 

AmeriH eal th Nebraska understands the responsibilities and commitments to provide the services for 

Medica id enro llees in the 83 counties o r rural Nebraska , as described in this RFP, including 

compliance with any and a ll required State and Federal laws and regula tions. In conjunction with our 

partner Blue Cross and Blue Shield o f Nebraska (BCBSNE), we offer a combination of the resources 

and provider network associated with a large, national MCO with a high touch local presence. 

First, AmeriH ealth is an industry leader with ove r 25 years of experience in delivering high quality 

Medica id health care with efficient medica l and c lai ms management, but a lso possessing an 

established track record of providing compassionate and dignified serv ices to individuals needing 

care who arc unable to seek servi ces through any other means. According to Consumer Reports, two 

of our health plans are ranked in the top 25 Medicaid health plans in the nation (ranked #22 and #25), 

and the third is ranked in the top 50 (ranked #46) . A ll fiv e of the health plans operated by 

AmeriHealth are accredited by the National Committee for Qua li ty Assurance (NCQA). All ro ur of 

tlle plans that are eligible for an accreditation level arc rated as " Excellent," NCQA 's hi ghest level. 

Second, through our partner BCBSNE, we have a statewide presence in Nebraska that stretches back 

to 1939 (as the Associated Hospita l Serv ice of Nebraska) and thererore understand the health care 

needs of Nebraska enro llees, including its rura l population. We are sensitive to the needs or under

represented minority and ethn ic groups as well as enro llees with specia l needs ( including the visua lly 

and hearing impaired). and we have been nationa lly recognized as a leader in delivering hea lth care 

services to enrollees in a culturally and linguistica lly competent manner. This includes TTYrrTD; 

rree translation services ( into over 170 languages as well as large print, Brai lle, and audio-tape 

rormats); and three-way communication between the enro llee, the provider, and an AmeriHealth Care 

Manager or Customer Service Representat ive. In support o f the above, three AmeriHealth plans are 

among the six "early adopter" plans nationwide that were awarded NCQA 's Mu lti cultural Health 

Care (MH C) Distinction . All three plans received a score of 100 percent during their respecti ve 
reviews. 

Third, AmeriH ea lth Nebraska is strongly commilled to bui lding and maintaining the most extensive 

provider network possibl e throughout the State so that enrollees can have access to acute or 

preventi ve health care serv ices as needed. To tbis end, we will support any number or efforts (allowed 

by law) to expand heahh care coverage in rural and fro nt ier counties, including: contracting tertiary 

cente rs and PCP practices in Lincoln, Omaha, and other urban areas who service outlying cou nties; 

contracting a ll hospita ls in the 83-county area; contracting safety-net and commun ity providers; 

expandi ng the usc o rtelemed ici ne and patient-centered medica l homes (PCMH); partnering with 

physician ex tenders (including advanced nurse practitioners); and permitting the use of out-of 
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network providers, when appropriate (and under the conditi ons specified by the State and the RFP). In 

short, we are committed to improving the overa ll well -be ing o f all o f Nebraska c itizens. 

Fourth, AmeriH ea lth has a seasoned leadersh ip team that has built, and wi ll continue to build, s trong 

working relationships with prov iders and State agencies. We have ensured that our po lic ies and 

procedures are compliant with State and Federal laws and regulati ons, and we have incorporated these 

restri cti ons, insofar as we are able, into our hea lth informati on systems to preve nt noncompliance. 

Additi ona lly, we have ri gorous systems in place which enab le us to stay abreast of changes in laws, 

regul ati ons, and guidelines. 

Fifth, AmeriHea lth Nebraska wi ll use every opportunity to engage our enroll ees in deci sions that will 

affect the ir own hea lth care. In additi on to the welcome packet, news letters, the enrollee web po rta l, 

and direct mailings, our customer service representa ti ves wi ll directl y contact enro llees based o n the 

current status o f their medical pro fil e, for exa mple, to remind an enro llee that her child has repeated ly 

missed a schedu led immunization. We beli eve in th e fo llowi ng motto : "Our strength is Our Enro llees, 

Make Every Enrollee Contact Count. " 

Sixth , AmeriH ealth Nebraska will have processes in place, inc luding those incorporated into our 

health informati on system, to deli ver high quality care in a cost e ffective manner. These will include: 

I) provider incentive programs for PCPs, which monitor quality measures, medica l cost management 

with adjustments for severity o f illness, operational standards, and emergency roo m utilization 

elements; 2) controlling avo idable hospitali za ti ons and readmissio ns with proactive outreach and 

fo llow-up post discharge, with success trackcd by Potentially Preventable Readmi s ion (PPR) 

algorithms; 3) requiring pre-authoriza tion for select non-emergency radio logy procedurcs; and 3) a 

rev iew o f adjudicated cla ims in the Facets® claims system for procedura l, fin ancial, and payment 

accuracy. For ca lendar year 20 I 0, AmeriHealth avo ided inappropriate payment of $67.7 million 

across all its affili ated Medi caid risk plans. 

Finally, AmeriHea lth Nebraska is committed to undertaking continuous quality improvements in our 

operations, including enroll ee well ness, enrollee and provider satis facti on, and reporting to the State. 

Our processes will undergo regular qua lity assurance testing from regu larly schedu led auditing of the 

IT system to enrollee satisfac ti on surveys and subcontractor eva luati ons. We set "SMART" goals for 

our NCQA-based Quality Assessment/Performance Improvement (QAPI) program, ensuring tha t 

each quality improvement is: 

• Specifi c 

• M easurable 

• Atta inable 

• Rea listic 

• Timely 

AmeriH ealth Nebras ka is dedicated to meeting the hea lth care needs of Nebraska' s Med icaid-e lig ib le 

individuals living in the 83 counti es who are the subj ect o f thi s RJ' P. AmeriH ea lth 's mission is to he lp 

peoplc "gct care, stay we ll , and build healthy communities ." Toward that end, we have built our 

services around the fo llowing values: 
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• Advocacy 

Care of thc poor 

• Compassion 

• Competence 

Dignity 

Diversity 

• Hospitality 

Stewardship 

AmeriH ea lth has established programs nationwide covering over 4 mi ll ion Mcdicaid members with a 

variety of State-speci fi c models, including Medicaid Managed Care, Phannacy Benefits Management, 

and Behavioral Managed Care. With the support of AmeriHealth and BCBSNE, AmeriHea lth 

Nebraska is ab le to offer distinctive programs that are specifically tailored to the needs of the State 

whi le leveraging its partners' broad array of capabilities to serve enrollees and the community as a 

whole. These include: 

• 

Page 3 

The Integrated Care Management (IC M) program - the most comprehensive of care 

management programs offered by AmeriH ea lth - is a fu lly integrated so lution that uses a 

population-based health management approach to prov ide comprehensive care management 

services. Thi s approach a llows enrollees to move seamlessly from one component of care to 

another, depending on their unique needs. From this integrated solution, AmeriHealth 

delivers and coordinates its case and disease management services. Add it ional aspects of thi s 

so lution may include free " Rapid Response" 2417 care ass istance line, one-to-one care 

management, and high-risk maternity care management. 

The Arbor Hea lth Plan will offer the following well ness and education programs: adu lt 

preventive care visits, uWccCarc" rree diaper program, uWceCarc" maternity management, 
" For Your Kids Care," smoking cessation assis tance, immunization reminders, 

mammography scheduling, parenting classes, access to educational materials on our website, 

and additional in formational resources on line (wwwArborHealth Plan.com). 

The Arbor Health Plan wil l also offer a number of value added benefits in add ition to the 

basic package, including: 2417 nurse advice line, family planning services, "Lose to Win" 

d iabetes program, a thma management program, pediatric care management, childhood 

obesity management, hypertension program, weight loss coaching, a member web portal with 

printable medical and vacci ne history, and Lamaze classes. 

Providers fmm 13,719 locations throughout the State of Nebraska have signed a letter of 

intent indicating that they wi ll sign a contract with AmeriHea lth Nebraska. 

Our proprietary cli nical platform, the Jiva Medical Management lnfonnalion System™, 

supports disease management, case management, and utilization management. The Jiva 

system provides a comprehensive view of enrollee-related data; a full workflow-capability to 

facilitate assessment, planning, intervention and evaluation; and a robust data etto facilitate 

outcome tracking and monitoring. The Ji va system is integrated with our care management 

program; it is especia lly appropri ate enrollees who may not need full case management 

services but would benefit from support to address barriers to care, minor health-related 

issues, or help scheduling PC P appoi ntments. 
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The following is a summary of acti vities that we employ to satisfy each category of Scope of Work 

requirements: 

Regulation and Guidance (Scope of Work Section IV.C.1) 

AmeriHealth Nebraska, Inc. (AmeriH ea lth) , a j oint venture between Blue Cross and Blue Shield of 

Nebraska (BCBSNE) and AmeriHea lth Mercy Health Plan (AMHP), wi ll abide by all relevant 

provi sions of Chapter 42 of the CFR, Part 438 Managed Care; Titl e 47 1 NAC "Nebraska Med ical 

Assistance Program Services"; and NAC Title 482 "Nebraska Medicaid Managed Care" . 

Ameri Hea lth Nebraska, Inc. will be licensed by the Nebraska Office of Insurance as a hea lth 

maintenance organ ization, and will do business as Arbor Heal th Plan . 

We have rigorous systems in place which enab le us to stay abreast of changes in laws, regulat ions, 

and guidelines. Ou r associates participate in semi nars, industry committees, and other fo rums, which 

allow us the best possib le opportunity to anticipate changes and to integrate compli ance into ou r da ily 

operat ions. 

Managed Care Organization Licensure (Scope of Work Section IV.C.2) 

AmeriHea lth Nebraska, Inc. is fully compliant with 42 FR 438.2, which includes: I) meeti ng the 

advance directives requirements; 2) making services it provides to its Med icaid members as 

accessible as possible - in terms of timeliness, amount, duration, and scope - by ensuri ng 

compliance with provider network and aCcesS standards promulgated by DHHS and by ensuring that 

covered serv ices are provided ; and 3) meeting the so lvency sta ndards of 42 eFR 438. 11 6 by 

qualifying as a hea lth maintenance organization (HMO). Ameri Hea lth Nebraska has applied for a 

Certificate of Authori ty (COA) under the Nebraska HMO Act, to estab lish and operate a Nebraska 

HMO. 

AmeriH ealth Nebraska is the sole risk-bearing enti ty for this proposa \. 

Reinsurance (Scope of Work Section IV.C.4.a) 

AmeriH ea lth Nebraska's proposed reinsurance arrangements will meet all requirements of the RFP . 

After receiving a contract award, AmeriHealth Nebraska wi ll obtai n large c lai m reinsurance quotes 

from reinsurance carriers for various cost thresholds. We will eva luate the ex pected net cost of 

insurance of these proposals by comparing the premium to an expected cost of c laims in excess of the 

threshold. The expected cost of claims above a thresho ld wi ll be developed from AmeriHealth 

Nebraska 's extensive experience for Medicaid popu lations in vari ous states . 

When completed, AmeriHea lth Nebraska will share with the State the risk ana lysis, assumptions, cost 

estimates and rationale supporting our proposed re insurance arrangements. If any re insurance is 

prov ided through related parties, AmeriH ealth Nebraska wi ll prov ide a di sclosure of the entities and 

deta ils causing the related party relationship . 

Advance Directives (Scope of Work Section IV.C.4.C) 
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We have a robust set of policies and procedures in place and operational for advance directives, 

incl uding the provision of written information to a ll adult enrollees as defined in 42 CFR 489. 100, 

and in full compl iance with and applicable State and Federal requirements. Our wri tten advance 

directive information includes a description of applicable State law, our policy with respect to 

honoring an enrollee' s advance directi ve, includ ing a statement orany limitation(s) regardi ng the 

implementation of advance directives ( if applicable), and the individual's right to fi le a complaint 

concerni ng noncompli ance with advance di rec ti ve requirements with the State survey and 

certifi cation agency. 

We will provide written information concerning advance directives in the enro llee handbook, as well 

as on our web si te and a link to the DHH S's webs ite. The information will be updated regu larly to 

reflect current practical and legal updates, as soon as possible, but in any event, no later than 90 days 

after the effective date of such change. 

As enrollees become engaged in care management, the case manager will explai n advance direct ives, 

li ving wi ll s, and powers of attorney, and will provide enro llees with the Nebraska State webpage 

address to access forms on their own, or mail any required forms directly to an enrollee, at the 

preference of the enro llee. The case manager will a lso provide enro llees with contact information 

should they desire more detail ed information on each form. 

Information Requirements (Scope of Work Section IV.C.4.d) 

Providing Written Materials to Enrollees That Are Easily Understood 
As part of our commitment to engaging, educating, and empowering our enroll ees to take control of 

their health, AmeriHea lth Nebraska has establ ished comprehenSive, effective procedures to ensure 

that our written enrollee materia ls arc designed to be easi ly understood by all enrollee, and are made 

avai lable in the languages and formats needed by the Medicaid enrollees in each community that we 
serve, 

According to Consumer Reports, two of our heal th plans are ranked in the top 25 Medicaid health 

plans in the nation (ranked #22 and #25), and the third is ranked in the top 50 (ranked #46). 

Additionally, AmeriHeaith is recognized as a national leader in serving members in a culturally and 

li nguistica lly appropri ate manner. AmeriHealth worked with America ' s Health Insurance Plans 

(AHIP) to develop The Health Literacy & Plain Language Resource Guide to help educate the hea lth 

care industry about health literacy. 

All drall enrollee materials will be edi ted for readability usi ng the Hea lth Literacy Advisor (HLA) 

too l ensuring that enrollee materi als arc written at a sixth grade level as measured by the Flesh

Kincaid reading index. The material wi ll subsequent ly be reviewed through a two-step internal review 

process prior to submission for State approval. 

Non-Prevalent Languages and Alternative Formats 
All of AmeriHea lth Nebraska' s written education materials will be printed in English and Spanish, or 

in other languages required by the State. This includes our new member welcome package , member 

handbook, our member newsletter, educational materia ls supporting our care management programs, 
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and our hea lth education and outreach materi a ls. Our mate ri als will a lso be availabl e upon request (or 

as otherwise directed by the Stl,te) in other langul'ges and in alternate fonnats for persons with visual 

impairments, including Braill e, large print, and/or audio tape. M embers with a hearing impairment 

can call our toll- free Teletypewriter (TTY)/te lecommunication device for the dea f (TDD) number to 

request materi als in an alternati ve medium. 

An enrollee can also request to have pl an written materia ls translated into any language by simp ly 

ca lling Enro llee Services 24 hours a day, seven days a week. Addi tiona lly, AmeriH ealth Nebraska 

will usc translation vendo rs that are able to translate materia ls in over 170 languages and into large 

print, Bra ille, and audio-tape formats. The information will be mai led o ut once the enro llee has 

se lected our plan and the new enro llment list has becn rece ived. 

AmeriHealth is recognized as a nati onal leader in serving members in a cultura ll y and lingui stically 

appropriate manner. Three Ameri Health pl ans are among the six "early adopter" plans nati onwide 

that were awarded NCQA 's Mu lticultura l Health Care (MH C) Distinction. All three plans received a 

score of 100 percent during the ir respecti ve reviews. 

Enrollment Information 
AmeriH ea lth will welcome all new enroll ees to our Plan with a welcome packet containing essential 

informati on tha t they need to know to help better manage their own hea lth care. Enro llment 

information will be mai led out once the enroll ee has se lected our plan and the new enro llment list has 

been received. This mate ria l can be custom ized to include specific in fo rmation about the providers or 
services that are avai lable to meet an enrollee's indi vidual needs. 

The welcome packet will include the follow ing materia ls: 

• Welcome Letter 

• Provider Directory 
• Enroll ee Handbook 

• Information on Advance Directi ves 

• 10 Card 
• Important Telephone Numbers sheet 
• Feeling Great Checklis t 
• Noti ce of Pri vacy Practices 
• Care Management Mini-Assessment 

• Just a Click Away 

• How and Where to Get Care 

• Personal Hea lth Record and Ho lder 

Furthermore, we have successfull y utili zed we lcome calls to help orient members and answer any 

questions that a member may have about their healthcare services. The welcome ca ll will be ou'· first 

opportunity to engage our member and obtain vital healthc3 re information to ensure services are 

provided to meet the member's spec ific needs. Based on the phone assessment, members will receive 

add iti onal material specific to their healthcare needs, referred to care managers and/or assis ted in 

accessing services. 

Page 6 Techn ica l Approach: Understanding of the Scope of Work 



Medicaid Managed Care Physical Health Service 
RFP II 379221 

Grievance and Appeals 

AmeriHealth Nebraska will provide enrollees with the required information for the grievance, 

appeals, and State Fair Hearing process through several mechanisms, including infonnational 

materials in the appropriate format; materials in the appropriate language; information needed to seek 

services; grievance, appeals, and State fair hearing procedures. Information on appeals, grievances, 

and the State Fair Hearing process will be prov ided to enrollees as part of the initial enrollment 

information that is sent to them. The information will also be provided in written format as part of the 

Enrollee Handbook that will be disbursed to enroll ees as part of the enrollment process. A reminder 

of the process will a lso be provided to enrollees annually . Enrollees will also be notified of any 

changes in the process within timelines specified by the State. Additionally, AmeriHealth Nebraska 

will also ensure that employees involved in the review of a ll grievances and appeals wi ll have clinical 

training and extensive expertise. 

Provider Termination 

In instances when we have to terminate a provider from our network, such as if a Provider is not able 

to meet our eredentialing standards, AmeriHea lth Nebraska has an effective process in place for 

minimizing the impact and communicating with the enrollee. As a general matter, whenever a 

provider's contract is terminated, all affected enro llees will be notified in writing. In the case of an 

enrollee who received his or her primary care fro m, or was seen on a regular basis by, the termi nated 

provider we will make a good faith effort to g ive written notice of termination ofa contracted 

provider within 15 days after receipt or issuance o f the termination noti ce, to each such enrollee. 

Notification to affected enrollees will include information regarding ass istance in choos ing another 

contracted practitioner and referral to the webs ite for a lis t of network providers in the enrollee's area. 

The enroll ee may also ca ll the Contact Center for assistance in selecting a new PCP. Additional, 

supp lemental strategies include phone calls, "on hold" messages, and automated and interactive 

phone ca lls. A special effort is made to contact enrollees with special needs so that the health care 

services they receive continue without interruption . 

Additional Material 

In addition to the materials described above, we wi ll provide a comprehensive li st of all enrollees of 

useful, re levant, valuable and easi ly understood educational materials through various 

communications channels which inc lude, but arc not limited to: 

Enrollee education ma il ings 

• Newsletters 
• Online library of health information 

Social media and secure enrollee porta l si tes 

• Materials that support community outreach initiatives 

• Publ ic service announcement 

Posters and flyers 

Outbound pre-recorded telephone messages 

Provider Discrimination (Scope of Work Section IV.C.4.e) 
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We ensure that providers are not discriminated against for participation, reimbursement, or 
indemnification for acting within the scope of their license or certification. We select providers based 
on their capability to meet pre-determined credentialing and contracting standards. Our policy is an 
integral component of our day-to-day management processes, which collectively ensure that 
associates are aware of and adhere to the policy. In addition, this information will be included in the 
provider manual, which is available to all network and non-network providers. 

A provider may be declined participation in the network if he or she does not meet credentialing or 
contractual requirements. In the event that this occurs, a written notice is given to the provider which 
includes our rationale for the action taken and their appeal rights in accordance with 42 CFR 
438.l2(a). Our provider network representatives and medical director will always be available to 
assist providers when credentialing or contractual questions arise and guide them towards the steps 
necessary for attaining the requirements to be accepted into our network. 

Third Party Resources (Scope of Work Section IV.C.4.f) 

AmeriHealth has almost 30 years of experience in cost avoidance and collection of third party 
resources (TPR). For calendar year 2010, AmeriHealth avoided inappropriate payment of $67.7 
million across all its affiliated Medicaid risk plans. AmeriHealth has designed its system to have 
virtually unlimited capacity to capture TPR data from other carriers, agencies and relevant sources. 

AmeriHealth's Operations Support organization has a dedicated Recovery Department where 
associates identify and obtain third party payer information, including Medicare, commercial 
insurance and/or accident-related coverage. The Recovery Department administers the collection and 
adjudication of third-party liability information for all AmeriHealth-affiliated plans and will do so for 
Nebraska as well, while meeting all federal and state requirements. 

AmeriHealth captures TPR information regularly received from many sources, including information 
from the State, Explanation of Benefits (EOB) forms sent with provider claims, enrollment files, and 
through telephone calls from providers and members who self-identify TPR coverage. We will also 
utilize our existing systems and capacities to collaborate with Nebraska DHHS to take advantage of 
its statutory authority to require coverage information from other insurers and employers. 

Third Party Liability files are received on a regularly scheduled basis and data is loaded to Facets® 
via a proprietary and fully-automated process. For TPL information received post-payment, TPR
related overpayment recovery opportunities are identified via an automated approach and pursued 
promptly, maximizing return while remaining compliant with state-specific recovery limitations and 
requirements. 

Enrollment, Disenrollment and Re-Enrollment (Scope of Work Section 

IV.C·S) 

Enrollee Demographics and Challenges 
AmeriHealth Nebraska provides an unparalleled expertise and perspective on how to best meet the 
needs of the underserved and vulnerable Medicaid eligibles living in rural Nebraska communities. 

Page 8 Technical Approach: Understanding of the Scope of Work 



Medicaid Managed Care Physical Health Service 

RFP # 3792Z~ 
,;;,-4rbor I AmerlHealth 

V" (~eolth Pion I Nebraska 

Blue Cross Blue Shield of Nebraska has been serving Nebraska residents for over 70 years and is 
uniquely qualified to serve the MCO's rural population. AMHP works with Medicaid populations 
throughout the nation. Our two organizations have joined together to lend our respective expertise to 
the Medicaid enrollees in Nebraska. 

We have met with many key Nebraska stakeholders and have learned much regarding the challenges 
that Medicaid enrollees currently have, including: complex transportation needs, access to specialty 
providers, available culturally appropriate care and lack of relationship with a primary care provider 
or a patient centered medical home. 

Our analysis concluded that over half of the population in the service area live in or close proximity 
to an urban setting. We will contract with the providers in these urban areas to provide access to the 
enrollees living close to the urban areas. We have already obtained a significant number of letters of 
intent (LOIs) to build an extensive provider network in these locales. 

While the majority of Nebraska's population is white, English-speaking residents, the past decade has 
witnessed double-digit growth in the State of other races and ethnic groups. We expect that cultural 
and linguistic competency will become an increasingly important component of Medicaid managed 
care in the service area. 

Enrollment and PCP Assignment 
During the enrollment process, we will assure that all enrollees are linked to a PCP. AmeriHealth 
Nebraska will receive the choices indicated by the member during the enrollment process from the 
State's contracted enrollment broker to AmeriHealth Nebraska via the enrollee file. An enrollee's 
PCP selection is documented for the enrollee by AmeriHealth Nebraska in a written notice mailed to 
them as part of the New Member Welcome Kit. 

If no PCP is indicated on the Enrollee File received from the Enrollment Broker, a Customer Service 
Representative will contact the enrollee by phone, as part of the welcome process, within 10 business 
days of receiving the Enrollee File from the Enrollment Broker to assist the enrollee in making a 
selection of a PCP and inform the enrollee of his or her rights and any relevant information; and 
update the enrollee's record in Facets® with the appropriate PCP, followed by generation of an ID 

card to be sent to the enrollee. 

If the enrollee cannot be reached after 3 phone attempts within the 10 business days or does not select 
a PCP, AmeriHealth will follow an auto-assignment protocol to assign a PCP to the enrollee within 
30 days. 

Our care managers and member services representatives assist enrollees identify participating health 
care providers and coordinating care when needed. This high-touch approach reduces access burdens 
for members and assures they have someone to assist with additional needs that arise. Customer 
Service Representatives will be available 24 hours a day/seven days a week/365 days a year to service 
member inquiries, whether telephonic, written or web-generated. 

Our enrollment process is built around nationally-accepted, HIPAA-compliant transactions and file 
layouts that allow us to process and reconcile eligibility information effectively. We receive to enroll 
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new enrollees, disenroll enrollees, re-enroll enrollees, update enrollee demographic data, and assign 
PCPs in a timely and accurate manner. Each file is automatically processed nightly in our Facets® 
Health Care Application. This process automatically applies changes to enrollment data and updates 
information about enrollees so that the information in Facets® is reconciled with the information 
from the State and the enrollment broker. 

Disenrollment 
We understand the rights and restrictions entailed in disenrolling an enrollee (i.e. if we have sufficient 
evidence in our possession that an enrollee's particular condition could be better served by another 
plan or documentation fraud, forgery, or abuse by the enrollee). We will complete all the requisite 
paperwork and adhere to the State's regulations and timelines. 

Processes Against Enrollee Discrimination 
Consistent with our mission and values, we treat members with respect and dignity. We will accept 
all enrollees without restriction as outlined in this contract. AmeriHealth staff members are required 
to complete an annual training through our corporate compliance program on discrimination. 

Enrollee Rights (Scope of Work Section IV.C.G.a) 

AmeriHealth Nebraska is committed to protecting enrollee rights in all of its manifestations. 
Enrollees have many rights, some of which are: 

To be treated with respect and with due consideration for his/her dignity and privacy 
To receive information on available treatment options and alternatives, presented in a manner 
appropriate to the enrollee's condition and ability to understand 
To participate in decisions regarding hislher health care, including the right to refuse 
treatment. Refusal of treatment will not be considered as a reason for AmeriHealth to seek 
disenrollment of an enrollee from the plan 
To be free from any form of restraint or seclusion used as a means of coercion, discipline, 
convenience or retaliation, as specified in the Federal regulations on the use of restraints and 
seclusion 
To be able to request and receive a copy of his/her medical records, (one copy free of charge) 
and request that they be amended or corrected to ensure that they contain correct and 
complete information (as specified in 45 CFR Part 64). 

Enrollees will receive information about their rights in the Enrollee Handbook at initial enrollment, 
member web site, community events and in the welcome packet, and annually thereafter via our 
enrollee newsletter. Enrollees can request a copy of their rights and responsibilities at any time by 
calling our Member Services Contact Center. 

AmeriHealth Nebraska requires each employee to participate in the Corporate Compliance Program 
by learning and carrying out the companies' Code of Ethics and Conduct, to participate in the 
Privacy Program by attending scheduled, mandatory training, and to sign the "Associate 
Confidentiality, Privacy, and Security Agreement" on an annual basis. Individual departments 
provide job-specific training on how to acknowledge and fulfill member requests. 
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AmeriHealth Nebraska also commits that in addition to our general commitment to follow all 
applicable laws and regulations, all contracts with providers, vendors, and subcontractors will comply 
with all Federal and State laws and regulations including Title VI of the Civil Rights Act of 1964e; 
Title IX of the Education Amendments of 1972 (regarding educational programs and activities); the 
Age Discrimination Act of 1975; the Rehabilitation Act of 1973; and the Americans with Disabilities 
Act. 

If a member feels that their rights have been violated, they have the right to file a formal complaint or 
grievance. We will assist the enrollee through the complaints and grievance process through 
resolution. 

We have quality assurance and monitoring programs to assure that the services rendered by the 
Contact Center are accurate and effective, that includes call recording and screen capture. If during 
the quality process there is any indication that a member's rights have been infringed upon, 
immediate feedback is provided to the Member Contact Center Representative and the employee 
supervisor is notified. At a minimum, the employee with receive a coaching and counseling. The 
Supervisor will contact the enrollee to discuss the situation and provide any additional assistance. 

Provider-Enrollee Communication (Scope of Work Section IV.C.G.b) 

We include language in Section 9.12 of the provider agreements that clearly states we will not advise, 
prohibit, or restrict a health care professional acting within the lawful scope of practice from advising 
or advocating on behalf of our enrollees. We also include this policy in our provider manual so both 
network and non-network providers have access to the information. 

Additionally, we continually promote open dialogue between providers and enrollees in enrollee and 
provider newsletter articles, during community health events, during interaction with our Care 
Managers, our Customer Service Representatives and on our web-sites. 

Our Care Managers and Customer Service Representatives facilitate 3-way phone conversations 
between the provider office and enrollees who indicate that they are having difficulty expressing 
themselves or challenges comprehending what the provider has said to them at the provider's office. 
By participating in the call, our care managers can reinforce the providers instructions and provide 
additional explanation if needed. We encourage enrollees to speak openly to their providers and 
frequently assist them to prepare for their provider visits so that they have meaningful dialogue and 
assume an active role in their own care. 

AmeriHealth Nebraska will provide coverage for all counseling and referral services required to be 
provided by the RFP. AmeriHealth Nebraska's managed care activities are not restricted by specific 
moral or religious directives or obligations. 

Marketing Activities (Scope of Work Section IV.C.G.c) 

All marketing materials will be approved by our internal review process as well as by the relevant 
State agencies prior to distribution to enrollees. This process is designed to be informative so that 
enrollees can derive maximum benefit from health care service provided. Prior to submitting the 
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materials to the State for approval , our Marketing Communications Department will rev iew all 

materials to ensure that materials: 

• 

• 

• 

• 

• 

Arc written at or below a 6th grade reading leve l (6 .9 score on the Flesch-Kincaid grade-leve l 

tool) to ensure they are easily understood , that Cu lturally and Linguistically Appropriate 

Service (CLAS) standards have been uti lized in the development of the materi als, and to 

make certa in our goals of health literacy and cu ltural competency arc met. 

Are accurate, not misleading or confusing, and do not defraud recipients or the State in any 

way. 

Contain no statemcnts that wou ld in any way mis lead the enro llee to believing that helshe 

must enroll with AmeriHea lth Nebraska in order to obtain hislher benefits or in order to not 

lose his benefits. 

Contain no statements that would in any way lead the enro llee to believe that AmcriHea lth 

Nebraska is endorsed by CMS, the Federa l or State government, or a simi lar entity. 

Sati sfy a ll State contract and regu latory requirements. 

Marketing materi als will be availab le in Engli sh and Spanish, and in additional languages upon 

request. AmeriH ealth Nebraska will not, d irectly or indirectly, engage in door-to-door, te lephone or 

other cold-call marketing acti vities. Communi ty outreach employees wi ll be trained extens ively on 

Slate marketing requirements. Month ly meetings, to include on-site monitoring and one-on-one 
feedback, will be mandatory in order to ensure the team is apprised of any and all updates to 

marketing gu idelines. Interna l performance will be audited as part of our ongoing efforts to ensure 

that compliance and quality standards a re mel. 

Emergency Services: Coverage and Payment (Scope of Work Section 

IV.C6_d) 

AmeriHealth Nebraska comp lies with State and Federal law and regu lation pertaining to coverage of 

emergency services. Our polic ies, procedures, and practice is to provide coverage of, and payment 

for, emergency services, irrespective of whether we have a contract with the provider who fumishes 

those services. 

Claims for emergency services rendered in an emergency department will be processed without 

authori za tion, based on the place of service code and revenue code on the cla im, inc luding cases in 

which: I) the absence of immediate medica l attention would not have: a) placed the hea lth of the 

enro ll ee (or, in the case ofa pregnant women, the hea lth o f the wo man or her unborn chi ld) in seri ous 

j eopardy, or b) resu lted in serious impairment to bodily functions Or c) resulted in serious dys fun ction 

of bod ily organ or part; nor 2) in cases where an MCO representati ve instructs the enrollee to seck 

emergency services. Post-stab ilization care following emergency services also will be considered an 

approved covered service, and will be paid using the sa me process. Payment for these services will be 

made without regard to whether the provider has a contract with AmeriHealth Nebraska. 

We will not reFuse to cover emergency services based on the emergency rOOm prov ider, hosp ital , or 

fi scal agent not notifying AmeriHealth or the applicable State enti ty of the enrollee's screening and 

treatment within 10 ca lendar days of presentat ion for emergency services . We routinely pay clean 
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c laims submitted by a heallh care provider within thirty (30) days of receipt of the claim, well under 

applicable State and Federal Requirements. This process applies to non-participati ng providers who 

provide emergency service . 

At a minimum, an annual review will be performed to ens ure a ll payments pol icies have been updated 

appropriately to meet any new state requirements on provider agreement changes. 

Emergency Services provided at a facility participating in Ameri Hea lth Nebraska's provider network 

arc reimbursed according to the faci lity's contract with AmeriHealth Nebraska. Emergency Serv ices 

provided at a faci lity not pal1icipating in the our prov ider network, within the U.S. and in certain 

limited ci rcu mstances outside of the U.S., are re imbursed no more than the amounts (less any 

payments fo r indirect costs of medical education and direct costs o f graduale medical education) that 

it could collect if the enrollee received medical assis tance under Title XIX or Title XX I through an 

arrangement other than enrollment in the MeO. 

AmeriHea lth Nebraska has policies and procedures in place to ensure that enrollees are held harmless 

in compliance with applicable State and Federal requ irements for subsequent screening and treatment 

for the di agnosis of a condit ion and associated stab iliz ing care. 

Post Stabilization Services: Coverage and Payment (Scope of Work 

Section IV.C6.e) 

AmeriH ealth Nebraska complies with State and Federal law and regulation pertaining lo coverage of 

post-stabiliza tion services. Our pOlicies, procedures, and practice is to provide coverage of, and 

payment for, post-stabilizati on care, irrespective of whether we have a contract with the provider 

who furnishes those services . 

During business hour , calls fro m emergency room providers who need assistance arrang ing post

stabilization treatment will be forwarded to our Rapid Response Team. The Rapid Response Team 

staffed by nurses, social workers, and care management technicians with access to an a Medical 

Director as needed - is adept at coordinating services to address urgent care access and needs . The 

Rapid Response Team has access to informati on on a wide variety of community resources and can 

expedite referrals to network providers and submission of prior authorization requests. After bus iness 

hours, on weekends, and on holidays, we ass ign nurses and a medi cal director to be on-call to assist in 

coordinating post stabili za ti on care. Urgent care needs wi ll be transitioned to the care manager on the 

next business day . 

AmeriH ea lth Nebraska's financial responsibility for post-stabi lization care services that it has not pre

approved terminates when: 

I) A plan physician with privileges at the treating hospital assumes responsibility for the 
enrollee's care. 

2) A plan physician assumes responsibility for the enrollee's care th rough transfer to another 

place of service. 
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3) An AmeriHealth representative and the trea ting physician reach an agreement concernin g the 

enro llee's care. 

4) The enrollee is discharged. 

Covered Services (Scope of Work Section IV.C.6.f) 

AmeriHealth Nebraska enrollees can obtain Fami ly planning services from any approved Nebraska 

Medicaid provider. No referra l from the enrollee's PCP is req uired For any service, including fami ly 

planning services and supplies. We wi ll not impose any other restrictions on the enro llee' s cho ice of 

provider for family planning services. To support this practice, our c laim system will be configured 

accordingly. We will also provide tra ining to stafF as part oFtheir orientation concerning family 

planning services and supplies ava ilable to enrollees without the need for referral. 

Enro llees will be ab le to access inFormation on covered services, including Fami ly planning services, 

in the Enrollee Handbook, the enrol lee web portal , and through req uest or questions to the Contact 

Center representatives. We will post information about covered services and the process to access 

those services on ou r web site, inc luding separate links to content on the services available through 

our plan, how to access those services, and how to contact us for ass istance in understanding or 

accessi ng avail ab le services. 

Additiona lly, we will post seasonal reminders For enro llees on services they shou ld be accessing at 

different times o f the year, such as flu shots in the rail and children' s we ll -vi sits prior to the school 

year. We will communicate the ava ilabi li ty of covered services through several key printed materials 

and our Enrollee Newsletter. 

We a lso conduct periodic outreach to enro llees who have not accessed recommended services to 

ensure they are aware of ava ilab le services and to facilitate an appointment for Care. We also 

proactively contact members to remind them of covered services they should be rece ivi ng, for 

example, upcoming EPSDT screenings and immun izati ons to be schedu led for the enrollee's child. 

We will not require referra ls for members to access specia lty ca re. Members with special hea lth care 

needs wi ll have di rect access to specia lists as appropriate for the members ' conditions and ident ified 

needs. Case managers will be ava ilab le to assist members with coordination-of-care needs. 

Finally, AmcriHcalth Nebraska wi ll offer six additional benefits that will serve to enhance current 

benefi t ofFerings and complement AmeriHealth 's medical management strategy to improve the hea lth 

of our members, as described in detail in the RFP. These will include: 

• Adu lt Preventati ve Visits 

• Parenting Classes 

• 24x7 Nurse Hotline 
• WeeCare Diaper Program (t ied to AmeriHealth Nebraska 's maternity program) 

• Lamaze classes 
• Rapid Response Team 

Care Management Requirements (Scope of Work Section IV.C.6.f.iv) 
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We have extensive experience in providing care management to Med icaid populations. Our so lution 

supports all aspects of person-centered care fo r those who have chronic health care needs, including 

ex panded choices, increased access to care, greater coordination and continuity of care, cost-effective 

health services, and belter health outcomes . We do so in a way that blends high-technology 

strati fication and analyses wi th appropriate levels of indi vidual engagement such as advocacy, 

com munication, problem solving, collaborat ion and empowennent. 

Care management is provided to the enrollee on several levels, the most comprehensive bei ng our 

Integrated Care Management (lCM) program. 

Preventive Services and EPSDT 
We use a variety of services to reach out to all enro llees to assist wi th preventive services. Ou r ai m is 

to "Make Every Enrollee Contact Count." We have programs for pregnant women to connect to the 

appropriate prenatal care services. We have focused outreach to connect enrollees to needed 

preventi ve hea lth and chronic care services through our Care Cap stra tegies. 

Our Pediatric Preventive Hea lth Care program (PP HC) is designed to improve the hea lth of enro llees 

from birth to age 2 1 by increasing adherence to Early Periodic Screening, Diagnos is, and Treatment 

(EPSDT) and Health Check program guidelines through identifi cation of growth and development 

needs and the coord inat ion of appropriate health care services. We partner with providers and 

co mmuni ty programs to ensure enrollees have access to required serv ices and use creative outreach 

stra tegies to ass ist enrollees and their parents/gua rdians to use the services. In formation on mi ssing 

EP DT services wi ll be displ ayed th rough AmeriHealth Nebraska's care gap interfaces. After care 

gaps are identified, outreach to the enrollee is coord inated through the Rap id Response team using a 

combination of in-person and automated ca lls to remind the parent/guardian about missed or overdue 

services. 

Health Risk Assessment 
In order to help match enrollees with hea lth care that meets their needs in a cost-e ffecti ve manner, 

AmeriHea lth Nebraska uses a health risk assessment (HRA) to identi fy enrollees who are at ris k for 

chronic condit ions and other heal th care needs. The HRA conta ined in the Member Welcome Packet 

contains questions about current hea lth condi tions and health care services. Our new member 

outreach process actively encourages members to complete the assessment. Members can complete 

the a sessment on paper and return it us ing an enclosed postage-paid envelope or they can ca ll the 

to ll-free number printed on the asses ment and complete it over the phone. Members can also register 

on the Member Portal and complete the assessment via our secure internet si te. 

Our HRA ident ifies actual or potentia l barriers that may h inder the deli very or optimum hea lth care. 

Each question in the HRA is de igned to gather in fonnation in which a positi ve response will trigger 

program rererrals or acti on to support a specific issue. The HRA offers opportunities to quick ly 

identi fy and engage enrollees who are pregnant, have chro nic conditions, or have special needs andior 

hea lth-related concerns. 
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The ICM program is a ho li stic so lution that uses a populati on-based health management approach to 

provide comprehensive care management serv ices. This fully integrated model a llows enro llees to 

move seamlessly fro m one component to another, depending on their un ique needs. 

The program has fi ve core components: pediatri c preventive health care, episodic care management, 

WeeCare (maternity management), complex care managcmcnt, and rapid response. From this 
integrated so lution, AmeriH ea lth Nebraska deli vers and coordinates its case and disease managemcnt 

services. AmeriHea lth 's I M team includes nurses, social workers, Care Connectors, cli nica l 

pharmacists, plan mcdica l dircctors, primary care practitioners (PCPs), specia lists, enro llees and 

caregivers, an d parents/guardians. 

Members are identifi ed for the ICM program using a sophisti cated and state of the art predicti ve 

modeling so ftware to identi fy enro llees that are appropriate for the va ri ous components of the 

program. O ur identi fi cation processes include data minin g and predictive modeling, new enrollee 

assessmen t, prov ider referra ls, enrollment reports and hea lth pl an act iv ity . 

We strati fy enro llees using a combination o f predi cti ve risk scores and assessment findin gs. Enrollees 

identifi ed for the hi gh-risk ti er undergo a more comprehensive hol is tic assessment with additional 

focus on any identified areas. 

The primary method of service for the ICM program is te lephonic outreach, assessment and 

intervention. DHHS approved care management brochures and enrollee welcome letters will include 

in fo rmation on the patient centered medica l home and the benefits of participating in a medical home. 

We also beli eve that our low-dollar enrollee incenti ves (such as diaper rewa rds program) encourage 

enrollee partic ipation. 

Medical Necessity determinations are one component of o ur comprehensive Utilization Management 

(U M) program. Based on a lmost 30 years of experi ence coordinating care for our di verse 

membershi p, our comprehensive UM program empl oys nationally recognized guidelines, regul ar and 

ongoing evaluations, and a thorough employee trainin g program to ensure that enrollees receive high 

qua li ty and medically necessary care. We will use this proven UM program as a foundation to ensure 

that Nebraska's Medicaid enrollees rece ive the most sound and effec ti ve care avai lable. 

Our poli cies and procedures ensure that ind ividuals or entiti es that conduct Utili za tion Management 

(U M) activities do so in a manner that is not linked in any way to a personal Or profess ional gain . 

Associates, providers or other individuals conducting utili zation review are not rewarded for limiting, 
denying, or discontinuing medica ll y necessary services. 

Once identified, high-risk enrollees are managed through our Ji va Med ica l Management Information 

System. The Jiva system prov ides a comprehensive view of enro ll ee-related data; a full workflow

capab ili ty to faci li ta te assessment, pl anning, intervention and evaluation; and a rob ust data set to 

fac ili ta te outcome traCking and moni toring. 
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Special Health ecds . We arc well versed with the challenges of caring fo r foster care children and 
enrollees with chronic andlor special health care needs. Members are identitied for AmeriHea lth 's 
Integrated Care Management support with the fo llow ing care management tri ggers: 

• Special needs enrollees 

• 
• 
• 

Children who are in foster care placement 
Enrollees with chronic andlor special hea lth needs 
Enrollees at risk for poor health outcomes 

Children with positi ve results from lead testing 
Enro llees with mu ltip le missed medica l appointments 
Enro llees with screening results indicating re ferrallreatment without follow-up 

Disease Ma nagement. Furlhermore, our comprehensive Disease Management programs wi ll 
effectively address the complex health care needs of Nebraska Medicaid recipients wilh as thma, 
d iabetes, hea rt disease, hypertension, and obesity , as well as other condi tions identi tied by DHHS. 
These programs work in partnershi p with the pri mary care provider and medical home, along with 

other members of the treatment team (including but not limited to specialists, home health providers, 
therapists) and the member's caregivers to coordinate and facilitate adherence to the treatment plan. 

The HRA also identiti es enro llees who may not need full case management services but would 

bene fit from support to add ress barriers to care, minor health-related issues or help sched ul ing PCP 
appointments. Additional care management includes: 

• Enrollees included in the Medicaid eligibi lity category of the Aged, Blind and Disabled 

• Children who are in foster care placement this appears in the above list 
• Emollees di scharging from the hospital 
• 
• 

Enro llees with multiple mi ssed medical appointments 
Enro llees requesting case management activi ties 
Enro llees whose PCP has made a referra l for care managcment activities 

Medically Necessary Care 

The outco mes of our progra ms have been eva lua ted by outs ide actua ria l firms. One actu aria l 
firm states "The difference in med ica l a nd pha rmacy trend achi eved by (Ame ri Health Mercy) as 

compared to its s im ilarly s ituated competition was ma te ria l.. .. " 

Medical Record Content (Scope of Work Section IV.e.G. f. v) 

The MCO medical record content is fu ll y compliant with all State and Federa l requ irements. Our 
Medical Management Information System (Ji va TM) provides an integrated platform that allows for the 
collecti on and use of medica l informati on related to members. 

[n addition to required medica l record content, we will provide physicians with access to a Member 
Clin ica l Summary (MeS) through the provider portal, a payer-based electronic hea lth record that 
provides a common view ofa pati ent's medica l history by summarizi ng data fro m claims, pharmacy, 
and care management sources. Delivered to cli nicians and hea lthcarc prov iders at the point of care, 

the MCS fosters greater collaboration between hea lthcare prov iders and hea lthcare payers or insurers, 
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enriches patient interactions, and streamlines administrative procedures. Most importantly, the MCS 
helps each stakeholder in the healthcare process improve the overall quality and affordability of 
healthcare. The MCS can be printed for addition to a paper chart or downloaded as a Continuity of 
Care Document (CCD) into an electronic medical record. 

Provider Network and Access Standards (Scope of Work Section IV.C.7.e) 

Letters of Intent 
AmeriHealth Nebraska will draw upon the approximately 70 years of experience that our partner Blue 
Cross Blue Shield of Nebraska has with the State's provider network. In addition, AmeriHealth has 
nearly 30 years of experience in building strong provider networks in multiple urban, suburban, and 
rural communities. AmeriHealth Nebraska has developed a proven process to ensure that we can 
quickly implement a comprehensive provider network that actually exceeds DHHS requirements, 
particularly in Nebraska's rural and frontier counties. AmeriHealth Nebraska has signed LOIs from 
providers throughout the State representing 13,719 locations - creating a foundation for a 
comprehensive provider network for the 83 county service area. 

We strive to contract with all available providers who meet our credentialing standards and will refine 
the network over time, as needed, to ensure we retain providers who meet our network requirements. 
In order to build and maintain a comprehensive provider network in the State, we have begun to 
effectively partner and build relationships with: 

Safety-net and community providers. 
Rural hospitals, Rural Health Centers (RHCs), and Federally Qualified Health Center 
(FQHCs). 
Key provider systems in Omaha and Lincoln (for enrollees to obtain specialty care). 
Physician extenders, including Advanced Registered Nurse Practitioners. 

Monitoring of Provider Standards 
Compliance with the accessibility standards is monitored through a number of tracking and reporting 
vehicles. AmeriHealth Nebraska will track calls from members related to dissatisfaction with 
appointment and wait times. We will also conduct our own assessments via "Secret Shopper 
surveys" and provider audits, including on-site visits. 

Offices that are non-compliant during repeated monitoring attempts are required to prepare and 
implement a corrective action plan. The provider network management representative monitors the 
implementation of any corrective action and reports the results to the Quality Committee. 

Provider incentive programs for PCPs will monitor quality measures, medical cost management 

with adjustments for severity of illness, operational standards, and emergency room 

utilization elements. 

Monitoring of GeoAccess Standards 
AmeriHealth Nebraska monitors network adequacy against the State's access to care standards on a 
frequent basis in the months prior to and after program implementation and at least quarterly 
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therea fler, using GeoAccess mapping. In addition to quarterly assessments, we al 0 prepare 
GeoAccess reports any time there is a significant change in the provider network that could 
negatively impact access to care. 

Should a gap be found or predicted based on expected provider changes or membership growth, an 
outreach plan is created that includes targeted provider recruitment, or a appropriate, outreach to 
currently contracted providers to ask them to accept more members. In the event that we are unable to 
secure a contract with a key provider type within the mileage radius requirements such that our 

members do not have access to in-network health care services, we will promptly submit data to the 
State for approval supporting the lack of network services available to members in that service area. 
In this instance, we will prov ide authorization for non-participating providers to provide services in 
the underserved area for as long as a participating provider is unavailable to provide such services. 

In addition, we will work with tertiary care prov iders to expand service in the underserved area, and 
will continue to explore the possible use of telehea lth services. 

No Provider Type in Geographic Region 

I f no prov ider is avai lable with in the service area, our Customer Serv ice Representa ti ves and care 
managers wi ll advise members of the nearest prov ider avai lab le fo r health care de livery for the 

required services. We wi ll co llaborate with the State 's transporta tion vendor. We have also obtai ned 
LO is from key provider systems in Omaha and Li ncoln whose providers commute to fi'ontier counties 

to administer care. 

Indian Enrollees 
AmeriHea lth Nebraska wi ll comp ly with app licable laws and regu lations providi ng protections for 
Indians (Native Americans) under the Medica id and SCHIP programs, inc lud ing, but not limited to, 

the requ irements of Section 5006(d) of the American Recovery and Reinvestment Act (ARRA) of 
2009 and 42 CFR Sections 447.45 and 447.46. 

AmeriHealth Nebraska will permit Indians enro lled in our health plan to receive covered services 
from a participating Indian Tribe, Tribal Organization, or Urban Indian Organization (ltr/U) 
provider. The enrollee may select an Itr/U provider as his or her primary care provider (PCP) if the 
provider participates in the AmeriHealth Nebraska network as a PCP. In addition, our customer 
service representatives and care managers wi ll assist Indian enrollees in locating Itr/U providers if 

this desire or need is identified during conversations with members. 
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We will implement the Access Incenti ve Pool. We commit to fund the Poo l in a maximum amount 
eq ual to $ 1 pmpm if we are awarded a contract where we are the only MCO selected, Or 50 cents 
pmpm if we are selected as one of two MCO's for the serv ice area. The criteria will be finalized aftcr 
consulting with the Partnership Council and QAPIC, but the elements will encouraging the providers 
to increase access for members, obtain certification as a primary care medica l home, reduce 

cmergency room utili zation, and increase HED IS resu lts or other performance measures 
recommended by the State. 

Provider Communications 
Communications to prov iders occur through on-s ite orientations for newly contracted providers, 
routine site visi ts, providcr workshops, Icttcrs to speci fi c prov iders, the prov idcr manual, the provider 
website, provider news leuers, and other mailings . AmeriHea lth Nebraska wi ll also utilize electroni c 
communication venues (e.g., email , SMS) and the hospitals' telecommunications network or other 
web based programs that prov iders can acccss in their offices so that information is readily ava il ab le 
to all providers. 

Provider Satisfaction 
Ameril-l ea lth Nebraska will conduct an an nual provider satisfaction survey to assess sati sfaction with 
the fo llowing areas: 

• 
• 
• 
• 
• 
• 
• 
• 

Provider enrollment 
Provider communication 
Provider educati on 
Provider complaints 
Claims processing c laims reimbursement 

Utilization management processes, including medica l reviews and 
Support toward Patient- Centered Medical I-Iome lmplementation. 
Addressi ng Health Disparities 

The Provider Satisfaction survey too l and methodology will be submitted to the State for approval 
prior to administration. The satisfaction surveys are issued electronica lly but we will send a paper 
copy to providers upon request. When the results arc obtai ned, they are ana lyzed and shared wi th all 
departments. Each department is responsible to identi fy and implemen t actions to improve 
sa tisfaction. A summary of the survey resu lts is completed and shared wi th the Quality Committee 
and DHHS (no later than 45 days after the end of the contract plan year). 

Addressing Health Disparities 
AmeriHea lth is a nationa l leader in recogni zing the di versity in our member population and the need 
to understand the various cultures, ethniciti es, languages and races in our communities. We design 
our programs to incorporatc the cultural background of our enrollees. Three of our companies (out of 
only six plans nationwide) have been awarded the Distinguished Mu lticu ltura l Hea lth Care 
Distinction awa rd from the National Committee for Quality Assurance (N QA). 
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We analyze our health outcome data to identify health issues among specific populations and design 
programs to address those issues. We also leverage race, ethnicity and language data to ensure that 
the cultures prevalent in our membership are reflected to the extent possible in our provider network, 
and provide translation services to assist members to bridge language barriers. Embedded in all of 
these efforts is our approach to a culturally and linguistically appropriate approach to the delivery of 
health care services. 

Right to Privacy 
We have developed and administer a comprehensive and effective Corporate Compliance Program 
for all of our employees and contractors. This program is designed to ensure that all employees are 
aware of procedures to ensure that in the process of coordinating care, each enrollee's privacy is 
protected in a manner consistent with the confidentiality requirements of the Privacy Act of 1974, 5 
U.S.C. 552a. 

The Code of Ethics and Conduct describes standards for maintaining good ethics and business 
practices and what is expected of employees, which must be read and electronically signed annually 
by all employees. On an annual basis, all employees must also complete the HIP AA privacy standards 
on-line training module. 

Direct Access to Women's Health Specialist 
AmeriHealth Nebraska will provide female enrollees with direct access to a women's health specialist 
within our network for covered care necessary to provide women's routine and preventive health care 
services, in addition to the enrollee's designated source of primary care, if that source is not a 
women's health specialist. AmeriHealth Nebraska will modify its claims and medical management 
systems to allow this process to occur seamlessly. 

Second Opinion 
We will provide for a second opinion from a qualified health care professional within the network, or 
arrange for the enrollee to obtain one outside the network, at no cost to the enrollee. 

Medically Necessary Care 
Medical Necessity determinations are one component of our comprehensive Utilization Management 
(UM) program. Based on almost 30 years of experience coordinating care for our diverse 
membership, our comprehensive UM program employs nationally recognized guidelines, regular and 
ongoing evaluations, and a thorough employee training program to ensure that enrollees receive high 
quality and medically necessary care. We will use this proven UM program as a foundation to ensure 
that Nebraska's Medicaid enrollees receive the most sound and effective care available. 

Sufficient in Amount, Scope and Duration 

We will provide the benefits specified by DHHS and the additional benefits outlined in Question 40. 
We will conduct extensive reporting and root cause analysis to assure all benefits are accurate and are 
not arbitrarily denied or reduced. We have extensive programs in place to assure that services are 
neither under-utilized or over-utilized. 
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Authorization of Services 
Initia l and conti nuing authorizat ions of serv ices in Nebraska are processed us in g policies and 

procedures that arc comp li ant with DHHS req uirements, National Co mmittee for Q uali ty Assurance 

(NCQA) standards, and app licable State and federa l laws. We will monitor and educate both our 

employees and providers as necessary, to ensure that our review cri teria are applied consistently 

throughout. 

Compensation 

Our po li cies and procedures ensure that ind ividuals or entities that conduct Utilization Management 

(UM) activities do so in a manner that is not li nkcd in any way to a personal or profess ional ga in. 

Associates, providers or other indi viduals conducting uti lization review are not rewarded for limiting, 

denyi ng, or discontinu ing medically necessary serv ices. 

Structure and Operations (Scope of Work Section IV.C.7.f) 

Credentialing and Re-credentialing 
Ameri Health Nebraska uses a systematic method developed throu gh our experience across the nation 

to assess practitioner and orga nizational provider applicants agains t our credential ing NCQA-based 

standards, with the goa l of determining their ab ility to treat our Medi ca id enrollees and subsequentl y 

to determine their licensure. Our credentialing and re-credential ing processes are fully compliant with 

a ll app licl.ble laws and regulations. 

Organizational providers subject to credentia ling review and approva l include hospitals, home hea lth 

agencies, skilled nursing facilitie s, nursing homes, and free-standing surg ical ccnters. Our associates 

review and eva luate the qualifications of each of the above noted practitioner and provider types. 

Partic ipation is determined by meeting the requirements of licensure, certification, education, 

professional standing, service avai lability and accessibility as well as conformity to AmeriH ea lth 

Nebraska's Utili zation Management and Qua lity Improvement requirements. Prac titi oners and 

providers are re-credenti a led at least every three years. 

Updating Provider Files 
We have a detailed process with contro l points to ensure the provider data is rev iewed, va lidated and 

updated regula rly prior to subm ission to DHHS. We coordinate our contracting, crcdentialing and 

provider setup processes to ensure that prov ider ti le information is accurate, current, and audited. 

Detailed provider data is routinely integrated into our Facets® system, and is directly tied to cla ims 

payment and encollnter data submission. Our processes for verification of provider credentials and 

insurance, and periodic review of prov ider perform performance, will be embod ied in written poli c ies 

and procedures which are approved in writing by the DHHS. 

Nondiscrimination 
AmeriH ea lth Nebraska does not di scriminate agai nst prov iders in the selection and retenti on process 

because they may serve high-risk populat ions or speciali ze in cond itions that require costly treatment, 

and adheres to 42 CF R 438. I 2(a) and a ll other applicab le State and Federal laws and regu lat ions. 

AmeriHea lth Nebraska 's poliCies and procedures ensure partici pation, rei mbursement, or 
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indemnification decisions are made solely on the basis of a provider's scope of service, the 
credentialing criteria, and any other applicable contractual requirements. 

Subcontractor Oversight 
AmeriHealth Nebraska retains full accountability and responsibility for the provision of services 
required under the terms of this contract. However, there will be a limited number of scenarios where 
we believe the specific expertise of a subcontractor (meeting the requirements defined in 42 CFR Part 
438) will support the best and most efficient care for members. 

AmeriHealth Nebraska will monitor the performance of our subcontractors through a formal contract
based quality oversight program and through ongoing day-to-day oversight and monitoring performed 
by staff dedicated to this function. Subcontracts include performance measures that are typically 
monitored through monthly reports which are also presented to the appropriate quality committee. In 
addition, as required by our oversight policies and procedures, annual onsite audits are conducted of 
subcontractors during which regulatory compliance and performance is reviewed. 

Additionally, identified quality subcommittees will routinely review and monitor any required 
monthly and ad hoc reports prepared by subcontractors based on contract performance indicators. 
These subcommittees also review the results of any comprehensive annual audits of subcontractors, 
including the results of anyon-site audits. The annual audit includes in-depth file reviews against 
contract standards. All subcontractor agreements contain provisions permitting us to terminate the 
agreement for non-performance of contract requirements and/or the inability of the subcontractor to 
meet established performance standards. 

Claims Processing 
AmeriHealth uses TriZetto's Facets® application for its claims processing operations, featuring a 
powerful software engine that automates business processes, enhances efficiency and provides a full 
range of flexibility to administer diverse plan designs, integrate with third-party solutions, and adapt 
to rapidly changing business and regulatory environments. AmeriHealth will configure the Facets® 
application to meet the Nebraska specific payment requirements and AmeriHealth Nebraska provider 
contracts. Architected to maximize automation and provide expanded business functionality and 
integration, this highly scalable, state-of-the-art technology platform is the heart of our healthcare 
enterprise and claims processing and payment functions. 

Additional functionalities include a Diagnostic Related Groups (DRG) Grouper Calculator 
(determining the appropriate DRG based on the principal diagnosis code); iHealth technology's (iHT) 
system (applying a customized library of clinical coding edits to claims to ensure that they are coded 
correctly and paid accurately); and SunGard EXP Macess imaging-based solution (for documents 
management and workflow solutions). 
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AmeriH ea lth a lso uses a number of programs which enSure a fa ir, expedient and efficient process for 

the Quali ty Auditing Department to usc to perform reviews of adjudicated c la ims for procedural, 

financial and payment accu racy. The program consists of five different programs: Strat ified Hea lth 

Plan audit program, manually adjudicated audit program, Cost Co ntainment/Cla im Reconci liation 

Recovery Un it (CRRU) Audi t Program, New Hire Quality On-Boarding Audit Program and System 

Adjudicated Target Aud it Program 

Cost Settlement Process for Critical Access Hospitals 
Ameri Hea lth Nebraska wi ll make a ll payments to riti ca l Access Hospita ls (CA Hs) utili zing interi m 

per diem rates ca lculated by DHHS with an annual cost settlement at the end of each CA I-I's fisca l 

year, as required by Section IV .C_7.f.xi. Outpatient rates are ca lcu lated by DHHS on a cost-to-charge 

bas is with an annual year-end cost settlement. 

Measurement and Improvement Standards (Scope of Work Section 

IV_Cl_9) 

Practice Guidelines 
AmeriHealth Nebraska will utilize evidence-based practice guidelines to help reduce unnecessary 

variations in care and to improve the quality of care For our enroll ees. An interd iscip lilJalY team will 

develop a proposed guide li ne or revision based on a ll app licab le c lin ical evidence or industry 

standards. To ensure that we usc the most recent guidelines and metrics, we wi ll review each 

condition annually and as new practice guidelines are pub lished_ Pri or to fin aliz ing the gu ideline, we 

wi ll utili ze the expertise and counsel from physicians and other provid ers to review and adv ise on the 

proposed guideline. These hea lth care professionals are consulted through our Quali ty Committee 

Structure and Partnershi p Council. New or rev ised gui de lines are presented to the Quality 

Assessment and Performance Improvement Committee (QAP IC) for approval. 

AmeriH ea lth Nebraska w ill assure that decisions for uti li zation management, enro llee educat ion, 

coverage of services and other areas to whi ch the guideli nes apply are consistent with the guide lines 

through five primary strategies: Leadership ; Business Activation; QAP I; On line Benefits; and 

Member Communications. 

Quality Assessment/Performance Improvement Program 
AmeriH ea lth 's Quality Assessment/Performance Improvement Program (QAP I) program integrates 

knowledge, structure, and processes throughout the hea lth care de li very sy tem to assess risk and to 

improve quality and safety of clinica l care and services provided to enroll ees. The QAP I program will 

provide the inFTastructure to systematicall y monitor, objecti vely eva luate, and ultimate ly improve the 

quali ty, appropriateness, effi c iency, effectiveness, and safety of the Care and service provided to 

AmeriHea lth enro llees_ We set "SMART" goals, ensuring that each qua li ty improvement is: 

• Specific 
Measurable 

Attainab le 

• 
• 
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AmeriHealth has a strong history of performing quality program evaluations and using the results to 
drive improvement in our health plans. We evaluate our results against internal and external program 
goals. Multiple data sources are used for the evaluation including, but not limited to, utilization, 
clinical outcomes, satisfaction and process metrics. Results of the evaluation are used to guide 
program goals and changes for the next measurement period. We formally evaluate our QAPI 
program at least once a year, and submit the evaluation to our Board of Directors. 

The QAPI adheres to the program structure requirements mandated by NCQA and required by the 
RFP. All five health plans operated by AmeriHealth are accredited by NCQA. All four of the plans 
that are eligible for an accreditation level are rated as "Excellent," NCQA's highest level. The fifth 
plan has just been accredited this year and has the highest rank for a new plan. 

Performance Improvement Projects 
AmeriHealth Nebraska will conduct performance improvement projects that are designed to achieve, 
through ongoing measurements and intervention, significant improvement sustained over time, in 
clinical care and nonclinical care areas expected to have a favorable effect on health outcomes and 
enrollee satisfaction. We will report the status and results of each project to the State, as requested in 
the RFP. Topics in other states have included: 

Improving PrenatallPostpartum Care 
Improving the Management of Diabetes in the Latino population through screening measures 
Improving Provider Service 

Controlling Avoidable Hospitalizations and Readmissions 
Our approach to controlling avoidable hospitalizations and readmissions incorporates provider and 
community agency partnerships, along with proactive outreach and follow-up post discharge. 

To ensure that all of our members receive the appropriate level of care, we conduct prior 
authorization for non-emergency inpatient admissions, requesting health care information to 
determine the medical necessity for inpatient care. If the patient symptoms do not indicate that 
inpatient care is medically necessary, we work with the provider to support an alternate level of care. 
In some circumstances, an inpatient admission can be avoided if the patient has access to home health 
services or additional community support. The Medical Director is also available to consult with the 
admitting physician if needed. 

AmeriHealth Nebraska will collaborate with hospital care management and discharge planning teams 
to provide contact information and to understand how the facilities' care management function is 
organized. At this time, we will also educate hospital employees on the network home health and 
equipment providers, and demonstrate the tools available on our Provider Portal. We have 
commenced discussions with key hospital providers and started developing plans to coordinate the 
care of our Nebraskan enrollees. We track our success using the Potentially Preventable Readmission 
(PPR) algorithms developed by 3M Health Information Systems. Using this formula, we have 
successfully decreased PPRs in each of the states where we operate. 
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Coordinating Service Planning and Delivery 
A combination of the enrollee's information from our Integrated Care Management information 
system, Initial Health Screening Questionnaire, and information from his or her health care provider 
will contribute to forming a picture of the enrollee's needs and available supports post discharge. 

Partnering with Hospital Transition Team 
The Medical Management Team and the Provider Network Team will collaborate with hospital-based 
Community Transition Teams to ensure a quick resolution to any issue that may have escalated post
discharge, and provides an avenue for the Hospital's Transition Team to access help for their patients. 

Acute Care Transition Managers 
We may place Acute Care Transition Managers at high-volume hospitals to help coordinate care for 
enrollees who are in the hospital. This practice as worked in other service areas, and we will consider 
this practice within the Nebraska service area. The Transition Manager may serve as a liaison for the 
facility and activates resources and services provided by the health plan for the enrollee. 

Enrollee Outreach 
After enrollees are discharged from the hospital, Care Managers will contact those who are currently 
in a care management relationship, while our Rapid Response Team (RRT) will contact all other 
enrollees. The calls focus on medication reconciliation, checking the status of ordered home services, 
confirming the post-discharge physician appointment, and determining how well the enrollee 
understands the discharge instructions. 

Monitoring Post-Discharge Care 
In order to ensure that our enrollees are progressing toward healthy outcomes, we will monitor 
enrollees' physician visits within seven and 30 days of discharge. We will then evaluate the results 
and set goals to improve performance. We will analyze detailed data reports to identify facilities 
and/or practices that need improvements. Finally, we will identify key performance drivers so that we 
can work with the involved parties to improve the results. 

If it is apparent that no home health providers are available in the rural area, we work with the 
enrollee and the PCP to provide alternate arrangements, such as extending the hospital stay or finding 
a lower level of care for the enrollee until a safe discharge is in place. As needed, we will make case
specific arrangements with available out-of-network providers to coordinate the necessary care. 

Provider Utilization Patterns 
AmeriHealth Nebraska uses several information sources and processes to identify provider utilization 
patterns and address opportunities related to the quality and cost of medical care. Identification of 
care gaps, analysis of provider, enrollee demographic reports, and health care summary reports are 
several tools that AmeriHealth Nebraska uses to identify provider practice patterns. We employ a 
robust reporting infrastructure to collect, analyze, and report utilization data for our enrollees and 
providers. Data are collected from multiple sources, including eligibility records, claim transactions, 
authorization records, and supplemental files, such as historical claim data, pharmacy claim data, 
immunization registries and lab results. Data on enrollees, providers, authorizations, and medical 
claims are loaded from our transactional systems, Facets® and JivaTM, to our data warehouse. The 
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data warehouse is refreshed on a weekly and monthly basis depending on the data source and the 
frequency with which it is received. Supplemental data files are loaded as often as they are received. 

Our approach includes analysis of claim, authorization, and outcome data at the population, regional, 
and provider level, using risk adjustment to account for differences in enrollee acuity, where 
appropriate. We also use processes that assist with clinical claim editing and reporting, and monitor 
quality of care concerns, both of which assist in identifying potential fraud and abuse. We also use 
sophisticated programs to educate providers about their practice patterns in comparison with those of 
their peers, flag providers about enrollee-specific gaps in care, and incorporate what we learn in both 
general and provider-specific training and outreach. 

Utilization Management 
Medicaid enrollees are disproportionately impacted by chronic disease, and while we have systems in 
place that emphasize care for the chronically ill, our approach to utilization management is designed 
to assist all enrollees - not just those in our case and disease management programs - in getting 
and staying healthy. Our Utilization Management (UM) program marries technology and decision 
support systems with a quality focus to promote enrollee self-management and minimize the 
administrative burden for providers. 

Our UM program is a comprehensive, systematic, and ongoing effort that is based on almost 30 years 
of experience coordinating care for our diverse membership. The program employs nationally 
recognized guidelines, regular and ongoing evaluations, and a thorough employee training program to 
ensure that enrollees receive quality, medically necessary care. AmeriHealth Nebraska will use this 
proven UM program as a foundation to ensure that Nebraska's residents who are enrolled in your 
Medicaid program receive the most sound, efficient, and effective care available. 

We will not structure compensation to individuals or entities that conduct utilization management 
activities in such a way as to provide incentives for the individual of MeO to deny, limit, or 
discontinue medically necessary services to any enrollees. 

Emergency Room Initiatives 
We have developed and used a comprehensive strategy to avoid unnecessary use of the emergency 
room (ER), using a variety of interventions directed to address the unique socio-economic and 
cultural characteristics that influence how our enrollees access care, and will implement these 
programs in Nebraska. Through initiatives such as outreach to enrollees with high ER utilization, we 
have worked to curtail the rise of ER overuse in our membership via: 

Education - Empowering enrollees with the information on appropriate use of health care 
resources. 
Prevention - Helping enrollees receive care in the most appropriate setting. 
Intervention - Identifying utilization and addressing enrollee needs. 

Monitoring Enrollee Satisfaction 
We will utilize a variety of mechanisms to monitor enrollee satisfaction with our plans' performance 
and services. We will conduct formal enrollee and provider satisfaction surveys to evaluate key 
program areas. We will also use enrollee focus groups, as needed, to help us understand how best to 
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design programs that meet the needs of our enrollees. We will capture and trend enrollee 
dissatisfaction and grievances to alert us to operational areas that require improvement. Finally, we 
will collect feedback directly from enrollees to develop offerings that improve their satisfaction. 

Health Information System 
We are familiar with various state management information system requirements through our current 
business, and are in compliance with all of the information system requirements for each of the state 
programs (Pennsylvania, South Carolina, Indiana, Kentucky, and New Jersey) that we support, 
including eligibility/enrollment, member data management, third party liability, provider data 
management, reference data, encounter/claims processing, financial data and utilization/quality 
improvement. 

The core functional areas supported by our healthcare management systems include: 

Medical Management: Intensive Case Management, Utilization Management, Quality 
Management, Business services for preventative/ESPDT outreach, health risk assessment, 
case management, service coordination, services for special needs, disease Management, 
services for managing chronic diseases. 
Provider Network Management: Provider Applications, Networx Pricer, Networx 
Modeler, TREO, Contract Manager. Provider contracting, business services to ensure access 
by distance, cultural competency, specialty; managing network structure and operations 
through credentialing, performance management, provider directory management; managing 
program integrity through fraud and abuse detection. 
Healthcare Benefits Administration: Business services for eligibility data management, 
claims adjudication, coordination of benefits, capitation processing, payment processing. 

The services that enable and supplement the core functional areas include: 

External Portal Services: Member-facing services for enrollment/PCP selection, 
preventative outreach and care management; provider-facing services for prior authorization, 
claims submission, claims status, and clinical summary management. 
External Web Services: Services that support communicating information to providers, 
members, and general public. 
Data Exchange Services: Services to exchange data with providers, State and/or its agents; 
Shared Enterprise Services: Services for call center management, imaging, faxing; 
Services for reporting, statistical analysis, data mining, and report distribution, Contact 
Center. 

Weare positioned to expeditiously and efficiently expand our current capabilities to meet the needs of 
the State of Nebraska. One of the categories of change that we will need to modify to meet the 
requirements of the Nebraska program is updating configuration in a variety of key business 
components: specific set of reference data, business rules, configuration settings and parameters 
changes. These changes will enable pre-existing functions for each key business components: 
Provider, Eligibility/Enrollment, Encounters, Claims, Medical and Care Management. Through 
collaborative working sessions with subject matter experts in each discipline, we bring together key 
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inputs, such as DHHS's Systems Companion Guides, to determine the Nebraska specific changes. 
Systems changes are part of our implementation plan managed through our Enterprise Program 
Management Office, and are described in greater detail in the RFP. 

Encounter Data 
We have successfully submitted complete, accurate and timely encounter data to multiple State 
Medicaid programs for many years, and are well position to comply with Nebraska's requirements. 
Through collaboration with each State, we have achieved consistent initial acceptance rates of 95-99 
percent on an annual basis and developed an extensive systems process to cover all State 
requirements. 

Grievance Systems (Scope of Work Section IV.C.B) 

Services Requiring Authorization 
We are extremely sensitive to the interruption that prior authorization can cause in a provider's 
workflow; accordingly, we are very selective about the procedures that require prior authorization. 
We limit prior authorization requirements to those services that have a high potential for 
inappropriate use or abuse, as well as those that are required by the States that we serve. Our goal is 
to ensure that enrollees and providers alike can easily understand and identify which services require 
authorization. We will follow all prior authorization requirements established by the State. 

A complete and periodically updated list of services requiring pre-authorization or notice will be 
posted on both the enrollee and provider websites, and included in handbooks and other appropriate 
materials. 

Notice of Action 
All decisions to deny a service authorization request or to authorize a service in an amount, duration, 
or scope that is less than requested will be made by a health care professional who has the appropriate 
clinical expertise in treating the enrollee's condition or disease. In such cases, AmeriHealth Nebraska 
will notify the requesting provider and give the enrollee a written notice in a manner that will comply 
with applicable provisions of Nebraska law and regulations, as well as 42 CFR 438.404 and other 
Federal laws and regulations. 

At the time of the verbal notification of an action, the provider is informed of the opportunity to 
discuss the determination with an AmeriHealth Nebraska Medical Director and/or the clinical 
professional who made the determination possessing the appropriate clinical expertise in treating the 
enrollee's condition. If the action is still warranted, AmeriHealth Nebraska will give the enrollee and 
provider written notice of any action (not limited to service authorization actions) within DHHS and 
NCQA-based timeframes for each type of action, and will also require the provision of notice on the 
date of action when the action is a denial of payment. 

We will provide notice at least 10 days before the date of action when the action is a termination, 
suspension, or reduction of previously authorized Medicaid-covered services in accordance with 
NCQA guidelines. The notice period is shortened to five days if probable enrollee fraud has been 
verified. We will give notice as expeditiously as the enrollee's health condition requires and within 
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tate-es tablished timeframes, but at least 14 ca lendar days fo ll ow ing receipt o f the req uest for service. 

The time fra me may be extended up to 14 additiona l calendar days if the enro ll ee or the provider 

requests an ex tension or AmeriH ealthjustifi es a need for additional information and how the 

extension is in the enroll ee's interest. For cases in which a provider indicates, or AmeriH ealth 

Nebraska determines, tha t fo ll owi ng the standard timeFrame could seriously jeopardize the enroll ee's 
life or hea lth or abi lity to allain, maintain , or regain maximum functio n, we wi ll make an exped ited 

authorization decis ion and provide notice as expeditious ly as the Enrollee's health condition requires 

and no later than three worki ng days after receipt of the req uest for service. 

The medica l management in fo rmation system is programmed to automatica lly generate a notice of 

action when an advcrse determinat ion decis ion is made. Dedicated staff rev iew each notice letter for 

com pl eteness. Upon completion of the rev iew, the letter is released for printing and mailing. Letters 

are printed and mai led daily. We routinely audits letter timeliness agai nst NCQA's time liness 

standards. Variances identified du ri ng the audit are reviewed wi th the indi vidual starfmember who 

processed the case. 

Grievance and Appeals Process 
Our Grievance and Appeals (G&A) system will be based on a proven and rigorous process similar to 

those imp lemented by AmeriH ea lth in other states, customized to meet Nebraska req uirements. We 

will also ensure that employees performing reviews of a ll grievance and appea ls wi ll have cl inical 

training and extensive expertise. Our G&A policies and processes require that, for both grievances 

and appea ls, an employee be appoi nted who was not invo lved in the prior adverse deci sion and is not 

a subordinate of the person who made the prior adverse decision. For appeals inVOlving specialty 

care, input to the appea l determination wi ll be obtained from a clinic ian in the same or similar 

specialty as the care being requested. Employees handling rev iews of any grievances or appea ls are 

ex tens ively trained to ensure that necessary care is not hindered Or interrupted as a resu lt orthe 

process, and are required to adhere to the requisite timelincs. 

We will e lectronica lly provide DHHS with a G&A report quarterly (at minimum), in accordance with 

the req ui rements or the RFP . All providers and contractors wi ll be provided wi th the information 

about the G&A System at the time they enter into a contract with Ameri Health Nebraska, as required 

by 42 CF R 438 .1 O(g)( I). 

Enroll ees fi ling grievances and appea ls wi ll receive a ll ava ilable assistance from AmeriHealth 

Nebraska employees. We wi ll ensure that members fu ll y understand the process every step o f the 

way, regardl ess of their primary language or any other possible communications barriers. Enro ll ees 

will a lso be informed of their rights during the process, including a continuation of benefits during an 

appeal (under the cond it ions specified in the RFP). 

The enrollee will be notified of his or her right to request a State Fair Hearing within 90 days from the 

date of AmeriH ealth Neb raska's Noti ce or Acti on, and AmeriHealth Nebraska will abide by the State 

Hearing officer's dec ision. 

AmeriHealth Nebraska will gather data on trends throughout a ll grievances and appea ls processes 

avai lable to enrollees and will use that data to eva luate timeliness and trends, identify root causes, 
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recommend ac tions, assign accountability for implementation o f recommendations, and ensure 

follow-through on approved changes. 

Enrollees may file a grievance or appeal e ither ora lly or in writing, including by te lephone, mail, or 

email. We will maintain a to ll-free number fo r enro llees who want to access the G&A system. 

Enrollees may use any form to submit a grievance or appeal in writing. Enro llees will a lso be 

provided with publications and materia ls that notify them of their right to fi le a grievance and/or 

appeal, and how to go about the process of seek ing appea ls, grievances, and requests for a State Fa ir 

Hearing. Grievance and appeals infomlation and d irections will be included on the enrollee website 

and printed in the enrollee handbook, enro llee newsletters, and in each denial notice letter. 

At the time of securing contracts with a ll providers and subcontractors, AmeriH ealth Nebraska will 

disclose grievance, appea l, and State Fai r Hearing po lic ies and procedures as required by 42 CFR 

438. 1 O(g)( I). After initia l training, providers can find grievance system infonllation in the provider 

news letter, hard-copy mailings, the provider website, and the Provider Manual. If a provider has 

appea led on a member's behalf, he will receive a ll pri vileges that are avail able to the member. 

Certification (Scope of Work Section IV.C.9.a) 

AmeriHealth Nebraska 'S data certification process meets or exceeds the requirements fo r the 

Nebraska Medicaid managed care program. The certification wi ll be submitted concurrently with the 

submi ss ion to the State of the certified data and documents. All reports to be submitted to the State 

undergo a rigorous quality review and validation process, prior to the data be ing certified . Report 

programming is scrutinized by a separate reviewer than the original programmer and then is reviewed 

again by the Manager for sign-o ff pri or to submitting the data to the offi cer des ignated to certi fy that 

particular document. 

Data submitted to the S tate will be certified, and a signed attestati on provided, by the Chief Executive 

Officer of AmeriH ealth Nebraska, its Chief Financia l Officer, or an indi vidual who has delegated 

authority to sign for, and who reports directly to the Chief Executive O ffi cer or Chief Financia l 

Officer of AmeriH ealth Nebraska, and all such certi fica tio ns and submissions will in all respects be 

consistent with the requi rements of 42 CFR 438.606. 

Program Integrity (Scope of Work Section IV.C.9.b) 

Fraud, Waste, and Abuse Policies 
We have implemented polic ies and procedures to detect and prevent fraud, wastc, and abuse (FW A) 

and to provide protections for those who suspect and report wrongdoing. AmeriHealth Nebraska has 

written policies that provide deta iled information to its employees, contractors and agents aboul: I) Its 

polic ies and procedures for detecting and preventing FWA ; 2) Its Assoc iate Guidebook and Code o f 

Ethics and Conduct wi ll contain specific discussions of the Federal and State False Clai ms Acts; 3) 

The right of associates to be protected as whistleblowers, and its policies and procedures for de tecti ng 

and preventing fraud , waste and abuse; and 4) Annual False Claims Act train ing will be provided to 

all associates, including the provisions o f the State o f Nebraska False Medica id Clai ms Act. 

AmeriHealth adheres to federal and state requirements for ownership disclosure, Federal Financial 
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Participation payments and Federal safeguards for conflict of interest (41 USC 423, Section 27). We 
will guard against fraud and abuse through a comprehensive compliance plan for Nebraska which will 
conform to standards set forth in guidelines issued by the U.S. Department of Health and Human 
Services, Office of the Inspector General (OIG). 

We will track any findings from its audits and complaints it receives from members, and will report 
all findings to the State on a quarterly basis. 

Minimum Sampling Criteria 
We monitor providers closely to verify that billed services are provided. We accomplish this through 
a variety of internal functions. AmeriHealth will provide individual notices to a sample group of the 
enrollees who received services, and who will be selected based on a statistically valid sample size. 

Complying With the Federal Procurement Integrity Act 
AmeriHealth Nebraska is acutely aware of the need for vigilance in their oversight of the 
relationships they and their employees have with procurement officials, and the relationships which 
their procurement officials have with others, and they have established policies compliant with the 
requirements of the RFP, in compliance with the Federal Procurement Integrity Act set forth in 41 
U.S.C. §§2101, et seq. Our contacts with the procuring agency are limited to the manner that is 
prescribed in the RFP and proscribed by our Code of Conduct. 

Complying With the False Claims Act 
We implement and enforce policies and procedures to assure compliance with section 1902(a)(68) of 
the Social Security Act ("False Claims Act") through AmeriHealth's Fraud Waste and Abuse (FWA) 
Compliance Plan. Training on the Federal False Claims Act occurs for all employees as part of their 
new hire orientation and periodically thereafter, as part of our ongoing compliance training efforts. 
Annually, each employee is required to participate in False Claim Act training that alerts employees 
to prohibited activities and to protections provided by the False Claim Act. 

Coordination with Enrollment Broker (Scope of Work Section IV.C.11) 

AmeriHealth serves over one million active enrollees across the United States through enrollment 
brokers and is well-prepared to work with DHHS's enrollment broker to enroll Medicaid recipients in 
Nebraska. The coordination with the Enrollment Broker will include, but is not limited to, ensuring 
that the State and the Enrollment Broker have accurate and clear information to share with enrollee's 
about our participation as a MCO and the benefits we share, working with the State to resolve any and 
all enrollment issues relating to enrollee participation and the enrollment process as well as by having 
the technology capabilities and resources to exchange data with the State's support systems using a 
secure connection. We understand that we will not interface with the Enrollment Broker's support 
system. 

Provider Network (Scope of Work Section IV.C.12) 

Through its Network Development outreach campaign, AmeriHealth Nebraska will continue to 
expand our network of participating providers. 
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AmeriHealth is proud to have received Leners ofLntent from providers for 13,7 19 locations, creati ng 

a strong foundation for a statewide provider network . 

Our network meets the state standard for adequate capacity for PCP's, Hospita ls, Urgent Care 

Centers, Federally Qua lified Hea lth Centers (FQHC), and Rura l Health Clinics (RHC). Our network 

a lso includes special is ts and ancill ary providers (Home Hea lth, DME, PTIOT/ST, nursing faci lities, 

etc.) in quantity and location that is supportive of the popula tion. In additi on, our network strategy 

includes assuring contracts a rc executed with an adequate number of the Cri tica l Access Hospita ls, 

IITIU provides and working with the Public Heallh Association. 

PCP Network (Scope of Work Section IV.C.13) 

AmeriHealth Nebraska will enhance its payment structure to Primary Care Providers to increase 

access for enrollee's utilizing three primary strateg ies : 

First, we will fund the Access Incenti ve Poo l for P Ps who meet or exceed the pre-defin ed goals. 

The maximum amount of the pool wi ll be an amount equal to $ 1 per member per month if 

AmeriH ealth Nebraska is awarded a contract where it is the only MCO for a ll of the elig ib le counties, 

or an amount equa l to 50 cents per member per month if AmeriHea lth Nebraska is awarded the 

contract to be one of two MCOs for a ll of the eligib lc counties. 

Second, we wi ll educate providers on avai lable te lehea lth services and rei mbursement. As we have 

talked wi th providers throughout the State of Nebraska about their needs, we have learned that few 

providers know that they may be reimbursed for consulta tions through telemed icine services. 

Third, we will structure payments to PCPs to increase access for enroll ees by encouraging them to 

contract with nurse practitioners and other nurse extenders who can assist the PCPs with providing 

very much needed care to members throughout rural Nebraska. Currently, AmeriHealth Nebraska has 

contracted with providers who have access to almost 500 nurse practitioners and physician assistants 

throughout the state. 

Patient-Center Medical Homes (Scope of Work Section IV.C.14) 

Both BCBSNE and Ameri Hea lth have significant experience in worki ng with PCMHs. AmeriHea lth 

Nebraska has many programs and tools that can ass ist with the promotion o f Pat ient Centered 

Medical Homes (PCM H) and prepare the practice site for accreditation. We believe the fi rst and most 

important step is to assess the practice's readiness for change. 

Our work with, and knowledge of providers, will assure we se lect strong physician practices who are 

committed to the PCMH model of care in Nebraska. Our role will be consultative though the change 

and accredi tation process but we will al 0 demonstrate value by providing numerous programs and 

processes that will facilitate the accreditation process. Because of our strong provider relationships 

we will meet the following goals: 

• 
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By the end of the second year of the operati on under this contract, a total of two (2) practices 

shall have met the PCMH Tier 2 criteria and an additi onal two (2) practices shall have met 

the PCMH Tier I criteria); and 

• By the end of the third yea r of operation under this contrac t, a total of four (4) practi ces shall 

have met the PCMH Tier 2 criteri a and an add itio na l two (2) practices shall have met the 

PCM H Tier I criteria. 

Within 90 days of imp lementation, the PCM H implementation plan wi ll identify how we wi ll support 

costs to transform and susta in PCM H recognition; the technical support and education, trai ning tools, 

and provision of data releva nt to patient c linica l care man agement that wi ll be provided ; how we will 

fac ili tatc specia lty prov ider network access and the comprehensive data set we have availab le for 

PCM H prac tices. 

Coordination with Behavioral Health Vendor (Scope of Work Section 

IV.C1S) 

We will have processes in place to seamlessly interface with behav iora l hea lth providers and vendors 

for services not covered by AmeriHea lth Nebraska. We a re we ll versed in coordinating services with 

a behaviora l hea lth care vendor based on our experiences in Pennsylvania and South Caro lina (wi th 

Magellan and other behaviora l hea lth organizations), where most behav iora l hea lth scrvices are 

provided by sepa rately contracted cntities. Our expcrience in these markets has a llowed us to deve lop 

a firm understand ing o f the requ irements and procedures for ensuring that enrollees have access to 

th ese services. 

We will comply with all requ iremen ts found in 482-NAC 4-004.05 for coordi nating with the Mental 

Health/Substance Abuse (MH/SA) plan. We wi ll work closely with Magell an Behaviora l Hea lth 

(Magella n) to coordinate serv ices for the fo llow ing: 

• Emergency room serv ices for M H/SA services 

• Admissions for 24-hour observation 

• Chemical detox i fi ca tion services 

• Substance abuse treatment services 

• Inpatient MH/SA ad mi ssion history and physical exams 

• Ambulance services for M H/SA treatment 

Radiology Management (Scope of Work Section IV.(16) 

AmeriHea lth requires providers to obtai n authorization and medica l necessity review prior to 

performing se lect non-emergency radi ology procedures: Computeri zed Tomography (CT) scans, 

Magnetic Resonance Imaging (MRI), Magnetic Resonance Angiography (MRA), Magnetic 

Resonance Spectroscopy (MRS), Positron Emiss ion Tomography (PET) scan, Single Photon 

Em ission Computed Tomography (S PECT) and nuclear card iology procedures. This decision has 

been made based on the re latively high costs associated wi th its routine use and the greater ri sks to 

member health with increased imagi ng utilization (as each radi ologic procedure exposes the 

indi vidua l to radiation) . 
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Radio logy procedures perfonned in the emergency room or inpatient setting do not require prior 

authorization, but may be reviewed retrospecti vely. 

Accreditation (Scope of Work Section IV.C.17) 

All fi ve of the heal th plans operated by AmeriHealth are accredited by the Nati onal Committee for 

Quali ty Assurance (NCQA). All four of the plans that are e ligible for an accred itation level are rated 

as "Excellent," NCQA's highest level. Each of our plans is a lso ranked by NCQA in the top 50, 

nationwide, with the two Pennsylvania plans in the top 25 . 

AmeriHea lth and its affili ated plans are three (3) of onl y s ix (6) earl y adopters nati onwide to earn 

NCQA's Multi cultura l Health Care Di stinction. 

AmeriH ea lth is also one ofa hand ful of Medicaid organiza tions that received Certifi cation for 

Validation in Savi ngs Measurement fo r using plaus ibility indicators as part of savings measurement 

for common chronic di seases from the Di sease Management Purchasing Consortium (DMPC). 

AmeriHealth received the initial certification from DPMC in 2008. Our cel1ification was reva lidated 

in 2010. 

As a newly-formed organ ization, AmeriH ealth Nebraska, Inc. is not yet NCQA accredited. However, 

upon contract award for the Physical Health Medicaid Managed Care Organ ization contract, 

Ameri Health Nebraska will submit an application for NCQA accreditation at the earliest possible date 

all owed by NCQA and once achieved, maintain accredita tion throughout the life o f the contrac t. 

Physician Incentive Plan (Scope of Work Section IV.C.2o) 

AmcriH ealth agree to implement an alternative payment methodology for services provided by 

practitioners who are acting in the capacity of an employee or contractor of the Uni versity of 

Nebraska Medical Center (U NM C) or its affili ated medical practices. AmeriH ea lth Nebraska 

understand that under Medicaid Fec-for-Serv ice, the payment amount to the VN MC Practitioner is 

the d ifference between payments otherwise made to these practitioners and the average rate paid for 

the services by commercial insurers. AmeriHea lth Nebraska fu rther understands that the e payments 

are made in addition to payments otherwise provided under the State Plan to practit ioners that qualify 

for such payments. 

AmeriH ealth Nebraska has had conversations with Officers at the UN MC Physician Group about our 

fu ll compliance with this RFP requirement. A Lette r of Intent we have signed with UN MC 

Physicians, enclosed a Attachment 18, shows our intentions of full y complying with this 

requirement. 

Provider-Preventable Conditions (PPCs) Including Health Care-Acquired 

Conditions (Scope of Work Section IV.C.22) 

AmeriH ealth Nebraska has a we ll -defin ed process for identifying and processing claims related to 

Provider-Preventable Conditions (prCs) - including Health Care-Acquired Conditi ons (HCAC) -
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which were not present on admission (POA). Claim system edits, as well as information collected 
during inpatient medical necessity review, are used to identify cases for review by a clinician. In 
cases where a PPC is identified, the facility and provider are notified by letter and the claim is 
adjusted to reflect the level of payment appropriate if the adverse event had been avoided. 

In accordance with Section 2702 of the Affordable Care Act (ACA), AmeriHealth Nebraska has the 
ability to reduce or deny, as applicable, payment of PPCs prospectively upon initial claim 
adjudication. AmeriHealth Nebraska will require providers to self-report PPCs through our existing 
claims system, regardless of their intention to bill. AmeriHealth Nebraska will track and report the 
PPC data to the State via the Encounter File. Providers will be educated on PPCs and HCACs both 
through face-to-face meetings with our Network Management Representatives and written means. 
Any reductions in payment to providers will be limited to the added cost resulting from the PPC. 
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QUESTION 1 
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Describe the approach your MCa will take to ensure your MCa is abiding by all relevant 
provisions of Part 438 of Chapter 42 of the CFR, Title 471 NAC and 482 NAC. 

AmeriH ea lth Nebraska, Inc. will abide by all re levant provisions of Chapter 42 of the Code of Federal 

Regulations (CFR), Part 438 Managed Care; Ti tle 47 1 of the Nebraska Admini strative Code (NAC) 

("Nebraska Medical Assistance Program Services"); and NAC Title 482 ("Nebraska Medicaid 

Managed Care"). 

We will ensure compliance by abiding by a ll relevant prov isions through the development and 

imp lementation of a comprehensive compliance plan, and the rout ine monitoring of the compli ance 

plan . The Comp liance Plan will identify all of the re levant state and federal laws, ru les, regu lations, 

and contract provisions ( including any provisions required to obta in NCQA accreditat ion). The 

leader of the app licab le department will be charged with assuring that a ll relevant policies and 

procedures are estab lished to assure compliance with the particular provision(s). The Comp liance 

Manager will audit the provisions periodica lly to identi fy any gaps in the compliance plan and work 

wi th the applicable leader to assure comp liance. 

For example, policies and procedures will be drafted to comply with a ll appea ls and grievances 

requirements. The Compliance Manager wi ll work with the applicab le area to assure that the policies 

and procedures are in compliance wi th all applicab le laws, regu lations, and contract requirements. 

The Compliance Manager will audit the policies and how the polic ies are be ing implemented. Any 

de fi c iencies will be discussed and remedi ed as soon as poss ible. 

In an ticipation of contrac ting with the State, we have reviewed all re leva nt Federa l and State 

materia ls and havc not identifi ed any barriers to our ability to fully comply with all provisions of the 

RFP as described in this proposal. 

We have rigorous systems in place whi ch enab le us to stay abreast of changes in laws, regulations and 

guide lines. Our emp loyees participate in seminars, industry committees, and other forums - which 

not only a llows us to gather information and develop a more complete understanding of policies and 

requirements, but also enables us to have use ful di a logues with regulators about our concerns and 

re levant issues. Our proactive approach g ives us the best possible 0PPOltunity to anticipate changes 

and to integratc compliance into our daily operations. 
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MANAGED CARE 
ORGANIZATIONAL LICENSURE 

QUESTION 2 
Describe how your Me O meets the Federal definition of an Me a. Include a copy of the e OA 
from the Department of Insurance. 

AmeriHea lth Nebraska, Ine. meets the definiti on of a managed care orga niza ti on as set forth in 42 

CF R 438.2. The relevant part of " managed ca re organi za ti on" is de fined as: 

... An ent ity that has, or is seeking to qua li fy for, a comprehensive ri sk contract under [Part 438] 

and -that is -

(2) Is [A] public or private enti ty that meets the advance directi ves requi rements and is 
determined to a lso meet th e fo llowing condi tions: 

o Makes the services it prov ides to its Med ica id enro llees as accessible (i n terms of 
timeliness. amount, duration, and scope) as those services are to other Medicaid 
rec ipients within the a rea served by the enti ty; and 

o Meets the so lvency standards of Sec. 438. 11 6. 

AmeriHea lth Nebraska satisfies the req uirements of Section (2), above, as fo ll ows. 

I . AmeriHea lth Nebraska meets the advance directives requirements. Please see AmeriH ea lth 

Nebraska's response to Questi ons 5 and 6 in the fo llowing tabbed secti on. 

2. AmeriHea lth Nebraska makes the services it prov ides to its Medica id members as accessib le (in 

terms of timeli ness, amount, durat ion, and scope) as those services are to other Medicaid 

recipients within the area served by AmeriH ea lth Nebraska. This is accomplished by 

AmcriH ea lth 's extensive prov ider network, and by ensuring compliance with the provider 

network and access s tandards promu lgated by DHHS and by ensuring that covered services are 

prov ided as required under the RFP. 

3. AmeriH ea lth Nebraska wi ll meet the so lvency standards of 42 FR 438. 11 6 by quali fy ing as a 

hea lth mai ntenance organization. Ameri Health has applied fo r a COA under the Nebraska Health 

Maintenance Organizati on Act, to establi sh and operate a Nebraska HM O. 

We anticipate approval of Our application by the Department of Insurance, and receipt of our COA, 

by the time of contract award . as required under Section IV.C.2 of the RFP. 
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QUESTION 3 

, Arbor I •• "'.,"'" 'V' (~eclltl) PIon NeIlt&Sk& 

If applicable, describe your MCO's proposed risk bearing partnership/relationship including 
designated functions of each entity, and how delegated functions will be overseen. Bidders 
who submit a proposal with a partnership of risk bearing must also provide a detailed 
description of how both entities meet the Managed Care Organization Licensure 
Requirements. 

Not App licable - AmeriH ealth Nebraska is not proposing a risk-bearing partnership. AmcriH ealth 
Nebraska is the sole risk-beari ng entity for thi s proposal. 
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REINSURANCE 

QUESTION 4 

~.Arbor I , ••• ".'" V' '~eaIUl Pion Nebraska 

Describe the risk analysis, assumptions, cost estimates and rational supporting your MeO's 
proposed reinsurance arrangements. If any reinsurance is provided through related parties, 
provide a disclosure ofthe entities and details causing the related party relationship. 

AmeriH ea lth Nebraska will maintain reinsurance agreements or a plan of self-insurance throughout 

the Contract Period, including any ex tensions. AmeriH ea lth Nebraska will a lso File the agreements 

and/or plans with DHHS, as well as duly noti fy DHHS of any modifications and cancellations. 

AmeriH ea lth Nebraska will utilize a comprehensive process to detennine its re insurance 

arrangements or its self- insurance plan. Factors supporting Our MeO's proposed re insurance 

arrangements will include, but not be li mited to, the number of members enro lled, the benefits 

covered by a reinsurance po licy, (such as inpati ent services, pharmacy), utiliza ti on history, large 

claim re insurance quotes fro m rei nsurance carriers for various cost thresholds and other factors 

tradi tionally utili zed in purchasi ng reinsurance coverage. We will evaluate the expected net cost of 

insurance of these proposa ls by comparing the premium to an expected cost of claims in excess of the 

th reshold. 

After receiving a contract award , AmeriHea lth Nebraska w ill obta in la rge cla im re insurance quotes 

from severa l reinsurance carriers for vari ous cost thresholds, and Finali ze its analysis of whether to 

purchase re insurance or develop a self- insurance plan . 

When its ana lys is is complete, AmeriHea lth Nebraska will share with the State the risk analysis, 

assumptions, cost estimates and rationale supporting Our proposed reinsunlllce arrangements, I f any 
rei nsurance is prov ided through re lated pal1ies, AmeriHea lth Nebraska will prov ide a di sclosure o f 

the entities and details causing the re lated party relationship, at that time. 

AmeriH ea lth Nebraska's proposed re insurance arrangements sha ll meet a ll requirements of the RFP 

including: 

I . Ho lding a certifi cate of authority from thc Department of Insurance, 

2. Filing of all contracts of reinsurance, or a summary of our plan to self-insurance Filed with the 

reinsurance agreements and shall remain in full force and effect for at least thirty (30) 

ca lendar days fo llowing written notice by registered mai l of cancellat ion by either party to 

D1-IH S, 

3. Maintaining reinsurance agreements throughout the contract pe riod, including any 

ex tension(s) or renewal(s), and providing prior no tifi cation to DI-IHS of our in tent to purchase 

or modify reinsurance protection for certa in members enro lled. 
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ADVANCE DIRECTIVES 

QUESTION 5 
Describe the policies and procedures your Mea will maintain that meet the advance 
directive requirements. 

Addressing advance directives is a potent ia lly uncomfo rtable but necessary aspect of hea lth care 

planning, and AmeriH ea lth Nebraska is commilled to ass isting and implementing this process within 

the framework of State and Federa l law. AmeriH ealth Nebraska unders tands that this process is 

nece sary to communicate the enro llee's wishes to concerned fa mily, g uardians, and health care 

providers in order to avoid unncccssary confusion and complicati ons at a later date. 

AmcriH ea lth Nebraska has a robust set of polic ies and procedures in place and ope rationa l fo r 

advance directi ves, including the prov ision o f wrillen information to all adul t enro ll ces as defincd in 

42 C rR 489. 100, and in fu ll compliance wi th and applicable State and Federa l requirements. 

We will provide written informati on concern ing advllllce directi ves in the New Enrollee Welcome 

Packet, which inc ludes the Enrollee Handbook. We wi ll update our information on our web s ite and 

in our written materials to ,·efleet current practica l and lega l updates. Thc informati on wi ll include: 

• A description of the enrollee's rights under app licable Nebraska and Federal laws and 

regulations; 

• AmeriHea lth Nebraska's poli cies and procedures regarding the exerc ise of such rights, 

includ ing any limitations as a matter o f consc ience, if app li cablc; and 

• An enrollee's abili ty to fil e compla ints concerning noncompliance w ith the advance directi ve 

requi rements directly to the State survey and certification agency. 

As enro llees become engaged in care management, the case manager w ill expla in advance di rectives, 

livi ng wills, and powers of allomey for heal th care, and will provide enrollees w ith the Nebraska State 

webpage address to access fonns on their own, or mail any required forms d irectly to an enro llee, at the 

preference of the enrollee. The case manager w ill also provide enrollces with contac t in fo rmation should 

they desire more deta iled in fo nnation on each fo rm. 

A draft document, created to address the requirements of the Nebraska program and appl icable 

Nebraska State law, is prov idcd in the response to Q uestion 6. 

We acknowledge and agree to compl y wi th a ll re levant provisions found in hapter 42 of thc Code of 

Federal Regulations (CFR), Part 438 Managed Care; Tille 47 1 Nebraska Adminis tra tive Code (NAC) 

"Nebraska Medical Assistance Program Services"; and NAC T it le 482 " Nebraska Medicaid Managed 

Care." We w ill also fo llow po licies and procedures fo r advance directives as defin ed in 42 CFR 

489. 100, which are in full compliance w ith Subpart I of Pa rt 489. 
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We will ensure that all such in formati on refl ects changes in State law as soon as possible, but in any 
event no later than 90 days after the effecti ve date of such change. Wc will noti fy our enrollees of the 
updated information through our web site and via mail in the required timeline. 
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QUESTION 6 

rI-4rbor I,m", .. "", 'V' (~ealrl1 Plan NtbIII~ka 

Describe the approach your Mea will take to provide adult enrollees with written information 
on advance directives, 

AmeriHealth Nebraska will take severa l approaches to prov iding our adu lt enrollees wi th written 

information on advance directi ves, Enrollees will receive information about the Advance Directives 

in the New Enroll ee Welcome Packet, the enrollee handbook, our webs ite, and a link to the DHHS 's 

website about advance directives, http: //www.hhs.statc. nc.us/ags/advdir.htm 

As enrollees become engaged in care management, the case manager wi ll expla in advance directives, 

li ving will s, and powers of attorney for health care, and will prov ide enro llees with the Nebraska State 

webpage address to access forms on their own, or mail any requi red forms dircctl y to an enrollee, at the 

preference of the enrollee, The case manager wi ll also provide enrollees with contact information should 

they desire more detailed in fo rmation on each form. 

Our written advance directive information inc ludes a description of applicab le State law, our policy 

with respect to honoring an enrollee's advance directi ve, inCluding a statement of any limitation(s) 

regarding the implementation of advance d irect ives (if appli cab le), and the indi vidual's right to fi le a 

complaint concerning noncompliance with advance directive requirements with the State survey and 

certifi cati on agency. Our material is updated as needed to ensure that it refl ects chan ges in State law 

as soon as poss ible, but in any event, no la ter than 90 days after th e effective date of such change. The 

AmeriHealth Nebraska webs ite will be updated regu larly w ith current information concerning practica l 

and lega l updates to advance directi ves. 

Figure I below is a draft document that we created to address the requirements of the Nebraska 

program and applicable Nebraska State law, We wi ll work through DHHS for fi nal approval of th is 

enroll ee education piece. 
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Advance Directive 

rl4bor I '~"",m'" .. t!/ '~eOIUJ Pion NebraSka 

The PaUenl Sel(-Oelemunatlon Ac~ Is a foderallaw. IL says t.hm you have Lho l ight to choose medical care and tleatment 
YOll may 01 may not wanl. You have tho right lO mako those wlshos known LO YOlll doctor 01 othel health CRIe provldel 
UHOllOh an Advance DlroctlvG. 

An Advance DlIectlvo IS a Stal.Oment you mako nboullhe modlcn! care you would lIko In a pmtlculOf sllllatlon boforo you 
nctuaUy need Lhe care. TheslI situations Include whon you rue detOlmlned 1.0 be In a terminal cond ition or In 0 parslst,an t 
vGgotallvo Slaw. Adv8nC(] DiIoctlvos are only usod whon you me unablo to daclde and speak fOf yourself and tell the doclOr 
what you wanl. A mol lHoalth Nebraska has no Ilmllatlons on Implomontlng adv811co dlroctlvos basod on our ballofs. 

AmorlHonlth Nobraska will hanOI yoU! Advnnco Dhoctlve to the fullEl!Ot extent ollowod by low. You bave tho rlghtLO me a 
complnlnt concornlng non compllnnco with tho advance directive dhectly with the stnla sUlVey and cartUl cation agency. 

Then) Eire two ktndn o f documents that can Herve as an Advan ce Directive in Nebraska: 

Llvino Will 

A Uvlno williS n wrttton rocord of how you wish your medical caw t.o be handloo If you aro no 10ngOl ablo l O decide lmd 
spook for yoursolJ aod you havo a terl'l'LlnoJ cond ition 01 filO In a pOrsistont VO{,/OUlUvO alela. ntis docwnont. should SIW whaL 
type of modlcalueat.mems you would or would 110t want to have. 

Power of Auorney for Hoo.'tll COfO 

This Is a legal document lhat 01veJ'l the nama of the »arson you WOOl to moko InlXlIcal uoatmollt docis lor~s for you In cas 
you cannot milks thorn for yourself. ThIs persoll doeg not have to be n lawyer. 

To moke sure your wIshes are met If you say what you wont. you should wllte an Advance Dl roctlve and {lIve a copy to your 
PCP as woll as to famJly mombors. 

Figure 1 - Sample Advance Directive Information 
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INFORMATION REQUIREMENTS 

QUESTION 7 
Describe the approach your Mea will take to provide enrollees with written material that is 
easily understood including alternate formats 

Our written materials are designed to be easily understood, available to our members in over 170 
languages, and are in alternative fonnats (such as audio, Braille, and large print). Other assistance is 
also ava ilable to enrollees, such as teletypewriter (TrY) and telecommunication device for the deaf 

(TOD). 

We do thi s by: 

• 
• 

Usi ng simple vocabu lary to convey infonnation - minimizing the use of medical jargon 
Employing tools to ensure that materials are written at or below a 6'h grade reading level (as 
required by the State) 

• 
• 

Usi ng appropriate design formats, including easy-lo-read fonts and layouts 
Translating materia ls into Spanish and other alternate languages 

• 
• 

Making malerials available in alternate formats (large print, Brai ll e, audio-tape) 
Testing our materi als with member focus groups 

The strong performance of AmeriHealth's hea lth plans in NCQA HEDIS rankings is one measure of 
the effectiveness of our enrollee communications. Three of our hea lth plans all rank within the top 25 
percent Medica id hea lth plans in the entire nation. This is in part related to our ab ilily to engage, 
educate and empower our enro llees through effecti ve communication. 

Ameri Health plans arc among the six "early adopters" nationwide that 
were awarded NCQA 's Multicultural Health Care (M HC) Distinction. To 
earn the MHC Distinction each plan had to pass a rigorous examination of 
NCQA standards in the following areas: 

Race/Ethnieity and Language Data Collection 
• Access and Availability of Language Services 

Practitioner Network Cultura l Responsiveness 
Culturally and Linguistica lly Appropriate Services Programs 

• Reducing Health Care Disparities 

Also, AmeriHeal th is recognized as a national leader in serving members in a cultura lly and 
linguistically appropriate manner. AmeriHealth worked with America ' s Health Insurance Plans 
(A HIP) to develop The Health Literacy & Plain Language Resource Guide to help educate the health 
care industry about hea lth literacy. A copy of the Resource Guide has been incorporated as 
Allachment 7. 
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Please see Attachment 8 for samples of our written member hea lth ed ucation materia ls. Span ish 

language member health education materials have been incorporated as Figure 1 and Fi gure 2 wi thin 

this section. 

Language Read ing Levels 

AmeriHea lth Nebraska 's enro llee materials will be developed by wri ters tra ined in cultu ra l 

competency and hea lth literacy requ irements. Our writers use a toolkit adopted from the work of the 

Partnership for Clear Health Communication at the National Patient Sa fety Foundation to ensure that 

our communi cations to members arc easy for members to understand and arc cultu ra lly competent. 

Our writers will use a Mi crosoft Word add-o n ca lled the Hea lth Li teracy Advisor (HLA ; Hea lth 

Literacy Innovati ons, Inc. Bethesda, MD), a pi oneering interac ti ve hei'lth literacy software too l that 

ass ists commun icators in cra ftin g clear hea lth communications for lay audiences. The HLA too l: 

• Eva luates the reading level of written communication using a variety of industry-standard 

readability indices, including the Flesch-Kinca id Readability Grade index 
• Identifi es complex vocabulary (multi-sy ll able wo rds and di ffi cult te rms) 
• Identi fi es compl ex sentences (more than 15 words) 

• Suggests pla in language definiti ons and words to replace health and non-hea lth terms that 

may be di ffic ult to unders tand 

All draft enrollee materia ls will be edited for readability using the HLA tool and subseq uently will be 

rev iewed through a two-step internal review process prior to submission for State approva l. Materials 

are firs t rev iewed by our Editorial Rev iew 

Committee - an internal editorial rev iew 
team consisti ng of representati ves from 

Media Relations, National Business 

Communications, Med ical Management, 
Operations and Internal Comm unications. 

The second review is conducted by 

representatives of our regulatory team and 

Lega l Affai rs. The Editoria l Review 

Comm ittee will ensure that all materia ls meet 

State requ irements and our own strict 

standards for cul tural competency and hea lth 

literacy. The regulatory and Legal rev iew 

will ensure compliance with regu latory and 

state contract requirements, incl uding, but not 

limited to, the requi rement that enroll ee 

materi als do not discriminate aga inst 

Medicaid members on the bas is o f their 

People with low functional health literacy 
have: 

• Poo re r hea lth s tatu s 
Less treatme nt a dhere nce a nd a greate r 
numbe r of me dic ation/trea tme nt e rrors 

• Higher rates of he alth s e rvice s utilization , 
inc luding 29 - 69 percent higher 
hos pitalization rates 

• Higher hea lth care cos ts: 
$50 - $73 billion in additional he alth 
e xpenditures annually 
$7,500 more in a nnu a l he alth care cos ts 
fo r a pe rson with limite d he alth lite racy, 
ve rsu s a person with highe r health lite racy 
s kills 

Statistics from: Partnership for Clear Health 
Communication - National Patient Safety Foundation 

health hi story, health status or need for hea lth care serv ices. 
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Our internal material production (" traffic") management ystem ensures material have the proper 

internal and State approvals before they arc printed or distributed. The wri ter, Editorial Review 

Committee, regulatory reviewer and the State must all document their review and approva ls before 

the final production wi ll commence. Without exception, enroll ee materials wi ll not be used until the 

State has reviewed and approved our education plan and materials. 

Alternative Languages and Formats 

All of AmeriHealth Nebraska's written education materials will be printed in English and Spanish . 

This includes our new enrollec welcome packages, enrollee handbook, our enrollee newsletter, 

educationa l materials supporti ng our care management programs, and our health education and 

outreach materials. In addi tion to 

Engl ish and Spanish (and other 

languages that may be directed by 

DHHS), our mate ri als wi ll be available 

upon request in other languages and in 

alternate fonnats for persons with visual 

impairments. Our member website wi ll 

a lso be availab le in both English and 

Spanish (and any other languages 

requested by the State). 

Enro llees wi ll be advi sed to contact our 

Contact Center to obtain written 

materia ls in other languages and formats 

through the use ofa standard tagline 

that will appear on a ll Engli sh and 

Spanish versions of written materials. 

Taglines in a variety of languages also 

will advise enrollees of their right to 

request oral interpretation services. Oral 

interpretation is provided through 

Ameri Health Nebra ka's contracts with 

certified oral interpretation providers. 

AmeriHealth Nebraska a lso employs 

Enrollee Services and care coordination 

staff members who are bilingual in 

English and Span ish to facili tate timely 

and accurate communication with our 

Spanish·speaking enroll ees. 
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As an enhanced benefit, Customer Service Representatives will be ava ilable 24 

hours/seven days a week/365 days a year to se rvice membe r inquiries, whether 
te lephon ic, written or web-generated. 

Enro ll ees may a lso contact AmeriHea lth via the Nebraska Relay 7 11 . Th rough thi s text to vo ice/voice 

to tex t service, Communi cat ion Assistants t'lcilitate communication between TTyrrDD and vo ice 

telephones by voicing everything typed on TTyrrDD and typi ng everything voiced on the 

conventional te lephone. 

AmeriH ca lth will usc translation vendors that are already under contract to serve our other Med icaid 

hea lth plans to serve AmeriH ea lth Nebraska ' s members. T hrough these translators, we are ab le to 

translate materia ls in over 170 languages and into large print, Brai lle and aud io-tape fonn ats. O ur 

vendor contracts establi sh high performance standards for deli very of translated materia ls. For 

examp le: 

• Short routine, repetitive mai lings: 1-2 business days; 

Documents fewer than 2,500 words: 1-3 bus iness days; 

• Complex, legal or HIPPA-related documents: 2-5 business days. 

• Compiex translations or unusual languages may require additional turnaround time. 

AmeriHealth Nebraska automatica lly sends information to enrollees who have commun icated a 

language or format preference in their preferred language or form al. Enrollees do not need to contact 

us to request translation for each new written communication from the plan . We are ab le to 

automatically send information in the preferred language or format because we collect and store 

enroll ee-spec ifi c communi cati on preferences in our en roll ment system . 

Development of Understandable Enrollee Written Materials 

The design and layout of written materials is equally impo rtant to read ing comprehension as the 

words used to communicate in formation. T he fo llowing represent key standards AmeriH ea lth 

Nebraska uses in the design process to ensure that our materia ls are easy to understand . 

• 

• 
• 
• 

• 
• 
• 
• 
• 
• 
• 
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Text size at least 12- or 14-po int fo nt - serif font ( footed font) 

T imes New Roman not Ariel 

Use appropri ate space between lines, genera lly 1.2 to 1.5 spacing 

Lots of white space - that is equa lly ba lanccd with wo rds and pictures 

Lists bulleted and short- no more than 5-7 points 

Capita l letters used only when necessary - never ALL CAPS 

Good use of headings and subheading to aid comprehension 

Paragraphs or sequences short and to one po int each 

Simple pictures and graphi cs to aid in comprehension 

Subheadings highly visib le 

Use appropriate length lines [lines of text no longer than fi ve inches) 

Leave right marg in jagged - NOT fu ll j ustified 

Do not split words across two lines - limit hyphenated words 
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• Clearly label all illustrations and charts 

• 
• 

Place charts as close as possible to ex planatory text 

Avoid wrapping text around illustrations 
• Signal mai n points wi th bo ld or highlights or callout boxes 

The followi ng example demonstrates how Ameri Health ensure that wri tten communication is easily 

understood by our enrollees. A state regulatory agency overseeing one of our Medicaid health plans 

requi red the plan to provide education to enrollees about autism and vaccine safety. The following 

in fo rmation was initially provided by a physician. The examples below indicate how we used the 

physician's subject matter expertise provided and translated it into in fonnation for our Medica id 

members. 

Autism and Vaccine Safety - Prior to Editing for Health Literacy 

• Autism is not a specific disease. It is a collection 
of brain development disorders known as ASDs 
or Auti sm Spectrum Disorders. 

• We do not know what causes autism. 
• There is a strong genetic basis. 
• The incidence of autism has risen. There are 

Autism and Vaccine Safety many factors that may have contributed to this 
increase . Many more behavioral disorders are 
being included in the ASD definition. We are 
more aware of these disorders. 

• It is important to diagnosis autism early. 
Pediatricians are screening all children for this 
disorder at 18 and 24 months. 

• There are rumors that thimerosal , a mercury-
based preservative, that was used in several 
previous vaccines and now only used in some 
flu vaccines could cause autism. No valid 

How safe are the vaccines? scientific studies have shown that there is a 
link. 

Every physician is required to report any adverse 
effects of vaccinations to the Vaccine Adverse Event 
Reporting System (VAERS). 

• Many vaccine preventable diseases sti ll exist. 
Why should my child be Due to the success of the immunization program 
vaccinated in th is country, many young parents have not 

seen any of these diseases. 
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Autism and Vaccine Safety - Prior to Editing for Health Literacy 

• For example, measles is a vaccine-preventable 
disease. In the U.S., up to 20 percent of people 
with measles need to be hospitalized . There was 
a recent outbreak of measles in California. The 
index case was a chi ld who caught measles in 
Switzerland and then returned to the U. S. 
Then, 11 unvaccinated children then contracted 
the disease. 

• The actual infection with the disease is often 
Do not skip or delay vaccines more serious than from the vaccine. The 

vaccine is much safer. 

More information for parents and caregivers is available on the following AAP Web site: 

• OnAutism: 
httQ:l/www.aaQ.org/healthtoQics/Autism.cfm 

• On Vaccines: 
httQ:l/www.cisQimmunize.orgl 

Autism and Vaccine Safety - After Editing for Health Literacy 

Autism is not a specific disease. It is a 
What is autism? collection of brain development disorders 

known as Autism Spectrum Disorders 
(ASD). 

What causes ASD? We do not know what causes autism. 
There is a strong link to family history. 

The number of people with autism is 
increasing. There are many reasons why 

Why do we hear more about autism now? this could be. Many more behavioral 
disorders are being included in what we 
ca ll ASD. We are also more aware of 
these disorders. 

Children's doctors are screening all 

How early can autism be diagnosed? children for this disorder at 18 and 24 
months. It is important to diagnose autism 
early. 
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Autism and Vaccine Safety - After Editing for Health Literacy 

How are vaccines and autism connected? 

Why should my child be vaccinated? 

Do not skip or delay vaccination 

There are rumors that an ingredient in 
vaccines (shots) can cause autism. 
Thimerosal is a preservative that was used 
in several vaccines in the past. But it is 
now only used in some flu vaccines. No 
valid scientific studies have shown that 
there is a link. 

There are many diseases that can be 
prevented by vaccines. Because vaccines 
have worked well in this country, many 
young parents have not seen any of these 
diseases. Then they make the mistake of 
thinking their chi ld does not need to get his 
or her shots. 
For example, there was a recent outbreak 
of measles in California. A child caught 
measles in Switzerland and then came 
back home to California. Eleven children 
who had not had thei r measles vaccine 
then got the measles from this Child. 
Measles is a disease that can be prevented 
by a vaccine. Up to 20 percent of people 
who get measles need to be hospitalized. 

Getting a disease that vaccines prevent 
can be very serious to your child . 

More information for parents and caregivers is available on the following American 
Academy of Pediatrics wesite: 

• On Autism: http://www.aap.org/healthtopics/Autism.cfm 
• On Vaccines:http://www.cispimmunize.org/ 
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Evaluating the Effectiveness of Written Materials 

AmeriHea lth Nebraska has a documented process for the ann ual review of member materials. 
Through this process, we review for 
accuracy, cu ltura l competency and 
li teracy. These processes have all been 
proven over lime and through the 
ex perience of our affi li ate plans, and wi ll 
be customi zed to meet Nebraska 
requirements. In addition , AmeriHealth 
Nebraska will actively solici t feedback on 
our written materials through enrollee 

participation in our Community Advi sory 
Focus groups. 

Fina lly, we wi ll continually monitor the 
spec i fic needs of our plan membership by 
reviewing month ly demographic reports 

Health literacy statistics: 

Nearly half of the U.S. adult population (90 
million people) have low functional health li leracy 
(National Adult Literacy Survey (NALS) data) 
11 million adults are non-literate in English (2003 
National Assessment of Adult Literacy (NAAL) 
data) 
7.8 million seniors can only perform the most 
s im ple and concrete literacy skills (Below Basic) 
(2003 National Assessment of Adult Literacy 
(NAAL) data) 

Statistics from: Partnership for Clear Health 
Communication and National Patient Safety 
Foundation 

that include racial, ethnic and preferred language background in order to identify if routine translation 
of materials in addilionallanguages is needed. In addition, we wi ll also monitor the usage of the 
Contact Center'S Language Line to identify emerging language trends. 

QUESTION 8 
Describe the approach your MeO will take to provide enrollees with written materials in the 
non-prevalent language. 

Ameri l-Iealth is recognized as a national leader in serving members in a cu lturally and linguistica lly 
appropriate manner, including providing enroll ees with written materia ls in the non-preva lent 
language. We have the resources to trans late materia ls into 
over 170 languages. We wi ll app ly our programs and 
expertise in the deli vely of culturally and li nguistically 
appropriate services, to the Nebraska market. 

We have the resources to translate 
materials into over 170 languages. 

• 
• 
• 
• 
• 
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Three AmeriHealth plans are among the six "early adopter" plans nationwide that were 
awarded NCQA's Multicultural Hea lth Care (M HC) Distinction. To earn the MHC 
Distinction each plan had to pass a ri gorous examination of NCQA standards in the 
following areas: 

Race/Ethnicity and Language Data Collection 
Access and Availabi lity of Language Serviccs 
Practiti oner Network Cultural Responsiveness 
Culturally and Linguistica lly Appropriate Services Programs 
Reducing Health Care Disparities 
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All three plans received a score of 100 percent during their respective reviews. 

AmeriHea lth Nebraska follows the Department of Health and Human Services, Office of Minority 

Hea lth, Cuitllfally Linguistic Appropriate Services (CLAS) guidelines in the delivery of health care 

related services. These programs enrich the lives of our members, support the community, and give 

the providers vital tools in treating their patients. By following these CLAS guidelines, we arc 

success fu l in effectively teaching the mcmbers how to get access and how to understand their 

treatment regimens. 

To facilitate effective communications with our membership, we will continually monitor the special 

needs of our membership by reviewing monthly demographic reports that inc lude racial, etlll1ic and 

preferred language information in order to identify if translation of materia ls to additional languages 

is needed. In addition, we wi ll a lso monitor the usage of the Contact Center's Language Line to 

identify emerging language trends. 

We use translators to provide written trans lation services and translations into Braille, audio tape or 

lllfge print. Th rough thesc contrac ted language experts, we arc able to trans late materials in over 170 

languages. Documents requi ring translation are sent e lectronica lly to o ur Integra ted Document 

Serv ices (10 ) Department, where they arc forwarded to a trans lat ion vendor with ins tructions 

identi fy ing the language in which the document is needed . The vendor completes the trans latio n, 

verifying termi no logy, vocabu lary, g rammar, and sentence structure. A proofreader at the vendor 

location makes a fi nal review of the entire document to confirm that there arc no grammatical or 

spelling errors and that the fl uid ity of the 

translat ion is accurate, prec ise, and true to the 

mean ing conveyed in the orig inal language. The 

vendor ensures that the translation is completed in 

a culturally sens itive and li nguist ically appropriate 

manner for the target audience. The fina l 

document is returned to the IDS Department for 

printing, mailing and imaging in Our document 

management system and forward to the State for 

any necessary approvals. 

Written Materials to Enrollees in the 

Non-Prevalent Language 

All e nrollee materials are sent to members in their 

stated preferred language and with a standard, pre

printed message, or language tagline in all 

languages that the State mandates. The tagli ne 

advises the enro llee of their right to have an 

interpreter or materia ls trans lated, at no cost to the 

member. We a lso advise them through the tag li ne 

that enrollee materia ls can be provided in alternate 

formats (including aud io format, large pri nt and 
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Figure 2: Example of Member Material 
Printed in Spanish 

Information Requ irements 



Medicaid Managed Care Physical Health Service 

RFP # 1792Z1 

Brai lle) and the ava ilabi li ty of other assisti ve services such as Teletypewriter 

(TTY)/telecommuni catio n device for the deaf (TOO). 
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As an additional servi ce to our enrollees, ifan enro llee ca lls our Contact Center regarding mate ria l 

they received in Engli sh, the enro llee Clll1 request to have the materia l sent to them in their language, 

as well as have the materia l interpreted to them over the phone via our Language Service Provider 

(LSP I. The Contact Center representative will fac ili tate this service when the enro llee calls. 

When enrollee material includes informati on that will affect an enrollee's ab il ity to access health care 

services, the materia l is automati call y sent in the Sta te-req uired language as indicated in our fil es for 

each enrollee. We annually advise our enrollees, through the enrollee news letter, of their right to 

have any hea lth care materials trans lated into their preferred language and th is information is a lso 

included in the enrollcc handbook, wh ich they receive upon enroll ment. 

QUESTION 9 
Describe the approach your MCO will take to provide enrollees with enrollment information 
required in Section IV.C.4.d.vii. 

AmeriHealth Nebraska realizes the importance of ensurin g that enrollees are aware of a ll prov iders 

and services available to them, as well as the ir rights and responsib ilities and how to access services. 

We will ensure that all of the State-required in formation detai led in Section lV.C.4.d.vii. is included 

in our Enrollee Educational Material s that are sent to every enro llee. Our approach includes 

comprehensive New Enroll ee Welcome Packets and New Enro ll ee Outreach ca lls, a long with a robust 

Enro llee web site. All of our materials contain information instructing enro ll ees who have questi ons 

on our enroll ment information or Arbor Health Center to call our to ll -free Contact Center any time of 

day or night. 

Enrollee Educational Materials 

While we ant icipate working c lose ly with the State with respect to how and what information is 

presented, the proposed content o f enrollee educational materia ls wi ll include the fo ll owi ng materials. 

• Provider Directory - Enrollees will receive a Provider Directory that includes names of 

PCPs, hosp itals, urgent care centers, and speciali sts. Each listing gives the prov ider name, 

location, telepho ne number, office hours, accepted age range, languages spoken, specia l 

needs accessib ili ty and whether the provider is accepti ng new patients. The directory will 

include important te lephone numbers for the Contact Center, Provider Services and Medi ca l 

Services. The Provider Directory wi ll also identify any re trictions that could influence the 

enroll ee's freedom of choice. 
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Enrollee Handbook - Enrollees will a lso receive an Enro ll ee Handbook that includes c ritica l 

information. The Handbook will provide additi onal information requ ired in Section 

IV.C.4.d.vii . inc luding: 
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o Any restrictions on the enrollee's freedom of choice among network providers 
o The enrollee's rights and protections, including, but not limited to: 

• The right to be treated with respect and with due consideration for his/her 
dignity and privacy; 

• The right to receive information on available treatment options and 
alternatives, presented in a comprehensible manner; 

• The right to participate in decisions regarding hislher health care, including 
the right to refuse treatment without fear of disenrollment from the plan; 

• The right to be free from any form of restraint or seclusion used as a means 
of coercion, discipline, convenience, or retaliation; 

• The right to receive a copy of his/ her medical records, and to request that 
they be amended or corrected as specified in 45 CFR Part 64; 

• A protection of hislher free exercise of those rights, with a guarantee that the 
exercise of those rights does not adversely affect the enrollee's treatment by 
AmeriHealth and its providers or the State agency. 

o Information on grievances, appeals and the State fair hearing procedures and 
timeframes in a State-approved description, including: 

• The right to file grievances and appeals. 
• The requirements and timeframes for filing a grievance or appeal. 
• The availability of assistance in the filing process. 
• The toll-free numbers that the enrollee can use to file a grievance or an 

appeal by phone. 
• For State fair hearing: 

• The right to hearing. 

• The method for obtaining a hearing. 

• The rules that govern representation at the hearing. 
• The fact that, when requested by the enrollee: 

o Benefits will continue if the enrollee files an appeal or a 
request for State fair hearing within the timeframes specified 
for filing. 

o The enrollee may be required to pay the cost of services 
furnished while the appeal was pending, if the final decision 
is adverse to the enrollee. 

o Any appeal rights that the State chooses to make available to 
providers to challenge the failure of the organization to cover 
a servIce. 

o The plan will supply information about Advance Directives, 
as set forth in Section IV.C.4.c.i.b) General Provision. 

o The plan will provide additional information that is available 
upon request, including information on the structure and 
operation of AmeriHealth, and physician incentive plans. 

o Summary of amount, duration, and scope of benefits available under the contract 
o Procedures for obtaining benefits, including prior authorization requirements and the 

extent of service coverage from out-of-network providers 
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o The extent to which, and how, enrollees may obtain benefits, including family 
planning services from out-of-network providers 

o After hours and emergency coverage, including: 
• What constitutes an emergency medical condition, emergency and post

stabilization services. 
• The fact that prior authorization is not required for emergency services and 

that, subject to the provisions of this section, the enrollee has the right to use 
any hospital or other setting for emergency care 

• 

• 

The process and procedures for obtaining emergency services, including the 
use of 911 or its local equivalent 
Locations of emergency settings or other locations where providers and 
hospitals furnish emergency and post-stabilization services 

o Post stabilization care services set forth as defined in 42 CFR 422.ll3(c). 
o Referrals for specialty care and for other benefits not furnished by the enrollee's PCP 
o How and where to access any benefits that are available under the State Plan but are 

not covered under the State's contract with AmeriHealth, including any cost sharing, 
and how transportation is provided for those State Plan services. Please note that 
AmeriHealth's managed care activities are not restricted by specific moral or 
religious directives or obligations. 

Welcome Calls - New enrollee welcome calls which will be scripted to include a brief 
explanation of the program, a statement of confidentiality, an explanation of the availability 
of and ways to access oral interpretation and written translation services and other supportive 
services, a description of primary care practitioners and patient-centered medical homes, and 
a discussion to discover whether the enrollee is pregnant, has a chronic condition or any other 
special health care needs. The welcome calls will also address the role of the PCP, what to do 
during the transition period, how to utilize services, what to do in an emergency and how to 
file a grievance and/or appeal. 
Welcome Packets - Welcome packets will include, at minimum, a welcome letter, provider 
directory, enrollee handbook, ID card, benefits grid, important telephone number sheet, 
feeling great checklist, notice of privacy practices, care management mini-assessment, just a 
click away (information that can be found on the web site), How and Where to Get Care 
(information on when to go to the ER, Urgent Care Center, or when to call your doctor - also 
includes the Nurse Call Line information), and Personal Health Record and Holder (card to 
write important info on that a member can carry in their wallet/pocket book with a plastic 
holder that can also hold their ID card). AmeriHealth will communicate PCP assignments to 
the State via the PCP file quarterly as required by the State. All welcome packet components 
will initially be made available in English and Spanish. Additional languages will be offered 
as the need develops or as directed by the State. An example of a complete English and 
Spanish Welcome Packet has been included as Attachment 9. 
Welcome Letter - The introductory letter, along with the Enrollee Handbook and other 
materials, will welcome new enrollees. The letter will ask the enrollee to expect the welcome 
call but also encourage them to call the Contact Center if they have any questions. 
Additionally, the letter will provide a brief checklist reminding the enrollee to read the 
Enrollee Handbook, select a Primary Care Practitioner if they have not already done so, 
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complete the health assessment survey, and mak e an appo intment with their PCP within 90 

days of enrollment. 

Enrollee Website 

Enrollees will a lso have access to required enrollment infonnation through our Enro llee Web Portal. 

Through the Enrollee Portal, enrollees can access the Enrollee Handbook, containing the content 

described above, and a searchable provider directory. Our directory pemlits enrollces to search by 

combinations of zip code, provider type and county, allowing enrollees to find a provider in an area 

conveni ent to them. In addition, the Enrollee Web Site, p ictured below, contains links to helpful 

infonnation about Arbor Health Plan, access to a comprehenvise Health Library and a secure area that 

allows enrollees to access thei r personal hea lth infonnation. 

Additional deta il on our Enrollee Web Portal can be found in our response to Question 8 1. 

ttt Member Benerlts rEA Find a Provider 
....... N~(.lh;JIao.;moY.1I1 a..(I\IOI'~OIOIII_OI -- -
Hetllth Educalion tJ Provider NavlNet 
l.-:>1)01,01 ~ ~1tIy0l"._ 

M. ___ . ... V._~ --... -.. -
• Become a Member to _1O_ ... IvfIQrIillMlfl*l 

Arbor Health Plan 877.555.2248 

--_ ..... _----_. __ ..... _ .. _---_ .. .,.. .•.. _-_ .. _--.., ...... 

1_ ( ""*'Y"" r .. .... . (",,... ,, 

877.555.2248 

FEATURED 

• y ..... Cui."" . Your U .... hh. "Id YOU 

• TerH!l fI"' ..... ,oc.. fllI' H m"lII willi o\.hor 

• Communi.'!' P111'f11'0tH'Id O .. 11d 

• RHdlheA.bcx U .... IhP,.n~t 
10 I'" '011111",,,11, 

Figure 3: Enrollee Web Portal 

Additional Enrollee Educational Materials 

Additional materi als will be prov ided to the enrollees such as: 

• Enro llee notices thaI include, for example, notices of provider termination 
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• 

• 

Notification of a enrollee's right to request and obtain a welcome packet at least once per 

year 
Notifi cation of any change that the Sta te defin es as signifi cant at least 30 calendar days 

before the intended effecti ve date 

In addition to the materia ls described above, AmeriH ea lth Nebraska w ill provide a comprehensive 

library for all enrollees ofuse flll , relevant, valuable and easily understood educati onal materi als 

through various communications channels whi ch in clude, but are not limited to: 

• 
• 
• 
• 
• 
• 
• 
• 

Enrollee education mailings 

News letters 

Online library of health information 

Soc ia l media and secure enroll ee porta l sites 

Materi als that support comm unity outreach initiati ves 

Public service announcements 
Posters and fl yers 

Outbound pre-recorded telephone messages 

These materials include comprehensive hea lth informati on On topics such as asthma control, diabetes 

management, healthy li ving, stress management and hi gh blood pressure management. They are 

designed to educate enro llees about specific hea lth issues, as we ll as to encourage the enro llee to take 

responsibility for hi s/her health . AmeriHeal th Nebraska will make these materials availabl e to our 

enroll ees through our medical management programs, but a lso through the above channels and upon 

request. In addition, throughout the year we will mail specific health care di sease state information to 

a spec ific segment o f the membcrship that has been identified as having symptoms and/or d iagnosis 

o f a condition through our aggressive case management programs. 

AmeriH ealth Nebraska' s enrollee materials are designed to be easy to understand in order to 

successfull y engage, educate, and empower our enro llees. We strive to eliminate cultural disparities 

in order for our enrollees to be able to understand and app ly our recommendati ons. All of our 

materials will be available in English and Spanish (as well as other languages designated by the 

State), and will be easily accessible to enro llees with sensory disabilit ies. 

QUEST I ON 10 
Describe the approach your MCa will take to provide enrollees the required information in 
Section IV.C.4.d.viii. 

AmeriHea lth Nebraska w ill prov ide enrollees with the required informati on On grievances, appeals 

and sta te fair hearing procedures and time frames (as outlined in in Section IV.C.4.d.viii) using a 

State-approved descripti on. (The specific informatio n abollt AmeriH ealth Nebraska ' s polic ies 

regarding the State Fair Hearing, Grievances and Appea ls is described in the responses to Questions 

84-88 .) Descriptions of the grievances, appeals and state fair hea ring procedures and ti me frames will 

be prov ided in the Enroll ee Handbook, our Enrollee Web Porta l and in our Noti ce of Action, as 

appropri ate. 
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We reali ze the importance of ensuring that enrollees understand and have the ability to fil e grievances 

and appeals using the process outlined with the State. The timeli ness and accuracy of the information 

fil ed is critica ll y important, and we will ensure that enroll ees fu ll y understand the processes and 

timelines involved in the filing of grievances and appeals. 

Written Information 

Information on appea ls, gri evances and the State Fa ir Hearing process wi ll be provided to enro llees 

and wi ll be written in succinct and casily understandable language and will be ava il ab le in appropri ate 

languages or formats deemed necessary by the State or as req uested by enrollees. Our appea l, 

grievance and State Fair Hearing information will include information on the right to fi le a grievance 

and/or appeal, and how to go about the process of seeking appeals, grievances and requests for a State 

Fair Hea ring. The materials will a lso inc lude the to ll -free telephone number and business address to 

fil e appea ls or grievances with AmeriH ea lth Nebraska; how to request informati on about the appeal, 

grievance and State Fair Hearing processes; and how to inquire about the status of each process. 

There will a lso be informati on about the ava il ab ility of emp loyees to ass ist with the processes, and 

rules that govern representation at the hearing. G&A information and directions wi ll be inc luded on 

the el1l'o llee website and printed in the enro llee handbook, enrollee news letters and in each denia l 

notice letter. Providers wi ll receive the same information for filing on behalfofan enrollee on the 

provider website and in the provider manual. 

We wi ll submit the language for approva l by DHHS prior to its use. 

The information will also be provided in written format as part of the initia l enrollment processes, 

inc luding the Enroll ee Handbook that wi ll be di sbursed to enro llees as part of the enrollment process 

(a sample Enro llee Handbook has been prov ided as part of the complete Welcome Packet in 

Attachment 9). A reminder of the process wi ll a lso be provided to enro llees annually. Enrollees will 

also be noti fied of any changes in the process within timelines specified by the State. 

Assistance for Enrollees 

In addition to written materia ls, our Contact Center wi ll review the enrollee's ri ght to appea l and the 

State Fair Hearing process during their initial communication with the enrollee as well as routine ly 

during their interactions with the enro ll ee. If, at any time, the enrollee has questions about the process 

Or is considering an appeal, the Contact Center Representative wi ll review the process and 

information with them and wi ll ass ist the enro llee with filin g an appea l or State Fa ir Hea ring req uest 

as needed. Information regarding the process will a lso be supplied to providers and fa mily members. 

Our grievance and appea ls (G&A) system is based on proven and rigorous processes similar to those 

we have implemented prev iously and will be customized to meet Nebraska requirements. The G&A 

sys tem wi ll quick ly and appropriately reso lve enro llee and provider issues. Employees handling 

reviews of any grievances or appeals are extensive ly trained to ensure that necessary care is not 

hindered or interrupted as a result of the process. We impose a strict req uirement that any employee 

invol ved in a grievance and appea l review will not have been involved in any adverse dec ision in the 

matter and wi ll not be a subordinate of any person who made a prior adverse decision in the matter. 
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We will also review infonnation on appeals and grievanccs as part of our providcr orientation 

meeting and wi ll ensure that providers understand their role in assisting the enro llee, advocating for 
and submilling any documentation needed to obtain the services which they believe are medically 
necessary. Finally, through a regular review of data, trends and other infonllation, we will work to 
improve our program whenever necessary so that the process remains as timely and fair as poss ible 
for our enrollees. 

QUESTION 11 
Describe the approach your Mea will take to provide enrollees grievance, appeal, and State 
fair hearing information. 

We use several communication channels to provide enrollees with infonnation on grievances, 
appea ls, and State Fair Hearings. As discussed in our response to Question 10, we provide 
information on the availabi lity and process to use to initiate an appeal, grievance and/or Statc Fair 
Hearing process through our Enro llee Handbook, Enro llce webs ite, and Notice of Action. The 

detai led requirements of the Grievance and Appea l ys tem are specified in our responses to 
Questions 84 through 88 . 

In addition to these rout ine comm unication channels, we also provide individual assistance to 
enro llees who have questions regarding the process and to those invo lved in an appea l, grievance, or 
State Fair Hearing. We rea lize thc importance of ensuring that enrollees understand and have the 

ab ili ty to fi le grievances and appeals with the Stale. 

Assisting Enrollees with the Grievance and Appeals System 

The G&A syslem will provide a ful l and fair process for promptly reso lvi ng enrollees' concerns and 

respond ing to enro llee requests to reconsider a decis ion. AmeriHealth Nebraska wi ll refer all 
enroll ees who are dissatisfied wi lh Ameri Heahh Nebraska or any of its providers or subcontractors to 
the designated AmeriHealth Nebraska G&A staff, who wi ll bc authorized to review and respond to 
grievances and appeals. 

Enrollees may file a grievance or appcal either orally or in writing, including by phone, mail or email. 
AmeriHealth Nebraska will maintain a toll-free number for enrollees who want to access the G&A 
system. Enrollees may use any fonn to submit the grievance or appea l in writing. However, 

AmeriHea lth Nebraska will also have fonns they may usc to file grievances, appeals, concerns or 
other recommendation . 

Telephonic Support 
AmeriHea lth Nebraska employee performing G&A reviews wi ll be required to undergo rigorous 
orientation and training. This onboarding process will include training on the difference between 
Grievances and Appeals, enrollees' rights during the G&A process, AmeriHealth Nebraska's 
infonnation collection and G&A review procedures and the state's Fair Hearing procedures. Their 
extcnsive trai ning will posi tion our G&A staff to answer enro llee questions and guide the enro llee 

though the G&A process. 
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Continu ing on-site traini ng of emp loyees will be centered on maintaining pro ficien cy in the core 

components of their job performance - including high quality customer service - and maintaining 

current knowledge and practice; technologies; software systems and applications; legislation ; 

accreditation req uirements; and licensing and certi fication requirements. 

Overcoming Language Barriers 
As needed, AmeriH ealth Nebraska will help enrollees file their grievances and appea ls, and if they 

have language issues, AmeriH ealth Nebraska will provide forei gn language interpreter serv ices at no 

cost. 

Trans lated materials in the cnrol lee's preferred language wi ll be offered to enrollees who are 

identi fied as having limited Eng lish profi ciency. AmeriH ea lth Nebraska wi ll also prov ide services 

and materia ls translated in al ternative med ia to enro llees wi th low literacy proficiency, and/or sensory 

impa irments. 

Grievances and appea ls from individuals with disabilities will a lso be accepted by Ameri Hea lth 

Nebraska in a lternati ve fo rmats, inc luding TTY (te letypewriter)ITDD (telecommunication device for 

Ihe deaf) for telephone inqu iries and appeals and grievances from enro ll ees who are hea ring impaired, 

Brail le, audio tape, computer disk and other commonl y accepted a lternative forms of communication 

wi ll be utilized as needed . 

Ameri Hea lth Nebraska w ill proactive ly attempt to ident ifY any speech limitations or di sabilities of the 

requesting enroll ee from the in format ion stored in the electronic enroll ee fi le and gathered fro m state 

e lig ibili ty data, prior disc losure by the enrollee, or the documented historical use ofTTYITDD 

features in order to ant icipate the special needs of any enrollee accessi ng the G&A system. 

To promote understanding of written materials, AmeriH ealth Nebraska maintains in formation on the 

enrollee ' s preferred language as part of our enrollee demographic data set. For enro llees where a 

language olher than English is identified as the preferred language, written notices and materials 

related to the grievance and appea l process wi ll be translated into the enro llee's preferred language. 

AmeriH ealth Nebraska will also provide services and materi als translated in alternative media for 

enrollees with sensory impai rments. A system fl ag wi ll a le1t the AmeriHealth Nebraska appeal 

coordinator that translation or an alte rnate medium is needed. Based on the flag , the AmeriHealth 

Nebraska system automatically creates a workflow record requesting the trans lation and setting a 

reminder for the coordinator to veri fy that translat ion was rece ived and sent. 

QUESTION 12 
Describe the information materials your MCO proposes to send to new enrollees. Address 
language alternatives that will be available and how the MCO will ensure that reading levels 
will be at a sixth grade level. 

An in fo rmed and active membershi p is crit ica l to the achievemcnt of improved health outcomes and 

successful programs. Our experience with similar programs has shown that this can be achieved 

through a comprehensive member communication and education process. AmeriHeallh Nebraska 
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will imp lement a detailed enro llee education plan that will incorporate all State requ irements and will 

address development and distribution o f educa ti onal mate ri als. AmeriHealth Nebraska will welco me 

a ll new enroll ees to our Plan with a welcome packet conta ining essential in formati on that they need to 

know to help better manage thei r own hea lth care. Enrollees will be provided educational materia ls 

and too ls that engage, educate, and empower them by: 

• Explaining health care options 

• Describ ing plan benefits and services 

• Prov iding education on how to care fo r the ir hea lth by understand ing health cond itions and 

lea rni ng how to prevent illness 

• Improving our enro llees' understanding of how to stay hea lthy and/or manage a specifi c 

disease or condition. 

The in fo rmation req uired in Section lV.CA.d.v ii will be included in the initia l enro ll ment materials 

sent to every enrollee. This information wi ll be mailed out once th e enrollee has selected our plan and 

the new enro ll ment list has been received. lfan ind ividual requests info rmation in a specifi c language, 

it will be sent by our Enrollee Services unit. This infonnation will be rev iewed in iti a lly and routinely 

with the enroll ee as part of the case management process. 

Without excepti on, enro llee educati onal materials will not be used unti l the State has reviewed and 

approved our enroll ee education plan and materia ls. All requests fo r approval will be submitted to the 

State in advance. 

AmeriH ea lth Nebraska will ensure all enrollee educational and marketi ng materials do not 

di scri minate against Medicaid enro ll ees on the basis of th eir hea lth history, health status or need for 

hea lth care services. 

Enrollee Educational Materials 

Enro llees will receive a welcome packet within 10 days o f becoming enrolled in our Plan. The 

welco me packet will include, at minimum, a we lcome lett er, Provider Directory, Enrollee Handbook, 

and lD card . All we lcome packet components will initia lly be made available in English and Spani sh, 

with additional languages offered as the need develops and as instructed by the Sta te during the 

contract period . The welcome packet will include the fo llow ing materi als: 

• Welcome Letter - The introductory letter, a long with the Enro llee Handbook and orher 

materia ls, will welcome new enroll ees. The letter will ask the enrollee to expect the welcome 

call but a lso encourage them to contact the Contact Center if they have any questions. 

Additi ona lly, the letter will prov ide a brief checklist reminding the enroll ee to read the 

Enro ll ee Handbook, se lect a Primary Care Practitioner if they have not already done so, and 

make an appo intment with the ir Primary Care Prac titi oner within 90 days of enro ll ment. 

• Provider Oirectory - Enroll ees will rece ive a Provider Directory that includes nameS of 

Primary Care Practitioners, hospita ls, urgent care center, and spec ialis ts. Each listing gives 

the providcr name, locati on, te lephone number, offi ce hours, accepted age range, languages 

spoken, special needs accessibility and whether the prov ider is accepting new patients. The 

directory will inc lude important telephone numbers for the Contact Center, Provider Services 

Page 18 Information Requirements 



Med icaid Managed Care Physical Health Service 
RFP 1I1792Z1 

IIArbor I '"~"' .. "', ~ (~eol1h Pion Netlt&5ha 

and Medical Services . The Directory will a lso identi fy any restrictions that could influence 

the enroll ee' s freedom of choice. 

• Enro llee Handbook - Enrollees will a lso receive an Enroll ee Handbook that includes critica l 

information about AmeriH ea lth Nebraska. The Handbook will include: 

o A general description about how MCOs operate 

o The enro ll ee' s right to di senroll 

o The e'lI'o llee's right to change prov iders within the MCO 

o Any restrictions on the enrollee's freedom of cho ice among MCO providers 

o How to obtain materia ls in the language or format required by the enroll ee 

o Summary of benefi ts 
o Summary of prior authorization requirements 

o Descripti on of th e identificati on card and how to use the ID card 

o How and where to access care, including fa mily planning providers 

o After hours and emergency coverage 

o Obtaining emergency services 
o What constitutes a medical emergency condi tion 

o Use of the 9 11 te lephone system o r its local equivalent 

o Locations of emergency sett ings or other locations at which prov iders and hospitals 

furni sh emergency and post stabili zati on services 

o Post-stabilization services 
o Referrals for spec ialty care and fo r other benefits not furni shed by the enrollee's 

primary care practiti oner 

o Information on grievances, appea ls and State Fair Hearing procedures 

o Information about the enro llee's rights and responsibilities 

o A summary of our privacy prac tices 

o How and where to access any benefi ts that are availab le under the State Plan but are 

not covered under the contract, including any cost sharing, and how transportation is 

prov ided for those State Plan services. 
• Information on Advance Directives whi ch will deta il the MCO poli cies related to advance 

directives ; the enrollee's rights under Nebraska sta te law, and information that enrollees can 

fi le complaints about the failure to comply with an Advance Directive 

• ID Card - Enrollees will also receive an identification card from AmeriH ealth Nebraska 

• Important Telephone Numbers Sheet - A convenient document that holds all key phone 

numbers a member may need access to 
• Feeling Great C heckl ist - A list of great ideas for a member to stay hea lthy and feel great 

• Notice of Privacy Practices - An overview of our key Privacy practices and polices 

• Care Management Mini-Assessment - A bri ef hea lth assessment that allows a member to 

se lf- report their Cllrrent hea lth status 

• Just a C lick Away - In fo nnation that can be found on the web site 
• How and W here to Get Care - Information on when to go to the ER, Urgent Care Center, or 

when to call your doctor - also includes the Nurse all Line information 
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Personal Health Record and Holder - Card to write important in fo on that a member can 

carry in their wa llet/pocket book wi th a plastic ho lder that can also hold their ID card 
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Additional Enrollee Educational Materials 

AmeriHealth Nebraska has developed comprehensive health information on topics such as asthma 
control, diabetes management, healthy living, stress management and high blood pressure 
management. They are designed to educate enrollees about specific health issues, as well as to 
encourage the enrollee to take responsibility for his \her health. 

AmeriHealth Nebraska will make these materials available to our enrollees through our medical 
management programs, but also through educational mailings, newsletters, our online library and a 
number of other means listed below. In addition, throughout the year we will mail specific health 
care disease state information to a specific segment of the membership that has been identified as 
having symptoms and/or diagnosis of a condition through our aggressive case management programs. 
A sample of these materials has been included as Attachment 8. A sample of the materials directed at 
maternal and child care has been included as part of Attachment 10. 

Members will specifically receive educational materials if any dynamic situation presents itself. For 
example, additional materials will be provided to the enrollees such as: 

Enrollee notices that include, for example, notices of provider termination 
Notification of a enrollee's right to request and obtain a welcome packet at least once per 
year 
Notification of any change that the State defines as significant at least 30 calendar days 
before the intended effective date 

In addition to the materials described above, AmeriHealth Nebraska will provide a comprehensive list 
of all enrollees of useful, relevant, valuable and easily understood educational materials through 
various communications channels which include, but are not limited to: 

Enrollee education mailings 
Newsletters 
Online library of health information 
Social media and secure enrollee portal sites 
Materials that support community outreach initiatives 
Public service announcements 
Posters and flyers 
Outbound pre-recorded telephone messages 

Members can learn about the availability of additional materials by contacting our Contact Center or 
through their member handbook. 

AmeriHealth Nebraska's enrollee materials are designed to be easy to understand in order to 
successfully engage, educate, and empower our enrollees. We strive to eliminate cultural disparities 
in order for our enrollees to be able to understand and apply our recommendations. All of our 
materials will be available in English and Spanish (as well as other languages designated by the 
State), and will be easily accessible to enrollees with sensory disabilities. 
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Samples 

Samples materials have been developed and approved for use by our affiliated plans. They have been 
included as the following: 

Attachment 8: Sample health education materials 
Attachment 9: Complete sample Welcome Packet - including an Enrollee Handbook, sample 
Identification Cards and Enrollee Letter 
Attachment 10: Sample maternal and child health education materials, sample pages from 
the Provider Directory and sample English and Spanish sections of the AmeriHealth 
Nebraska Website 

Language Reading Levels and Alternatives 

Members must have the ability to understand and act on health care information and instructions. 
Members who understand health care information - medication directions, their physicians' 
guidance, plan benefits, instructions provided over nurse advice lines and websites - benefit in 
improved health status as a result. A lack of understanding also has significant implications for both 
the cost and quality of health care, particularly for members who have chronic conditions and need to 
carefully follow the treatment regimens prescribed by their physicians. 

AmeriHealth Nebraska has a documented process to ensure that all materials are developed by writers 
trained in cultural competency and literacy requirements. The writers will ensure that written 
materials are developed at a 6th grade reading level as required by the State. We will use the Flesch
Kincaid reading index as our primary tool to measure reading levels. 

All welcome packet components initially will be made available in the appropriate languages. To 
facilitate effective communications with our membership, we will continually monitor the special 
needs of our plan membership by reviewing monthly demographic reports that include racial, ethnic, 
and preferred language background in order to identify if translation of materials to additional 
languages is needed. In addition, we will also monitor the usage of the Contact Center's Language 
Line to identify emerging language trends. 

Member Handbooks, mass mailing materials and other material that communicates plan benefits 
information will all include a tag line that advises a member who has a visual or hearing impairment to 
contact Customer Services when s/he wishes to request something in an alternative medium. 

Member materials will be available in alternative formats - Braille, large print, and/or audio tape
to accommodate those members with sensory impairments. Members with a hearing impairment can 
call AmeriHealth Nebraska toll-free Teletypewriter (TTY)/telecommunication device for the deaf 
(TDD) number to request materials in an alternative medium. This line will be accessible 24 hours per 
day, 7 days per week. 

Members may also contact us via the Nebraska Relay 711. Through this text to voice/voice to text 
service, Communication Assistants facilitate communication between TTY/TDD and voice 
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te lephones by voicing everything typed on TTY ITDD and ty ping everything voiced on the 

conventional telephone. All ca lls are strictly confidential. 

Materials will go through two additional rev iews before be ing considered " final" and ready for the 
State to review. The first is through our Editorial Rev iew Com mittee - an internal editori al rev iew 

team - and the second, through a member o f the regulato ry team. Both will check materia ls to 

ensure they mcet both the State requirements and our own strict standards for cultura l competency 

and li teracy before being sent to the State for approval. Our internal materia l production (" traffi c") 

management system ensures materi als have the proper approvals from the regul atory departments, the 

Editorial Review Committee and the State before th ey are printed or di stributed. The writer, Editoria l 

Rev iew Committee, regulatory reviewer, and the State must all document thei r revi ew and approvals 

before the fin al productio n will com mence. 

Additiona lly, we have a documented process for the annu al review of member materi als. Through thi s 

process, we review for accuracy, cultural competency and literacy. These processes have all been 

proven over time and through the experience of our affili a te pl ans, and will be customized to meet 

Nebraska requirements. 

QUESTION 13 
Describe the process the Mea will take to inform enrollees who received his or her primary 
care from a terminated provider. 

AmeriH ealth Nebraska's processes require us to take all necessa ry steps to work with a prov ider to 

address any concerns, and take necessary steps to prevent the termination of providers from our 
network. In instances when we have to terminate a provider from our network, such as if a Prov ider 

no longer meets our credentia ling standards, AmeriHea lth Nebraska has an effective process in pl ace 

for minimizing the impact and communi cating wi th the enrollee. 

When faced with a poss ible termination o f a provider, parti cularly one whose loss would adversely 

impact care to a significant number of enrollees, we will first and foremost take all reasonable 

measures to prevent such a termination. If the tennination is be ing init ia ted by the prov ider, we will 

immediately contact the provider to ascertain the reasons for the termination notice. Regardl ess of the 

reason the provider initia ted the terminati on notice, we will explore whether there are administrative 

modi fica tions we call make to improve prov ider sati sfacti on to prevent the loss o f the prov ider to our 

network. 

Enrollee Notification 

Whenever a prov ider' S contract is terminated, all affected enrollees will be notified in writing by 

AmeriH ea lth Nebraska. In the case of an enroll ee who received his or her primary care from, or was 

seen On a regular basis by, the terminated provider we will make a good faith effort to g ive written 

notice of termination of a contracted primary care prov ider within 15 days after receipt or issuance of 

the termination notice, to each such enrollee. 
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In the case of terminated primary care physicians, "affected enrollees" arc defined as those who have 

de ignated the terminating provider as their primary care practitioner. In the case of term inating 

specialty physicians, utiliza tion data wi ll be used to identify those enroll ees who had seen the 

terminating speciali st for specialty services during the preceding 12 months. In the case of a 

terminating hospital, utili za tion data wi ll be used to identify enrollees who had seen been treated at 

the terminating hospital for services during the preced ing 12 months. 

Notification to affected enro llees will inc lude information regard ing assistance in choosing another 

contracted practitioner and referral to the AmeriHea lth Nebraska website for a list o f network 

providers in the enro llee's arca. The enrollee may also call Contact Center for assistance in selecting 

a new PCP. 

AmeriH ea lth Nebraska has employed various types of additional notifi cation strategies which wi ll be 

used as needed to suppl ement the written not ifi cati on and to cnsure that enrollees receive timely 

in formation. These strategies wi ll be implemented if we are unsuccessful in reaching enrollees or for 

any reason the traditi ona l methods arc not successful. These strategies include phone ca lls, "on hold" 

messages, and automated and interact ive phone ca lls. Specia l effort is made to contact enrollees with 

special needs so that the hea lth care services they rece ive continue wi thout interruption. Enroll ees 

with special need receive repeated phone ca ll s and/or home visits arranged by our Rap id Response 

staff unt il our Care Connectors have successfully transitioned Or arranged for conti nua ti on of their 

care. 

Once the termination notifi cation has been mailed, enrollees with terminat ing PCPs are given at least 

10 days fro m the letter's date to choose a new PCP. Once the time period ends, the enrollees are 

automatically assigned to a new PCP through a process algorithm, whi ch places the enrollee with a 

geographica ll y accessibl e PCP. Enrollees will a lso receive in fo rmation on how to change the assigned 

PCP if they arc not happy with the assignment. 
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PROVIDER DISCRIMINATION 

QUESTION 14 
Describe policies and procedures your Mea will put in place to ensure providers are not 
discriminated for participation, reimbursement, or indemnification for acting within their 
scope of license or certification. 

AmeriHea lth Nebraska's Provider Non-Discrimina tion po licy is descri bed below and is based upon 

our extensive experience with Medicaid providers nationwide to ensure that providers are not 

d iscriminated against fo r partic ipation, re imbursement, or indemn ification for ac ting withi n the scope 

o f their license or certification. Explanation of this policy will be included in the orienta ti on and 

training program fo r all employees o f the Provider Netwo rk Management Department. The policy is 

an integral component of our day- to-day management processes, which collectively ensure that 

associates are aware of and adhere to the policy . In additio n, this information will be included in the 

prov ider manual, which is avai lab le to all network and non-network providers. 

Additionally, we develop contracting strategies for Nebraska providers - across all prov ider types 

that include various reimbursement strategies that are a lso covered under our non-discriminations 

program and po li cies. This allows us to design and develop a robust network required for enroll ee 

choice, as we ll as to meet app licab le access requirements. 

Our Provider Non-Discriminati on policy is included as Allachment II . The principa l poi nt o f the 

Discrimination poli cy is: 

AmeriHealth Nebraska, In c. does not discriminate for the participation, 
reimbursement, ar indemnification of any provider who is acting within the 
scope of his or her license or certification under applicable State law, solely on 

the basis of that license or certification. 

To ensure d iscrimination does not occur for such reasons, the followin g procedures have been 

developed and are integrated into our operations: 

• The reimbursement strategy for our provider network wi ll be established prior to the 

development of the network. The methodo logy w ill include the re imbursement rates for each 

provider lYpe. 

• 
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The reimbursement methodology wi ll be approved by the Fi nance, Lega l and Provider 

Network Management leaders, hief Medi ca l Officer, and Regional President. 

Reimbursement exceptions will be rev iewed by the Contrac t Exccption team fo llowing the 

corporate contract review process. This review process will ensure that discrimination agai nst 

providers docs not occur based on the provider' s scope of license or certification. 

Standard Provider Agreements - subj ect to the State review and prior approva l - will be 

used fo r all contracting efforts significant process o f the contract and set out below. The 

indemnification language will not be changed fro m the standard language, whi ch will help 

Provider Discrimination 
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ensure that all providers arc trcated equally with regards to indemn ifi cation. The Standard 

Provider policy will be ut ilized for this process. See Policy 5.0 .06 . 

Section 5.3 of the Provider Agreement contains the fo llowing indemnification language: 

Provider agrees to def end, indemnify Clnd hold harmless, ANI [Am eriHealth Nebraska, Inc.], 
its officers, directors and employ ees f rom and against any and all claims, costs and 
liabilities (including the fees and expenses of counsel) as a result of breach of th is 
Agreement, the negligent or willful misconduct of Provider and/ or Provider's employees, 
including any death, personal injll1Y or malpractice arising in connection with the 
pel/orman ce of any services by Provider in connection with th is Agreement. This section 
shall survive termination or expiration of this Agreement for any reason. 

ANI agrees to defend, indemnify and hold harmless Providel; its officers, directors and 
employ ees from and ag ainst all claims, costs, and liabilities (including the fees and expenses 

a/counsel) as a result of ANI's breach of this Agreement or the negligent or willful 
misconduct a/ANI (md/or ANI's employees in connection with the terms and conditions of 
this Agreement. This section shall survive termination or expiration of th is Agreement fo r 

any reason. 

QUESTION 15 
Describe the written notice providers will be given whom your Mea declines to allow 
participation in the network. 

A provider may be declined participation in the network if he or she does not meet credentia li ng 01' 

contTactual requirements . 

We work closely with Ollr provider network to ensure all documentation is included in a provider's 

application so that they meet the credentialing requirements. In the event we identi fy a provider who 

does not meet credentia ling or contractual requirements and it is nccessary for us to deny that 

provider participation in our network, a written notice is g iven to the provider whi ch includes Our 

rationa le for the action taken and their appea l rights in accordance with 42 CFR 438. I 2(a). 

A sample letter of such a communication is included below. Our provider network representatives and 

medi ca l director will always be ava ilable to assist providers when credenti aling or contractua l 

questions ar ise and guide them toward the steps necessary fo r atta ining the requ irements to be 

accepted into our network. 
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Prav Na me 
Prov Add ress 
City. State. Zip 

Rc: Application for Credentlallng 

Dear Dr. (lnscrt flame): 
Your applicallon (or Credentla llng was rev iewed by the Arbor Heallh Plan Credenllaling COlnl1llllee on (Date) . 

The Credentiali ng Commillee reviewed the Info rmation you submitted as part of the credentlali ng process and 
has made the decision to de ny your applicallon to contract due to: 

"Reason fo r Denia l" 

You have the right to review the Informati on used by the redentlallng Committee In making Its decision and 
the right to app~al th is declsloll. A written request for an appea l must be submitted by I Dateland spec ifica lly 
address: 

1. TIle document~ or other materia l wh ich wi ll be presented. 
2. Whether you will be attending the hea ring or if a rep resentative will be ap pea ring on your behalf. 
3. A list of the persons appearing at your hea ring, Including yourself or your representatives and up to two 
additional persons. 

Failure to request a hear ing In writ ing wilhin the specified lime period shall constitute a waiver of tigh ts to a 
hea ring. Upon rece ipt of the request, you will be notified of the date, time, and place of the hea ring. 

The enclosed procedure outlines Arbor Health PI,lO'S "Appeal and Fair Hea ring Process for Prac tilioners 
Declined du ring Credcntlallng:' Please contact (insert name, number. and email) if you have any questions. 

Since rely. 

MedlC:11 Di rector 
Arbor Hea lth Plan 
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Figure 1: Sample Declination Letler 
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Describe your MCO's method and process for capturing third party resources and payment 
information from your claims system. Explain how you will use such information. Describe 
the process you will use for retrospective post payment recoveries of health-related 
insurance as well as your process for adjudicating claims involving third party coverage and 
providing notice to the Medicaid Coordination of Benefits (COB) Unit of the TPL. 

AmeriH ea lth has almost 30 years o f experience in cost avoidance and co llection o f third party 

reSOurces (TPR). For calendar year 20 I 0, AmeriHca lth avoided inappropriate payment of $67.7 

million across all its affili ated Medicaid risk plans. The capture of third party resources is crit ical to 

ensuring that Medica id remains available to those who need it most and that Med icaid is thc payer of 

las t resort. AmeriHealth has des igned its system to have virtually unlimited capacity to capture TPR 

data fro m other carriers, agencies and relevant sources. 

AmeriHea lth will exercise all app licable full ass ignment rights as app licable and wi ll make Cas 

prov ided in the RFP) "every reasonable effort to de termine third pal1ies to pay for services rendered 

to enrollees ... and cost avo id and/or recover any uch li ability for the third party." 

Method and Process for Capturing Third Party Resources and Payment 

Information 

AmeriH ealth 's Operations Support organization has a ded icated Recovery Department where 

assoc iates identify and obtain third party payer information, includin g Medicare, commercia l 

insurance and/or acc ident-related covcragc. The Recovery Department administers the coll ection and 

adjudication of third-party liabili ty informat ion for a ll AmeriHealth-affi li ated plans and will do so fo r 

Nebraska as well , while meeting all federa l and state requ irements. 

The Recovery Department is made up of three distinct but related un its: 

• Cost-Containmcnt - Execution ofa cost conta inment stra tegy, which identifies recovery

re lated projects (over- and under-payments) ranging in scope from small to large 

• Third Party Liabili ty (TPL) - Responsible for mainta ining and identi fyi ng our enro ll ees' 

additional insurance carrier informati on. T hi s includes identi fy ing and flagging records for 

dual e ligib le (Medicaid/Medicare) and commercia l carriers 

• Subrogation - Responsible for identify ing, tracking and moni toring casualty-related claims 

for potential recovery 

AmeriHea lth captures TPR in fo rmation regularl y received from many sources, inCluding Ex planati on 

of Benefi ts (EO B) forms sent with provider claims, enroll men t fi les, and through te lephone calls fro m 

prov iders and members who self- identify TPR coverage. We will also uti lize our ex isting systems and 

capacities to collaborate with Nebraska DHHS to take advantage of its statutOlY authority to require 

coverage in formation from other insurers and employers. 
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As palt o f its process, we will receive from DHHS a list ing of known third party resources via the 

enrollment fil e that will conta in information made avail abl e to DHHS at the time o f eli gibili ty 

determination and/or re-determinat ion, AmeriHea lth agrees, should it operate or administer any non

Med icaid HM O, health plan or other lines or business, that it shall as ist DHHS with the 

identi fi ca tion of enrollees with access to other insurance, 

TPL fi les are received on a regula rly scheduled basis and data is loaded to Facets® via a proprietary 

and fully-automated process, Our system is ab le to accept and process files week ly or monthly 

depending On the State 's ab ility to transmit TPR data, Manual intervention is minimized and 

efficiency and consistency are dramatically increased, thereby optimi zing cost-avo idance and CO B 

savin gs, In addition, for TPL information received post-payment, TPR-related overpayment recovery 

opportunities arc identified via an automated approach and pursued promptly, maximizing re turn 

while remai ning compliant wi th state-specific recovery limitat ions and requirements, 

Our enhanced TPR fil e load process includes a series of ed its that work to compare incoming data 

aga inst data a lready contai ned wi thin Facets, These ed its app ly state, p lan, andlor business-spec ifi c 

rules in order to ensure that previously unknown TPR data are loaded to Facets as soon as possible, 
and that any updates to known TPR data ad here to these ru les in advance of being loaded into (or 

excluded from) Facets, Addi tionall y, any reco rds that are deemed inco mplete (because key data is 

mi ssing) or that contain e rroneous data (such as non-alpha-numeric characters) are exc luded from 

Facets by the automated process, The fin al dispositi on of every record conta ined within TPR fi les is 

presented in user- friendly reports that are mon itored by Recovery Department analysts and 

supervisors, These reports show every record and corresponding disposition codes that specifically 

indicate what happened w ith each record, As necessary, records carrying specific disposition code 

can be manually researched to determine whether the TPR data in the file shou ld be renected in 
Facets, 

The following systems/business processes are employed to test, update and va li date TPR data : 

• Edit Rules: AmeriH ea lth's enhanced TPR fil e load process includes a series of edits that work 
to va li date TPR data by comparing incoming data against state, plan andlor business-specific 

ru les in advance of being loaded to Facets, Any records deemed incomplete (because key data 

is miss ing) or that contai n erroneous data (such as non-a lphanumeric characters) are excluded 

from Facets by the automated process, 

• 

• 
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Monitoring: The fina l dispos ition of every record conta ined wi thin TPR fi les is presented in 

reports that are mon itored by cost conta inment and TPR analysts and supervisors, These 

reports show every record and correspondi ng dispositi on codes, Records carrying speci ftc 

dispos ition codes arc manually researched and appropriate fo llow up andlor error corrections 

a re made to update thc Facets system with the new vali dated reco rds, 

Updates and Verijicarion through Phone Con/acrs: Each time an enroll ee con tact is made 

through the Contact Center, customer service representatives va lidate TPL in fo rmation 

contai ned in Facets, All customer serv ice rep resentatives have rea l-time access to enrollees' 

TPR information, and ask enro ll ees to verify tha t the in fo rmation on file is current. 
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External Validation: On a monthly basis, all TPR infonnation is sent to HMS. HMS 
validates this infonnation against multiple national data sources and returns updated TPR 
infonnation. The TPR system is updated with this infonnation via automated file loads 

How We Use the Information 

AmeriHealth Nebraska will use the TPR data to coordinate benefits using the methods of cost 
avoidance and post-payment recoveries. We will utilize cost avoidance methodology whenever there 
is a verified third party resource. 

After the TPR data are loaded, it is immediately available to all Facets (eligibility and claim system) 
users, including claim examiners, customer service representatives, provider service representatives, 
enrollment employees, medical management employees, and recovery employees. This infonnation 
supports specific reporting requirements and enables the Claim Department to process Coordination 
of Benefits (COB) claims appropriately by using "flags" established within the Facets system. The 
flags assure that TPR infonnation is considered prior to finalizing claim adjudication. 

Our claims processing system automatically routes all 
claims containing EOBs from other insurance carriers to 
claim examiners for further examination. A claim examiner 
reviews the EOB and claim image infonnation captured 
during claim submission. The COB module in Facets 
captures and displays line-level data of AmeriHealth 
Nebraska and the alternate insurer(s) allowed amounts. 

In 2010, more than $67.7 million 
was generated in cost-avoidance 
savings for our affiliate plans. In 
addition, AmeriHealth realized 
Coordination of Benefits savings 
in excess of $207 million. 

This infonnation is fully available for use in reporting cost-avoided dollars and provider-reported 
savings to DHHS. Internal claims processing coordination of benefits procedures are conducted in 
accordance with 42 CFR 133.135 et seq. and 471 NAC 3-004. 

AmeriHealth Nebraska agrees with the requirement in the RFP that neither it nor its subcontractors 
may pursue collection from the enrollee, except as allowed in 468 NAC Chapter 4-002 and 471 NAC 
Chapter 3-004. 

In the event the TPR infonnation on the EOB does not match the TPR infonnation documented in the 
system, the claim is routed via an automated workflow process to the Recovery Department. The 
Recovery Department verifies TPR data from the carrier and updates the enrollee's infonnation in the 
system, and returns the claim to the claim examiner for coordination of benefits and payment. 

Subrogation 
AmeriHealth Nebraska will manage all subrogation-related activities through ACS, similar to the 
processes AmeriHealth uses for its other Medicaid contracts. ACS is one of the nation's largest 
subrogation vendors. Through years of subrogating claims, it has designed criteria and developed 
queries and algorithms to successfully mine paid claim data and identify potential recoveries. Claim 
data are processed to identify recovery potential using an algorithm which takes into account a 
number of detection variables including diagnosis codes, procedure codes and external cause codes 
found in claims infonnation. ACS' s data mining criteria include: 
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An automated analysis of claim data based on review of ICD-9-CM diagnosis codes as well 
as the cost of treatment, demographics associated with an individual, and any related claim 
matters. 
Review of claim information to determine potential overpayment as it relates to accidents, 
slip and fall, or other worker's compensation. 
Review of membership eligibility information using a variety of too Is and logic such as 
mandatory Medicare, Medicaid, and SCRIP Extension Act of 2007 (MMSEA) Section III 
reports, and the use of real-time commercial eligibility information through a proprietary 
ACS EDI Gateway clearinghouse to proactively divert claims to prevent the improper 
payment of claims. 

We will forward a claim file each month to ACS containing information related to paid claims and 
enrollment data. ACS utilizes sophisticated data mining tools to identify potential accident-related 
claims. The analysis focuses on TPR, automobile medically related coverage, and no fault workers' 
compensation. Once a potential subrogation case is identified, ACS will mail a letter and 
questionnaire to the enrollee to determine whether the incident which generated the claim was 
accident-related. Three attempts are made to contact the enrollee. If the enrollee does not respond to 
the mail inquiries, ACS reviews additional resources using ISO ClaimSearch, official court records 
( court dockets) and other online research sources to further investigate whether a subrogation claim 
exists. ISO ClaimSearch is the only comprehensive all-claims database and system for claims 
processing and fraud detection - serving property/casualty insurers, self-insured organizations, third 
party administrators, and many state workers compensation insurance funds. Additionally, cases may 
be opened manually by an ACS investigator when an enrollee, provider, or attorney provides the 
incident information required to open and investigate a case. 

When a case is verified and opened, ACS communicates with enrollees on an "as needed" basis, 
communicates regularly with attorneys, coordinates with us litigation options and settlement 
negotiations, and follows the case through to closure. We receive regular status reports on open and 
closed cases. 

All cases will be pursued regardless of the amount believed to be available as required by federal 
Medicaid guidelines. The amount of any subrogation recoveries collected by AmeriHealth Nebraska 
outside of the claims processing system will be treated as offsets to medical expenses for the purposes 
of reporting. 

Identifying Diagnosis and Trauma Edits 
We will utilize ACS to help identify potential third party liability on claims with trauma code edits. 
ACS receives paid claims and enrollment data on a monthly basis and utilizes sophisticated data 
mining tools to identify potential accident/trauma-related claims. Once a claim has been identified, 
ACS mails a letter and questionnaire to the member to determine if the incident was accident-related. 
Three attempts are made to contact the member. If the member does not respond to the mail inquiries, 
additional resources are used, including use of ISO ClaimSearch, review of court dockets and 
searches of other online research sources to further investigate. After a potential recovery is 
identified, we will follow our normal subrogation process, as outlined in the Subrogation section 
above. 
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We will identify the ex istence of potenti al T PR to pay for services in the basic benefits package 

through the use of diagnosis and trauma code editing. This editing will , at a min imum, identify 

claims with a diagnos is o f 900.00 through 999.99 (excluding 994.6) and any other applicable trauma 

codes, inc luding but not limited to E Codes in accordance with 42 CFR 433. I 38(e). 

Post Payment Recoveries of Health-Relat ed Insurance and Claims 

Adjudicat ion Process 

AmeriH ea lth Nebraska recognizcs that spccific rcquirements may dictatc that we perform post 

payment recoveries. For example, if the probab le ex istence ofTPR cannot be establi shed, we 

adjudicate the c laim and seek TPR-re lated recovery afterwards, in accordance with federal and state 

law. With respect to any co-payment responsibiliti es, AmcriH ea lth will operate its T PLITPR system 

in compliance with the RFP requi rement that if a TPR ins urer requires an enrollee to pay a co

payment, co insurance, or deductib le, AmeriH ea lth is responsible for making such payments even if 

the services are prov ided outside of our network. 

AmeriH ealth Nebraska has the capability to perform T PL-related overpayment recoveri es directly 

trom liabl e third party payers through HMS. HMS supports our retrospective post payment recoveri es 

o f hea lth-re lated insurance as well as the identification and validation o f additional TPR data. HMS 

maintains a proprietary nati onal database conta ining TPR information for many of the major 

commercial carri ers, as well as government program information. 

AmeriH ealth sends e ligibility information to HM S on a monthly bas is, which is compared to HM S's 

nati onal data sources to determine if other insurance ex ists for the enrollee. Any information 

previously unknown is routed back to AmeriHealth for evaluation and appropriate action. This 

additional TPR inFormation is automatica ll y compared to ex isting data and, as appropriate, is loaded 

into our claims process ing system via an automated fil e load process. Any updated information is 

included in the information sent to the State on the 15'" day of each month . 

HMS also identifi es T PR-related overpayments and is abl.e 

to generate and transmit secure bi ll ing fil es to responsible 

third party payers. These payers process the billing fi les 

and submit payments to a plan-specific lockbox. HMS 

reconciles lockbox deposits, but does not have access to the 

In 2010, HMS helped 
AmeriHealth recover more than 
$8.3 million for pharmacy and 
select medical claims. 

deposited rcfund s. Lockbox deposits are routinely monito red by the Finance Department. HMS a lso 

prov ides AmeriH ea lth with detail ed billing and posting fil es to ensure we are in formed of a ll claims 

for which a recovery was attempted and for which a recovery was rea li zed. 

Claim and line level c la im deni als are sent to the provider on the EOB. AmeriHea lth' s claim 

process ing system has thc capability to providc thc TPR data to the prov ider so they can submit the 

claim to the appropriate carrier for payment, and will provide all such information as required by the 

R.FP. 
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Reporting Savings 

AmeriHea lth captures information related to cost-avoidance dollars, referring to appropriate denial 
codes used when denying a claim because other insurance is avai lable. All claims deni ed with these 
denial codes are aggregated to obtain the cost-avo ided amount. 

AmeriHea lth Nebraska a lso captures cost savings based on a ca lcul ation of claims that have been paid 
and coordinated due to TPR, comparing the amount actually paid against the amount that would have 
been pa id had those benefits not been avai lab le. The total sum determines a total cost savings amount 
that is reported to our customers as part of our standard reporting regimen, whi ch wi ll be provided to 
the Sta te, as well. 

Ameril-Iea lth Nebraska will compl y with the State requirement to treat funds recovered from third 
parties as offsets to claims payments. In addition, we will report all cost avo idance va lues to DHI-IS 
in accordance with app licable federa l guidc lines and will include the collections and claims 
infonmation in encounter data submitted to DHHS (including any retrospective findin gs via encounter 
adjustments). We will also report th ird party collection in the aggregate as required by DHHS, and 
will post all third party payments to claim leve l detail byel1l'o ll ee. 

AmeriHealth Nebraska understands that it may retain amounts recovered by third parti es, but that 
thcse amounts must be reported month ly to DHHS. 

AmeriHea lth Nebraska understands and acknowledges that DHHS wi ll be solely responsible For 
estate recovery activities and will retain any and all funds recovered through these acti vities. We will 
work with DHHS to establi sh appropriate TPR-rclated 
systems and processes For enroll ees who are made 
retroacti vely eligib le for Medicarc. AmeriHealth wi ll 
pursue TPR with respect to such enrollees until waiver of 
enrollment occurs. 

One exa mp le of the success fu l app lication of the protoco ls 
described in this section is seen in our AmeriHealth 
affi liate in Pennsylvania, where we reported over $5 

Our Amerif-fealth aJ/Wate in 
Pennsylvania was able to report 
over $5 million in cost avoided 
doliars and $3. 7 million ill COB 
savings to the state Department 
of Public Welfare as a result of 
TPR/COB coordination eJ/'ort '. 

mi llion in cost avoided dollars and $3.7 mi ll ion in COB savings to the state Department of Public 
We lfare as a result ofTPRJCOB coordination efforts during the 20 I 0 contract year. 

Provide notice to the Medicaid Coordination of Benefits (COB) unit of the TPR 
Ameril-lea llh routinely coordinates with other state Medi caid agencies through transmiss ion and 
sharing ofTPR data . Our systems and fun cti ona lity routinely submit updated TPL and other third
party resource informati on to state Medica id agencies on a daily, weekly, and month ly bas is, and will 
do the same for DHI-IS. The information wil l be made avai lab le in the appropriate format and media 
determined by DHHS. 

At a minimum, we will report ex isting TPR inFormation to DHHS on a monthly basis by the fifteenth 
(15th) work ing day ofthc month . As requested by DHH S, we will arrange to accommodate other 
schedul es. Ameril-lealth wi ll cooperate with DHHS and its recovery vendor(s) in any manner as may 
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be requested by DHHS. AmeriHea lth with work with any and all State-contracted TPR vendors to 

review paid claims over ninety (90) calendar days o ld that do not indicate TPR in our encounter 

reporting data. Upon the award of the contract, Ameri l-Ieal lh will meet with the State and its vendor 

to define a processing and report ing protocol to conduct the post-payment reviews. 

AmeriHealth understands the critica l role that effective coordination of third party resources plays_ 

Our state-of-the-art processes for maintaining the solvency of Medicaid systems wi ll demonstrate to 

DHHS that a reasonable effort has been made to seck, col lect and/or report third party recoveries, and 

that DHHS shall have Ihe sole responsibility for determining whether reasonable efforts have been 

demonstrated in light of industry landards and practices. 

We also acknowledge that, if DHHS determines that an MCO is not acti vely engaged in cost 

avoidance ac tivit ies, the MCO "shall be subject to monetary penalties in an amount not less than three 

times the amount that could have been cost avo ided." 

Provider Education to Maximize Cost Avoidance 
Prov iders are an important component both of our TPR process and our abi lity to assure that 

Med ica id is the payer of last resort. We educate providers through a variety of avenues. First, we 

req ui re them to contractually agree thaI they wi ll cooperate in the identification and determinati on of 

coverage liability. Second, we confirm this requirement and outline the processes for maximizing 

cost avo ida nce in our Prov ider Handbook and new prov ider orientation. 

Add itionally, provider network management representa ti ves conduct periodic provider educalion and 

information sessions to address our TPR req uirements and other claim paymen t processes and 

procedures. The provider claims educator wil l accompany the provider network managemen t 

representative on provider visits, as needed to ass ist with payment issues and conduct additional 

education if appropriate. 

Providers a lso arc notified about the TPR process when we process certa in cla ims. In cases where a 

claim is received for a member whose eligibility record contains evidence of active TPR coverage in 

our system, and a third-party Evidence of Benefi ts (EO B) is not received with the claim, the cla im is 

denied and returned to the provider wi th a note on our EO B informing the provider that an EO B from 

the primary carrier is required. Our EOB includes a snapshot of the TPR information contained in our 

system so Ihal the provider wi ll know what olher carrier is liable for Ihe covered service. This process 

supports Ihe education of our providers, and ensures that future claim submissions from this provider 

are submitted for payment only afier a ll other carriers have paid Iheir liability. 
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ENROLLMENT, DISENROLLMENT 
AND RE-ENROLLMENT 

QUESTION 17 
Describe the approach your Mea will take to understand the potential enrollee population 
and provide the State accurate information to the potential enrollee about the plan 's 
participation 

AmeriHealth Ncbraska is a joint venture between Blue Cross Blue Shi eld of Nebraska and 

AmeriHealth. Blue Cross Blue Shield of Nebraska has been serving Nebraska residents for over 70 

years and is uniquely qua li fied to serve the MCO 's rural popu lation. Similarly, AmeriHealth has 

almost 30 years of experience in managing Medicaid programs throughout the country. Both 

companies partnering for AmeriHealth Nebraska provide an unparalleled expertise and pcrspective on 

how to best meet the needs of the underservcd and vu lnerable Med icaid e ligibles living in rura l 

Ncbraska communities. We have an unpara lle led history in identifying needs and providing hea lth 

care services to vulnerable and disab led populations and a demonstrated track record of improv ing 

outcomes through partnership with providers and engagement wi th our members. We have unique 

qualifications to both dissem inate information about our program to the State, providers and 

members, and to use data and information we ga in in that process to assist in the administration and 

improvement of the program. 

The Enrollee Population 

In order to best understand the health and socia l needs o f the Medicaid eli gibles, wc took a grassroots 

approach to ga in knowledge of the challenges that rural communities face . This strategy includcd 

face-to-face meetings with key stakeholders that provide social services, advocacy, behavioral and 

health care services to the counties in the service area. In addi tion, we bring Nebraska health care and 

Medica id experience from BCBSNE, which began as the Associated Hospita l Service of Nebraska in 

1939. Our interim Executive Director, Jerry Fei lmeier, who has 25 years of Nebraska hcalth care 

experience and Chris Sorenson, who contributes with his 10 years of Medicaid experience, contribute 

thei r expcrtise to our team to assure a winning sol ution based on the necds of our members. Jerry and 

Chris wi ll also be able to access the collective knowledge of the employees of BCB NE who operate 

in thc 83 counties covered by this program. 

Specific to this proposal , our tcam has met with the following stakeho lders: 

• Nebraska Appleseed 

• Voices for Children 
Rural Health Association of Ncbraska 

• Hea lth Centcr Assoc iation of Nebraska 

• Nebraska Medical Associati on 
Nebraska Hospita l Association 

• AARP of Nebraska 
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Nebraska Public Health Association 
Catholic Charities 
Lutheran Family Services 
United Way of the Kearney Area 
Community Action Network and Food Pantry of Mid Nebraska 
Boys Town National Research Hospital 
NAMlofNebraska 
Critical Access Hospital Network Administrators (Bryan LGH Health System, Good 
Samaritan Hospital) 
Heartland Health Alliance (representing 42 hospitals) 
Nebraska Public Health Association (representing 21 health departments) 

The findings from our meetings highlighted the strong program that already exists in the state of 
Nebraska. We also learned the challenges Medicaid enrollees currently have: complex transportation 
needs, access to specialty providers, available culturally appropriate care and lack of relationship with 
a primary care provider or a patient centered medical home. 

The 83 expansion counties selected by the State for inclusion into the managed care program (service 
area) include two (2) urban access counties, 23 rural access counties, and 58 frontier access counties. 

The frontier counties are defined by the National Center for Frontier Communities (NCFC), scored by 
a formula combining a low density of people (::;20) per square mile with significant distance (2:30 mi) 
and time (2:30 min) to a service or market center. This predominately rural part of the state accounts 
for slightly less than 50 percent of all of Nebraska's Medicaid beneficiaries. This accounts for an 
estimated 225,000 total covered lives and a projected 70,OOO-strong membership, including enrollees 
eligible for Temporary Assistance for Needy Families (TANF), AgedlBlind/Disabled (ABD), Foster 
Care Children, and Title XXI Children's Health Insurance Program (CHIP). 

We have carefully considered the following demographic information regarding the State of Nebraska 
in general and 83 Expansion Counties. As a result of this information, we have designed care 
management programs that incorporate the use of telemedicine, and the full utilization of services 
already provided by local Public Health Departments and the FQHCs and RHCs in each of the 
regions. We have identified birth, pregnancy, disease and preventive health information by county 
and consider the individual approach that is needed. For example, we hope to duplicate the "maternity 
store" concept in place in in the Omaha region to other regions of the state in order to improve pre
natal care for teenage mothers and reduce low-birth weight babies. The information below was taken 
into careful consideration with the development of our programs: 

Page 2 

The State's population is 1,826,341 with a total land area of 76,824.17 square miles, resulting 
in a statewide population density of23.8 persons per square mile. However, only an 
estimated 707,237 live in the service area, resulting in a population density of only 9.9 
persons per square mile. 
Only two of the top five most populous counties in Nebraska are part of the service area (#4 
Hall County and #5 Buffalo County). 

Enrollment/ Disenrollment/ Re-Enrollment 
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• Only two of the fi ve largest c iti es in Nebraska are part of the service area (#4 Grand Is land 

and #5 Kearney). Of the top 20 largest citi es (>7,700 people), 12 arc in the service area, 

accounting for a tota l populati on of 228,4 17 (32 percent o f the tota l service area). 

• Eighty -nine percent of the cities in all o f Nebraska have fewer than 3,000 people . 

• The service area contains one metropoli tan s tatistical area (>50 ,000 people) covering three 

nei ghboring states (Sioux City, IA- NE- SD Metro po li tan Area) and eight micropoli tan 

stati stical areas ( 10,000 to 49,999 people). T he estimated tota l population in or surrounding 

a ll of these urban areas is 183 ,0 19 (26 percent of the to ta l service area). 

• An estimated tota l o f 4 11 ,436 Nebraskans in the service area li ve in a sma ll-s ized c ity o r 

greater (>7,700 popu lation) or surrounding a mid-sized c ity or greater (>26,900 popula tion), 

accounting for 58 percent of the to tal expansion population. This trans lates to approximate ly 

295,80 1 (42 percent) of the service area populati o n living in rural or frontier areas of 

approxi mately 7 1, 11 7 square mil es . The population density of these rural or frontier areas in 

the service area is only approx imately 4 .2 percent. 

• 
• 

• 

The September 20 I I unemployment rate was 4 .2 percent (N DO L, 20 II ). 

The number o f immigrants admitted for inte nded res idence in Nebraska in FY 20 I 0 was 

4,400, steadily increasing annua ll y from 3,066 (44 percent) since FY 2007 (U.S. C IS, DHS, 

20 I 0 Yearbook o f Immigration Statistics, 20 II ). 

The maj ority o f the popu lation statew ide is white (86. I percent) with a growth rate o f o nly 

2 .6 percent s ince 2000. By contrast, black/African American (4 .5 percent), Ame rican 

Indi an/A laskan native ( 1.0 percent), Asian (1 .8 percent), Native Hawa iians/Pacific Islanders 

(0.1 percent), and Hispanics/Latinos o f any race (9.2 percent), whil e sti ll re lative ly sma ll in 

number, a ll experienced double-digit growth ra tes statewide (20.9 percent, 23.7 percent, 47.2 

percent, 53.0 percent, and 77 .3 percent, respecti vely) during the same peri od . 

• In addition to a growing Hispanic Population, we learned from our meetings that a di verse 

group of refugees from Soma lia, Burma, Nepal, a nd Thailand are also settl ing in the 

Lexington area. The racial demographics o f the top 10 most populous counties in the service 

area is given be low: 

Tab le 1: The Top 10 Most Popu lous Counties Segmented By Race (Percent of Total 
Population) 

Black/ Afr-
Amer Native 

~Two Hispanic 
County White 

Amer 
Indian/AK Asian HI/ Pac Other Races /Latino 

Native Islander 

Hall 84.37 1.78 0.92 1.06 0.20 11 .68 2. 09 23.30 

Buffalo 93.99 0.84 0.28 1.31 0.03 3.54 1.35 7.44 

Scottsbluff 89 .13 0 .56 2.16 0.60 0.05 7.50 1.95 21 .06 

Li ncoln 95.71 0 .73 0.60 0.56 0 .02 2.39 1.44 7.17 

Madison 89.74 1.30 1.17 0.49 0.05 7.26 1.75 12.91 

Platte 91 .37 0.46 0.69 0.48 0 .04 6.97 1.48 13.81 

Adam s 93.15 0 .80 0.42 1.43 0 .05 4 .16 1.35 8.11 

Dawson 79.69 3.12 0.84 0.59 0 .19 15.57 2. 10 31.84 
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9 Dakota 72.16 3.22 2.76 3.07 0.21 18.57 2.30 35.32 

10 Sa line 84.30 0.89 0.39 1.61 0.1 0 12.70 1.57 20.21 

Below is a snapshot estimate of the demographics of the potential Medicaid Managed Care enroll ees, 
as follows: 

Table 2: Demographics of Potential Enrollees 

Age Percent (%) 

-1- 20 (this would include the 83 
Ineligible Mothers of Eligible Unborns) 

21 + (includes those 60+) 16 

60+ .01 

Gender Percent (%) 

Female 52.7 

Male 47.2 

Unknown .004 

language Percent (%) 

English 83.8 

Spanish 9.7 

Arab 2.1 

Other 1.9 

Unknown 1.0 

Vietnamese 1.0 

Nuer 0.9 

Russian .5 

Bosnian .1 

Korean .1 

Chinese 0.05 

Race Percent (%) 

White (Not Hispan ic Origin) 56.97 

Whi~ .m 
Black/African-American 20.88 

81ack .01 

American -Indian/Alaskan Native 2.18 

Asian 2.49 

Hispanic/Mexican-American 0.00 

Page 4 Enrol lment, Disenroliment, Re-Enrollment 



Medicaid Managed Care Physical Health Service 
Rrp # 3792Z, 

~4rbor I """.,." 
. ~ '~('Ult/) Pla/~ NtUt,\I<A 

Native Hawai ian/Pacific Islander 0.10 

Hispan ic or Latino, and 1 or more races 16.69 

More than 1 race/Not Hispanic/Latin 1.40 

Successfully Working with Rural Markets 

The demographic information described above prcsents everal challenges for which we propose to 
provide solutions if we are awarded the opportunity to serve the Nebraska Medicaid residems. 

The first challenge -- the limited access Medicaid enrollees have to providers in the rural areas of 
Nebraska -- is a special concern for u . 

Over 40 percent of the population in the service area lives in rural or frontier areas separated from 
potential prov iders by great distances. With this in mind, we will secure contracts with critical access 
hospitals, Rural Health Centers (R.HCs), Fedcra lly Qua lified Hea lth Centers (FQHCs) and County 
Health Departments in the service area with the expectation that they will partner with us in 
identifying and address ing concerns of the rural and frontier areas as integral members of our 
provider community . Every effort will be made to secure contracts with practiccs whose physicians 
trave l to the less popu lated regions of the State to adm inister care to patients. Furthermorc, we have 
engaged in conversations with Bryan LGH and Good Samaritan Hospitals to discuss partnerships 
uti li zi ng their sophisticated telemedicine network to enhance access to specia lists. 

Finally, in compliance with the Rural Area Exemption Po licy, enro llees wi ll be permitted to choose 
from at least two primary care providers (PCPs) and the option of obtaining scrvices from any other 
network or non-network provider if the fo ll owing conditions ex ist: 

a) The type of service or specialist is not avai lable within the MCO; 
b) The provider is not part of the network , but is the ma in source ofa service to the enrollee; 
c) The only provider available to the enrollee does not, becau e of moral or religious 

objections, prov ide the service the enrollee seeks; 
d) Related services must be performed to prevent unnecessary risk to the member if 

received separately and not all of the related services are ava ilable within the network; 
e) The State determines other circumstances that warrant out-of network treatment. 

Our care managers and member services representatives assist enrollees by identifying participating 
health care providers and coordinating care when needed. This high-touch approach reduces access 
burdens for members and as ures they have someone to assist with additional necds that arise. Our 
analysis concluded that over half ofthc population in the service area lives in or in close proximity to 
an urban setti ng. We will contract with the providers in these urban areas to provide access to the 
enrollees li ving close to the urban areas. We have already obtained a significam number of letters of 
intent to build an extensive prov ider network in these loca les. 

A second challenge we ant icipate is the change in cultural di versity and the impact those changes will 
have on the enrollees receiving effective health care. While the majority of Nebraska's population is 
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white, English-speaking residents, the past decade has witnessed double-digit growth in the State of 
other races and ethnic groups, including black/African American, American Indian! Alaskan native, 
Asian, Native HawaiianslPacific Islanders, and Hispanics/ Latinos. Additionally, the number of 
refugees admitted for intended residence in Nebraska has been steadily increasing since 2007. We 
expect that cultural and linguistic competency will become an increasingly important component of 
Medicaid managed care in the service area. 

A third challenge is the lack public transportation to rural health care providers. Through our 
conversations with community stakeholders, we learned of several transportation programs, such as 
R.Y.D.E. in the Buffalo County area, which we will explore partnership with to increase access for 
our members. 

Delivering Culturally Competent Care 

As addressed in previous questions, AmeriHealth, a national leader in the delivery of culturally and 
linguistically appropriate services, has had unmatched success in understanding and effectively 
addressing the health care needs and the associated disparities which are unique to minority 
communities served by Medicaid, and has fashioned its outreach and member/provider relations 
processes with that in mind. 

Among the issues we are comfortable in addressing are disparities in health-related issues which 
minority Medicaid consumers may face - many of which may also be relevant to poorer rural areas 
- including: 

Higher death rates due to cancer, diabetes, asthma heart disease and stroke 
Substantially higher incidence of HIV / AIDS and sexually-transmitted diseases 
Lower life expectancy 
Higher prevalence of obesity 
Adverse events relating to pregnancy, child birth and infant/child health 
Less overall contact with the health care system for preventive services and examinations. 

For example, the Nebraska Pregnancy Risk Assessment Monitoring System Data book (1999) notes 
that, "Of the ... respondents, more than 50 percent of African American and Native American women 
required medical treatment during pregnancy and almost 30 percent of African American respondents 
needed to be hospitalized during their pregnancies."(p. 17) To help address this problem, we have 
designed programs and associated outreach efforts targeted at prenatal and postpartum care, including 
smoking cessation efforts and cooperation with the behavioral health care system and behavioral 
health MCOs as appropriate. 

We have also directed much attention toward women's health programs, particularly for prenatal 
screenings, and other special conditions which benefit from early detection and treatment, offering the 
dual advantages of better health outcomes and avoidance of more costly and invasive acute care 
episodes. Again, the changing minority demographics of the service area give these efforts greater 
importance, with the Health Status report noting, "African American women (42.3 deaths per 100,000 
population) in Nebraska also had a higher mortality rate from breast cancer than white women (24.1), 
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resulting in a relative risk of 1.8 ... , at a relative risk rate of 1.2, Native American females are 1.2 
times as likely as whites to die from breast cancer." (p. 75). 

The majority of our health care services will be provided to nonminority populations, although we are 
sensitive to data suggesting region-specific effects and will tailor our response to that region 
accordingly. For instance, Douglas and Sarpy Counties experienced a 27 percent increase in asthma
related deaths from 1990 to 1998 while the national rates remained relatively stable. (Health Status 
Report, p.1 0). If such a scenario were to re-occur, AmeriHealth Nebraska would focus a greater 
proportion of its asthma-management resources towards those regions. 

Providing Member Plan Information to the State 
Statutory reports will be submitted as required and will include summary information about member 
programs, including the objective of the programs, number of attendees, overall success of the 
programs and any other relevant information. 

Communication to Enrollees About Plan's Participation 

AmeriHealth Nebraska will support the efforts of the State to achieve the goals of the Strategic Plan, 
including ensuring that all of our communications with members, providers, and the public at large 
reflect an understanding of the communities that we serve from a cultural, linguistic, and health care 
perspective. For many years, we have successfully borne the risk of managing the care of a large 
number of Medicaid enrollees with varying demographic profiles and health issues. 

As a national leader in the delivery of culturally and linguistically appropriate services, we have had 
unmatched success in effectively addressing the health care needs of minority communities served by 
Medicaid. We understand that, particularly among the poor and minorities, access to care and 
perceptions about the availability of care can often be a matter of life and death, so we will spare no 
effort in establishing and maintaining a robust provider network and communicating to both enrollees 
and potential enrollees concerning the extent of services that we provide. 

Age-related demographics are also an important consideration when enrollee information is 
communicated. Medicaid members are increasingly skewed towards a younger age group in 
comparison with the general population, especially within minority communities. As the Health 
Status report stated, 

Close to one-half of all African Americans, Native Americans, Asian Americans, and 

Hispanic Americans in Nebraska fall into the under age 25 bracket compared to 

34.8 percent ofwhite Nebraskans in this age group in 2000. Only one-third of all 

racial/ethnic minority residents in the state were aged 35 or older. Hispanic 

Americans in this age category constitute 25.7 percent, while more than one-half of 

white Nebraskans (52.6 percent) fell into this age category. 

This trend requires outreach and information that is tailored to their specific needs. For example, the 
ongoing consideration of expanding the use of social media in a secure and HIP AA-compliant way to 
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optimize outreach to members who use this system of communication more frequently can be used as 
an alternative to more traditional media. 

As we have noted elsewhere in this proposal, our type and manner of communication with enrollees 
and providers will vary depending on the information we wish to convey as a means to deliver the 
optimal impact. 

AmeriHealth Nebraska has developed a detailed member education plan incorporating the State's 
requirements that addresses development and distribution of member materials. Members will be 
provided materials and tools that: 

Explain health care options 
Describe plan benefits and services 
Educate on how to care for their health by understanding health conditions and learning how 
to prevent illness 
Improve learning around how to stay healthy and/or manage a specific disease or condition. 

Without exception, membership materials will not be used until the State has reviewed and approved 
our education plan and materials. 

We regularly encourage members to receive screenings, examinations, case management and other 
services as they are required. Our written materials are designed to be easy to understand and 
accessible. We strive to eliminate cultural disparities and for our members to be able to understand 
and apply our recommendations. All member materials will be available in English and Spanish and 
will be easily accessible to individuals with sensory disabilities. 

Customer Service Support 

Should a member have a question about AmeriHealth Nebraska, all member materials will contain 
contact information for our Contact Center. 

As an enhanced benefit, Customer Service Representatives will be available 24 hours 
a day/seven days a week/365 days ayear to service member inquiries, whether 
telephonic, written or web-generated. 

Nationally, all AmeriHealth health plans follow the Department of Health and Human Services, 
Office of Minority Health, Culturally Linguistic Appropriate Services (CLAS) guidelines in the 
delivery of health care related services. These programs enrich the lives of our members, support the 
community, and give the providers vital tools in treating their patients. They do not represent an 
additional cost, but are successful in creating indirect savings by effectively teaching the members 
how to get access and how to understand their treatment regimens. 

All welcome packet components, written materials, and our website for enrollees will be made 
available in English and Spanish. An enrollee can also request to have plan written materials 
translated into any language by simply calling Enrollee Services 24 hours a day, seven days a week. 
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AmeriH ea lth will also ensure that a ll written material is avai lable in any additi onal non-English 

languages iden ti fled by the State during the term of the contract. 

Educational Materials to Assist Smooth Transition to Managed Care 

As our experience has demonstrated, a Medicaid managed care program is only effective when 

members understand the services that are avail able and how they can be accessed. 

AmeriHealth will approach every occasion to communicate with members and providers - whether 

in the form of a posting to a website, a handbook, or attending a meeting at a school or in a church 

basement - as an opportunity to both transm it and gather in formation. Not all messages or manner o f 

contact resonate with everyone, so we act on a grass-roots leve l to app ly ou r expertise in such a 

manner that reaches and motivates people to receive the necessary serv ices fo r them and their 

famili es. We appreciate the enorm ity orthe task which has been imposed on states in their 

administration of Medi ca id, and AmeriHealth has worked c lose ly wi th many states dur ing the 

restructuring of their programs, seek ing creative so lutions and managing costs, each state in its own 

unique way, echoing what the State describes on the "Medicaid Reform" scction its we bsite: 

"It is important to realize that the State of Nebraska cannot susta in the current 

g rowth rate of our Medica id program. Our goal is to reform Medica id while 

protecting the needs of people and defin ing the appropriate role of government in 
helping to ensure access to adequate and affordable health care for all Nebraskans, 

with in the fisca l constrain ts of our budget." 

QUESTION 18 
Describe the process your Mea will use to utilize the eligibility and enrollment files from 
DHHS to manage potential membership. Include the process for resolving discrepancies 
between these files and your internal membership records. 

Maintaining complete and accurate membership da ta is critica l to our abili ty to provide high quality 

and cost-effecti ve care to all enrollees. Our enrollment processes and technologies provide a solid 

in frastructure for the management of enrollment information, including clear documentation and 

tracking to resolve discrepancies. 

We will work cooperatively with the State to resolve issues relating to enrollee 

participation and the enrollment process and to main ta in and upgrade as necessary 
the available technological capability and resources to in terface with the ASC X12 

Jormats using an Ipswitch Enterprise SFTP. 

Processing Eligibility Files 

Our enrollment process is built around nationa lly-accepted, HIPAA-compliant transactions and fil e 

layouts that a ll ow uS to process and reconcile elig ibi li ty in formatio n effectively. With that in mind, 
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we have developed and operate rigorous processes to uti lize the daily, weekly, and monthly fil es that 

we receive to enroll new enroll ees, di senroll enrollees, re-enroll enrollees, update enroll ee 
demographic data, and assign PCPs in a timely and accurate mann er. 

AmeriHea lth currently receives dail y, weekly, and monthly enrollment fil es from other states in an 
ASC X 12N 834 Benefit Enroll ment and Maintenance transaction. Each fil e is automatica lly 
processed nightly in our Facets® Hea lth Care Applicati on, our core eligibil ity and claims process ing 
system, serving as the central repository for all enrollee data. Thi s process automaticall y applies 

changes to enro llment data and updates in fo rmati on about enrollees so that the informati on in Facets 
is reconciled with the informati on from the State. Any online modificati on of demographic 
information, alteration in category of assistance, change of medi cal assistance, eli gibility, new 
enrollment, di senrollment or PCP change automatically updates our enroll ee records. In order to 
effectively manage the accuracy of our enrollment data, we process fi les in the order in which they 
arc received, and we process records in chronologica l ord er fo r each enrollee. 

Resolving Discrepancies 
AmeriH ca lth compares e li gibili ty transactions to our ex i ting enrollee records on a daily basis, and 
update or add them as necessary. Specifically, the enrollee data on the daily inbound fil e are loaded 
into the Facets system with in 24 hours of receipt of the fil e. 

The data does not always match as expected. For example, there may be an in va lid exempti on code 
on the record of a terminated member. Our systems are confi gured for the record to default to an 
error report whi ch is reso lved by an enro ll ment specialist within 24 hours. Thi s informati on is 
accumu lated into categori es and researched by the enro llment spec ia list. The enrollment specialist 
proactively rev iews the reports, researches, and updates any discrepalleies to reconcile our system 
with the State. 

Our enro ll ment specialist will prov ide the DH HS broker with written notification of all di screpancies 
that are identified during the reconciliati on process. The actual layout of the report or reconciliation 
fil e will be determined during implementation and in consultati on with the State. 

Table 3: Enrollment Error Code and Description 

Frequency Error No Error Description 

Daily 3 IN VA LID EXEMPTION CODE FOR T ERM MEMB ERS 

4 BLAN K FACILITY CODE 

9 PH CODE AND GROUP POLICY MISMATCH 

15 MATCH BETWEEN MEMB ER INBO UND EFFCTIV E BEG IN 
AND EN D DATES 

18 MEMB ER T ERMfNATED WITH INVALID CU RRENT PLA N 
SEG MENT 

7 VALID EFFECTIV E DATE WITH A VALID MED ICAID 
TERMfNATI ON DATE[MfNJ 

22 ERROR IN PREGNANCY 
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Frequency Error No Error Description 

25 NEW EFF DATE PRIOR TO FACETS MECD EFF DATE 

26 NEW EFF DATE PRIOR TO FACETS MELC EFF DATE 

27 FACETS EFF DATE PRIOR TO NEW EFF DT FOR NON-
TERMED 

28 CUTOFF DATE IS PRIOR TO ELIGIBILITY BEGIN DATE 

17 ERROR IN CURRENT PLAN AND HMO EFFECTIVE DATE 
SEGMENTS 

24 NEW PLAN IS NULL/BLANKINOT VALID 

20 MIN OF MEDICAID TERM DATE NOT EQUAL TO OPEN-
ENDED DATE 

200 PCP ERROR FOR RE-INSTATED MEMBERS 

45 Duplicates exist for Medicaid ID 

46 Duplicates exist for SSN 

Frequency Error No Error Description 

Monthly 0 TERM BY ABSENCE 

1 ELIGIBLE IN INBOUND NOT IN FACETS 

2 TERMED IN INBOUND BUT ACTIVE IN FACETS 

3 TERM DATE MISMATCH 

5 CATEGORY CODE AND PSC MISMATCH 

7 NON EXISTENCE OF CATEGORY CODE IN FACETS 

8 TERMED IN FACETS BUT ACTIVE IN INBOUND 

9 DECEASED IN INBOUND BUT ACTIVE IN FACETS 

9 PH CODE AND GROUP POLICY MISMATCH 

10 INBOUND DECEASED DATE MISMATCH WITH FACETS 
TREMDATE 

11 PREGNANCY DATE MISMATCH 

12 PREGNANCY INDICATOR IN INBOUND BUT NOT IN 
FACETS 

13 PREGNANCY DATE MATCH BUT FACETS HEALTH PREFIX 
IS A 

14 PREGNANCY INDICATOR IN FACETS BUT NOT IN 
INBOUND 

45 Duplicates exist for Medicaid ID 
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AmeriHealth Nebraska is prepared to receive a weekly and/or monthly eligibility file from DHHS 
that contains the most current record for each enrollee who becomes managed care-eligible within the 
subsequent month. Typically, these files are a complete reconciliation of all of the daily files. 
Regardless of the file frequency, the detail reconciliation process described above will remain the 
same. 

Eligibility Information from Other Sources 
During our process, eligibility discrepancies are identified through a number of sources: medical 
records, discharge planning, PCP notification, enrollee self-reports, Explanation of Benefits (EOBs), 
claims, and returned mail. The most common discrepancies are address changes, name spelling 
errors, e-mail addresses, changes to third party insurance coverage, and wrong telephone numbers. 
Our employees enter updates into our Facets® system using Streamline, which is a custom-designed, 
front-end graphical user interface. Demographic changes are communicated to DHHS via the weekly 
outbound file process. 

Weekly Eligibility File Process (Outbound) 
AmeriHealth has the capability to produce an Enrollment and Disenrollment Outbound File to the 
State, which contains alerts and notifications regarding change of status, such as information about 
newborns, returned mail, death notifications, Third Party Liability (TPL) changes, and demographic 
changes. These alerts are a means to communicate changes in enrollment data to the State for 
incorporation into its system. 

Quality Control 
In addition to the automated identification of enrollment discrepancies, five percent of the work 
performed manually by AmeriHealth Nebraska's Enrollment Department is audited. Records are 
randomly selected and an audit is performed on the work of any associate who performs enrollment 
functions, including processing of any new enrollments, and changes or deletions from the enrollment 
file. Detailed quality reports that document overall accuracy and error trends are provided to the 
manager on a monthly basis; this information is used for training and performance monitoring 
purposes. 

Coordination with the State and Other Agencies 

AmeriHealth has extensive experience in working with states and enrollment brokers to handle state
specific eligibility requirements, and will work with the State of Nebraska to comply with all of its 
requirements. Our experience has demonstrated that an open and ongoing dialogue beginning early in 
the implementation process is critical for a successful launch. The Operations Director will take the 
lead in scheduling joint meetings with the State and the enrollment broker to: 
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Establish an open line of communication 
Develop testing strategy and plan 
Develop key milestones 
Identify a point person for each agency who will be accountable for tracking the progress and 
resolving issues 
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• Deve lop fi le schedules for data transfers and loading into AmeriHea lth Nebraska's systems 

All of these processes and communi cation poi nts will enab le AmeriHea lth Nebraska to mainta in 

comp lete and accurate membership data and work in partnership with the state of Nebraska to provide 

comprehensive hea lth care serv ices to all enrollees. 

QUESTION 19 
Describe the policies, procedures, and processes your MCa will put in place to ensure the 
MCa does not discriminate against individuals eligible to enroll. 

AmeriHca lth Nebraska sha ll accept all enrollees without restri ction. We treat members with respect 

and dignity, consistent with our mission and va lues. After briefly describing the princ ipa l points of 

our non-discrimination po licy, we will discuss how we will ensure that we do not inadvertently 

discriminate aga inst indi viduals e ligible to enro ll. 

The principa l points of our non-discrimination po licy are: 

• Non-discrimination against eligible indi viduals on the basis of hea lth history, hea lth status, or 

health care needs 

• Non-discriminat ion against eligible individuals on the basis of race, sex, religion, color, 

national origin, di sability, age, sex ual orientation or any other basi s prohibited by law; nor the 

use of any pol icy or practice that has the effect of discriminating On the basis of race, color, 

or national origin 
• Free exercise of enroll ee ri ghts with the guarantee that it wil l not adversely affect the way 

AmeriHealth, its providers, or the State treat the enro llee 

• The commitment that all contracts with providers, vendors, and subcontractors comply with 

all federa l and State laws and regulations 

• Parameters fo r the use of Protected Health Information (P HI) and HIPAA pri vacy regu lati ons 

• An obligation to accept indi viduals in the order in which they are enrolled without restriction 

up to contract limits 

• Affirmative and respectfu l commu nications with persons with disabilities who are served by 

the plan 

AmeriHealth Nebraska has established three primary methods to ensure that we wi ll not discriminate 

agai nst indi vidua ls eligible to enroll. The three processes we have implemented are through staff 

tra ining, marketing through the enrollment broker, and our enrollment processes. 

Staff Training 

AmeriHea lth Nebraska emp loyees are required to comple te an annual trai ning through our corporate 

compliance program on discrimination. The training consists of: 

• Receiving gu idance, tra ining, information, and educational opportunities to fa cilitate 

respectful exchanges with our members 
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Treating all enrollees equitably and provide quality service regardless of the enrollees' race, 
color, national origin, age, disability, mental status, religion, or sexual orientation 
Ensuring that all communications with persons with disabilities who are served by 
AmeriHealth Nebraska are performed in language that is affirmative and respectful 
Honoring every enrollee's right to self-determination and treating each enrollee with dignity, 
respect, and kindness 
Displaying tolerance and respect for value systems and beliefs that are different from their 
own 

Effective training of the employees, providers and members are an integral part of the compliance 
plan. Annually, each employee is required to participate in training that alerts employees to 
prohibited activities, such as non-discrimination policies. The training is conducted in conjunction 
with annual Code of Ethics and Conduct training using Kaplan EduNeering's Knowledge Wire 
training software. 

Knowledge Wire tracks the completion status for each employee. In the event that an employee does 
not pass the test, the employee must continue reviewing the material and retesting until he or she 
passes. In addition, if employees do not take the test within the time allocated, the employees' 
supervisors are notified. The supervisor is responsible to ensure compliance with required training 
courses. This process assists us to assure that all employees are properly trained. 

Marketing Through the Enrollment Broker 

Another process to ensure that AmeriHealth Nebraska does not discriminate against individuals 
eligible to enroll is through our marketing efforts through the enrollment broker. All marketing 
materials will be approved by the State, and provided through the enrollment broker and will be 
distributed to all individuals who may be eligible to enroll in our plan. 

Enrollment Process 

The last strategy utilized to assure that we do not discriminate against individuals eligible to enroll in 
our plan is through our enrollment processes. Our enrollment processes are designed to accept 
eligibility information from DHHS, and we will accept all enrollees as required by the RFP. We have 
internal controls in place to ensure all members are loaded into our system and we reconcile 100 
percent of all member records. 

If the state implements the Rural Area Exception policy, AmeriHealth Nebraska will work with the 
Enrollment Broker to develop an outreach campaign. One of the focuses for the campaign will be to 
ensure that all members are not discriminated in any way when accessing services. AmeriHealth 
Nebraska will accept all members received on the eligibility file from the State. 
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QUESTION 20 
Describe the policies, procedures, and processes your MCa will put in place to ensure the 
client is assigned a PCP within one month of the effective date of the enrollment meeting the 
requirements of the RFP. 

A crucia l e lement in ensuring members have ready access to the right kind of care is the connection 

between the member and the Primary Ca re PhySic ian (PCP). Deve loping a strong relationship 

between enrollees and the ir PCPs is one of Ameri Hea lth Nebraska ' s Fundamental goa ls, and it sta rts 

with the assignment of the PCP. 

AmeriHea lth Nebraska's written enrollment po lic ies and procedures ensure that all enrollees a re 

assigned a PCP within 30 days of the effective date consistent with a ll requirements of the RFP and 

effecti vely li nk a ll enro ll ees to a PCP. 

PCP Assignment Process 

During the Enroll ment process, we will assure that a ll enrollees are linked to a PCP through a varie ty 

of ways. Fi rst, we will work with the enrollment broker to make sure that the broker has a comp lete 

list of all ava ilable PCPs on a routine basis, so that the enrollment broker can facilitate the enroll ee's 

cho ice of a PCP during the enrollment process. 

Rural Exception 
AmeriHealth Nebraska hopes to be the sa le source MCO in these expansion counties, and has 

developed Our prov ider network to support the requirements of the Rura l Area Exception, inCluding 

the requirement of enroll ees having a choice ofa minimum of two PCPs. We are also prepa red to 

support the enrollees' ri ghts to obtain services from another network or non-network provider if the 

following conditions ex ist: 

• 
• 
• 

• 

• 

The type of serv ice or specia list is not ava ilable within the MCO 

The provider is not part orthe network, but is the main source ofa service to the enrollee 

The on ly provider available to the enroll ee does not, because of moral or religious objections, 

prov ide the serv ice the enroll ee seeks 

Related services must be performed to prevent unnecessary risk to the member if received 

separately and not a ll of the related services are availab le within the network 

The State determines other circumstances that warrant out-of network treatment 

PCP ASSignment 
AmeriHea lth Nebraska wi ll receive the choices indi cated by the member during the enroll ment 

process from the State's contracted enrollment broker via the enrollee fil e. 

However, ifno PCP is indicated on the Enrollee Fi le received from DHHS, a Customer Service 

Representat ive wi ll : 

• Contact the enro llee by phone, as part of the we lcome process, within 10 busi ness days of 

receiving the Enrollee File from the Enrollment Broker to assist the enrollee in maki ng a 

Page '5 Enroll ment, Disenrollment, Re-Enrollment 



Medicaid Managed Care Physica l Health Service 
RFP # 379 2Z1 

fI..4rbor I ,~'"""", V (~eol/f1 Plan Nfl)llll i<a 

• 

• 
• 

selecti on ofa rcr , taking into account the enro ll ee's residence and specific medical 

conditi on 

Explain the advantages of selecting th e same rcp for a ll fa mi ly members, as appropriate, and 

inform the enro llee that each family member has the right to choose his/her own PCP 

Encourage the enrollee to make a PCP appointment 

Veri fy that the PCP has no restrictions that will prevent the assignment 

Update the enrollee's record in Facets® (our eli gibili ty and c la ims system) with the 

appropriate PCP, fo llowed by generati on o f an ID card to be sent to the enroll ee 

If the enrollee cannot be reached after three phone attempts within the 10 busi ness days or does not 

select a PCP, we will foll ow the auto-ass ignment protocols described below as requ ired by the RFP, 
to assign a PCP to the enroll ee. 

PC P Auto-Assignments 

We will auto-assign a PCP to enro ll ees who do not proactive ly choose a I' P within one month of the 

effecti ve date of enrollment, Or who choose a PCP with panel restrictions such as age limits or panel 

size li mits. 

Assignments will be made via an assignment methodology that will be fin alized in collaboration with 

the State. The assignment methodology will focus on matching providers near enrollees who are best 

positioned to care for the member's hea lth . 

The deta iled process for auto-assignment is as foll ows: 

• 

• 

• 

Each month, the automated process reads enrollees' e li gibility records in Facets®, and 

identifi es any enrollees who have been enrolled fo r more than 10 days without hav ing made a 

rcr assignment. 

The process firs t searches paid claims/hea lth status data, inc luding any fee- fa r-service data 

made avail abl e by the State, and assigns enrollees to a PCP with whom the enrollee has had a 

prior PCI' relationship. 

Ifn o rcr relatio nship is identified in the data, the process then searches for other famil y 

members who have a rcr ass ignment. The "family link" cross-reference file search rev iews 

in fo rmation perta ining to a ll fami ly members in the Nebraska Medicaid Program who have 

been active within 180 days of the fi le processing date. The process sorts the family 

members to search for those c losest in age to the enrollee requiring a rcp. This process is 

repeated for all acti ve family members until a PC P se lection has been made o r there are no 
remaining family members. 

• If another fa mily member is identifi ed as hav ing an assigned PCI' , the a lgorithm verifi es the 

PCP is language-appropriate (to the extent known), verities that the prov ider is a partic ipating 

PCP without panel limitati ons and is age/gender appropri ate, and fi nalizes the assignment. 

• If a fami ly re lationship search is unsuccessful , the algorithm fi nalizes the assignment based 

on geographic prox imity while ensuring that: I) the I' Pis age-, gender- and language

appropriate; 2) the practice has not reached the max imum phys ician/patient ratio (i.e., there is 
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capacity within the prac ti ce) and has no res trictions/lim itations (e.g., a pediatric-only 

practice) . 

• Ameri Health Nebraska communi cates PCP assignments to the State via the PCP fil e quarterly 

as required by the State. 

Changing PCP Assignments 

We wi ll perm it enrol lees to change their PCP at any time during the enrollment period. In the event 

that enro llees wish to change the ir PCP, our Customer Service team will assist the enrollee in making 

tl,e selection and update the Facets system. An enro llee can req uest a change in their PCP by e ither 

ca lling one of our customer service representatives (availab le 2417) or e-mailing the req uest th rough 

the enrollee portal. We wi ll confi rm the PCP selection or assignment in a written notice to the 

enro llee. 

In addition to enro llee-initi ated PCP ass ignment changes, we provide in formation to enro ll ees about 

options for selecting a new PCP when a current PC P is terminatcd from the nctwork or when a 

change is ordered as part of a reso lution to a gri evance proceeding. Thi s situation may occur when it 

has been determined that a PCP is non-compl iant with provider standards (such as quali ty of ca re) or 

when a PCP retires or leaves the service area . Written notification is sent to the enroll ees to inform 

them of thei r PC P's termination from the network as well as their options for selecting a new PCP 

and what to do if the enrollee seeks emergency/urgent care during the transition phase (see below). 

We wi ll then allow enrollees to select another PC P and assist the member in selecti ng a PCP in the 

interim, until a new PCP assignment can be made . A fter the PCP has been chosen Or assigned, we 

wi ll communi cate the PCP assignments to the State via the PCP fi le. 

When a provider can no longer serve an enro llee as their PCP for any reason, Ameri Hea lth Nebraska 

will ass ist the enroll ee in obtain ing or assign ing an interim PCP. 

Transition Period 

During the transition period, if members need to access urgent or emergency care, they may ca ll our 

Con tact Center. For emergency medical conditions, members will be instructed to ca ll 9 1 t or go to 

the nearest emergency room fo r treatment without a referra l or PC P assignment. For urgent care 

cond itions, the Contact Center representati ve wi ll perform an expedited PC P assignment and assist 

the member in obtaining an urgent care appointtnent with their PC P. 

Automatic Re-Enrollment 

AmeriH ealth Nebraska understands that the State wi ll automatica lly re-enroll an enrollee who loses 

Med ica id e ligibi lity for a period of two months or less into the plan and to the PCP with whom the 

enro llee was previous ly enrolled. The Facets Healthcare system contains ed its that are in place to 

automatica lly reassign the enrollee to the PCP with whom the enrollee was previously assigned. 
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AmeriHealth Nebraska allows vulnerable populations (for example, persons with multiple disabilities, 
acute, or chronic conditions) to select their attending specialists as their PCPs as long as the specialist 
is willing and able to perform the responsibilities of a PCP. 

As part of our policy, AmeriHealth may designate the following types of specialty providers as an 
enrollee's PCP: 

Pediatricians 
Family and General Practitioners 
Internists 
Obstetrician/Gynecologists 
Nurse Practitioners 
Physician Assistants 
Specialists who perform primary care functions at Federally Qualified Health Centers, Rural 
Health Clinics and Health Departments 

However, we understand that many enrollees will have disabling conditions, chronic illnesses, or are 
children with special health care requirements, who require additional specialists. A review process 
exists for enrollees with special needs who are requesting specialists as their PCPs. Expedited 
processing of identified specialists as PCPs will be implemented as is reasonably feasible, in 
accordance with applicable credentialing policies and procedures. AmeriHealth Nebraska will always 
make a good faith effort to ensure that children under specialist PCP care receive all appropriate Early 
Periodic Screening, Diagnosis, and Treatment (EPSDT) services, including immunizations and dental 
servIces. 

We will consider requests from enrollees for approval of additional provider types to serve as PCPs. 
These additional provider types may include physicians in the following areas: 

Infectious Disease for patients with HIV / AIDS 
Internal Medicine for specific conditions 
Endocrinology for patients with diabetes 
Nephrology for patients on dialysis or post-kidney transplant 
Other specialists in unique circumstances 

The process to enroll other specialists as PCPs under unique circumstances may include local Medical 
Affairs Representatives collaborating with key specialists on a listing of their patients, and 
encouraging specialists to convert their office to a PCP practice. This approach has proven to be the 
ideal process for managing the care of enrollees with very complex conditions and multiple co
morbidities who require one specialist as their primary source of health care services. 
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Describe the method by which your MCa assures that it does not request disenrollment for 
reasons other than those specified in Section IV.C.5.b 

Throughout its long experience with Medicaid programs, AmeriHealth has maintained a strict policy 
of disenrolling enrollees only when such an action is permitted under State guidelines. Enrollees who 
leave managed care often experience adverse health consequences, and it is in their interest and that 
of the State to do all things reasonably possible to help enrollees continue their participation in the 
program. 

AmeriHealth Nebraska understands and accepts the requirements established by the State for MCO
initiated dis enrollment, including dis enrollment for cause as described in Section IV.C. 5. b (if the 
enrollee's condition or illness would be better treated by another plan, or if the MCO has sufficient 
documentation to establish fraud, forgery, or evidence of unauthorized use/abuse of services by the 
enrollee). Our policies and procedures ensure that we develop a complete understanding of the 
reasons for an enrollee's possible disenrollment, and we will collaborate with the State to assist 
enrollees through the dis enrollment process, and provide notice to the enrollee and the State as and 
when required by the State. 

We will not initiate a disenrollment based on an enrollee's health status, utilization of medical 
services, diminished mental capacity, or uncooperative or disruptive behavior (unless such behavior 
impairs our ability to furnish services). As described in more detail below, our Integrated Care 
Management staff is trained to work with enrollees who exhibit disruptive behavior to assist them in 
obtaining needed medical and/or behavioral health services with the goal of avoiding disenrollment 
and improving the enrollee's health status. Integrated Care Management staff also will work with 
enrollees who will be disenrolled to provide continuity of health services for them during the 
disenrollment process, as appropriate. 

We understand the potential reasons for enrollee-requested disenrollment as well as options provided 
by the State, and our training, policies and procedures will assure that our staff understands possible 
reasons for disenrollment. 

Contact Center Representatives will assist enrollees through the disenrollment process in 
collaboration with the State, and disenrollment will be monitored via our Quality Program to assure 
compliance with State requirements. Our comprehensive training program will address staff training 
regarding disenrollment policies and providers will receive instruction via the provider manual and 
web site. Providers and enrollees have 24 x 7 access to our Customer Contact Center to speak to an 
AmeriHealth Nebraska representative. 

We also understand and accept that enrollees may request disenrollment at the following intervals: 
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F or cause, at any time. 
Without cause during the 90 days following the date of the member's initial enrollment with 
the MCO or the date the State sends the member notice of the enrollment, whichever is later. 
Without cause once every 12 months thereafter. 
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Upon automatic re-enrollment if the temporary loss of Medicaid eligibility has caused the 
member to miss the annual dis enrollment opportunity. 
When the State imposes the intermediate sanctions specified in Section IV.C.IO.c. 
Intermediate Sanctions. 

Furthermore, we are prepared to accept an enrollee's disenrollment through an oral or written request 
to the enrollment broker, and otherwise understand and accept the provisions listing the causes for 
disenrollment as stated in the RFP, as follows: 

The enrollee moves out of the MCO service area. 
The MCO does not, because of moral or religious objections, cover the service the enrollee 
seeks. 
The enrollee needs related services to be performed at the same time; not all related services 
are available within the network; and the enrollee's primary care provider or another provider 
determines that receiving the services separately would subject the enrollee to unnecessary 
risk. 
Other reasons, including but not limited to, poor quality of care, lack of access to services 
covered under the contract, or lack of access to providers experienced in dealing with the 
enrollee's health care needs. 

We understand and accept the provisions of the RFP which set the effective date of enrollee or MCO
initiated dis enrollment no later than the first day of the second month following the month in which 
the enrollee or the MCO files the request, inclusive of the provision which provides that if the State 
agency fails to make a disenrollment determination within the timeframe specified, the disenrollment 
will be considered to be approved. 

Case Study 

This case study demonstrates how we worked with an enrollee to prevent potential dis enrollment and 
guided him towards improving his health status through our Integrated Care Management process. 

A male enrollee, Mr. X, from one of AmeriHealth's plans was identified and managed within the 
described approach to Integrated Care Management: 
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50-year old, single male who lives with his elderly, failing parents 
History of dozens of admissions (often for months at a time) for issues related to his morbid 
obesity (hernias, wound issues, infection) 
More than 1,500 phone calls to the health plan since becoming a member in 2001 
Threatening, angry, belligerent behavior towards staff and medical providers - often pitting 
staff against each other particularly around hospital discharge or the end of services (home 
care) 
Refused ongoing case management 
Rejects any mention of behavioral health referral (behavioral health services are carved-out in 
this state) 
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Mr. X was introduced to our Integrated Care Management department in 2005 with one brief period 

o f ongoing Care management through Special Needs/ Ep isodic unit. He has had other brief periods o f 

management around urgent medical issues. Mr. X's issues center around a very conflicted 

relationship w ith his elderl y parents, who are hi s primary caregivers but are both quite ill. It appears 

to be a reli ef for the who le fami ly (inc luding Mr. X) when he is admitted and when the time comes 

for discharge he w ill go to great lengths to avoid di scharge, including infecting his centra l li nes, 

eating feces , ca lling poli ticians and threatening staff. 

Mr. X has historica lly been a very challenging member for staff and has over a thousand phone ca lls 

logged over the yea rs. It is very difficult to end ca lls with Mr. X, and s taff and providers on the 

outside have gone to great lengths to please him on ly to have him reject the ass istance o r not follow 

through with instructions. 

Mr. X had been call ing a specifi c C ustomer Services Representative for a number of years. This 

emp loyee referred him to Integrated Care Management for added support around a hernia repa ir 

ea rlier thi s year. In itia lly, the member would continue to ca ll the Customer Services Representative 

and Integrated Care Management departments whe n upset and leave numerous lengthy vo icemail s a t 

both locations. 

A plan was made to confine his care to one contact person and a ll ca lls and voicemai ls to the Contact 

Center wcre immediate ly sent to his des ignated Care Manager or their voicemail. It was explained to 

Mr. X that one person wou ld be handling his case management needs and that ifhe ca lled, this 

ass igned contact person would respond promptly (if ava ilab le) or a supervisor wou ld respond in the 

event that the contact person was out of the office. A limit was also set with the member about 

leaving lengthy voicemails. Since thi s plan has been implemented with the member, the fo llowing 

rcsults have been noted: 

• 

• 

• 

• 

He is recepti ve to the limits that have been set concerning requests to do things fo r him which 

he can do for himself. He responds we ll to this approach and has gained some self

management skill s. 

Demand ing, dissati s fied ca lls have dramatically decreased and duplicative ca lls have a lso 

decreased (total inbound cal ling from 15-20 per week to 1-2 every 2-3 weeks). 

There is a reduction in angry, acting-out behav iors despit.e the fact that Mr. X ' s health 

remains quite tenuous. 

He is show ing improved abi lity to express hi s fee lings when he is anx ious and Can accept 

some support (a lthough continuously rejects Behavioral Hea lth re ferra ls). 

Mr. X has made s ignificant ga ins wi th this approac h, whic h has resulted in him rece iving better and 

more appropri ate ca re. While Mr. X has quite serious medical issues, presently he has lost 

considerab le weight, is driv ing himself to and from appoi ntments and is comply ing with lymphedema 

therapy. Despi te a hi story of frequent comp lai nts about the health plan and state government, both 

forma ll y and informa ll y, the majority o f hi s med ica l needs have been met and hi s care has been 

appropriately managed. 
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In the event that AmeriHealth Nebraska must initiate involuntary disenrollment of an enrollee in 

accordance with State requirements, we will simultaneously notify the enrollee in writing and submit 

the disenrollment request to the State. 

We will continue to provide services to the enrollee until we receive notice from the State or 

Enrollment Broker that alternative care plans have been established. 

AmeriHealth Nebraska will submit such requests only as a very last resort. In an effort to avoid 

involuntary disenrollment, staff from our Integrated Care Management program and our Member 

Services Contact Center utilize an established and proven process prior to seeking to disenroll an 

enrollee, described below. 

Supporting Behaviorally Challenging Enrollees 

The first step in supporting a behaviorally challenging enrollee is to identify when an enrollee may 

benefit from a specific, directed, approach to care. Customer Service Representatives are trained to 

identify patterns of behavior and refer enrollees to AmeriHealth's Integrated Care Management team 

based on the following trigger(s): 

Chronic difficulties/dysfunctional patterns 

Multiple previous psychiatric diagnoses/hospitalizations 

Multiple therapists 

Chronic, repetitive marital difficulties/multiple marriages 

Shifting friendships and relationships 

Abusive/abusing relationships 

Any kind of substance abuse or eating disorders 

Suicide attempts/self-destructive behaviors 

Legal difficulties 

Once the enrollee has been identified, an approach is implemented with the agreement and 

understanding of the enrollee involving the following steps. 

1. Management of the case will be assigned to one Care Manager (contact person). With 

support of our integrated customer management platform and care management platform, all 

calls related to a specific enrollee's case are directed to that assigned key point-of-contact. 

Should a call come in when the contact person is not on site, a Supervisor will field the call 

and ensure that the contact person follows-up with the enrollee per the time frames noted 

below. 

2. The Care Manager and the enrollee agree to abide by pre-defined communication guidelines. 

a. All calls are responded to or returned within 24 hours by the assigned contact person. 

b. No long (> 1 minute) voicemails from enrollee. 

c. Abusive language and tone are not appropriate and will not receive a response. 
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3. The Care Manager provides reassurance that medical needs will be met and assists with 
coordination of care, as needed. 

4. The Care Manager will explore feelings of anxiety (or other related behavior/feelings) the 
enrollee may be experiencing regarding medical issues to help them talk about relevant issues 
more directly and proactively before the concern potentiates undesirable behavior. 

5. The enrollee agrees to reach out to the Care Manager when they need assistance (which in 
our experience reduces increased and redundant requests). 

Through this structured approach, we have developed more effective processes and standardized 
responses aimed at improving the treatment experience, efficiently utilizing staff resources, and 
reducing conflict and unnecessary utilization of medical resources. This approach has minimized plan 
initiated disenrollments. 
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ENROLLEE RIGHTS 

QUESTION 22 
Describe the policies, procedures, and processes your Mea will put in place regarding the 
enrollees rights specified in this section. 

AmeriHealth Nebraska has pOlicies, procedures and processes in place to assure our enrollees arc 

treated with respect, and in accordance with the State 's requirements . AmeriHcallh Nebraska is 

compliant wi th a ll Nebraska State and Federal laws and regulations, including those regarding 

pri vacy, confidentiali ty and other en rollee rights. In addi tion to our overa ll commitment to follow all 

appli cable laws and regu lati ons, AmeriHealth Nebraska also commits that a ll con tracts with 

providers, vendors, and subcontractors will require compliance with all Federal and State laws and 

regulations including, but not limited to, Title VI of the Civi l Rights Act of 1964; Title IX of the 

Educati on Amendments of 1972 (regHrding educational programs and activities); the Age 

Discriminati on Act of 1975; the Rehab ilitation Act of 1973; and the Americans with Disabilities Act. 

We recognize the specific ri ghts of members and provide a clear statement of member rights and 

responsi bi lities in the Enrollee Handbook in order to promote effecti ve health care and maintai n a 

mutually respectfu l relationship with our members. Enro llees wi ll receive informHtion about their 

rights in the Enrollee Handbook at initial enroll ment, en ro ll ee web site, in the we lcome packet, and 

annually thereafter via our enroll ee newsletter. Enro ll ees can request a copy of their rights and 

responsibi li ties at any time by calling our Contact Center. 

Enrollees will receive infoonation including (but not lim ited to) the right to change providers or 

disenroll with cause, and the right to request more infoonation regarding their rights. AmeriHealth 

Nebraska wi ll communicate with all Enrollees if there is any change in the above information, 

determined by the State to be "significant," at least 30 days before the intended effecti ve date of the 

change. We will uphold thi s right through timely communications via printed materials sent through 

the mai l or automated voice recordings. 

Enrollee Rights 

Each enrollee is guaranteed the following rights : 

To be treated wi th respect and with due consideration for hislher dignity and privacy 

• To receive information on available treatment options and alternatives, presented in a manner 

appropriate to the enrollee's cond ition and abi lity to understand, and to participate in 

decisions regarding his or her hea ltheare 
• To participate in decisions regarding hislher health care, including the right to refuse 

treatment, in a manner consistent to the enro llee's condition and ab ili ty to understand. 
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Refusa l oftreatmenl wi ll not be considered as a reason for AmeriHealth to seck disenrollment 

of an enrollee from the plan 

Enrollee Rights 



Medicaid Managed Care Physical Health Service 
RFP II 379 2Z1 

tl4bor I "" """" 'V' (~e':JIt') Plun ~libr",~() 

• To be free from any form of restraint or sec lusion used as a means of coercion, discip line, 

convenience or reta liation, as specified in the Federal regulations on the use of restraints and 

seclusion 
• To be able to request and receive a copy of his/her medical records, (one copy free of charge) 

and request that they be amended or corrected to ensure that they contain correct and 

complete information (as specified in 45 CP R Part 64) 

• To receive heaJth care services that are accessible, comparable in amount, durati on, and scope 

to those provided under Medica id FFS and sufficient in amount, durati on, and scope to be 

reasonably expected to achieve the purpose for wh ich such services are furni shed 

To rcceive services that arc appropriate and are no t denied Or reduced solely because of 

diagnosis, type of illness, 0 " med ical condition 

• To receive all information - such as, enrollment notices, informational materia ls, 
instructional materials, ava ilable treatment options and alternati ves - in a manner and format 

that may be easily understood as defined in the contract between the State and AmeriHea lth 

Nebraska 

• To receive ass istance from both the State and the Enrollment Broker in understanding the 

requirements and benefits of AmeriHealth Nebraska and the State Medica id program 

• To recei ve oral interpretation scrvices free-o f-charge for a ll non-English languages, nOljust 

those identified as being prevalent in a service area 

• To be notified that oral interpretat ion services are avail ab le and how to access those services 

• As a potential enrollee, to receive information about the basic features of the AmeriH ealth 

Nebraska Medicaid managed care program; which popu lations mayor may not enroll in , and 

AmeriHealth ' s responsibi li ties for coordination of care in a timely manner in order to a ll ow 

enro llees to make an informed cho ice 

• 
• 

To make suggestions about these ri ghts and responsibiliti es 

To receive information on the AmeriHea lth Nebraska' s services, including, but not limited to: 

o Benefits covered 

o Procedures fo r obta ining benefits, including any authorization req uirements 

o Any cost sharing requirements 

o Service areas 

o Names, locations, and telephone numbers of any non-English language spoken by 

current contracted providers, including at a minimum, primary care practitioners 

(PCPs), specia lists, and hospitals 

o Any restrictions on an enrollee's freedom of choice among network providers 

o Providers not accepting new patients 

o Benefits not offered by AmeriH ea lth but available to enrollees and how to obtai n 

those benefits, including transportation and other added benefits identificd 

• To rece ive a complete description of disenrollment rights at least annually 

• To receive notice of any significant changes in core benefits and services at least 30 days 

before the intended effecti ve date of the change 

• To make an Advance Di recti ve, such as a livi ng will or durab le power of attorney 

• To receive information on grievances, appea ls and State Fair Hea ring procedures 

• To fil e for a tate Fai r Hearing with Nebraska Medicaid 
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• To receive detai led infonnation on emergency and after-hours coverage, to include, but not 

limited to: 

o What constitutes an emergency medica l condition, emergency services, and post-

stabil ization services 

o Notice that emergency services do not require prior authorization 

o The process and procedures for obtaini ng emergency serv ices 

o The locations of any emergency settings and other locations at which providcrs and 

hospitals fumi sh emergency serv ices and post-stabilization services covered under 

the contract 

o The enrollee' right to use any hospita l or other setting for emergency care 

o Post-stabi lization care services rules as detailed in 42 CFR §422 , 11 3(c) 

• To receive AmeriHealth Nebraska's poli cy on referrals for specia lty care (if any) and other 

benefi ts not provided by the enrollee's PCP 

To have his/her pri vacy protected in accordance with applicable pri vacy requirements in 45 

CFR Parts 160 and 164 Subparts A and E 
• To exercise these rights without adversely affecting the way AmeriHealth Nebraska, its 

prov iders, or DH HS treat the enrollee 

Enrollee Responsibilities 

AmeriH ea lth Neb raska beli eves that effecti ve care and good hea lth begin with fo mling a cooperative 

relationship with enrollees, With that in mind, enro ll ees have the responsibili ty to inform 

AmeriHea lth and their assigned PC P of any changes in elig ibility, or any other information that may 

affec t their enroll ment, heall'h care needs, or access to benefits, Some examples include, but arc not 

limited to the foll owing: 

Pregnancy 

Birth of a baby 

Change in address or phone number 

An enrollee or an enrollee's child is covered by another health plan 

Special medical concems 

• Change in family size 
• Loss or theft of their Ameri Hea lth Nebraska I D Card 

Enrollees will also have the responsibi lity to coo perate with AmeriH ea lth Nebraska and the ir assigned 

PCP on the fo llowing necessary actions: 

• 

Page 3 

Fo llow ing PCP care instructions 

Making appointments with their PCP and canceli ng appointments when they cannot attend 

Calling AmeriHea lth Nebraska when they have questions 

Keeping their benefit e ligi bility up to dale with their case worker. Members are advised to 

find out when their benefi ts will end and to ensure that all demographic infonnation is up to 

date in order to continue to be eligible to receive benefits, 

Understanding their health problems and working with their providers to set goals for their 

treatment, to the degree that they are able to do so 
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Tra ining of Customer Service Representatives (both initial and ongoing) 

We assure our processes are implemented to assure enrollee ' s rights are honored through our initi a l 

and ongo ing trai ning of o llr cllstomer service representative. From the first day of employment, thc 

representati ve trainee is preparing to become an intcgra l pa rt of Making Every Contact Count with 

our Enrollees and to hono r the Enrollee ' s rights. The training process begins with our recruitment 

strategy, which is geared to identi fy potential ca ndidates w ith the necessa ry experi ence and skills to 

provide high quality customer service to our enrollees. A major step in the process is our upfront 

skill s and computer proficiency testing. Every candidate must pass this test to be considered as a 

potential appli cant and move forward with the interview process. 

Upon hire, our dedicated Training Unit conducts an extensive tra ining program for new hires and on

goi ng tra ining for our seasoned representati ves. The New Hire Training progmm consist of six weeks 

of classroom instruction, as well as, side-by-s ide "on the job" training. 

Health Care Fundamentals 
• 
• 
• 
• 

• 
• 
• 
• 
• 
• 
• 
• 
• 

Hea lth Care Tennino logy 

Medica id Basics/Program Overview 

Member Eligibility 

Benefits 

Member' s Rights and Responsibilities 

Soft Ski lls 

How to handle a diffi cult member 

How to handl e a member with limited English proficiency skill s 

What it means to provide supe rior customer servi ce 

Corporatc Compliancc, inc lud ing HIPAA 

How to handle member compl aints and dissatisfaction 

Di versity and Cul tural Competency 

Use o f core technology and system 

Phone Lab - Supervised live calls 

Through our continuous qua li ty assurance process we are ab le to identi fy gaps in trai ning andlor 

specific areas where a particular trainee is cha llenged. T hroughout the formal tra ining program the 

trainees are required to complete skill based assessments wh ich test the traince' s knowledge. At the 

completion of the forma l training all trainees are requ ired to pass a readiness exam which evaluates 

the ir general know ledge and assesses thei r read iness to be released fTom training. Refresher train ing is 

scheduled as needed to address the specitic needs of the emp loyees. 

Pri or to independentl y taking li ve te lephone ca ll s, new representatives are required to partic ipate in a 
phone lab train ing sessio n as well as s ide-by-side training with an experienced representative. During 

the phone lab training session, the new representati ve actuall y services li ve telephone ca lls from 

members and providers with the assistance of the trainer. 
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QUESTION 23 

Describe the policies, procedures, and processes your Mea will put in place to ensure 
enrollees free exercise of rights 

AmeriHealth Nebraska has learned through serving the needs of millions of Medicaid enrollees 
nationwide that well-informed enrollees are better able to participate in their own care and make 
educated judgments about the health choices which are available to them. 

AmeriHealth Nebraska will provide information to enrollees about their rights as part of our initial 
orientation efforts, through our welcome call, the enrollee handbook and web site, by periodic 
newsletters and other communications, and through our presence at community events. In addition, 
when situations require our efforts to be focused on particular issues (such as grievances and appeals), 
we will address the affected rights, laws, and regulations in the proper context. The exercise of their 
rights will not adversely affect their treatment by AmeriHealth Nebraska and its providers. 

Maintaining good information flow and doing so in a consistent and thorough manner throughout our 
relationship with enrollees, is a critical element in an integrated effort, which ensures that enrollees 
are aware of their rights throughout their association with a program. While we will provide 
substantial information to enrollees as part of our orientation process, we also try to ensure that 
enrollees are promptly aware of any changes to processes and other relevant issues. 

Each enrollee is guaranteed the following rights: 
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To be treated with respect and with due consideration for his/her dignity and privacy 
To receive information on available treatment options and alternatives, presented in a manner 
appropriate to the enrollee's condition and ability to understand, and to participate in 
decisions regarding his or her healthcare 
To participate in decisions regarding hislher health care, including the right to refuse 
treatment, in a manner consistent to the enrollee's condition and ability to understand. 
Refusal of treatment will not be considered as a reason for AmeriHealth to seek disenrollment 
of an enrollee from the plan 
To be free from any form of restraint or seclusion used as a means of coercion, discipline, 
convenience or retaliation, as specified in the Federal regulations on the use of restraints and 
seclusion 
To be able to request and receive a copy ofhislher medical records, (one copy free of charge) 
and request that they be amended or corrected to ensure that they contain correct and 
complete information (as specified in 45 CFR Part 64) 
To receive health care services that are accessible, comparable in amount, duration, and scope 
to those provided under Medicaid FFS and sufficient in amount, duration, and scope to be 
reasonably expected to achieve the purpose for which such services are furnished 
To receive services that are appropriate and are not denied or reduced solely because of 
diagnosis, type of illness, or medical condition 
To receive all information - such as, enrollment notices, informational materials, 
instructional materials, available treatment options and alternatives - in a manner and format 

Enrollee Rights 



Medicaid Managed Care Physical Health Service 

RFP # 3792Z1 
r¥,Arbor I Ao~'.""' 'Y '~eol!fl PIon Ne!lI'lIska 

o 

o 

that may be easily understood as defi ned in the contract between the tate and AmeriHealth 

Nebraska 

To receive ass istance fro m both the State and the Enro llment Broker in understanding the 

requirements and benefits of AmeriHealth Nebraska and the State Med ica id program 

To receive oral interpretation services free-of-charge for all non-English languages, not just 

those identified as bei ng prevalent in a serv ice area 

o To be notifi ed that oral interpretation services are available and how to access those services 

As a poten tial enrollee, to reccive informati on about the basic features of the AmeriHea lth 

Nebraska Medicaid managed care program; wh ich populations mayor may not enroll in, and 

AmeriH ealth ' s responsibi li ties for coordina tion of ca re in a timely manner in order to a ll ow 

enrollees to make an informed choice 

To make suggesti ons about these rights and responsibi li ties 

o To receive in formatio n on the AmeriHca lth Nebraska 's services, including, but not limi ted to: 

o 

o 

o 

o 

o 

o 

• 
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o Benefits covered 

o Procedures for obta ining benefits, inc luding any authoriza tion req uirements 

o Any cost shar ing requirements 

o Service areas 

o Names, locati ons, and te lephone numbers of any non-English language spoken by 

current contracted prov iders, including at a minimum, primary care practitioners 
(PC Ps), spec ia li sts, and hospitals 

o Any restrictions on an enrollee' s freedom of choice among network providers 

o Providers not accepti ng new patients 

o Benefits not offered by AmeriHea lth but ava ilable to enro llees and how to obtain 

those benefits, including transportation and other added benefits ident ified 

To rece ive a comp lete description of disenroll ment rights at least annua lly 

To rece ive noti ce of any signi ficant changes in core benefi ts and services at least 30 days 

before the intended effecti ve date of the change 

To mak e an Advance Directi ve, such as a living wi ll or du rable power o f attorney 

To receive information On grievances, appea ls and State Fa ir Hearing procedures 
To fi le for a State Fa ir Hearing with Nebraska Medicaid 

To receive deta il ed information on emergency and after-hours coverage, to include, but not 

limited to: 

o What constitutes an emergency med ical condi tion , emergency services, and post-

stabi li zation services 

o Notice that emergency services do not require prior authori zation 

o The process and procedures for obta ining emergency services 

o The locations of any emergcncy settings and other locations at which providers and 

hosp ita ls furni sh emergency services and post-stabilization services covered under 

the contract 

o The enro llee's right to use any hosp ital or other setting for emergency care 

o Post-stabi li za ti on care services ru les as deta il ed in 42 C FR §422. 11 3(e) 

To receive AmeriH ea lth Nebraska 's policy on refernlls for specialty care (if any) and othe r 

benefits not prov ided by the enro llee's PCP 

Enrollee Rights 



Medica id Managed Care Physica l Hea lth Service 
RFP # 3792Z, 

To have hi slher pri vacy protected in accordance with applicable privacy requi rements in 45 

CPR Pans 160 and 164 Subpans A and E 

To exerc ise the e rights without adversely a!Tecting the way AmeriHealth Nebraska, its 

providers, or DH HS treat the enrollee 

Assisting Members 

I f for any reason a member needs assistance they can contact our Custo mer Contact Center or meet 

with a local community re lations representative. As expla ined in the response to Question 22, a ll of 

the Customer Contact Center representatives and communi ty relations representatives receive a 

deta iled training for handling member concerns. as pan o f our new employee-tra ining program. In 

addition, we offer a complete suite of online trai ning sessions specifically penaining to bener serving 

our members including, but not limited to, the fo llowing: 

• 
• 
• 
• 
• 

Caring for Customers 

Creative Deci ion Making and Problem Solving 

Culti vating Winning Attitudes and Countering Negati vity 

Defu sing Emotiona lly Charged Situation 

Handling Difficult People 

Handling Conflict with Tact & Finesse 

Cultural and Linguisti cally Appropriate Services 

Quality Monitoring 

AmeriHealth Nebraska has a quality assurance and monitoring programs for the Contact Center, 

which include : call recording and screen capture. I f during the quality process there is any indication 

that a members ri ghts are being infringed upon, immedia te feedback is provided to Ihe Contact 

Center Repre entative and the employee's supervisor is notified. At a minimum the employee will 

receive coaching and counseling. The Supervisor will contact the enrollee 10 di scuss the situation and 

prov ide any additional assistance. 

Complaints and Grievances 

If a member feels that the ir rights have been violated, they have the ri ght to fil e a formal complai nl or 

grievance. AmeriHealth Nebraska will ass ist the enrollee through the complai nt and grievance 

process through resolulio n. 

QUESTION 24 
Describe the policies, procedures, and processes your MCa will put in place to ensure 
compliance with al/ Federal and State laws and regulations including those cited in Section 
IV.C.6.a.iii. 

AmeriHealth Nebraska maintains policies and procedures to ensure compliance with Section 

IV.C.6.a. iii o f the RFP that requires compliances with all state and federal laws and regulations. 
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AmeriHealth Nebraska has a speci hc contract compliance unit to understand all elements of the 
contract, develop tracking for ongo ing adherence, and perform an annua l audit in order to enSure 
thosc po licics and procedures are maintained and executed properly. The unit is staffed with 
individua ls who are knowledgeable on Federal and State laws and regu lations as well as how the 
organization operates. Outcomes from the ongoing oversight and audit are fed into our Quality 
Program to enhance training, policies and procedures. 

The Contract Compliance Unit develops and administers a comprehensive compliance plan, and the 
routine moni toring of the compliance pl an. The compliance plan wi ll identify all of the rc levant state 
and federal laws, rules, regulations, and contract provisions (including any provisions required to 
obtain NCQA accred itation). The leader of the applicable department will be charged with assuring 
that all relcvant po licies and procedures are established to assure comp liance with the particular 
provision(s). The ompliance Manager will audit the provisions period ical ly to identify any gaps in 
the comp liance plan and work with the app licable leadcr to assure compliance. 

For example, poli cies and procedures will be drafted to comply with all privacy requirements. The 
Compliance Manager will conduct a routine pri vacy audilto assure that employees are complying 
with all laws and regu lations. Any dehciencics will be discussed and remedied as soon as possibl c. 

We have rigorous systems in place which enab le us to stay abreast of changes in laws, regu lations and 
guidelines. Our empl oyees participate in seminars, industry committees, and other forums - which 
not only allows us to gather information and develop a more complete understanding of policies and 
requirements, but also enables us to have useful dialogues with regul ators about our concerns and 
relevant issues. Our proactive approach gives us the best poss ible opportunity to anticipate changes 
and to integrate compliance into our dai ly operations. 

Training 

In addition to maintaining a specific contract compliance unit, AmeriHealth Nebraska requires each 
employee to participate in the Corporate Compliance Program by learning and carrying out the 
company's Code of Ethics and Conduct, to participate in the Privacy Program by attending schedul ed, 
mandatory training, and to sign the "Assoc iate Confidenti ality, Privacy, and Security Agreement" on 
an annual basis. Indi vidual departments provide job-specihc train ing on how to acknowledge and 
fu lfill member requests fo r their medical records, to make amendments to those records, or to provide 
them with a copy of their rights and responsibiliti es . It is through the mandatory and job-specifi c 
training that AmeriHea lth Nebraska enSureS that our staff and providers consider the aforementioned 
rights when providing services to enrollees. 

To ensure associates comply wi th all Federal and State laws and Regulations, associates receive email 
notifi cation of annual mandatory compliance training. KnowledgeWire allows associates to complete 
their training online, at their own pace. The system kceps a record of all training, completed and 
upcoming as shown in Figure I. 
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Figure 1: Know ledgeWire Training 
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In addition to mandatory comp liance trai ning, the Corporate Compliance department hosts Brown 

Bag Lunch Sess ions quarterly via video-confe rence across the AmeriHealth enterprise. These One

hour sess ions are designed to ra ise awareness of and educate our associa tes on a wide range of 

Compli ance and/or Code of Conduct Topics. Each one-hour sess ion consists of: 

• A presentation On a Compliance andlor Code of Conduct topic; and 

• An open forum where associates ask questions 01' discuss other Corporate Compl iance issues. 

Recent topics include: 

• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
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IS Security 

Communicating with Corporate Compli ance 

Confid ential and Proprietary Information 

Conflicts o f Inte rest 

Data Securi ty and Controls 

Email Usage 

Ethics 

Fraud, Waste and Abuse 

HIPAA 

Industry Trends in Pri vacy Breaches 

In forma tion Security 

Privacy - HIPAA/HIT EC H & Beyo nd 

Enrollee Rig hts 
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Quality Monitoring 

AmeriH ealth Nebraska has quality assurance and monitoring programs for the Contact Center, which 
includes: ca ll recording and screen capture. I f during the quality process there is any indication that a 
members ri ghts are being infringed upon, or other policies and procedures have not been fo llowed, 
immediate feedback is prov ided to the Contact Center representative and the employee's superv isor is 
notified. At a minimum, the employee will receive coaching and coun se ling. The Supervisor will 
contact the enrollee to discuss the situation and provide any additional assistance. 
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PROVIDER-ENROLLEE COMMUNICATION 

QUESTION 25 
Describe the policies, procedures, and processes your Mea will put in place to allow a 
health professional to advise or advocate on behalf of an enrollee who is his or her patient. 

A key aspect of enrollee health is a good relationship between an enrollee and provider. This 

re lationship is our best tool in ensuring that an enrollee understands their health and how to stay 

hea lthy. As such, we want to support prov iders in advising and advocating on behalf of their patients. 

AmeriHealth Nebraska includes language in Section 9. 12 of the provider agreements that c learly 

states we will not advise, prohibit or restrict a hea lth ca re professional, acting wi thin the lawful scope 

of prac tice, from advising or advocating on behal f of our enrollees. We also include thi s policy in our 

provider manual so both network and non-network providers have access to the informati on: 

Anti-Gag Clause 

Ameri Hea lth Nebraska will not prohibit, or otherwise restri ct, a hea lth care professional, acting 

within the lawful scope of practice, from advising or advocating On behal f o f an enro llee who is his or 

her pati ent: 

• For the enroll ee's hea lth status, medica l care, or treatment options, including any alternative 

treatment that may be sci f-adm inistered. 

• For any infonnation the enrollee needs in order to decide among all re levant treatment 

options. 

• For the risks, benefits, and consequences of treatment or non-treatment. 

• For the enrollee's right to participate in decisions regarding hi s or her health care, including 

the ri ght to refuse treatment, and to express preferences about future treatment deci ions. 

Review of the Provider Agreement is part of the orientation process for associates responsib le for 

provider contracting and oversight. This infonnation is reviewed wi th them pri or to thcir interacti on 

with providers to assure they reaFli nn thi s requ ircment in their communication with providers. Our 

provider network managers are also well aware of the requirement and ensure ongoing compli ance 

with its tenns by associate staff. 

Likewise, our medical management teams, who perfonn utilization management, inteb"ated care 

management and quali ty management acti vi ties, and our contact center representatives arc educated 

on th is po licy as part of their department ori entati on. 
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QUESTION 26 

rI.4rbor I ,~, " .. "" 'V' (~eolU1 PIon t</en'Mk~ 

Oescribe your MCa's approach to promote open communication among the MCa, network 
providers, and enrollees. 

Communication is paramount. At 

AmeriHealth Nebraska, we believe that 

members who understand their care and health 

needs are more likely to take proactive steps to 

control a chronic disease or to remain in a 

healthy state. Partnering wi th prov iders and 

their patients, con necting everyone with 

technology and opening up the now of 

information can change the wayan enrollee 

sees and contro ls their hea lth. 

Communication between the 

Enrollee and the Provider 

Anti-Gag C lause - All of our agreements with 

providers specifically state that AmeriHealth 

Nebraska does not prohibit or otherwise 

restrict a hea lth care professiona l from 

advis ing or advocati ng on beha lf of his or her 

patient. We also describe our anti-gag po licy in 

detail in the Provider Manual. We continually 

promote open dialogue between providers and 

enroll ees in enrollee and provider newsletter 

articles, during communi ty hea lth events, 

during interaction with our Care Managers, our 

Customer Serv ice Representatives and on our 

web-sites. 

An example of in format ion includes helpful 

tips for providers if members do not keep their 

appointments. We have worked with Elizabeth 

Woodcock, a national physician office practice 

management consultant to identi fy actions that 

a prov ider offi ce can take to increase 

appointment fOllow-through. Many of the 

actions cncourage increased communication 

between the provider and enro llee. An example 

of how we work with providers is included in 

AmeriHealth Mercy of Indiana discovered that one of 
its providers, a large family practice in rural Indiana 
[the Fort Wayne Medical Education Program 
(FWMEP)), was generating subpar outcomes in 
children enrolled in Indiana's Medicaid program. 
AmeriHealth Indiana teamed up with the provider and a 
nationally recognized practice management consultant, 
Elizabeth Woodcock, to identify actions that the 
provider office could take to increase appointment 
follow-through and improve delivery of preventive care 
to these children. This was accomplished by: 1) 
scheduling visits more frequently; 2) increasing and 
improving communication between the practice and the 
patient through a variety of media; 3) providing weI/
child care at the time of the acute visit; and 4) 
increasing newborn care. A key message to the 
providers was that good intentions are not always 
sufficient if the management processes interfere with 
providing care to members. The providers reduced 
scheduling restrictions on preventive care visits, which 
dramatically reduced the rate of cancellations, and 
encouraged parents to schedule well-child checks. The 
providers identified children who required this care by 
using AmeriHealth 's monthly member reports and 
contacted their parents or guardian to schedule a visit. 
Furthermore, adding just 10 minutes to an acute care 
visit for a well-child check optimized the physician's 
time management and the practice volume actually 
increased. Reduction in reimbursements for separate 
acute care appointments was more than offset by 
lower costs to the practice from reductions in patient 
cancel/ations and no-shows. AmeriHealth also agreed 
to take over communications with any member who 
missed 3 or more appointments. Finally, the practice 
increased newborn care, with a triage nurse following
up directly with the mother to schedule post-partum 
and initial newborn visits. Overall, the new strategy 
was predicated on an increase in welcome calls for 
new patients, confirmation calls for existing patients, 
and fol/ow-up visits, all accommodated with existing 
staff after streamlining and redistribu ting provider 
workloads. As a result of the work that we sponsored 
with this provider, the office doubled their verbal 
communication to members, developed written 
documents to give to them and implemented an 
appointment recall process, and increased the volume 
of well-child checks by 32%. 

an artic le found at http: //www. nxtbook.cominxtbooks/aafp/fpm 20 110910/#/30. 
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This article describes how we worked with a large fa mil y practice in rural Indiana to improve their 

communi cation with members to increase well child visits. A key message to the providers was good 

intentions are not always enough if the management processes get in the way o f providing care to 

members, 

As a result of the work we sponsored with this provider, the office doub led their verbal 

communi cation to members, developed written documents to give to them and implemented an 

appoi ntment reca ll process. Well child visits increased by 32% as a result of the actions taken. 

Two of the pri ncipal components of the mi ssion of Our Nebraska program wi ll be to help peop le get 

care and stay well. This approach call s for the early estab lishment of the re lationship between the 

enrollee and the enrollee's PCP. It is imperati ve to posi ti ve hea lth outcomes that the first encounter an 

enrollee has with the system of care that serves him or her occurs early, thereby providing an 

opportunity for the physician to get to know the enroll ee through a hea lth assessment and 

identificat ion of needs. This in turn results in the connection of the enrollee to a patient-centered 

medical home and the estab li shment o f a plan of treatment in conjunction with preventive, case 

ma nagement and disease management programs, as appropriate. As noted in the PCMH init iati ve in 

response to Question 97, we have numerous mechanisms in place to fac il itate communication 

between prov iders and their patients. Promoting continuity and coordination of care in this earl y 

encounter begins the important re lationship between the enrollee and PCP. 

Some of the interventions we use whi ch are designed to encourage early PCP visits are: 

• Direct Mail. Period ic mailings that encourage enrollees to set up an appoin tment with their 

PCP. 

Enrollee Handbook. Addressi ng the imp0l1ance of the medical home and urging the 

schedu ling of a visit with thei r PCP in the enrollee handbook. Upon enroll ment, new 

enrollees receive a New Enrollee Packet which includes an enrollee handbook, benefits 

in formation, their Medica l Home, and how to change providers if needed and appropriate. 

• New Enrollee Welcome Ca lls. Within 30 days of receivi ng the enro ll ment fi le, our Enro llee 

Service Representatives attempt to contact each enrollee household by phone to expl ain Plan 

benefits, inCluding the importance of schedu ling an early visit with their PCP. We be lieve this 

outbound call ing progra m is a velY effective way to encourage enrollees to schedu le 

necessary appoi ntments, as well as to a llow us to evaluate and address barri ers to health care 

access. This personal ca ll will a lso assess any poss ibl e health risks and instruct the enro ll ee to 

contact thei r PCP to schedule an appoi ntment and estab lish a Medical Home. In the 

Handbook, enro llees are instructed to contact the plan to change their provider but if they 

haven't selected their PC P yet, we also ass ist them with their PCP selection during thi s call. 

• Warm Transfer/3-way C alls for Initial Appointment Scheduling. We have the ab ility to 

warm transfer calls direct ly to the PCP's office or hold a 3-way call between ou r 

representative, the enrollee and the PC P office upon completion of the ori enta tion call , so that 

enrollees lTIay make necessary appointments wi thout having to call directly. 

• Provider Assignment. We wi ll assist enro llees in selecting new PC P when requested, 

possib le, and appropriate. 
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• Roster Communication with Every PCP omce. A panel roster wi ll be provided, in hard 

copy format, to every PCP office who requests one. The roster will list the names, addresses 

and phone numbers of enrollees currently assigned to their practice, It will highlight the 

importance of reaching out to enrollees if they do not already have an appointment schedu led , 

• Care Cap Reports and Alerts. PCP offices can access reports of their ass igned en rollees 

who have not had recommended well-care visits, This in fo rmation helps offices proactively 

contact and schedu le enro llees as part of the ir medical home responsibiliti es, 

• Provider and C ommunity Education Efforts. Provider Serv ice Staff also reinforces to a ll 

PCPs and their slaffmembers during orientation and throughout their re lationship with 

AmeriHealth the importance o f schedu ling new enrollee appointments, In addi tion, we will 

participate in hea lth fa irs, community orga ni zations and health partnerships to increase 

opportunities to ed ucate enro llees about the Plan and the importance of establi Shing 

themse lves with a medica l home, 

Our Care Managers and Customer Service Representati ves facilitate 3-way conversations with the 

provider office when they are talking to an enrollee on the phone who indicates they are having 

difficu lty expressing themselves to the provider office or if they indi cate they don't understand what 

their prov ider has sa id to them, By partic ipating in the call , our care managers can reinforce the 

providers instructions and provide additional exp lanation ifneeded, We encourage en rollees to speak 

open ly to thcir providers and freq uently assist them to prepare for the ir provider visits so they have 

meaningful dialogue and assume an active ro le in their own care, One tactic to ass ist with thi s is to 

ass ist the member with documenting thei r questions o r topics they want to di scuss with the provider. 

The member then goes to their appointment with a list of topics to discuss with the prov ider. Utiliz ing 

the li st helps them remember the questions they want to ask, 

QUESTION 27 
Describe any restriction of coverage for counseling or referral services the Mea is required to provide 
because of moral or religious obligation, 

AmcriH ea lth Nebraska will provide coverage for a\l counse lin g and referra l services required by the 

RFP, These serv ices include, but are not limited to, perfonming care management, quali ty 

management, and utiliza tion review services in relation to family planning, AmeriHealth Nebraska ' s 

managed care activities are not restricted by specific moral or religious directives or obligations, 

QUESTION 28 
Describe your approach to ensure information requirements related to restriction coverage 
for counseling or referrals services due to moral or religious objections, 

AmeriHealth Nebraska will provide coverage for a ll servi ces required to be provided pursuant to the 

RFP and will not restrict any coverage for counse ling or referral services due to moral or re li gious 

objections, AmeriHealth Nebraska will make enrollees and providers aware of the availabil ity ofthesc 

services and the processes for obtaining such services through the enrollee and provider communication 
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mechanisms outlined in this response, including the enrollee handbook and the provider manual, the 

AmeriHealth website for the Nebraska Medicaid managed care program, enrollee and provider call 

centers, and as otherwise required by the State and applicable law. AmeriHealth will also make this 

information available to the Enrollment Broker, to ensure potential enrollees have all necessary 

infonnation. 

Page 5 Provider-Enrollee Communication 



Technical Approach 
a. the 

1m 

b.1 Regulation and Guidance 

b.2 ~lJanaged Care Org. Licensure 

b.3 Reinsurance 

bA Advance Directives 

b.S Information Requirements 

b.6 Provider Discrimination 

b.7 Third Party Resources (TPR) 

b.8 Enrollment I Disenrollment 

b.9 Enrollee Rights 

b.IO Provider-Enrollee Communication 

b.1I Marketing Activities 

b.12 Emergency Svcs: CO\/g and Paymt 

b.13 Post Stab. Svcs: CoV"g and Paymt 

b.14 Covered Services 

b.IS Care fVlgmt Requirements 

b.16 ~/ledical Record Content 

c. Technical 

Detailed Pian 

e. Deliverables: 

Deliverable I 

Deliverable 2 

Deliverable 3 

b.17 Pro\;l. Network and Access Stds. 

b.18 Structure and Operations 

b.19 i'v1easurement & Impr Stds. 

b.20 Grievance Systems 

b.21 Certification 

b.22 Program Integrity 

b.23 Coordination vI/I Enrollment Broker 

b.24 PrOVider f\jetwork 

b.2S PCP Network 

b.26 Patient-Centered Hedical Homes 

b.27 Coord. wi Beh. Health Vendor 

b.28 Radiology Hanagement 

b.29 Accreditation 

b.30 Physician Incentive Plan 

b.31 PPCsr inc!. Health Care p,cquired Condo 



CONTENTS 

MARKETING ACTIVITIES ......................................................................... 1 
Question 29 ................................................................................................................................................................... 1 

Question 30 ................................................................................................................................................................... 3 



Medicaid Managed (are Physica l Health Service 

RFP # 379' Z, 
tilJ1ruor I ,_ .... " 
t!/ '~ealth Plem Ntbr.~ 

MARKETING ACTIVITIES 

QUESTION 29 
Describe marketing materials your Mea proposes to use. 

All marketing materials, without exception, must be approved by AmeriHealth's intemal review 

process as well as by the re levant State agencies prior to distribution to enrollees. This process, 

outlined in greater detail in our response to IV.C.6.c, Question 30, is designed to be infomlative so 

that enro llees can derive maximum benefit from health care service provided. 

Once approvals are secured, AmeriHealth wi ll distribute a variety of informational materials with the 

goal of engagi ng, educating, and empowering the reader. In consideration of the issue that managed 

care may be a fairly new concept to many potentia l enroll ees, AmeriHealth will have literature 

avai lab le to assist enrollees in understanding the role of managed care and its processes. Some of the 

matcri als avai lable for distribution will incl ude, bu t are not be limited to: 

• 
• 
• 
• 
• 
• 
• 

• 

Pag e 1 

Information rega rd ing our member incentives 

In formatio n about our provider di rectory 

Uti li zi ng the enro llment broker 

Describing how managed care plans work and using them effecti ve ly 

In troducing the concepts of the primary care physician (PCP) and the medical home 

Describing new approaches for accessi ng care 

Describing a general summary of benefits and services that can be accessed through managed 

care 

Display ing health education materials to be distributed at community events 

Marketing Act ivi ties 
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Adult 
Preve ntative 
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maternity 
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Rapid Response 
Team 
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· · · 
· · 
· · 
· · 

· 
· 
· 
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Amlllol plOVGIH.allva physiCAl fOI adults AdulL<; 21 yom" and oldor 
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$0 Copay • Ona evel y 12 mon~h il 
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M fl ll 'OIdol c1lnpol 10 WOIcls plovldocl and Ing specified pronolfll Clnci 
shipped free to qualifying elHolioes \JOsl -pmtulO Cfll9 vh;lt Ie· 

qulromonu: 

Educntionnl s{!mlnm !) on utlllzin{l Lamazo All ]l1/;!{l IUIIH QllI olle(ls 
bloathlng tochnlquos 
$0 Capay UnUmil.od quantity 

Dod lcalOd hOl Uno fOI cm o cooldlnalion hot All olll alloes 
IIna 
24 x 7 aeeo!>!; 10 e m o COOlcl lnation Tachnl-
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Figure 1: Sample Marketing Material 

As enroll ees develop a re lationsh ip hi story with Ameri Hea lth Nebraska, AmeriH ealth Nebraska wi ll 

be able to provide additiona l, more specific information to enroll ees, ranging from AmeriH ealth 

Nebraska-specific benefits and services to processes and procedures expla ining how enroll ees can 

best access the ir care. Some of the materia ls that wi ll be availab le wi ll inc lude, but will not be limited 

to: 

• New Enrollee Welcome Kit - sent to all new enrollees to he lp them acclimate to their health 

plan, benefits, and services. 
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• 

Enrollee Ha ndbook - to include all benefit and 

service information; important numbers; how to fi le 

a grievance, appea l, or State Fair hearing; and points 

of access to care. 

Educational materia ls - to include information 

related to heart disease, asthma, diabetes, pregnancy, 

well baby and well chi ld care, and adolescent well 

care. 
Reminder cards - to include mammography 

reminders for women and birthday cards to remind 

children to get their routine check-ups and 

vaccinations. 

Please see Attachments 8- 10 for samples of enrollee 

materials described above that will be ava ilable to our 

enro llees, and which will be adapted to meet State 

requi rements. 

Enro llee materia ls wi ll be avai lable in English and Spanish, 

and in additional languages upon request. Enro ll ees can also 

request to have the information in alternate Formats for the 

visua lly impa ired. All enrollee materials wil l be prepared 

u ing health literacy and Culturall y Lingui tically 

Appropriate Service (CLAS) standards (as outlined by the 

Office of Minority Hea lth), and will be written at or below a 

6'h grade reading level. Materials wi ll be accurate, and not 

misleading or confusi ng. 

QUESTION 30 

"".4rbor I ,~" ... " ~ (~ea/[h Pl<m Nebf.Po.b 

Figure 2: Cover of Welcome 
Brochure 

Describe the policies, procedures and processes your MeO will put in place to ensure the 
above marketing requirements including State approval are met. 

Ameri Health and its employees have significant national experience with both state- and enters for 

Medicare and Medicaid (CMS)-mandated marketing guidelines. Our Marketing Communications 

Department are trained on the pecific State requirements to ensure that all appropriate guidelines are 

fo llowed and regulations arc met in the development, review, approva l and dissemination of enrollee 

materials. All marketing materials, without exception, must be approved by AmeriHealth Nebraska's 

internal review process, as well as by the relevant State agencies prior to distribution to potential 

enrollees. Materials will be developed and reviewed by a ll appropriate internal stakeholders, 

includ ing cli nica l review, as indicated . AmeriHealth's Marketing Commun ications Department wi ll 

review all materials to ensure that materia ls: 
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• Are wri tten at or below a 6th grade reading level C6.9 score on the Flesch-Kincaid grade-Ievcl 

tool) to ensure they are easily understood, reflect the utilization of Culturally and 

Linguistically Appropriate Serv icc CCLAS) standards, and ensure that our goa ls of hea lth 

literacy and cul tural competency are mel. 

• Are accurate, not misleading or confusing, and do not defraud rec ipients or the State in any 

way. 

o ontain no statements that would in any way mis lcad the potentia l enrollee in be lieving that 

he/she must eruo ll with AmeriHealth Ncbraska in order to obta in hi s/her benefits or in order 

to not lose benefits. 

o Contai n nO statements that wou ld in any way lead the poten tia l en rollee in be li ev ing tha t 

AmeriH ea lth Nebraska is endorsed by CMS , the Federal or State governmcnt, or a similar 

entity. 

• Satisfy all State contract and regu latory requirements. 

Ou r Marketing Communications Department, hav ing comp leted review of the matcria ls, will forward 

them to Lega l Affa irs, who will ensure that a ll lega l requi rements are mel. 

Once all internal reviews have been co mpleted and all internal stakeholders agree on the content , the 

materials will be sent to DHHS. If DHHS responds to Ameri Hea lth with feedback and suggested 

edi ts. The appropriate edits will be made and returned to DHHS for fina l rev iew and approval. Once 

DHHS approves the material, the fi nal document will be sent by the Marketi ng Communications 

Department to the interna l stakeho lders, our Creative Services Department Cif desi gn work is needed), 

and Purchasing Cas needed) . Through an internal tracking system, Creative Services wil l monitor the 

production of all materials, confi rming that all approva ls, including DHHS approva l, have been 

secured prior to design work being com pleted. 

Approved enroll ee materials wi ll be di stributed to the entire servi ce area to potentia l enroll ees after 

approval [rom DHHS. The enrollee material s wi ll not seek to influence a reci pient's enroll ment in 

conjunction with the sale Or offering of any private insurance. 

We will not, di rectl y or indirectly, engage in door-to-door, telephone or other cold-ca ll marketing 

activities. ommunity outreach employees will be trained extensively on State marketing 

requ irements. Month ly mcetings, including on-s ite monitoring and one-on-one feedback, will be 

mandatory in order to ensure the team is appri sed of any and all updates to marketing gu idelines. 

Internal performance will be aud ited as part of our ongoing efforts to ensure that comp liance and 

quality standards are met. 
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EMERGENCY SERVICES: 
COVERAGE AND PAYMENT 

QUESTION 31 

(lArbor I '"*"'''" ~ '~eotth Plan Neblw~ 

Describe the policies, procedures, and processes your MCO will put in place to ensure 
emergency services are covered regardless of whether the provider that furnishes the 
services has a contract with the MCO. 

Claims fo r emergency services wi ll be processed for payment even if the provider does not have a 

contract with AmeriHealth Nebraska. The claims wi ll be proce sed ba ed on the Place of Service and 

Revenue Code that identifies the hea lth care service was rendered in the emergency department. The 

c la ims will not be processed based on whether the provider i a partic ipati ng provider. An 

exp lanation of how cl ai ms for emergency medica l cond itions are includcd in the response to Question 

32. 

When an enro llee receives care from a non-pa rtic ipllling provider who does not have an acti ve profi le 

in our c laim system, an AmeriHealth Nebraska representati ve will contact the non-partic ipating 

prov ider to obtai n the in format ion necessary to enter the provider in our claim system and generate 

reimbursement. 

Ameri Hea lth Nebraska's provider network management team monitors non-partic ipating prov ider 

payments on a routine basis. When non-participating physicians are identified a providing a la rge 

volume of services to our members, the provider network management team will contact the provider 

and offer them a contTact for them to become a participating provider. Thei r partic ipation in the 

network assures we ha ve their provider information on file for timely processing of c la ims but does 

not impact their payment. 

In order to ensure seamless coverage and payment of emergency services, policies and procedures arc 

documented and used to outline work processes and faci lita te organizational understanding of 

Covered Services and requirements inCludi ng payments for emergency services. Po licies are created 

by employees who are proficient in their areas of expertise and fami liar with the AmeriHealth 

Nebraska contract. Cross-functional teams coHaborate to generate policies and procedures for 

requirements that span areas of responsibility. Policies, procedures and processes that outline the 

coverage and payment fo r emergency services include input from the following departments: 

• Provider Network Management 

Operations 

Medica l Management 

• Customer Contact Center 

For Enro llees, the Enrollee Handbook and the Enro llee web portal prov ide an overview on Covered 

Services, information on Enrollee rights and instructions on how to access care in emergency 

ci rcumstances. AmeriHealth Nebraska Customer Contact Center personnel are also trai ned to instnlct 

enrollees to seek emergency care at the nearest emergency fac ility or ca ll 9- 1- 1 for he lp. 
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AmeriHealth Nebraska goes beyond just processing of the emergency claim. We provide care 

management programs and community educati on programs such as; a program to educate parents of 

young infants on how to care for sick children, effective home treatments and when to seek medica l 

or emergency care. Each enrollee is provided an easy-to-read reference book outlining symptoms and 

reco mmended care for common childhood illnesses. lfpermitled by the State, we may supply 

thermometers to those parti cipants who don't have them. We learned early in the program that advice 

regarding fever in the book would not help a woman who had no means to take the child ' s 

temperature. 

Page 2 
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Figure 1: A sample page from the AmeriHealth Reference Book 
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QUESTION 32 

IIArbor I ",,"''''''" ~ (~eQllh Plan Neb/ lIlkiI 

Describe the policies, procedures, and processes your Mea will put in place to ensure 
payment for treatment obtained when an enrollee had an emergency medica l condition. 

AmeriHealth Nebraska will not deny payment for treatment obta ined by a member who presented 

with an emergency med ical condition. This includes cases in which: I) the absence of immediate 

medical attent ion would not have a) placed the hea lth of the enrollee (or, in the case ofa pregnant 

women , the hea lth of the woman or her unborn chi ld) in serious j eopardy, or b) resulted in seri ous 

impairment to bodily fun ctions or c) resulted in serious dysfunction of bodi ly organ or part; nOr 2) in 

cases where an MeO representati ve instructs the enrollee to seek emergency services. 

AmeriHea lth Nebraska will a lso not refuse to cover emergency services based on the lack o f required 

notification (of AmeriHea lth and/or the app licable State en tity) by the emergency room (E R) 

provider, hospita l, or fi scal agent of the enro ll ee's screeni ng and treatment with in 10 calendar days of 

presentation for emergency services. 

We ensure payment of cla ims for emergency mcd ica l conditions through our detH iled claim payments 

polices, robust claims processing system, manual c laim process in g rules and a quality assessment 

program. Each of these processes is described below to ensure the accuracy of claim payments for 

members who have been treated for an emergency medica l condition. 

Payment Polices 

AmeriHealth has a library o f payment policies that are updated to meet the speci fi c state payment 

requirements and network provider agreements. Similar to other states, Nebraska ' s will include 

po licies to pay c lai ms in accordance with the above defin ition. The po licies are the source documents 

used to defi ne system confi guration requircmcnts and cla ims process ing ru les. At a minimum, an 

annual review will be performed to ensure all payments policies have been updated appropriately to 

meet any new state requirements on provider agreement changes. Payment policies will be changed as 

needed. Providers will be notified of any payment polic ies updates via the Web, Provider Handbook 

and/or provider mailings. 

Claims Processing System (Facets®) 

AmeriHea lth's claim processing system a llows for numerous edits and processing routines during the 

claim adjudication process based on the c lai m's data e lements. These processes and edits allow 

Facets® to app ly the appropriate payments po licies, to ensure payment for treatment obta ined when 

an enrollee had an emergency med ica l condition. The c la ims wil l be pa id based on the place of 

serv ice and revenue code. These processes arc part of the core functiona lity within Facets® that 

ensure the accuracy of the c laims processing and payment. 

Manual Claim Processing Rule 

AmeriHealth Nebraska's deta iled claims-process ing proced ures have been developed to assist cl a ims 

examincrs when they are required [0 manuall y process a c la im. For example, if a provider is not 
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participilting with us, and has never submitted a clai m before, the claim will need to be manuall y 

processed. The claim procedures outline the payment ru les and detai led steps an examiner must 

foll ow to ensure accuracy of provider payments. These rules are deve loped by a cross fu nctiona l team 

with representation from the Claims, Provider Network Management, Medica l Management, Quality 

Auditing and System confi guration departments. AmeriHealth has an agile process, which all ows for 

rea l-time updates to the processing rules. 

Claims Processing Quality Assurance 

As part of AmeriH ealth 's qua li ty assurance program, pre-payment and post-payment claim aud its are 

performed. Spec ifi c claim payment reports identi fy Cla im errors wi ll be reprocessed so the prov ider 

receives the appropriate paymen t for services fo r emergency med ica l conditi ons. 

QUESTION 33 
Describe the policies, procedures, and processes your MCa will put in place to ensure the 
MCa does not limit what constitutes an emergency medical condition based on lists of 
diagnoses or symptoms. 

Ameri Hea lth Nebraska wi ll not li mit what constitutes an "emergency medica l condition" on the basis 

o f li sts of diagnoses or symptoms. During the first yea r of operations, Ameril-l ea lth Nebraska plans to 

process fo r payment all emergency room c laims. If trends arc identi fi ed show ing a large percentage of 

non-emergent care rendered in the emergency department, we will determine if prudent lay review 

should occur for the claims that appear to be non-emergent. 

No c lai ms will be denied based on a list of diagnoses or symptoms but instead the clai ms that wi ll 

automatica ll y process without further review can be identified by the di agnosis on the c la im. A 

medi cal record will be reviewed by a lay person for the remainder of the c laims . Appropria teness of 

the visit can onl y be determined by a lay person based on the ad mitting sympto ms, never on the 

di scharge diagnosis. 

Another option Ameril-l ealth Nebraska will conside r is to use the firs t year of claims experience to 

determine a reimbursement rate for the non-emergent ER visits that is representative of the potenti al 

payment if prudent lay rev iew was in place. Utili zing this reimbursement methodo logy in lieu of 

performing the pruden I lay review a llows payment a t the appropriate level of care while reducing the 

admin istrative requirements for the hospital. It is our desire to partner wi th our providers and reduce 

their administrative requi rements as much as possible. 

Enroll ees wi th hi gh ER utilization will be referred to the care management program for education and 

assistance. We will also eva luate the PCP offices to determine comp li ance wi th access and 

ava ilab ility standards. Our experience in other markets indicates enrollees frequently visit the 

emergency department if they are unab le to obtain an appo intment with thei r PCP. Ifwc find this to 

be the case we will ta lk to the PCP about ava ilability standard requirements. We will ident ify other 

prov iders in the community and attempt to contract with them to increase access to care for Our 

members. 
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QUESTION 34 

tI.4rbor I ,~,",,"" 
~ '~eaIUl Pion Nll,lt"~k/l 

Describe the policies, procedures, and processes your Mea will put in place to ensure the 
enrollee is not held liable for payment of subsequent screening and treatment needed to 
diagnose the specific condition or stabilize the enrollee. 

AmeriHealth Nebraska has poli cies and procedures in place to ensure that enrollees are held harmless 

in compli ance with applicab le State and federa l requirements for subsequent screening and treatment 

for the diagnosis ofa condition and associated stabilizing care. We work close ly with providers to 

ensure they are aware tha t enrollees are not liable for payment re lated to such care. Information 

regarding the "hold harml ess" status of our enrollees is documented and readil y avai lab le in the 

provider manual , provider portal, through our customer contact center staff, and is clearly 

documented in our wri tten provider communications re lated to specifi c requests for enro ll ee care and 

treatment received through our utilization management process. 

We work co llaborative ly with prov iders through ou r utiliza tion management authorization process to 

approve coverage for select covered services for our enrollees. Ameril-Iealth Nebraska will perfonn 

non-urgent/urgent pri or (pre-service) authori zation reviews and review of ongoi ng services 

(concurrent review) of se lect health care services to determine medica l necessity and el igibility for 

coverage under the enroll ee's benefit package. At certain times, when information is not availab le to 

make a prior or concurrent determination and services have already been prov ided, enro llee records 

are reviewed retrospectively to determine bcnefi t coverage and/or medical necessity . At a ll times, our 

processes and procedures are followed to ensure transparency for providers and to provide a seamless 

provi sion of care to enro llees, who are held harmless with regard to payment for subsequent screening 

and treatment to diagnose a specific cond ition or stabilize them. 

AmeriHealth Nebraska 's Contact Center, Claims and Medical Management staff receive training on 

policies and procedures regarding holding enro ll ees hann le s for subsequent screening and treatment 

needed to diagnose a spec ifi c condition or stabilize the en rollee. 

Enrollee Communication 

Enro llees arc informed how to hand le situations if the enroll ee rece ives a bill from a provider in a 

prominent place in Ollr Enrollee Handbook and on our website. Enroll ees are instructed to ca ll our 

2417 Enro llee Contact Center and report the bi ll to an Enro llee Contact Center Representative. 
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Figure 2: Instructions on Other Insurance and Bills 
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When an enrollee contacts us about a bi ll or statement, our Contact Center Representati ves veri fy that 

the enrollee was e li gible on the date o f service and that the service on the bill is covered under the 

enrollee's benefit package. We look to see if the c la im is present in our system and whether or not it 

has been paid . If we have not received a claim for the service, we contact the provider to veri fy the 

enrollee's coverage and request that the c la im be submitted. We instruct the enrollee t disregard the 

bill and to call us if any subsequent bills are received. 

Information on the provider who sent the bi ll is given to our Provider Network team, who contact the 

o ffi ce to c larify the reason the bil l was sent and to educa te the prov ider on their responsibility to 

submit any clai ms to AmeriH ea lth Nebraska and to remind them th at they are not permitted to bill our 

enro llees. We also send the prov ider a letter outlining the ir responsibility as documentation of th e 

education they received. 

QUESTION 35 
Describe your MCa's process for insuring that non-participating providers who provide 
emergency services to enrollees are paid on a timely basis. Also, describe your MCa 's 
process to insure appropriate communication with the provider, follow-up communication 
with the enrollee's PCP, and follow-up care for the enrollee. 

Non-Participating Provider Emergency Service Claims Payment 

AmeriHea lth Nebraska accepts the obli gation to be fin ancia ll y responsibl e for prov iding timely 

payment for emergency and post-stabiliza tion care services obta ined within or outside o f our network 

of providers, and will meet the payment standards spec ified in the RFP fo r participating and no n

participating providers ali ke. 

We routinely pay c lean c la ims submitted by a hea lth care provider within thi rty (30) days of receipt of 

the claim, well under applicable State and federal requirements. Thi s track record applies to non

participating providers who provide emergency services as well. 

The primary communi cation with the non-partic ipat ing prov ider is to obta in a ll information 

necessary to pay cla im, including address, Medicaid identification numbers, etc. If the member is 

admitted to a non-parti cipating hosp ita l as a result o f the ER visit, AmeriHealth Nebraska wi ll obta in 

additional information regarding medical necessity. If the admi ssion was medicall y necessary, we 

authorize the admission at the non-parti cipating hospital until the pati ent is stable for transfer to a 

fac ili ty within our provider network . We will autho rize payment for the entire admi ssion if it is in the 

pati ent ' s best interest to s tay in thc fac ili ty and not transfe r. 

Communication with Enrollee's PCP and Follow-up Care 

AmeriH ea lth Nebraska rccognizes the importance of good communication with both providers and 

enroll ees, especia ll y when re lated to follow-up o f the diagnosis or treatmcnt o f a conditi on, inc luding 

emergency care, pos t~ sta biliza tion care, or acute or chronic condition management. 
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Our Integrated Care Management (ICM) program is a holistic solution that uses population-based 
health management to provide comprehensive care management services, including timely and 
relevant communication and follow-up with enrollees and providers. AmeriHealth ICM staff 
members make outreach calls to the enrollee and/or authorized representative as indicated, and work 
with the enrollee and the provider collaboratively to develop an individualized plan of care. We use 
outreach letters as well as home visits when appropriate to engage enrollees and to address and 
resolve their issues. Additionally, DHHS-approved care management brochures and other forms of 
enrollee communication will include information on the Patient-Centered Medical Home and the 
benefits of participating in a medical home. 

Care managers work to proactively facilitate PCP/Medical Home appointments for enrollees as 
appropriate following emergency care or post-stabilization care, as well as for enrollees who are in 
need of such assistance due to an acute or chronic condition. Our Care Management team ensures that 
all key/current providers, including specialists and behavioral health clinicians, who are involved with 
the enrollee's care are kept informed of relevant medical events and treatments to identify areas for 
care coordination and participation in the development of the plan of care. Enrollees in need of care 
management will be stratified based on a combination of predictive risk scores and assessment 
findings and those identified with a score greater than twice the population average will be assigned 
to the high-risk group. The frequency and extent of communication following the diagnosis and 
treatment of a condition, emergency care, or post-stabilization care will be provided in accordance 
with the guidelines of our ICM program, which is fully, explained in Question 43. 

If the enrollee is admitted to the hospital following the ER visit, our Medical Director or utilization 
management staff notifies the PCP and works with them to assure continuity of care. In addition, the 
PCP has access to the full history of health care delivered to the member through the Clinical Patient 
Summary via the NaviNet system. This includes the information of the enrollee's visit to the non
participating emergency room. 
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POST STABILIZATION SERVICES: 
COVERAGE AND PAYMENT 

QUESTION 36 
Describe the policies, procedures, and processes your MCG will put in place to ensure the 
MCG's financial responsibility related to post stabilization services. 

AmeriH ea lth Nebraska agrees to accept financial responsibility fo r post-stabilization services 

fo llowi ng emergency care. We accept this responsibility regardless o f if an enrollee is at a contracted 

or non-contracted hospital. 

AmeriHealth Nebraska will pay all the re lated services with the emergency diagnosis. As more 

particul arly described in the response to Question 32, AmeriH ealth Nebraska's cla im processing 

system a ll ows for numerous ed its and processing routines during the c laim adjudi cati on process based 

on the c laim's data clements. These processes and ed its a ll ow Facets® to apply thc appropriate 

payments polic ies and to cnsure payment fo r treatment obta ined when an enroll ee had an emergency 

medical condition , including post-stabili zation service. These processes arc part o f the core 

functionality within Facets® that enSure the accuracy of the c laims process ing and payment. We wi ll 

make sure Facets is confi gured to meet the Nebraska spccific requirements. 

As part of AmeriHealth Nebraska's quality assuran ce program, pre-payment and post-payment claim 

audits arc performed on emergency room claims. Specific claim payment reports identi fy claim errors 

which will be reprocessed so the provider receives the appropriate payment for emergency and post 

stabili zation services. 

Per the RFP , we remain responsible for payment in the followin g scenarios: 

• Pre-Approval : post-stabilization care services obta ined either within or outside of our 

network of providers which are pre-approved by an AmeriH ealth Nebraska network provider 

or other AmeriHealth Nebraska representative. 

• Approval Request: post-stab iliza tion care services obtained within or outside of our network 

of prov iders wh ich are not pre-approved by a plan provider or other Ameri Hea lth Nebraska 

representat ive, but adm inistered to maintain the enro llee's stabilized conditi on within one 

hour of a req uest to AmeriHea lth Nebraska for pre-approva l of further post stab iliza tio n care 

services 
• No Pre-Approval: post-stabilization care services obtained within or outside a four ne twork 

which are not pre-approved by a plan provider or other Ameri Health Nebraska 

representati ve, but administered to maintain , improve, or reso lve the cnrollee's stabili zed 

conditi on if: 

Page 1 

I) AmeriHealth Nebraska has not responded to a request for pre-approval within 

one hour. 

2) AmeriHealth Nebraska cannot be contacted. 
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3) An AmeriHealth Nebraska representative and the treating physician cannot reach 
an agreement concerning the enrollee's care and a plan physician is not available 
for consultation. In this situation, the AmeriHealth Nebraska representative will 
give the treating physician the opportunity to consult with a Plan physician, and 
the treating physician may continue with care of the enrollee until a plan 
physician is reached or: 

a. An AmeriHealth Nebraska physician with privileges at the treating 
hospital assumes responsibility for the enrollee's care. 

b. A Plan physician assumes responsibility for the enrollee's care through 
transfer to another place of service. 

c. An AmeriHealth Nebraska representative and the treating physician 
reach an agreement concerning the enrollee's care. 

d. The enrollee is discharged. 

Post Stabilization Services: Coverage and Payment 
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Describe the policies, procedures, and processes your Mea will put in place to ensure the 
Mea does not restrict the choice of provider from whom the enrollee may receive family 
planning services and supplies. 

AmeriHealth Nebraska enro ll ees may obta in family planning services as described in the RFP fro m 

any approved Nebraska Medica id provider. No referral from the enrollee's PCP is required for 

fam ily planning services and supplies, and we will not im pose any other restrictions on the enrollee's 

choice of provider for family planning services. Our claim system will be configured to process 

payment wi thout referral or authorization for fam ily planning services for a ll enrollees, including 

those under age 18. 

AmeriHealth Nebraska will provide training to staff as part of their orientation concerning family 

pl anning services and supplies ava ilable to enro llees without the need for referra l. Training po lic ies 

and procedures will include ensuring that staff is educated on how to identify availab le providers 

including fa mily plann ing clinics that accept Medica id or CHIP in order to assist enrollees. Enro llees 

wi ll be able to access information on fami ly planning services in the Enro ll ee Handbook, the enro llee 

web portal, and through request or questions to the Contact Center representati ves. Family planning 

services, including options for birth control, are personal decisions and enro llees who may not feel 

comfortable talki ng to their doctor or do not know where to go to receive these services may contact 

Nebraska AmeriHealtb for information on avai lable prov iders from whom they may eek services and 

supplies without restriction. 

QUESTION 38 
Describe the approach your Mea will take to inform enrollees about covered health 
services. 

AmeriH ea llh Nebraska will inform ou r enrollees of covered hea lth care serv ices in a way that 

empowers members to seck appropriate care and achi eve desired health outcomes. Our experie nce is 
that a know ledgeable membershi p is more likely to fo ll ow relevant care plans and seek the 

appropriate level of care at the right time res ulting in a hea lthier popula tion. For example, 

communicating to our pregnant enrollees that their prenata l services are covered benefits helps them 

obtai n preventive care. 

Our communication strategy leverages on line content, pri nted materials, educational outreach and 

knowledgeable employees. All of our materials arc designed to meet the communication needs of our 

enrollees and go through an extensive internal review process as described in our response to 

Question 9. Our outreach and educational materia ls, including online content, wi ll not be used until 

DH HS has reviewed and approved our materials. 

Page 1 Covered Services 
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Enrollee Handbook 

AmeriHcalth Nebraska will communicatc the availability of covered services through several key 

printed materials. Our Enrollee Handbook will contain comprehensive information on the types o f 

services available and the process to access those services. 

Arbor Health Plan Overview 

AmeriHealth Nebraska will also communicate the availability of covered services via the Enrollment 

Broker in thc fonnat requested by DHHS. The fo llowing chart is in the fonnat currently used by 

plans in the Omaha/Lincoln service area . See a drafi of this chart below: 

Arbor Health Plan Overview (AmeriHealth Nebraska) 
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If you are not satisfied with your health care, you can 
call our Member Services Number or (TDDITYY) for 
the 

Will include all contracted Hospitals in the 83 County 
area as well as Tertiary Centers in Omaha, Lincoln and 
other areas 

Arbor Health Plan does not require referrals for medical 
care. Ca ll the Member Service line for more 
information. 

The basic Medicaid benefits package stays the same 
with the addition of Adult Preventive Care Visits and 
the "WeeCare" Free 

Bilingual providers are available who speak a variety of 
languages. Call our Member Service line for a 
complete list in area 

Arbor Health Plan offers free translation services by 
calling our toll free Member Services Line as well as 
our Provider Service line for hospital and physician 
offices 

All providers have parking and offices accessible to the 
physically disabled. Special needs members can use 
their specialist as their Primary Care Physician. Call 
the Member Service or Rapid Response Line for more 
information 

Adult Preventive Care Visits , 
"WeeCare" Free Diaper Program, 
"WeeCare" Maternity Management 
"For Your Kids Care" 
Smoking Cessation Help 
Immunization Reminders 
Mammogram Scheduling 
Parenting Classes 
Access to educational materials at our website 
ArborHealthPlan.com 

Covered Services 
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Online Content 

"Lose to Win" Diabetes Program, 
Asthma Management Program 
Pediatric Care Management 
Childhood Obesity Management 
Hypertension Program 
Weight Loss Coaching 
Member Web Portal with a printable Medical History 
and Vaccine History 
Lamaze Classes 

"Rapid Response" Free 24x7 Care Assislance Line 
One-to-one Care Management 
High Risk Maternity Care Management 
24/7 Nurse Hotline 

Arbor Health Plan Customer Service Representatives 
are available 24 hours a day, seven days a week by 
calling our Member Services Number or (TDDITYY) for 
the hea red 

In addition to the enroll ee receiving a hard copy of the Enrollee Handbook, we wi ll post information 

about covered scrvices and the process to access those servi ces on our web si tc . The complete 

Enrollee Handbook wi ll be accessib le from the website in Engli sh, Span i h and any other preva lent 

language in our enrollee population. In additi on to the fu JI Handbook, we wi ll provide separate l inks 

to content on the serv ices avai lab le through our plan, how to acce s those services and how to contact 

us for ass istance in understanding or accessi ng availab le services. 
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Additionally, we will post seasona l reminders for enrollees on services they should be acces ing at 
different times of the year, such as nu shots in the fa ll and children's well visi ts prior to the school 
year. 

We will also use mail to remind members of needed available services, including well care visits, 
EPSDT screening servi ces and chroni c care monitoring services. Our bi rthday cards, described in the 
response to Question 4 1, are one example of this type of communi cation. 

Our Welcome Packet will contain infonl1ation on services ava ilabl e from the PCP/Medica l Home and 

encourage enrollees to make an appointment for ca re. 
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This 'leal the flu shot you gel will prOIe<t you flom both the seasonal and HI N 1 flu viruses. You win 
not need two shol's. The CDC recommends that everyone over the ageof 6 months gel a flu shol. 
Some family members may get a ~no ' ll~dle~ flu mist. Talk with your doctor about this option. 
Fiu shots are always a Keystone Mercy cove red benefit. 

Flu shots are very Important for everyone, but especia lly for: 

· people wllh chronic Illnesses. like diabetes. as thma. lung disease. or heart disease 

• ali <hildren ages 6 months to 18 years' 

· pregnant women 

·OwId/ttI~......., 6 _", 0lId 9tr'1'1 old....". """f""~ ItfOlllllOf'llllol1On b IIu P'1If<"t1lol' 
relit I'IIIII)WI' dOtlCN oIrruf 1'1* tMhtn '" liln .. f'OIP. 

Use everyday steps<Jgainst spreading germs 

· wash your hands often, with soap and water for IS se<onds 

· cover your mouth with a tissue when you cough or sneeze, and throw it away after each cough 
or sneeze 

· don't touch your eyes. nose. or mouC.h 

Remember, you r doctor Is the first plac. to go when you have questions 

) 

about flu, colds or other winter IIIness"s. 

KeystOrlt MelCY Iflernber ~ can go to Ihelr doc lor 10 gel a flu \001. Membc!u can al\O 
90 \0 Ihelr nerghbolhood pha1macy 10 get Ihell flu ~hoIS. 

Don't delay. Get your flu shot today! 

'' '''_ ..... _ Io .... ~ .... _~ .. ...,_~ ..n..t4\1 _ __ .. . .-,j, ........ , ._w;s-trtTYI 
~ __ .. ____ r_'_._ .... " __ 

J{£YSTONEMERcy 

oI ,_,I._.oI, __ ,.. (ny) 

............. -_ ......... .. r _ _ ........... .- ..... ........ _y., 
!teO V"",04 '.-!I'_..., 0/1 ..... _.".. ....,. .. _ 'IU '~ITn'~ 

.... ~~'NClI!:,. •• ld'4I·:I'tt·lAII!t!Ai."tl'~.'t~_. 
'..-.tI'_ V ._ .. _rnV).ll1rit1~' Aoo_-._. __ .. ...,. .. . _ _ . Ot_.....,· _ _ ~,_J>'_ ... ' __ IrtY) 

... W;.UIli.II .... ' .. "oe;. lIl11.W". III ... l-.n._ ... 
' __ (nYl ••• II •• t. 

Figure 3: Seasonal Flu Shot Reminder 
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Educational Outreach 

We also conduct periodic outreach to enroll ees who have not accessed rccommended services to 
ensure they are aware of avai lable services and to facilitate an appointment for care. We analyze 

claim data to identify services that are recommended for the member based on clinica l practice 
guidelines for which there is no evidence that the service was received. For example, we look for 
annual mammography claim for women aged 44 to 64 . Female enrollees in that age band who do 

not have a claim are contacted to educate thcm on the importance of mammography to screen for 
breast cancer, remind them that mammography is a covered service, and offer to assist them in 
schedu ling an appointment. 

We also proactively contact members to remind them of covered services they should be receiving. 

For example, we call the parent/guardian of enrollees under two to remind them of upcoming EPSDT 
screenings and immunizations that they need to schedu le for their chi ld. 

Knowledgeable Employees 

One of our greatest assets is our empl oyees . Available 24 hours a day, 7 days a week, our Contact 

Center representatives can answer complex questions on the covered services and benefi ts availab le 
to our enrollees. To ensure the consistency and accuracy of the information, we maintain a robust 
Online Help Directory. Online He lp gives our representatives instant access to deta iled information 
spcci fic to the enrollee's benefit packagc. 

We a lso use inbound calls from enrollees a an opportunity to rev iew recommended clin ica l serv ices 
which the member has not yet utilized, and suggest that the enro llee rece ive the service(s), e.g. a 
cervical cancer screening or an immunization series. We understand the importance of usi ng persona l 

reminders with enrollees to help them stay abreast of their hea lth care needs and take advantage of 
preventi ve services that will assist them in leading healthy lifestyles. 

QUESTION 39 
Will your MCO's program require referrals from primary care providers in order to authorize 
services from speCialists? If so, describe how your MCO will communicate this requirement 
to enrollees and providers. 

AmcriHealth Nebraska will not require referrals for members to access specia lty care. Ylembers with 

pecial health care needs will have direct access to specia lists as appropriate for the members' 
conditions and identified needs. Members will be ab le to acces our case managers by ca ll ing our 
Contact Center for assistance with coordination-or-care needs. 
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QUESTION 40 
Describe, in detail, any substitute health services your MCa proposes to provide. Describe 
how your MCa will determine how such services are medically appropriate, cost effective, 
and approved by the State. 

Ameri Health Nebraska wi ll offer substitute services (or expanded serv ices) and benefi ts to enro ll ees 

in addition to those core benefits and services specified in Section IV .C.6.fof the RFP. These 

expanded services are services that arc currently not covered by the Nebraska Medicaid State Plan or 

in excess of the services prov ided by the State of Nebraska. These expanded bene fi ts wi ll not be a 

rep lacement or in li eu orthe core benefits . 

AmeriHealth Nebraska will offer additional benefits that will serve to enhance current benefit 

offerings and comp lement AmeriHealth Nebraska 's medical management strategy to improve the 

health of our enrollees, ifapproved by DHHS. After a ummary of the expanded benefits is 

provided, a more detailed description of each expanded benefit follows the summary. 

Proposed Expanded Benefits 

AmeriHeal th Nebraska will offer six additional set of benefits to Medicaid recipients enrolled in 

Arbor Hea lth, ifapproved by DHHS. The proposed benefit summary and the eligibi l ity of enrollees 
who can receive the benefit are l isted below. 

Table 1: Expanded Benefits Summary 

Benefit Benefit Summary Eligibility 
Adull Preventative Visits · Annual preventative Adults 21 years and older 

physical for adults 
Includes standard blood 
panel 

• $0 Co-pay - One every 12 
months 

Parenting Classes • Educational seminars on All enrollees 
parenting skills 

• $0 Co-pay - Unlimited 
quanti ty 

24x7 Nurse Hotline • Dedicated toll-free nurse Al l enrollees 
advice line 

· 24 x 7 access to RNs for 
symptom counseling and 
health information 

WeeCare Diaper Program (tied Dedicated toll-free hotline All pregnant enrollees 
to AmeriHealth Nebraska's Mail-order diaper rewards meeting specified prenatal 
maternity program) provided and shipped free and post-partum care visit 

to qualifying enrollees requirements 

Lamaze Classes · Educational seminars on All pregnant enrollees 
utilizing Lamaze breathing 
techniques 

· $0 Co-pay - Unlimited 
quantity 

Page 8 Covered Services 



Medicaid Managed Care Physical Health Service 
RFP U l792Z, 

Benefit Benefit Summary Eligibility 
Rapid Res pons e Team • Dedicate d hotline for care 

coordination 
24 x 7 access to Care 
Coordination Technicians 
to support enrollees with 
urge nt care needs through 
ba rrie r reso lution and self
management support. 

Detailed Benefits Explanation 

Adult Preventative Visits 

All e nro llees 

Benefi t Descri pti on: This benefit wi ll enSure adult acccss to care by reimburs ing providcrs fo r 

providing adult enro llecs with an annual phys ical and re levant blood work . This annua l physica l w il l 

help adult enro llees obtain preventative health care and identi fy enro llees in need of ca re coordination 

and disease management. We wi ll inform our adult enro llees o r lhe addi tional benefi t through our 

We lcome Packet, Welcome Ca lls, Enro llee Porta l, and care management programs. 

Provider Coordination: Data obtained through th is an nua l phys ica l wi ll be loadcd in to our Enrollee 

C linica l Su mmary (ECS) . The ECS wi ll be ava ilab le to PC Ps, specia lis ts, hospita ls, emergency room 

providers and enro llees. It conta ins histo ri cal hea lth informa tion c ulled from Ame riHca lth Neb raska' s 

c laim syste ms, incl ud ing information regarding: 

• 
• 
• 

• 

Identity of providers who previously treated the enro llee; 

Diagnoses; 
Information regard ing prior inpatient admissions, emergency room vis its and d iagnostic tests; 

and 

The name and re fi ll dates of medicati ons . 

T he ECS will be useful in he lping providers in eva luating enro llees who present for carc. T he ECS 

can fill in medica l histo ry gaps for enro llees who may be poor his torians and gives insight into the 

hea lth care service ut iliza tion pattern fo r enro llees who are high util izers . T he ECS a lso hc lps prevent 

duplication of costly diagnostic studies and procedures , by a lerting the clinic ian to prio r perfonned 

tcsts. 

The ECS also contains information on thc en ro llee's care gaps. Care gaps are services that are 

recommended by clin ica l practice guidelines, for whic h there i no evidence of completion. 

Benefit Summary: 

• 
• 
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Annua l preventati ve phys ica l fo r adults 

Inc ludes standard blood panel 

$0 Co-pay - One every 12 months 
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Parenting Classes 

·..4rbor I AllierlHealth 
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Benefit Description: This benefit enhancement offers enrollees the opportunity to take parenting 
classes. These classes are not limited to parents or expecting parents and are aimed at raising happy 
and healthy children. 

Provider Coordination: AmeriHealth Nebraska will work with local providers and organizations to 
provide parenting classes to enrollees and to strengthen the relationship between enrollees and certain 
care locations. 

Benefit Summary: 

Educational seminars on parenting skills 
$0 Co-pay - Unlimited quantity 

24n Nurse Hot Line 
Benefit Description: This benefit will help mitigate access issues that rural Nebraska Medicaid 
enrollees experience. Our 2417 nurse advice line provides increased access to symptom counseling 
and health care guidance to the entire membership. All enrollees will have access to a 2417 nurse 
advice line, providing them advice without having to travel to providers many miles away. The 2417 

nurse line permits the enrollees to talk with registered nurses who can provide evidence-based 
guidance and instructions based on the enrollee's stated symptoms. A summary of the interaction and 
the specific counseling and instructions provided are faxed to the PCP after the call. AmeriHealth 
Nebraska's Rapid Response team will receive a daily report of all enrollees using the service in the 
past 24-hours. This telephonic nurse access provides an alternative access point for AmeriHealth 
Nebraska enrollees. Strong utilization of this benefit could lower wait times in partner hospital 
emergency rooms and provider offices, which, in tum, improves access for enrollees with more 
urgent medical needs. In addition to the Welcome Packet, information on the nurse advice line will be 
prominently featured in the Enrollee Handbook, Enrollee Portal and reinforced during all care 
management interactions. 

Provider Coordination: In addition to talking with enrollees about the availability of the 2417 nurse 
advice line, our Provider Network Management representatives will explain this service and the post
call reports to providers during new provider orientation. Rapid Response Care Managers and Care 
Connectors will contact the physician's office to facilitate coordination of any follow-up care needed. 

Benefit Summary: 

Dedicated toll free nursing hotline 
2417 access to RN s for symptom counseling and health information 

WeeCare Diaper Program 
Benefit Description: This benefit provides the pregnant membership with free diapers delivered 
directly to their homes by meeting specific prenatal and post-partum visit requirements. Diapers will 
be provided to pregnant moms through a mail order program after the mom obtains certain prenatal 
visits and/or take the newborn for well-child visits. Claims reporting, supplemented with quality 
analytics, will identify eligible enrollees completing the required prenatal and post-partum visits with 
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a part icipating OB/GYN provider. Enrollees will be notified when they have qualified for the reward 

by reaching the following milestones in their pregnancy: 

• 
First prenata l visit during the first trimester or wi thin 42 days of coming onto the plan. 

Completion of more than 80% of expected prenatal visits (calculated using a combination of 

eligibi lity date, de li very date and gestational age) 
• Upon completion of a postpartum visit within 45 days of the del ivery. 

Each reward notice can be used to obtain $25 worth of diapers from the reward cata logue. 

Information on this benefit wi ll be commun icated through the Enrollee Handbook , Enrollee Website 

and pregnancy-re lated educlllional materials and through prenata l care improvement initiative 

coordinated by AmeriHealth Nebraska's WeeCare (Maternity) program. The WeeCare employees 

will educate and reinforce the benefit during their interactions with pregnant enrollees. Additionally, 

AmeriH ealth Nebraska will conduct targeted communi cati on campaigns (electronic, text, telephone, 

mail) to the pregnant population to infonn them of the benefit. 

Provider Coordinotion: Provider Network Management representatives will educate network 

OB/GYNs and pediatricians about this benefit. AmeriHealth Nebraska will contract with a vendor 

who wi ll adm in ister the benefit. The vendor wi ll provide regular uti li zation reporting as part of its 

standard reporting package. 

8enefit Summory: 

Ded icated to ll-free holline 

• Mail-order d iaper rewards provided and shipped free to qualifying enrollees 

Lamaze Classes 
8enefit Description: This benefit enhancement offers pregnant enrollees the opportunity to take 

Lamaze classes. These classes are dedicated to supporting a healthy del ivery and post-partum period. 

Provider Coordinotion: AmeriHealth Nebraska will work with local providers and organ izations to 

provide Lamaze classes to enro llees and to strengthen the relationship between enrollees and certain 

care locations. 

8enefit SwnlllolY: 

• Educa tiona l seminars on Lamaze breathing techniques 

• $0 Co-pay - Un li mited quantity 

Rapid Response Team 
Benefi t Description: The AmeriHealth Nebraska Rapid Response team comprises care coord inati on 

clinicians and technic ians. The team provides proactive support to enrollees with urgent care needs 

through barrier resolution and self- management support. The Rapid Response team follows up on 

urgent issues identified through te lephonic assessment, such as phone calls to our 24-hour nurse line, 

or at other program junctures. Trained in barrier identification and reso lution, the Rapid Response 

staff works to overcome barriers to care access and fac ilitates connectivity to the enrollee's P P. 
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Rapid Response interventions include, 
but are not limited to, coordinating 
medical practitioner appointments, 
arranging medication delivery, 
facilitating emergency utility 
assistance, and connecting the enrollee 
to food pantries and community 
support agencies. 

The Rapid Response team interacts 
with enrollees at the following 
junctures: 

Urgent care issues identified 
during telephonic assessment -
The Rapid Response team 

. "..4rbor I AmeriHealth 

f!/ (~eolth Plan I Nebraska 

Mission in Action: Rapid Response Care Coordination 

A 22 year-old female with a history of depression, substance 
abuse and alcoholism, including a hospitalization for 
depression during the past year, recently called the 
AmeriHealth's 2417 Nurse Line for advice on how to take her 
medications correctly. Screening done as part of the call 
identified that the beneficiary was depressed. During the call, 
she was given instruction on the medication and the 
telephone number for her behavioral health provider. The 
Rapid Response team placed a follow-up call to the 
beneficiary the next day and identified that the beneficiary's 
mental status had deteriorated further. Using standard 
protocols, the Rapid Response team contacted the 
behavioral health provider, arranged for transportation, and 
stayed on the line with the beneficiary until she was picked 
up and taken for a mental health evaluation. 

follows up with the enrollee via phone to investigate and resolve the issue. 
Evidenced-based treatment gap identified through data analysis - The Rapid Response team 
provides focused outreach to address gaps in care, such as a missing HgbA 1 c or serum lipid 
level for a diabetic enrollee or a heart failure enrollee not receiving ACE/ARB medication. 
Urgent needs screening following an inbound call- The Rapid Response team handles calls 
from enrollees who access the program, follows up on urgent needs and facilitates 
reconnecting enrollees to their general practitioner. 
As needed, in response to enrollee or provider calls - The Rapid Response team phone 
number is published in enrollee and provider materials as a contact for enrollees and medical 
practitioners with urgent care issues. 

Provider Coordination: Network Provider representatives will explain this service during new 
provider orientation. Rapid Response Care Managers and Care Connectors will contact the 
physician's office to facilitate coordination of any follow-up care needed. 

Benefit Summary: 
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Dedicated toll-free care coordination hotline 
24 x 7 access to Care Coordination technicians to support enrollees with urgent care needs 
through barrier resolution and self-management support. 
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CARE MANAGEMENT REQUIREMENTS

QUESTION 41
Describe the policies, procedures, and processes your Mea will use to conduct outreach
and follow up to ensure that enrollees receive all recommended preventive and medically
necessary follow-up treatment including EPSDT outreach.

Outreach - to all enrollees - begins from the first moment that they have contact with an AmeriHealth

Nebraska representative, and continues throughout their involvement with the program. As described
in our responses concerning information dissemination, we believe in using a varicty of approaches to
makc meaningful contact with enrollees and those responsible for their care, whether in writing, by
phone, in community settings, or via the Intcrnct. In cach case, we convey a message that is tailored

both to thc spccific audience and the means by which the message is conveyed.

We recognize that medical needs arc expressed by people in different ways at differcnt times, and we
have learned from extensive experience with those who have challenging health issues or who are in
distressed circumstances, that our efforts are more successful when taking a more proactive stance.

That is particularly true with respect to pregnant women, screenings, children and adolescents, and
enrollees who suffer from chronic health problems. Noted below are some of the many and varied
efforts we make, directed toward those particularly vulnerable populations.

Pregnant Women

AmeriHealth uses a variety of mechanisms to identify and outreach to enrollees who are pregnant as
early as possible in their pregnancy, to connect the enrollee to appropriate prenatal care services. All
new female enrollees are asked about their pregnancy status as part of the new enrollee assessment,
and during cvery call made to or by thc Rapid Response team. We encourage providers to notify us

of any enrollee who is pregnant so that we can engage the enrollee in our WeeCare maternity program
(described in the response to Question 45).

AmeriHealth will also analyze claims data from laboratories for Logical Ob ervation Identifiers
Names and Codes (LOINC) that indicate pregnancy identifiers. LOINC are a data set of universal

identifiers for laboratory and other clinical observations that facilitate communication of clinical
results. LOINC occur in the claims data when testing is done at the onset of pregnancy and when
complications occur. This weekly report is used to identify newly pregnant enrollees for outreach and
to identify those whose risk status has changed. We work aggres ively to contact enrollee who are

identified as having a change in risk level to ensure they are connected to appropriate obstetrical
services. We will work with our network providers to connect high-riSk enrollecs to maternal-fctal
medicine practitioners using telemedicine services or by providing transportation, as needed.

As discussed in Question 40, AmeriHealth will implement an enrollee incentive program for pregnant

women, part of which is designed to encouragc carly prenatal care. The Wee are Diaper Program
will ship mail-ordcr diaper rewards to enrollees' homes if they complete the recommended number 0

of prenatal visits and a post-partum visit. Participation in the program will providc another
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AmeriHealth won the 2011 Medicaid Health
Plans of America Outreach Award for the
Community Baby Shower program run by its
southeastern Pennsylvania affiliate. The
program proactively connects pregnant
African American women with healthcare
services and support.

mechanism for us to identify enrollees for outreach. We will also promote our coverage of Lamazc
and parenting classes. Enrollees contacting us about these services will be connected with our
WeeCare program for follow-up outreach to assist them in gelling appropriate services and care.

In addition, AmeriHealth will highlight the need for early prenatal care in enrollee communications
including the Enrollee Handbook and newsletters. During community events, we will educate our
enrollees on the need for early care. We also give away pregnancy test kits during these events,
which contain a message asking AmeriHealth enrollees to call our toll-free Wee are phone number,
especially if the result of the test is positive.

Another program we will implement to reach expectant
moms is our Community Baby Shower. The program
helps identify pregnant enrollees who have not yel started
prenatal care, by providing a venue, such as a baby shower,
to talk to the expectant mother in person. One of
AmeriHealth's affiliate plans, Keystone Mercy Health
Plan, recently won the Outreach Award from the Medicaid
Health Plans of America for this program. Keystone Mercy's Community Baby Shower program was
recognized for proactively connecting pregnant African-American women with health care providers,

are Managers and community organizations.

Ameril-Iealth will also evaluate a provider incentive program in use at its affiliated plans for use in
Nebraska. With the early identification incentive, OB/GYN providers receive an additional payment
for submission of an OB Needs Assessment Form to the plan outlining the expectant mother's health
status, pregnancy risks and expected delivery date. The information on the form allows plan
employees to identify and get involved with high-risk pregnancies as early as possible.

Preventive Health and Chronic Care Outreach and Follow-up

In addition to the aggressive outreach and follow-up related to Pediatric Preventive Care (EPSDT)
services described below, AmeriHealth conducts focused outreach to connect enrollees to needed
preventive health and chronic care services through our Care Gap strategy.

Care gaps are clinically recommended services based on evidence-based clinical practice guidelines
for which there is no claim evidence that the enrollee received the service. We evaluate claim data at
least monthly for all enrollees. Care gap algorithms exist for a full range of preventive services and
chronic disease states. In the event there is no claim for a service, the system automatically generates
a care gap. Care Gap are programmed for a variety of preventive health services and chronici
condition follow-up care. Additional information on the care gaps in u e can be found in our
response to Question 45.

We leverage information on Care Gaps in several di fferent ways to promote follow-up and
connections to medically appropriate services. Care Gap data is loaded into our internal information
ystems where appears as an alert when an enrollee 10 number or name is entered. Care Management

andlor Contact Center staff members talking with the enrollee address the care gap, following a role
specific protocol to connect the enrollee to the recommended care. For instance, a ontact Center
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representative who receives an alert for a diabetic enrollee who is overdue for a HgbA Ie level to

follow-up on his diabetes will initiate a scripted exchange with the enrollee designed to allow the
representative to move the call to a Care Connector who will assist the enrollee to make an
appointment with the PCP/Medical Home for the blood test. The Care Connector will assist the
member with transportation arrangemcnts, as necessary. The protocols contain decision and

escalation points, providing staff with the ability to transfer the call directly to a clinical Care
Manager if the enrollee has qucstions ofa clinical nature.

Care Gaps arc also used to conduct outreach campaigns. Enrollees who are missing or overdue for
recommcnded services are contactcd, educated on the recommendation and assisted with
appointments for care.

Providers and enrollees also receive care gap alerts through their re pective web portals. In addition,
PCPs and medical homes are able to access care gap information at the panel level, allowing them to
use population managementtcchniques within their practice, including outreach to members to
address missing and overdue services. The panel-Icvel information is available as a printablc report or

a CSV (Comma Separated Value) file compatible with other electronic systems.

Connecting Enrollees to Follow.Up Care

AmeriHealth's discharge follow-up program, integrated 24x7 Nurse Hotline and NICU Graduate
Program are three additional strategics used to connect enrollees to follow-up care.

Nurse Hotline
Available 24 hours a day, 7 days a week, the Nurse Hotline provides enrollees with toll-free access to

a registered nurse for health advicc and symptom counseling with the enrollee's PCP is not availablc.
Nur es answering hotline calls use nationally-accepted triage guidelines to advise enrollees on self
care options to address their symptoms. Enrollees who are experiencing an Emergency Medical

Condition, where the absence of medical attention may result in harm to the enrollee, or in the case of
a pregnant woman, to the unborn child, are directed to the Emergency Room.

Following the Nurse Hotline call, a summary of the call is faxed to the enrollee's PCP/Medical Home
and to AmeriHealth for follow-up. The AmeriHealth Rapid Response Team contacts the enrollee the

next day to assist in connecting the enrollce to recommended follow-up care.

Discharge Follow-Up
AmeirHealth routinely contacts enrollees who arc discharged from the hospital to follow-up on
discharge care recommendations and services. We verify that any ordered home services arrived,
check that the enrollee has filled his/her prescriptions, assist with medication reconciliation, as needed
and ensure that follow-up appointments are made with the PCP/Medical Home or discharging
physician, as appropriate. Our Rapid Response Team resolves any barriers identified and sets a flag

on the enrollee's case for additional follow-up, as needed. Often, we will recontact the enrollee prior
to the planned post-hospital physician visit to a sess for any new barriers and check on transportation

needs.

Page 3 Care Management Requirements



Medicaid Managed Care Physical Health Service
RFP # 37922,

arArbor I,~,....,"
~~ (~eOlth Pion Nttlfll~B

NICU Graduate Program
An offshoot of our WeeCare Maternity program, the Neonatal Intensive Care Unit (NICU) Graduate

program identifies and follows infants who have a hospital stay involving NI U care, These infants

are at risk for an increased incidence of readmission due to their medical, developmental and

psychosocial needs, The NICU Graduate Care Manager works with the family during the hospital

stay and follows the member for up to six months post discharge to ensure recommended follow-up

care is received, The NICU Graduate program draws on the expertise ofa maternal fetal medicine

physician employed as a Medical Director by AmeriHealth Mercy,

Pediatric Preventive Health Care (HealthCheck/EPSDT Services)

Good health starts as a newborn, Our Pediatric Preventive Health Care program (PPHC) is designed

to improve the health of enrollees from birth to age 21 by increasing adherence to Early Periodic

creening, Diagnosis, and Treatment (EPSDT) and Health Check program guidelines through

identification of growth and development needs and the coordination of appropriate health care

services, The PPHC program combines scheduled written and telephonic outreach with state-of-the

art informatics that provide point-of-contact notification of EPSDT needs to providers and

AmeriHealth Nebraska employees alike, We partner with providers and community programs to

ensure enrollees have access to required services and use creative outreach strategies to assist
enrollees and their parents/guardians to use the services,

In order to ensure that children receive good care, providers must deliver and document all State

required EPSDT services, AmeriHealth Nebraska works with providers through new provider

orientation and ongoing education to ensure that they are kept up-to-date with requirements for the

delivery and documentation of all EPSDT services,

Our proven PPHC program incorporates best practices from successful affiliate programs in other

states, Our program will focus on:

• Identifying enrollees who need EPSDT screening, immunization and other preventive

services
• Outreach to parents/guardians about upcoming and missed preventive services

• Outreach to PCPs about enrollees who have missed EPSDT services

• Providing electronic data and alerts allowing providers to identify enrollees who have missed

or will soon be due for EPSDT services

• Coordination of services for enrollees identified as having a health care need through EPSDT

screening

• Coordinating services between Nebraska's programs and AmeriHealth's covered services

The PPHC program operates under the direction of the Medical Director and the Maternal

Health/EPSDT Coordinator, who will be a Nebraska-licensed registered nurse,

EPSDT Education and Outreach
AmeriHealth Nebraska will implement a comprehensive program to educate enrollees and caregivers

on the screening and immunization recommendations outlined in the Nebraska Department of Health

and Hospital Services (DHHS) Immunization Program, The effort is designed to take full advantage
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of outreach strategies that have been successful in Medicaid programs served by our affiliates in other
states. The goal of these activities is to educate, support and encourage enrollees and their families to
become informed, responsible and active participants in their own health care and well-being. The
core components of our outreach program are described below:

Reminder Calls
According to the Centers for Disease Control and Prevention (CDC), the timing and spacing of
vaccine doses are two of the most important issues in the appropriate and efficacious use of
vaccines. To ensure optimal results from each immunization, AmeriHealth Nebraska will
proactively identify eligible enrollees less than 24 months of age for priority outreach to
coordinate the multiple immunizations and screenings needed for children in this age group.
AmeriHealth Nebraska's Care Connectors will make routine EPSDT phone calls to the
parents/guardians of these children to remind them of EPSDT immunizations and screenings that
are due in the next month and assist them to make an appointment with the child's PCP/medical
home. During the phone call, the Care Connector will review the EPSDT information for other
enrollees in the household and provide reminders and facilitate services for those children as well.

We make special efforts to communicate with our members who do not speak or read English
well. Bilingual representatives make outreach calls to Spanish-speaking parents/guardians, and
we use language line translation services for less-prevalent languages. Additionally, we use a
telecommunication device for the deaf/teletypewriter (TTY/TDD) line for calls to members,
parents/guardians and caregivers who are deaf or hearing-impaired. Lastly, our EPSDT postcards
are written in both English and Spanish (and in other languages, as necessary) in simple
terminology, which is compliant with the RFP's reading-level requireme,nts.

Birthday Cards
Another educational tool that will be used is birthday cards. Birthday cards will be mailed on an
annual basis to the parent/guardian of enrollees age one and older to wish the child a "Happy
Birthday" and educate the parent/guardian about EPSDT services that are needed in conjunction
with the particular birthday. In addition, each birthday card will contain information on age
appropriate developmental milestones and safety tips. An immunization card will be sent with
each birthday card to assist the parent or guardian in keeping track of all immunizations that have
been given. The content of the birthday cards will be reviewed annually for accuracy.

Figure 1 is an example of a card that our Keystone Mercy Health Plan affiliate uses in its
Pennsylvania program, which illustrates the typical content of such cards.

Page 5 Care Management Requirements



Medicaid Managed Care Physical Health Service
RFP # 379ZZ)

Ba
Hi

~.4rbor I,~,,'~"'",'V' (~eolul PIon 1l0l>lIlS~1l

y
hda

I(£YSlONEMERCY

• i<C;;tone FI RST

Page 6

Figure 1: EPSDT Birthday Card (front)

Sent to parents/guardians who have children ages three to four years old
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Figure 2: EPSDT birthday card (inside)

Enrollee Portal
AmeriHealth Nebraska's Enrollee Portal will allow parents/guardians to establish a user ID and

password for ecure access to completed and missing/overdue EPSDT services. The

parent/guardian can print the summary as a reminder to bring to the PCP office at the next

appointment. The portal will also provide enrollees with an email alert one month before the next

EPSDT service is due.
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Provider Portal
AmeriHealth Nebraska's Provider Portal will generate an alert for children missing EPSDT

services at the time eligibility is checked, The alcrt will identify the missing/overdue service and

can be printed for inclusion with the child's chart at the time of the PCI' visit. The provider will

also be able to access a complete record of EPSDT services by viewing, printing or downloading

the EPSDT Clinical Summary through the portal. (A sample EPSDT Clinical Summary appears

below,) Panel reports are also available for PCPs, identifying assigned enrollees who are missing,

due for, 01' are up-to-date with EPSDT services,
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Member Information
Nal.c: Mananlle Jonct
Addren: 234 Mam Sl
CitylStlZip: Eastoa, PA 18o.aS
Phone: (610) 123.-4567
009: 9f312005 Gender Fnnale
MemMr ID~ 98765430

Chronic Conditions
IA.lllm.

EPSDT C~njc"1 SWllmllry
Ollie ofR~port: 06'1112011

pcp Information
Prtwldcr Name; David "ucha
Add~.1 :456 Sleel Rd.
CitylStfZip: Eblon, PA 18O.. S
Phone; (610)456-7890

Rule
Four by age i

EPSDT Screening Sen·lces (within pn!it 24 months)
D~te Sefvh:e
09/1512010 99393 - Pllriodic comprehcn.ive prevenlive medicine age, 5·11
0912212009 99383 - I)eriodic comprcltell.ivClllrClvenlive medicine age. 1·4
09/22/2009 99173 - Villion Screening

Hepatitis B (at birth plus 2 doses-)
Dale Imlllunbtllion
10/061200S 907,1.1- 1!\.111Itili, B vllcdllll, pedilllricJndole.ccllt do.age (3 dOlle 'Cllildllli:)
10/0712006 90'4,1- HCJllItiti. B vncdthl, pedinlricJndolul:ent dO'Age (3 do,e .chcduICl)

Rot:l"h'us (2 doses-)
Dall! Inlltlunlllltlon
1I/0512ooS 90680 - Rolllvim. vllccinc,lwlltllvlllcrtl. 3 dotle .clledule, live for om! u,e
01/061'2006 90680 - ROlRvim. vaccine, pentltw.Jent., J dote ItChedule, live for 01'1I1 lI.e

Olptherla, Tetanus, Pertussis (4 doses")
Dale Inllllllllbatlon
lllOSnOOS 90700 - OIphlherl., tel linus loxolds. and acellular pertussis vacclne (DTaPI,
01/0612006 90700- Diphtheria, tetanus toxolds. and acellular pertussis vaccIne (DraPI,
0310812006 90700 - Diphtheria, tetllnus toxoids. and Icellullr pertussis vaccine (DraPI.
1010712006 90700 - Diphtheria, tellnU'loxoids. and Icellular pertussis vaccIne (OTaP).

flaettWpllilll.\· inJlIl4'.mae type b (4 dost's-)
Dateo Jnllllllllb.tlon
111051200S 906~S - HemophHus inlluenza b vecane (Hib), HbOC conlUgile (4 dose
0110612006 90645 - Hemophilus Inlluenze b vecclne (Hib), HbOC conjuglle (4 dose
031081'2006 90645 - HemoptlHuslnlluenza b Vllcdne (Hlb), HbOC conjugale (4 dose
1010712006 906"5 - HemOC)hlluslnlluenze b Vllcdne (Hib), HbOC conjugate (4 dose

Aee (1tI0~)

2

•
Age (mos)

2

••13

Age (11I05)
2
4

•13
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Figure 3: EPSDT Clinical Summary
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Community Events and Partnerships
Like our affiliates in other states, AmeriHealth Nebraska will be a strong supporter of the
community. AmeriHealth Nebraska will routinely include information and educational sessions
on EPSDT services and immunizations at community events.

We have started discussions with John Roberts, the Executive Director of the Nebraska Rural
Health Association (NRHA) regarding partnerships around the mobile programs associated with
St. Elizabeth Hospital, Good Samaritan Hospital and other hospitals in the southwest panhandle
region. We will work with the 150 rural health centers (RHCs) that comprise the NRHA to
identify barriers and develop creative approaches to getting all Nebraska children screened and
immunized according to Health ChecklEPSDT recommendations.

We have actively sought out partnerships with the Buffalo County Health Partners (BCHP) and
are committed to assist them in their efforts to reduce lead levels in children. Weare working
with the Nebraska federally qualified health centers (FQHCs) to promote access for routine and
preventive care. We are also partnered with the Nebraska Public Health Association and will
work with their local county health department directors in the southeast, Redwillow, South
Heartland, north central, southwest and Logan Valley areas to facilitate immunizations and
EPSDT screenings at their locations.

"The Health Center Association ofNebraska is proud to collaborate with AmeriHealth

Nebraska as we work to improve access to quality health care across the state. Their

longstanding relationships with federally qualified health centers [FQHCs] underscore

their commitment to improving the health ofindividuals in both urban and rural

communities. We feel that their expertise with coordinating care and ensuring access for

their members will be an asset to our organization and our state."

Nancy Thompson

Health Center Association ofNebraska

Children in Foster Care
Weare well versed with the challenges related to connecting children in foster care with timely
well-child and EPSDT care services. To assist the guardians of children in foster care,
AmeriHealth will work with the Child and Family Services specialist, or their designee, to
provide enrollee-specific information on children in foster care placement that the agency, which
supervises the placement and care of foster children, can provide to the foster parent. The
EPSDT Clinical Summary will contain currently available information on EPSDT screenings and
immunizations the enrollee has received and identify those that are due soon. AmeriHealth will
also provide a brochure describing services available for children and the toll-free number for our
Rapid Response team. Foster parents will be encouraged to contact the Rapid Response team for
assistance coordinating needed EPSDT or other care.
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Publications and Messaging
In addition to the outreach described above, AmeriHealth will include information on the

importance of EPSDT creening and immunizations and mechanisms to access carc in new
enrollee material, enrollee and provider handbooks, newsletters, website articles and on-hold
messaging. We believe it is important to continually reinforce the critical nature of early
preventive care, and understand the importance of repetition in the leaming process.

EPSDT Innovation
AmcriHcalth is committed to establishing relationships that give us access to non-traditional

mechanisms for enrollee education and outreach. In our other markets, AmeriHealth has developed
several initiatives to enhance EP DT performance. A few examples are outlined below:

Finger stick lead screening
We contract with Medtox, a laboratory that provides finger stick lead level screening kits to
provider offices. The kits allow the PCP/Medical Home provider to collect thc Icad screen blood

sample in the office, avoiding the need for the parent/guardian to make a separate laboratory
appointment and sparing thc child a venipuncture. Providers and enrollees are pleased with the
convenience.

Pharmaceutical collaboration

Our Philadelphia affiliate is currently collaborating with Pfizer to perform outreach through an
automated reminder to parents/guardians of children eight to 17 months old who have not
received the pneumococcal vaccine series. Parents/guardians receive reminders via postcards. The
Rapid Response team works with the parent/guardian to coordinate the office visit and

transportation, if needed.

Improving Compliance and Motivation
Educational materials and reminders alone arc often not enough to motivate parents/guardians of
enrollee to take action. AmeriHealth Nebraska's approach to EPSDT perfonnance employs two key
strategies, a Hconcierge touch" and convenience.

The "concierge touch" is provided through the Rapid Response team and is a core focus of

AmeriHealth Nebra ka services. Our Rapid Response team i the central point for all outreach
campaigns. Rapid Response Care Connectors arc trained to listen and address a wide variety of
enrollee concerns. This enables the Care onnector to veer from the initial purpose of an outreach

contact - such as a call to a mother of an II ycar-old boy about thc need to schedule an appointment
for tetanus, diphtheria, pertussis, and meningococcal vaccinations, along with a wcll-child check-up,
vision and hearing screen - to instead assist the mother with obtaining utility payment assistance. Wc
understand that the mother's focus is on finding a way to keep the electricity on to power fans in the
July heat, making a physician appointmcnt for a child who is not sick is a lower priority. By dealing

with the mother's immediate need, the Care Connector not only eliminates a distraction to making the
physician appointment, but earns the mother's trust, making her mOre likely to follow through with
the child's care.
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AmeriHealth Nebraska will work with providers, community partners and internal employees to make
obtaining EPSDT care as easy and convenient as possible for enrollees and providers. We will also
include EPSDT screening services at community events, providing parents/guardians with a fun
venue as motivation for bringing their children. Typically, arrangements can be made to hold
hearing, vision and dental screenings, as well as BMI measurement at those events. AmeriHealth
Nebraska also contracts with agencies to provide finger stick lead screenings at community events.
Information on screening results is forwarded to the PCP/Medical Home after the event so that any
needed follow-up care can be coordinated.

In addition, the Rapid Response team works with parents/guardians to identify barriers to well care
appointments and devise solutions. Rapid Response Care Connectors assist with transportation
needs; advocate with PCP offices for convenient appointment times; and provide reminders of
upcoming appointments. During an appointment reminder call, the Care Connector will probe for
any unidentified issues, such as needing child care for other siblings during the appointment. The
Care Connector works with the parent/guardian to identify a responsibIe adult to watch over the
siblings or make arrangements with the physician's office to permit the other children to attend the
appointment.

Missed Service Strategy
For enrollees identified as having missed recommended services, AmeriHealth will use a multi
layered approach.

"Make Every Enrollee Contact Count"
As discussed above, information on missing EPSDT services will be displayed through
AmeriHealth Nebraska's care gap interfaces. Care gaps are integrated with the Provider Portal
and internal information systems. This integration provides an alert to a provider or AmeriHealth
Nebraska employee who enters the enrollee's ID number in the system. These alerts enable
providers and AmeriHealth Nebraska staff to address gaps in services related to EPSDT during
every enrollee encounter. Our family link functionality provides a quick link to this same
information for family members who are also AmeriHealth enrollees. This same information is
also available to enrollees through the secure enrollee portal

Outreach Calls
AmeriHealth Nebraska will analyze claims and related EPSDT data to identify the following
populations for outreach calls:

Pediatric enrollees with missed or overdue services
Enrollees between ages three months and one year with no claims for physician services

Outreach is coordinated through the Rapid Response team using a combination of in-person and
automated calls to remind the parent/guardian about missed or overdue services. Calls occur at
different times of the day and evening.

Rapid Response team members review the family link and identify several enrollees in one
household that may be "late" or have missed immunizations and/or screenings. The Rapid
Response team coordinates an appointment and assists with coordinating transportation
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issues. Clinical i sues are referred to the Rapid Response care manager For appropriate
intervention.

Case Study: Coordinating Missing Services

CD is a 26year old pregnant woman with three children who was contacted by a Care
Connector to address several EPSDT-related care gaps for her c11ildren. CD related to
the Care Connector that she often had difficulty keeping track ofappointments and what
services were due. She sees a rheumatologist evelY 2-3 weeks for arthritis, one child has
attention defiCit hyperactivity disorder and is partially blind in one eye, and two children
have asthma and eczema. In addition to tending to these medical issues, CD is the sale
parentfor the children and has a demanding work schedule.

The Care Connector reinforced the importance ofEPSDT services. Using our Family Link
functionality, the Care Connector was able to see the care gaps for all ofCD's children
and to arrange services for all three children. The Care Connector assisted CD to make
the appointments and coordinated transportation arrangements. The Care Connector
created a reminder fiag in the system so that she could call and remind CD ofthe
upcoming appointment and verify that nO additional barriers had arisen. Since the Care
Connector's involvement, CD has not missed a primary care visit appointment for any of
her children.

Contact Alternatives

Enrollees who cannot be reached by phone are sought out by contacting area schools (for school
age children); reviewing unrelated claim activity for the child or family members and contacting
those providers for contact infonnation; and inquiries to county health units.

Provider Profiling
AmeriHealth Nebra ka's PerformPlus program will produce PCP profiles, detailing PCP perFormance
on select measures. We will include select EP DT-related measures in the performance report, along
with a riSk-adjusted comparison to the P P's peers. Finally, we will evaluate the inclusion of low
perfonning EPSDT measures in a provider incentive program. AmeriHealth's affiliates have been

successful driving perfonnance on adolescent well care visits using a combination of care gap
reporting, provider incentives and enrollee movie tickels. For more infonnation on AmeriHealth's
PerFonnPlus program, see response to Question 52.

EPSDT Tracking System
AmeriHealth Nebraska will use an integrated EPSDT tracking system that links individual enrollee

eligibility, provider-submitted encounter dala and supplemental data sets to identiFy and record the
immunization and screening status of EPSDT-cligible enrollees. Data obtained through analysis of
claims and supplemental file loads will run against algorithms that analyze the services due, missed
and received based on the enrollee's age. The results will be loaded monthly into our data repository

that feeds the Provider Portal, Enrollee Portal and our internal care management system.
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Provider Portal
Providers performing an eligibility check on an enrollee through the Provider Portal will receive
an alert for any services - or "care gaps" - that are missing or overdue. The provider can also
access and print an EPSDT Clinical Summary that contains a log of all EPSDT screens and
services performed by date. This allows the provider to adjust schedules for enrollees who need
care according to the catch-up schedule. The Enrollee Clinical Summary can be printed or
downloaded as a Continuity of Care Document (CCD) for electronic integration into an electronic
medical record.

Providers can also pull reports on the EPSDT status of their entire panel and print or download
the information in a MS Excel or CSV file format. More information on our Provider Portal care
management capabilities can be found in Question 81.

Enrollee Portal
Enrollees can access this same information through the secure Enrollee Portal. They can print the
EPSDT Clinical Summary for their records or to take with them to the physician's office. (A
sample EPSDT Clinical Summary appears earlier in this section.)

Jiva Care Management System
Our employees will receive alerts when accessing an enrollee's information in the care
management system and in the enrollee service call screens notifying them of gaps in care for a
particular enrollee. This will allow out employees to address and assist with coordination of
missing and overdue services for enrollees who contact AmeriHealth Nebraska for other reasons.
For example, if an enrollee calls the our Contact Center to ask a question about a benefit, the
Customer Service representative will see on his/her computer screen that the enrollee is missing a
recommended EPSDT service. Before the end of the call, the Customer Service representative
will address the care gap using a pre-approved script and/or transfer the enrollee to the Rapid
Response team for assistance.

In addition, AmeriHealth Nebraska employees will have the ability to access a "family link" in
the system, allowing them to view missing services for other family members who are
participating in the Nebraska Medicaid program. This lets the employee remind and assist the
enrollee to coordinate care for other household members at the same time. Using this approach of
"Making Every Enrollee Contact Count" allows us to capitalize on each contact we have with our
enrollees. Care Management, Utilization Management and Rapid Response team members will
also have access to the EPSDT Clinical Summary for use in their interactions with the
enrollee/caregiver and treating providers.

Data Sources
AmeriHealth Nebraska will utilize several data sources to populate its EPSDT tracking system.
Eligibility, claims and encounter data from the Facets® system will serve as the base for the data
set, using date of birth to drive the algorithms on services due. Facets data will be supplemented
by data obtained from participating providers.
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In addition, the care gap proccss used to alert providers to mi sing and overdue services includcs

a mcchanism for the provider to update a care gap worksheet and fax it back to AmcriHcalth

Nebraska. Data collected in this way is entered into an administrative database which is used to

supplement thc information in the main data repository.

AmeriHealth is well-versed with EP DT reporting requirements, including the requirements

associatcd with the federally mandated MS 416 report. We successfully submit the eMS 416

report in four other states. In addition, we arc prepared to report EPSDT, wcll child, blood lead

screening and prcvcntive services to DH H as required.

Case Study

TW is a four-year old boy with a history ofslow weightgain who was diagnosed with
lead toxicity. The Care Manager contacted TW's mother in response to a lab result

showing a blood lead level (BLL) greater than 10 mcg/dl. TW's mother reported that his
highest BLL (prior to becoming our enrollee) was slmeg/dl. Thefamily had recently
movedfrom a lead-contaminated home and TW had completed his oral chelation
therapy. One month later his BLL had decreased to 15 meg/dl, but the next month it
increased to 25 mcg/dl. His seven year-old sibling was tested and had a level of0

mcg/dl.

The Care Manager worked with the TW's mother weekly, then monthly, and finally every
other month to address TW's needs. She collaborated with the county and state health
departments to obtain a home environmental assessment of the family's new apartment.
The Care Manager educated TW's mother on dietary guidelines, resources for
transpartation, and the importance ofadhering to TW's treatment plan and follow-up
appointments. The Care Manager worked with TW's mother to identify possible sources
ofcontinued lead exposure - atfriends' homes from the old neighborhood, or possibly
from a grandparent's home. Months later, they learned that the home environment
assessment results were negative for lead sources. Eventually, warking with the primary
care physician (PCP), the high protein level of the dietary supplement TW was taking
was identified as possibly slowing the excretion ofthe lead from his system. The Care
Manager researched diet changes to maximize dairy products and green vegetables. She
worked with TW's mother to implement the new diet, despite TW's dislike ofmilk.

The Care Manager used many vehicles to stay in touch with TW's mother despite the

phone being disconnected several times. She worked through TW's PCP office to leave
messages and monitored appointment adherence and lab results through our care
management information system. With each contact, the Care Manager provided
reinforcement and encourogement to TW's mother for her diligence in keeping TW's
appaintments and meeting his dietOlY needs. After twa years, TW's lead level decreased
to 9 mcg/dl and he was changed to an every six-month blaod drow schedule.
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AmeriHealth Nebraska will usc a combination of repetitive education, performance evaluation and

coaching to ensure that providers deliver and document all of the components of EPSDT screening.

New Provider Orientation
Orientation sessions for new practitioners will include information regarding the provision of EPSDT

screenings and vaccination, associated coding and billing processes and the use of the Vaccines for

Children (VFC) program. Orientation information will reinforce the fact that EPSDT services do not

require a referral or authorization. Additional emphasis will be placed on the importance of providing

and documenting the required components ofa full and complete EPSDT screening. A childhood

immunization schedule based on the CDC and Advisory Committee on Immunization Practices

(CDC/ACIP) will be included as part of the orientation material for P Ps.

Ongoing Education
Provider Network Management representatives routinely include educational material and emphasis

on EP DT compliance in their ongoing visits with provider offices. As part of these routine

educational interactions, representatives will re-edueate providers and their staff on the components

and documentation elements comprising EPSDT services for different age levels. We will maintain

the current CDC/ACIP Immunization schedule and the DHHS Medicaid Dental Periodicity Schedule

(based on the American Academy of Pediatric Dentistry (AAPD)) on our provider web site as a

reference. Newsletter articles will highlight the importance of EPSDT completeness and

documentation.

Care Gap Information Dissemination
Select EPSDT components, including lead screening and immunizations, appear as care gaps in the

enrollee's record. As discussed above, these care gaps are available to providers as alerts during an

eligibility check, as part of the EPSDT Clinical Summary and on panel-level reports. are gaps alert

providers to EPSDT components that arc incomplete for a given enrollee.

Performance Evaluation
Select EPSDT measures are included in the provider report card and are tied to provider incentive

programs. Providers receive quarterly reports on their results through the Provider Portal. Providers

can also track their progress and identify enrollees in need of EPSDT services on demand through the

Provider Portal. This information is available as printable reports and downloadable data sets for

incorporation into providers practice management system or electronic records.

QUESTION 42
Describe the Health Risk Assessment that your Mea proposes to conduct with enrollees.

One of AmeriHealth Nebraska's primalY tasks as a managed care organization is to match enrollces

with hcalth care that meets their needs in a cost-effective manner. Key to our success in this area is

the use of a health risk assessment (HRA) to identify enrollees who are at risk for chronic conditions

and other health care needs.

Page 16 Care Management Requirements



Medicaid Managed Care Physical Health Service
RFP # 379,Zl

We welcome new enrollees to our Plan through our New Member Welcome Calls, Member Welcome

Packet and Member Handbook, encouraging them to let us know if they have a special health need or
arc receiving ongoing care. The HRA contained in the Member Welcome Packet contains questions
about current health conditions and health care services. Our new enrollee outreach process actively
encourage enrollees to complete the assessment. nrollees can complete the assessment on paper and
return it using an enclosed postage-paid envelope or they can call the toll-free number printed on the

assessment and complete it over the phone. Enrollees can also register on the Member Portal and
complete the assessment via our secure internet site.

Populations Targeted

AmeriHealth Nebraska' goal is to ensure that members access the right kind of care in a timely
fashion. Our HRA is one mechanism we use to identify members who will benefit from our
Integrated Care Management support. The assessment screens for clements associated with the
following care management triggers:

•
•
•
•
•
•
•

Special needs enrollees
Children who are in foster care placement
Enrollees with chronic and/or special health needs
Enrollees at risk for poor health outcomes
Children with positive results from lead testing

Enrollees with multiple missed medical appointments
Enrollees with screening results indicating referral treatment without follow-up

Other care management triggers are identified through AmeriHealth's information system, including:
• Enrollees falling under the Medicaid eligibility category of the Aged, Blind and Disabled
• Children who are in foster care placement this appears in the above list

• Enrollees discharging from the hospital
• Enrollees with multiple missed medical appointments
• Enrollees requesting case management activities
• Enrollees who e PCP has made a referral for care management activities

Health Risk Assessment Tool

Our new enrollee HRA identifies actual or potential barriers that may hinder the delivery of optimum
health care. This screening tool is the catalyst for identifying reasons behind such concerns as
improper utilization of services, medication non-adherence, or failure to follow up with a primary
care practitioner. Each question in the HRA is designed to gather information in which a positive

response will trigger program referrals or action to support a specific issue. The HRA offers an
opportunity to quickly identify and engage enrollees who are pregnant, have chronic conditions, or
have special needs and/or health-related concerns.

The HRA also identifies enrollees who may not need full case management services but would
benefit from support to address barriers to care, minor health-related issues or help scheduling PCP
appointments. AmeriHealth Nebraska is experienced in working creatively to meet the needs of
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enrollces, utilizing a combination of available Medicaid benefits, community resources, self

management techniques and leveraging family/caregiver support.

A sample of our HRA tool is included in this response as Attachment 13.

Reaching out to Enrollees

AmeriHealth Nebraska will enlist a number of techniques to reach every new enrollee and complete

the initial health screening assessment, including welcome materials sent to the enrollee's residence,

telephonic outreach, pre-recorded telephony reminders, and mailed reminders. The HRA is also

posted on the member website, providing easy access and convenience. In compliance with the state's

requirements, AmeriHealth Nebraska will use a similar approach to contact EPSDT-eligible families

(familics who have children age 20 and younger) within 60 days of enrollment and encourage them to

make an appointment for the required components of Health Check. If an enrollee requests a Health

Check (EPSDT) screen for the initial screen, AmeriHealth Nebraska will provide the screening

examination(s) within 14 calcndar days.

Along with the welcome confirmation letter, AmeriHealth Nebraska will send each enrollee a copy

of the HRA with a pre-paid, postage return envelope. Enrollees are encouraged to complete the HRA

and return it as soon as possiblc. Evcry mailcd HRA contains instructions on complcting the survcy

and includes the Rapid Response team's toll-free number for the enrollee to call if they would like

assistancc completing the HRA telephonically.

Along with the mailing of material to the enrollee's address we have on file, AmerIHealth Nebraska

also sends an automated, pre-recorded, welcome message to the phone number shown in our records.

The message is typically scnt a fcw days after thc mailed materials arrive. In addition to strcssing the

importance of completing the HRA, the enrollee is provided with a prompt in which they can select

to immediately be connected to a Rapid Response team member who can complete the HRA

telephonically or help them with any othcr health-related request. This tcam scrves as an internal

resource to assist enrollees with information and resources needed to access and manage their care.

HRAs that arc completed and returned by mail are entered into the Medical Management Information

System. An outreach call to the enrollee is scheduled for all returned HRAs that contain responses

that indicate a need for follow-up intervention.

We also contact each enrollee for a welcome call. The welcomc call is often the first encounter with

a Medicaid health plan for many cnrollees. During the initial call, we welcome them and explain

covered services. Along with completion of the HRA, we also provide key health plan contact

numbers, which include our Rapid Response team - specifically designed to address any health

related issues and to help the enrollee navigate our system. We conduct three telephonic attempts to

reach each new cnrollee. Attempts are made during different times of the day and across a span of

several days to optimizc contact with thc enrollce.

For thosc who do n t complete the HRA during the enrollment process, we continue to attempt to

collect information from the questionnaire. A mailed reminder is sent to enrollees who do not have a

completed HRA on file 60 days post-enrollment. A Contact Center representative will make an

outbound call, using automatic call technology, to complete the assessment. In addition, all inbound
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calls are screened to see if the enrollee has an HRA on file in the Medical Managementlnfonnation

System. Those callers who do not are encouraged to complete the HRA during the call. Additional

outreach is also conducted on an ongoing basis to those members who do not have an HRA on file

and reminders are sent to encourage enrollees to schedule the first appointment with the assigned

PCP.

For enrollees who have had a change in health status or a recent urgent care encounter, the Rapid

Response team reaches out to the enrollee or to the enrollee's PCP to refresh the information

contained in the HRA on file. The updated information i reviewed and the enrollee is reassessed for

care management.

The below diagram outlines our comprehensive approach to new enrollee assessment:
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Provider Relations

• Statement of confJdentl(lI~1 to New Enrollees in MCO:
• welcomeletterhlgh11llhtlnllmajor • Availability of oralinterpr~atlonand written
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Figure 4: Overview of New Enrollee Assessment Process
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Entering the Integrated Care Management Program

Once an enrollee has been identified for care management through the HRA, condition-specific and

more comprehensive assessments are conducted. Thc care manager develops a care plan with the

enrollee and family/caregivers using input from the enrollee's treating providcrs. The care plan i

distributcd to the cnrollee and all of the enrollee's health carc providers, including the medical home

PCP. The care coordination plan outlines goals, interventions and the duration of the plan in order to

achieve and maintain optimal health outcomes. Ongoing updates of the care plan are conducted with
each contact or change in health status.

In addition to the medical needs, the care coordination plan will also support the enrollee' need for

social, educational, and other non-medical service as well as the strengths of the family/caregiver.

All case infonnation is documented in the case record. Additional detail on our integrated care

management process can be found in Question 43.

for enrollees declining care management activities, this preference is documented in their enrollee

record.

We will submit a copy of the assessment instruments we intend to use to the State for approval during

the implementation period.

QUESTION 43
Describe the process and criteria used for case management, including how you will
manage and what services you will provide. Address the following issues in your response:

How will you identify potential case management situations;
If you use a list of diagnoses to identify cases for management and if so provide the
list
Once a case is identified, how will your MCa determine whether to pursue the case
for management
How will case managers interact with enrollees and the enrollee's PCP, family, and
other attending physicians
What procedures and processes are used to ensure that all medically necessary
service are provided, and

• Any software you use to identify high risk enrollees and track outcomes including
predictive modeling software.

Specifically address care coordination for children in foster care placement and programs for
enrollees with chronic and/or special health needs.

Our program will bring an unmatched combination of expcrience, insight and clinical capacity to care

management for Nebraska's Medicaid managed care program. AmeriHealth has extensive experience

in providing care management to Medicaid populations. Our solution upports all aspects of person-
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centered care for those who have chronic health care needs, including expanded choices, increased

access to care, greater coordination and continuity of care, cost-effective health services, and better

health outcomes. We do so in a way that blends high-technology stratification and analyses with

appropriate levels of individual engagement such as advocacy, communication, problem solving,

collaboration and empowerment.

AmeriHealth Nebraska's Integrated Care Management (ICM) program is a holistic solution that uses

a population-based health management program to provide comprehensive care management services.

This fully integrated model allows enrollees to move seamlessly from one component to another,

depending on their unique needs. From this integrated solution, AmeriHealth Nebraska delivers and

coordinates its case and disease management services.

Our model incorporates an enrollee-based decision support system that drives both communication

and care plan development through a multidisciplinary approach to care management. The ICM

process includes reassessing and adjusting the care plan and its goals, as needed. AmeriHealth

Nebraska uses leading-edge technology to integrate our medical management departments and

functions, including pharmacy management, informatics and operations.

AmeriHealth Nebraska's ICM team includes nurses, social workers, Care Connectors, clinical

pharmacists, plan medical directors, primary care practitioners (PCPs), specialists, enrollees and

caregivers, and parents/guardians. This team works to meet our enrollees' needs at all levels in a

proactive manner that is designed to maximize health outcomes. The graphic below illustrates how

e>leh of the components of our model work together toward achievement of a common goal.
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Figure 5: AmeriHealth's Care Management Model

Integrated Care Management

There are five core components to our Integrated Care Management (lCM) program: Pediatric

Preventive Health Care, Episodic are Management, WeeCare (Maternity Management), Complex

Care Management (CCM), and Rapid Response. Each of these is summarized below.
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Pediatric Preventive Health Care
Described more fully in our response to Question 41, the Pediatric Preventive Health Care program

(PPHC) is designed to improve the health of enrollees under age 21 by increasing adherence to Early

Periodic Screening, Diagnosis, and Treatment (EPSDT)/Health Check program guidelines. We

accomplish this by identifying and coordinating preventive services for thcse enrollees. The PPHC

combines scheduled written and telephonic outreach with state-of-the art informatics that provide

point-of-contact notification of EI'SDT needs to employees and providers.

Episodic Care Management
The Episodic Care Management (ECM) program coordinates services for new adult and pediatric

enrollees of the plan and existing enrollees with short-term andlor intermittent needs who have single

problem issues andlor comorbidities. The Care Managcr upports cnrollees in thc rcsolution of

pharmacy, durable medical equipment (DME) andlor dental access issues, transportation needs,

identification of and access to specialists, or referral and coordinati n with behavioral health

providers or other community resources. Care Managers perform comprehensive assessments,

address short-term and long-term goals, and develop a plan of care with input from the enrollee and

physician(s). The ECM team has both RN and MSW Care Managers. ECM employces provide

support for regulatory and contractual requirements by serving as a contact for DHHS employees,

enrollees and providers.

WeeCare Maternity Management
Our WeeCare program is managed by a dedicated team of are Managers and Care Connectors that

assist expectant mothers. Built on the Prenatal Care guidelines from the Institutc for Clinical Systems

Improvement, the WeeCare program is dedicated to promoting healthy behaviors and controlling risk

factors during pregnancy, with the goal of delivering a healthy, full-term infant.

Identification

AmeriHealth will use a variety of mechanisms to identify and promptly engage members who are

pregnant as early as possible in their pregnancy. All new female members are asked about their

pregnancy status as part of the new member assessment, and during every call made to or by the

Rapid Response team. We work with nurse practitioners, midwives and family practice

physicians to ensure they are aware of the services and support offered through our Wee are

program, and encourage them to contact us as soon as they identify that one of our enrollees is

pregnant.

AmeriHealth will also analyze claims data from laboratories for Logical Observation Identifiers

Names and Codes (LaINC) that indicate pregnancy identifiers. LaiNe are a data set of

universal identifiers for laboratory and other clinical observations that facilitate communication

of clinical results. LOINC occur in the claims data when testing is done at the onset of pregnancy

and when complications occur. This weekly report is used to identify newly pregnant members

and to identify those whose risk status has changed.

As discusscd in our response to Question 40, AmeriHealth Nebraska will implement a member

incentive program for pregnant women, part of which is designed to encourage early prenatal

care, which will aid in our ability to identify members for our WeeCare program. In addition,

Page 24 Care Management Requirements



Medicaid Managed Care Physical Health Service
RFP # 17922,

"Select Health's [AmeriHealth's South
Carolina affiliate's] efforts to improve
health outcomes for infants across the
state have made them a significant
partner in South Carolina's efforts to
reduce infant mortality. "

Doug Bryant, Former Commissioner,
South Carolina Department of Health and
Environmental Control

AmcriHcalth Ncbraska will highlight the need for early prenatal care in member communications

ineluding the Member Handbook and newsletters. During community events, we will cducate

our members on the need for early care. We also give away prcgnancy test kits during the e

events, which contain a message asking AmeriHealth Ncbraska members to eall our toll-free

WeeCare phonc numbcr, especially if the result of the test is positive.

One of the programs we will implement to reach

expectant moms is our Community Baby Shower. The

program helps identify pregnant members who havc

not yet started prenatal care, by providing a venue,

such as a baby shower, to talk to the expectant mother

in person. One of AmeriHealth's affiliate plans,

Kcystonc Mcrcy Hcalth Plan, recently won the

Outreaeh Award from the Medicaid Health Plans of

America for this program. Keystone Mercy's

Community Baby Shower program was recognized for

proactively connecting prcgnant African-Ameriean women with health care providers, Care

Managers and community organizations.

AmeriHealth Nebraska will also evaluate whether to include incentives in the provider incentive

pool for OB/GYN providers. (The provider incentivc pool is discusscd in our rcsponse to

Question 102). With the early idcntification incentivc, OB/GYN providers reccive an additional

paymcnt for submission of an OB Needs Assessment Form to the plan outlining the expectant

mother's health status, pregnancy risks and expected delivery date. The information on thc form

allows plan cmployccs to idcntify and get involved with high-risk pregnancies as early as

possible.

Stratification

As we outreaeh to pregnant mothers and eollect information for internal and external assessments,

we group the expeetant women into high- and low-risk catcgorics. Members with any of the

following are considered high-risk:

•
•

•
•
•

•
•
•
•
•
•
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Asthma

Spontaneous bleeding

History of preterm labor

Pre-eclampsia or history of pre-eclampsia

Cerclage

Diabetes (all types)

Domestic abuse

Drug or alcohol use

High blood pressure

HIV

Lupus

Multiplc gcstations

PI H (prcgnancy induced hypertension)
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• Placentia previa
• Sexually transmitted disease

Smoking 01' tobacco use
• Thromboembolitic disease
• Unstable living situation
• Mentallbehavioral health condition (including depression)

In April 2010, CR became pregnant again and called her WeeCare
nurse. CR had a different obstetrician for this delivery. The WeeCare
nurse contacted the physician, explained CR's history and facilitated
the order for 17-P injections. CR delivered at 37wks and the child
weighed seven pounds, one ounce.

CR was pregnant with a history of adelivery at 25 weeks. In 2007,
she delivered a baby who died due to extreme prematurity. When
the WeeCare nurse called to assess CR, the Care Manager
identified CR as acandidate for 17 Alpha Hydroxyprogesterone
Caproate (17P) injections. The nurse talked CR and contacted the
provider to explain the situation and suggest that CR be considered
for 17P therapy. The WeeCare nurse continued to work with CR
through her pregnancy, coaching her on healthy pregnancy
behaviors and educating her on the immunizations and screenings
her newborn would need. CR delivered a heallhy, six-pound, 12
ounce infant at 38+ weeks.

-

In addition, AmeriHealth Nebraska will use a weekly report combining the LOINC analysis,
discussed above, with pharmacy files to identify changes to the woman's risk level. The system
uses a combination of age, LOINC, and medications, identifying conditions such a gestational
pregnancy. It is important to note that the highest risk factors for a preterrn delivery are prior
preteI'm delivery, shOltened
cervix, and preteI'm labor, none
which can be idcntified through
pharmacy and LOINC mining.

Intervcntions
Members assessed as low-risk
receive educational information
via mail and phone reminders with
access to a Care Manager as
necessary. Members identified as
high-risk are managed by the plan
with a team of both Care
Managers and Care Connectors.

are Managers coordinate care
and address various issues
throughout the member's
pregnancy and post-partum pcriod. All members receive reminders about dental screening and
are screened for depression in addition to education on healthy pregnancy habits, smoking and

alcohol cessation, choosing a pediatrician and the Pregnant? New Mom?
importance of immunizations and infant medical care Text BABY te 511411 for Free Info

during the first two years of life.

ms2m

AmeriHealth Nebraska will also promote the no-cost Text4Baby service to our pregnant
members. Text4Baby provides ongoing prenatal education reminders in English and Spanish via

text message direct to the pregnant woman's
phone. Nationally recognized, Text4Baby is
supported by CMS, as well as leading maternal
child health organizations.

In addition, AmeriHealth Nebraska will work with
OHH to promote Our moms2b social media program. The moms2b Club utilizes a social media
and mobile technology platform to promote prenatal and post-partum care. Through a partncrship
with a mobilc phone service provider, OB/GYN providers, community partners and the WeeCare
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maternity program, moms2b will engage high-risk pregnant members to kecp them connected to

WeeCare Care Managers and their available services.

An offshoot of the WccCare program, the Neonatal Intcnsive Care Unit (NICU) Graduate

program idcntifies and follows infants who have a hospital stay involving NI U care. These

infants are at risk for an increased incidence of readmission due to thcir mcdical, developmental

and psychosocial needs. The NICU Graduate Care Manager works with the family during thc

hospital stay and follows thc member for up to six months post discharge to ensure all baniers in

care are addressed. The Care Manager collaborates with the UM nurse, maternity Care Manager,

and hospital Care Manager to cngage membcr's parents during the newborn's inpaticnt stay and

post discharge. The NICU Graduate program draws on the expertise of a matcmal fetal medicine

physician employed as a Medical Director by AmeriHealth.

Complex Care Management
Enrollees identified for Complex Care Management (CCM) rcceive comprehensive and disease

specific assessments, and reassessments, along with the development of short-term and long-term

goals and an individual plan of care, created with input from the enrollee/caregiver and physician(s).

The CCM process includes rcassessing and adjusting the care plan and its goals as needed. Care

Connectors are assigned activities to assist the enrollee with various intcrventions under the direct

supervision of the Care Manager. are Managers coordinate care and address various issues including

but not limited to pharmacy, DME and/or dental access, assistance with transportation, identification

of and access to specialists and referral and coordination with behavioral health providcrs or other

community resourccs. The Complex are Management tcam is made up of both nurse and social

worker Carc Managers.

Under the direction of the AmeriHealth Nebraska-based Medical Director, thc Care Coordination

Director (Medical Management Coordinator) and Care Coordination Manager (Case Management

Administrator/Manager) oversee AmeriHealth Nebraska employees providing leM services in the

plan's offices located in Omaha. AmeriHealth believcs strongly that health care is local and therefore

values the involvement of individuals throughout the local arca. We will make every effort to rccruit

and hire employces from Nebraska for care managcment positions.
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Case Study: Avoiding Readmission

S is a 62 year-old Spanish-speaking female diagnosed with metastatic cervical cancer. A
bilingual RR Care Conneceor contacted S the day after her diagnosis to review her discharge
instructions, verifY that her home health care was in place, that she had a follow-up medical
appointment and to identifY any barriers to fallowing her plan ofcare.

S's daughter was providing some ofher care. The daughter indicated that S had her new
pain medication, that the home health nurse had visited and established a visit schedule
and that the wound care supplies were delivered. However, the daughter was in need of
irrigation syringes and a drainage bag for her mother's care. The Care Connector contacted
the equipment company to arrange for the missing supplies and marked 5's case for a
follow-up call to check on the supplies and S's pain control.

During the follow-up call, the Care Connector uncovered that the additional supplies had
nat arrived. After several unsuccessful calls to the equipment vendor, the Core Connector
arranged for the home health nurse to deliver the supplies.

Rapid Response Team
An imp0l1ant component of the ICM model, the Rapid Response (RR) team was developed to address

the urgent needs of our enrollees and to support our providers and their staff. The RR team consists of

registered nurses, social workers, and non-clinical Care Connectors.

Three key service functions are performed in the RR unit:

Inbound Call Service

Enrollees and providers may request RR support via a direct, toll-fTee Rapid Resp nse line.

Referrals to RR are also received through many other sources, such as Customer ervices,

pharmacy services, utilization review, and provider services. The RR toll-free number will be

provided as a contact point in all enrollee mailings and automated messaging, encouraging

enrollees who need additional support or information to call. The nlllnber will also be publicized

to providers through provider newsletters, provider orientation and interactions between the

provider relations employees and the provider.

Outreach Service

Outreach activities include telephonic surveys, a essmcnt completion and support of special

projects and quality initiatives. RR employees also initiate follow-up calls to enrollees recenlly

discharged from the hospital and enrollees who contacted the 24-hour Nurse Line the previous

day.

Care Management Support

Care Connectors support Care Manager by completing activities and reminder calls in support of

the individualized plan of care. These include appointment cheduling and reminders,

transportation support, enrollee educational mailings, and other administrative tasks assigned by

are Managers.
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Care Managers are also part of the RR unit and provide care management services for enrollees
with urgcnt hcalth concerns that are clinical in nature. Calls arc triaged by the Care onnector,
who involves the Care Manager whcn indicated by the urgent needs assessment or clinical
situation.

Rapid response employees are trained to assist cnrollees in investigating and overcoming barriers
to accessing care and achieving thcir health care goals. Staff can address questions such as those
concerning how to obtain medications, supplies or medical equipment, offer assistance in finding
a PCP Or specialist physician and how to get help with making physician appointments. Both

Care Managers and Care Connectors are well informed of available community services and arc
available to a i t with the application process and follow-through until service delivery.

By design, several services overlap all five core components. Each component includes targeted
interventions for chronic conditions (detailed in Question 45), special needs populations and

EPSDT-cligible populations. Additionally, all of the core components coordinate and collaborate
with the RR team. Data analysis and reporting are an integral part of every aspect of ICM, from
population identification through evaluation and effectivenes monitoring. In order to maximize
the efficient use of resources, the ICM program balances services provided by vendors and

community agencies with those provided by AmeriHealth Nebraska employecs.

Identifying Potential Case Management Situations

The ICM program is driven by the usc of sophisticated and state-of-the-art predictive modeling
software to identify enrollees that are appropriate for the various components of the program.

However, enrollees are also identified through referrals from providers, requests from enrollees and
other health plan activities. Each of our identification processes are summarized bclow:

• Data mining and predictive modeling - We use software algorithms provided by DxCG,
Inc., along with claims and pharmacy data. The data is analyzed to identify individuals who

are expected to have higher-than-average future health care needs. Prospective risk SCOres arc
used to trigger a sessments for differcnt care management programs. Predictive modeling is
run on current claim data as well as available historical data. We will also use data such as

LOINC for pregnancy and drug therapy managemcnt (DTM) algorithms as other sources of
enrollee identification. Commonly found in laboratory billing data, LOfNC data facilitate the
exchange of clinical results, such as maternal risk conditions. Detailed information on the
predictive modeling tool can be found later on in this section.

• ew enrollee assessment - AmeriHealth Nebraska collects assessment data on enrollees
who are new to the plan, in order to identify ongoing conditions and potential health risks.
Based on the assessment responses. enrollees are triaged into the appropriate care
management program.

• Provider referrals - Providers are encouraged to refer enrollees to the ICM program.
Infonnation provided during the initial provider training program, as well as ongoing
information given to providers, will cxplain the services available through the ICM program
and encourage referrals.
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Enrollee requests - Enrollees and family members can contact the ICM department to
request care management services.
Health plan activity - Enrollees are also referred to the ICM program through internal
processes such as utilization management, provider service calls and enrollee service calls.

Enrollment for all levels in the ICM program is automatic, with the ability for the enrollee to opt out.

The ICM program provides specialized services that support and assist enrollees with the medical,
behavioral and/or social issues that impact their quality of life and health outcomes. Identified
issues/diagnoses that result in a referral to the ICM program include, but are not limited to:

Multiple diagnoses (three or more actual/potential major diagnoses)
Risk score indicating over- or under-utilization of care and services
Pregnancy
Pediatric enrollees requiring assistance with EPSDT services
Pediatric enrollees in foster care or receiving adoption assistance
Infants receiving care in the NICU
Enrollees with dual medical and behavioral health needs
Enrollees who are developmentally or cognitively challenged
Enrollees with a special health care need
Enrollees with chronic diseases including:

o Heart failure
o Diabetes
o Asthma
o Chronic obstructive pulmonary disease
o Sickle cell
o Obesity
o Hypertension

Determining Whether to Pursue the Case for Management

Stratification and Assessment
We stratify enrollees using a combination of predictive risk score and assessment findings. Enrollees
with predictive risk scores greater than 2.0 (twice the population average) or those with an unstable
medical, behavioral health or support situation are assigned to the high-risk group.

Enrollees identified for the high-risk tier undergo a more comprehensive holistic assessment with
additional focus on any identified problem areas. The assessment incorporates subjective findings
from the enrollee, such as perception of health (utilizing the Short Form Health Survey tool) and level
of activation (using the Patient Activation Measure [PAM]), which screens for functional level,
depression and literacy, with input from treating providers and findings from review-of-claim and
utilization activity. The assessment includes health literacy level, lifestyle choices (such as tobacco
use, alcohol and drug use, and weight management), cultural and linguistic needs, and contact
preferences. The topics addressed through our assessment are listed below.
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Table 1: AmeriHealth Comprehensive Assessment Topics

Category Topic

Health Problems • Current health problems

• Length of time

• Knowledge related to cause and
treatment

Medications • Medications used

• Dose/frequency

• Understanding of reason for the
medication

Other Treatment • Cultural/traditional Or home health
remedies

• Other medical treatments

Medication Barriers • Reasons medication not taken

• Assistance needed for medications

Awareness • Medication/condition alert
bracelet/card

• Emergency support system

Physician Care • How often sees doctor

• Date of next appointment

• Plan ifnot feeling well

Ho pital/ER Use • History of use

• Reason for event

Functional Status • Problems with daily activities

• Mobility limitations

Health Literacy • Problems reading or understanding
information

BMI • Height/weight

• Frequency monitored

Nutrition • Type ofdiet

• Ability to adhere to diet

Substance Use • Tobacco use

• Drug use

• Alcohol use

• Frequency of each

Lifestyle • Exercise frequency

• Cultural practices

Health Care Access • Available transportation

• Barriers to care

Behavioral Health • Depression

• Anxiety

• Suicide risk
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Cognitive Assessment

Condition-Speci fie:
Asthma
COPD
Diabetes
Heart Failure
Hypertension
Obesity
Pregnancy
Sickle Cell
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• Trauma exposure
• Autism (children)

• Care Manager assessment of cognition

• For each identified target
condition:

• Understanding of condition
• Adherence to recommended

clinical guidelines
• Lifestyle factors

• Self-management skills

AmeriHealth Nebraska will also screen high-risk enrollees over age five for behavioral health

conditions using a tool based on the Adults Needs and Strengths Assessment (ANSA; Lyons, 2009)

or the Child and Adolescent Needs and Strength (CANS; Lyons, 2004). Adults are screened for

depression, anxiety, trauma exposure, suicide risk and substance abuse. Children and adolescents are

screened for depression, disruptive behavior, trauma, substance abuse, autism and suicide risk. A

detailed assessment is performed for any item in the assessment that screens positive. opies of

sample assessments can be found in Section 42.

Enrollees with controlled chronic conditions and short-term needs are assigned to the low-risk group.

The low-risk group receives educational materials in the mail, access to the 24/7 Nurse Line and on

demand care management services through the Rapid Response team. Enrollees without chronic

conditions will receive wellness and health promotion services, in addition to support from the Rapid

Response team and 24/7 nurse line. The below diagram outlines the different levels ofservices

targeted at enrollees in each category.
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lOW RISK

Short Term Needs

Controlled
Disease State

Comprehensive Assessment

Care Gap Outreach

Disease State Education

WeeCare Maternity Program

Outgoing Data Mining and Care Gap Analysis

Figure 6: Care Management Stratification Levels

Care Managers' Interaction with Enrollees, Providers, and Family

The primary method of service for the (CM program is telephonic outreach, assessment and
intervention. Care Managers and Care Connectors will also be able to communicate with enrollees via
secure email or text messaging, depending on the enrollee's preference. ICM employees make

outreach calls to the enrollee and/or the authorized enrollee representative, as indicated, and
collaborate with the PCP and specialist to develop an individualized plan of care. We usc outreach
letters and home visits, as appropriate, to engage enrollees and address and resolve issues. ( M
employees participate in interdisciplinary team meetings that include other employees, enrollees,

practitioners, inpatient and outpatient providers, community resource representatives, community

behavioral health providers, and other county and/or State entities from which the enrollee may be
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Ameril-lealth 's pragram won the
Medicaid I-Iecilth Plcll1S ofAmerica
(MI-IPA) 201 I Innovotions Aword
for successfully reducing inpatient
admissions and readmissions.

receiving services, These meetings enSure the cnrollee-specific treatment plan addresses all issues

impacting an enrollee's access to appropriate care and services,

DHHS-approved care management brochures and enrollee welcome letters will include information

on the Patient-Centered Medical Home and the benefits of participating in a medical home, Care

Managers proactively facilitate PCP/medical home appointments for enrollees to cnsure regular

evaluation by the PCP, Appointment dates are entered into the enrollee's care plan, automatically

setting up work queue activities for the Care Manager and RR Care Connector to remind the enrollee

of the appointment, veri fy transportation arrangements and assess other barriers that may keep them

from making the appointment.

AmeriHealth also has experience using low-dollar enrollee incentives, such as movie tickets and $5
phonc cards to encourage enrollee participation, We will work with the State to leverage this

experience for AmeriHealth Nebraska enrollees,

In locations where we have a high volume of enrollees, we

will seek providcr partners willing to embed a Care

Manager in their office, This approach was successfully

implemented as a pilot program in our Pennsylvania

affiliate, and Health Affairs chose the program for

presentation to the Centers for Medicare and Medicaid
Serviccs during last November's Health Innovations Conference, The pilot, which was also selected

by the Medicaid Health Plans of America (MPHA) for its 2011 Innovation Award, significantly

reduced inpatient admissions and readmissions,

Encouraging Enrollee Participation
AmeriHealth has worked with the Medicaid population almost 30 years, Wc havc found that

establishing a trusting relationship with enrollees is the cornerstone in helping them become involved

in their health care and adopt recommended lifestyle changes, Our Care Managers and other

employees work on a one-to-one basis with enrollees to help them become comfortable and active in

their own care, We discuss their primary concerns, review assessment findings and utilization data,

identify goals, and then develop a plan that addresses all of these elements, The enrollee becomes an

active participant in the creation of the plan, and by doing so has a stake in adhering to the

recommcnded course of action,

One key to influencing an enrollee's behavior is establishing a trusting rclationship between the

enrollee and the care management team, Through this relationship-building process, the enrollee

becomes comfortable and active with the management of his or her Own care, In an effort to build a

collaborative relationship, the Care Manager will begin by addressing the primalY concern of the

enrollee, The first step for each situation is to identify the enrollee's biggest concern with his/her

current health state, That concern may not be related to the issue identified in the enrollee's

assessment findings and utilization data, but is a foundation for talking about and addressing that

issue as well as others,
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Often, the Care Manager will ask the enrollee to identify personal goals (rather than "health care"
goals). By focusing on the enrollee's concerns, like wanting to walk a child to school or go dancing
with friends, the Care Manager can address items such as nutrition required for healing a foot wound
or proper use of asthma medication. Once plans are in motion to address the enrollee's personal
goals, the Care Manager works toward addressing additional issues revealed in the assessment
findings and utilization data. For each intervention, the Care Manager focuses the discussion on how
the particular intervention will benefit the enrollee.

For enrollees who can actively participate in the plan, the Care Manager will assign the enrollee to a
specific role in the care plan. For instance, the Care Manager may ask an enrollee with heart failure to
call each week and report his/her weight. During the call, the care management team supports the
enrollee by positively reinforcing his/her activities, helping to instill a sense of accomplishment.
These interactions can help enrollees maintain an open, active dialogue with Care Managers that leads
to improved care.

Coordinating Case Management Services with the PCP
The PCP is the cornerstone of the enrollee's care coordination and delivery system. Our ICM
employees contact each PCP during the enrollee's initial enrollment into the program, and as part of
the comprehensive assessment and treatment plan development process. We create the enrollee's
treatment plan using the PCP's treatment plan as a foundation. This allows us to complement the
PCP's recommendations as we develop an enhanced and holistic treatment plan specific to the ICM
program. The ICM Care Manager remains in close communication with the PCP during the
implementation of the treatment plan should issues or new concerns arise.
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T is a 38-year old woman with heartfailure) coronary artery disease} high blood pressure}

hyperlipidema} obesity} lupus anticoagulant with anemia} agoraphobia and anxiety. She has

history ofmultiple [9J myocardial infarctions and stents} deep vein thrombosis and

pulmonary emboli with a Greenfield filter. She takes 14 medications} including an

anticoagulant and has a Methicillin-resistant Staphylococcus aureus infection on her

buttocks. T states that she has a lot ofstress in her life and that she helps her 17-year old

daughter care for the daughter}s 8-month old child. T is easily overwhelmed. She recently

stopped smoking. T has a history ofnon-compliance with specialist and primary care

provider appointments} lab work and diagnostic tests due to her agoraphobia and anxiety.

The Care Manager began by establishing a rapport with '0 slowly helping her through her

fears. On several occasions} Twas in tears while talking with the Care Manager} sobbing

that she doesn}t like living in fear ofgoing out ofher house and wants help. The Care

Manager arranged for Quest Lab to do blood draws at the home to foster compliance with

the ongoing blood tests necessary to manage T}s warfarin [anticoagulantJ medication.

The nextgoal the Care Manager worked on with T was going to the primary physician}s

office. The Care Manager contacted the office and explained T}s fears and potential for

anxiety attacks along with ways the office employees could assist to make the visit less

threatening for T. The Care Manager asked the office to keep T in less populated areas of

the office} having her wait in an examination room} instead of the waiting room.

Arrangements were made for T to have the first appointment ofthe day} to minimize the

number ofother patients who would be in the office.

T successfully completed the visit, herfirst in years. Next, T and the Care Manager are

working on a visit to the specialist.

Care management employees contact all of the enrollee's key/current providers, including specialists
and behavioral health clinicians, who are involved with the enrollee's care to determine the best
processes to use to support the enrollee. This approach helps to reduce redundancies and identifies
areas to coordinate and support efficiencies. We engage key providers and offer them the opportunity
to be part of the development of the enrollee's treatment plan.

Incorporating Provider Input into Strategies to Influence Enrollee Behavior
AmeriHealth Nebraska routinely solicits provider feedback and input regarding our ICM program. At
the enrollee level, Care Management employees routinely contact providers to gain their perspective
on the enrollee's needs and to understand approaches that have worked (or not worked) with the
enrollee. The information gathered is used in formulating the enrollee's plan of care and guides the
approach used with the enrollee.

In addition, AmeriHealth Nebraska will implement Partnership Councils in Nebraska as a forum to
give providers a voice in our programs. Through the Councils, providers and other stakeholders offer
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input and direction regarding AmeriHealth Nebraska's policies, procedures and programs, including

mechanisms AmeriHealth Nebraska can use to influencc enrollee behavior. For example, a similar
program used by one of our plans drew on provider input to design a program for encouraging
adole cent enrollees to complete wcll carc visits. (Movie ticket vouchers were given to primary care
physicians, who distributed them to the adolescents at the end of the office visit.) This program
helped increase adolesccnt well visit rates from 49.54% to 60.83% in the year it was in place.

Wc also conduct an annual Provider Satisfaction Survey, collecting feedback on how we can improve
the effectiveness of our program. As part of the provider questionnaire, we solicit input on methods
we can implement to improve the program from all perspectives, including influencers of enrollee

behavior.

We have used provider feedback extensively to shape our care gap strategy. Care gaps are services
recommended by nationally-accepted clinical practice guidelines for which there is no c1aim
supported evidence of completion. Pl"Oviders are alerted to these "gaps" when they perform an

eligibility check through our Provider Portal and through thc Enrollee Clinical Summary and Provider
Reports available on the portal. Providers use this information to reinforce the need for these
important services during the next office visit. Their feedback has helped us improve the program to
display only the critical information needed to effectively intervene with the enrollee.

Providing Medically Necessary Services

AmeriHealth Nebraska's Utilization and Care Management departments are fully integrated through
our uniform care coordination platform. While Medical Neccssity dctenninations are made by our
Utilization Management employce , care managers collaborate with UM employee in this process.

Requests for benefit coverage or Medical Nccessity determinations arc made through employees
supervised by a Registered Nurse. Decisions to approve coverage for care may be made by Utilization
Management employces when they fall within AmeriHealth Nebraska's written guidelines.

Any request that is not addressed by, or does not meet, AmeriHealth Nebraska's guidelines is referrcd

to the Phy ician Reviewer for a decision. Medical Necessity decisions made by a Physician Reviewer
or by a designated licensed clinical professional are based on DHHS's definition of Medical
Necessity, in conjunction with the enrollee's benefits, application ofmcdical cxpertise, applicable
criteria, and/or published peer-review literature. At the discrction of the Physician Reviewer, input to

the decision may be obtained from participating board-certified physicians with an appropriate
specialty. The Physician Revicwer or designated licensed clinical professional makes the final

decision.

Any decision to deny, limit coverage for an admission, service, procedure or extension of stay based

on Medical Necessity, or authorize in an amount, duration or scope that is les than requested, is
made by a Physician Reviewer or other appropriatc designated licensed clinical professional under the
clinical direction of the Physician Revicwer. The name and license indicator (such as MD, DO, or
PhD) of the Physician Reviewer or licensed clinical professional making the adverse determination is

included in the written determination leuer (the Notice of Action).
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We will base all decisions in our work for the Nebraska Medicaid program solely on appropriateness
of care and service, and the existence of coverage. The Utilization Management team will provide
services consistent with written policies and procedures to ensure that criteria are applied
appropriately and consistently. Our policies restrict adverse decision making regarding medical
necessity to clinical professionals who possess an active, unrestricted license and have the appropriate
education, training, or professional experience in medical or clinical practice. AmeriHealth Physician
Reviewers and licensed clinical professionals making medical necessity determinations will attest that
adverse determination will not be made for a medical procedure or service outside of the scope of the
individual's expertise.

AmeriHealth Nebraska does not provide any financial incentives or rewards to encourage decisions
that result in underutilization, denial, limits or discontinuation of medically necessary covered
services. The medical necessity criteria utilized by AmeriHealth Nebraska is available upon request to
all participating practitioners, providers and enrollees. We educate practitioners and providers on
available review criteria and methods to obtain clinical criteria in our Provider Manual, information
posted on the AmeriHealth provider website and included in the written determination letter (Notice
of Action).
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H is a three-year-old enrollee with a complicated medical history including diagnosis of

tracheomalacia, chronic lung disease, and gastroesophageal reflux disease (GERD). With a

history ofmultiple surgical procedures including a Nissen fundoplication to relieve her

GERD, placement ofa tracheostomy for airway maintenance and suctioning, and

gastrostomy tube placement for enteral feedings and medication administration H also

required humidified air and supplemental oxygen at night or during periods ofacute illness.

H also needed her oxygen levels monitored through the use ofa pulse oximeter

intermittently throughout the day and continuously overnight when sleeping to ensure that

she was properly oxygenated.

Our Care Manager received a callfrom H's mother shortly before afamily trip to Florida.

The mother was inquiring about the need to have back-up equipment available for H while

traveling, along with extra supplies such as suction catheters. The Care Manager

immediately began coordinating to ensure that H had sufficient supplies and equipment to

travel safely with herfamily, including supplemental oxygen for nighttime use. H's mother

was instructed on contingency plans should a need for additional supplies arise while in

Florida, such as how to receive assistance locating a Florida-based provider ofDurable

Medical Equipment (DME) including catheter supplies. Two days before the trip, H's

mother called again concerned that in addition to having supplemental oxygen available

for usage at night during the trip, HIs physician had prescribed for her to have oxygen

available in-flight. The mother had called the airline and was informed about restrictions

on the types ofoxygen concentrators approved for use in-flight, and that H's regular DME

provider did not have the approved equipment.

Our Care Manager collaborated with a colleague with extensive knowledge ofDME and

DME providers to find the type ofoxygen concentrator approved for in-flight usage on such

short notice. Additionally, our Care Manager reached out to the physician specialist and

obtained additional information regarding his travel protocols for H and recognized that

other supplies were going to be needed in the event that H's tracheostomy tube was

displaced during travel and needed to be replaced (to prevent her stoma from closing). Our

Care Manager, through a series ofphone calls with the physician and outreach to DME

providers, was able to ensure that all items were ready and available in time for departure

and to arrange for a DME provider to make a home visit to educate H's mother on the use of

the new oxygen equipment.
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Despite the short notice! the Care Manager was able to work with the DME providers to

accommodate the fact that the trip would include flying into one Florida city! driving to

another and flying home from there. The preparation included switching DME providers so

the specialized oxygen equipment would be available for travel for the duration ofthe trip!

while ensuring no gap occurred in the provision ofDME supplies and equipment before

leaving or upon returning home when it was necessary to switch back to the original DME

provider. Our Care Manager worked with H's mother to keep her informed along the way

and intervened during times when the mother did notfollow through with DME providers

as needed.

After returning home! the mother notified our Care Manager the family had enjoyed a great

trip! had all of the needed equipment and supplies! and that H remained healthy the whole

time.

Software to Identify High-Risk Enrollees and Track Outcomes

The prompt and accurate identification of high-risk enrollees is one of the most critical elements of
the entire care management process, from initial identification through the actual work with the
enrollee. Using data from current and historical claims, AmeriHealth Nebraska employs our DxCG
predictive modeling tool and methodology as another vehicle to identify enrollees who may benefit
from our various programs. Once identified, high-risk enrollees are managed through our Jiva
Medical Management Information System. The Jiva system provides a comprehensive view of
enrollee-related data; a full workflow-capability to facilitate assessment, planning, intervention and
evaluation; and a robust data set to facilitate outcome tracking and monitoring.

Predictive Modeling Tools
Our predictive modeling system is based on Diagnostic Cost Groups (DCGs). 1 AmeriHealth
Nebraska uses Verisk Health's Diagnostic Cost Groups (DCGs) and predictive model system,
generally referred to as "DxCG.,,2 Verisk's Health Division is the original developer of the

1 A DCG is more specifically defined as a family ofrisk assessment and risk adjustment tools designed for population-based health management.
Using medical claim data, each enrollee-year is characterized by cataloging the range and intensity of medical problems present during the year.
Demographic information is added to help predict each enrollee's resource use for either the concurrent year (retrospective/concurrent) or the
following year (prospective). In population-based analysis, every individual is described clinically and assigned a risk score based on expected
health care costs. The DCG all-encounter models capture each comorbidity, and can be used to identify patients with all types of clinical
conditions. DCG (Diagnostic Cost Group) models generate individual and group level output.
2 The original Diagnostic Cost Group (DCG) model research began in 1984. Researchers used two years (1979-80) of Medicare data. Reflecting
the limited availability of diagnostic information at that time, only inpatient diagnoses were incorporated into these first DCG models. Building
upon this early work, DCG models were further refined and recalibrated using 1984-85 Medicare data by Arlene Ash, Ph.D., and Randall Ellis,
Ph.D., of Boston University and Lisa lezzoni, M.D., M.S., of Harvard Medical Schoo!.

DCG models, both those relying exclusively on inpatient diagnoses and those that use diagnoses from other sites of service (outpatient, physician
office, and so on), were further refined and fit to 1991-92 Medicare data. That project had Randall Ellis as Principal Investigator and Gregory
Pope, M.S. of Health Economics Research, Inc. (HER) as Project Director. Arlene Ash and Randall Ellis, as co-principal investigators, later
extended the DCG framework to under-age-65 privately-insured (commercial) and Medicaid populations. CMS continues to use a derivation of
the DCG model in its Medicare program.
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Claim data for more than 21,000,000
enrollee months support Our
predictive modeling approach.

Diagnostic Cost Groups (DCGs) predictive model system. The DxCG model is well-documented, and
is the most widely validated risk adjustment research methodology]

Medicaid Data Elements for Predictors and Dependent Measure(s)
Although the DxCG model is often used by commercial and Medicare payers, it is also utilized for

Medicaid. In addition to the traditional elements for predictors available for commercial and

Medicare, Medicaid models are further divided by managed care models and fee-for-service (FFS)

models. Since the eligibility characteristics vary significantly between enrollees in Medicaid managed

care and those who remain in FFS delivery programs, separate models are developed to better predict

risk and cost in both program types.

DxCG models are also characterized by the nature of available data, referred to as the "model

variant." We track the following model variants:

Agc/Scx - Age and sex demographic information. These models use traditional actuarial

measures of risk assessment and provide a comparative baseline for the clinical models. For

Medicaid populations, these models also use eligibility categories.

Inpatient - Age, sex and hospital inpatient diagnoses using the International Classification of

Diseases, Ninth Revision, Clinical Modification (ICD-9-CM). This variant prcdicts the

likelihood of hospitalization within the next six months.

• AIl-cncounter - Use age, sex and all diagnoses - both inpatient and outpatient - recorded on

any claim that involved contact with clinically-trained medical Providers.

• Likelihood of Hospitalization (LOH)

The DxCG model uses diagnostic and NO code information commonly captured on claims, cost of

service, plus age and gender of the individual to calculate a health risk score which equates to a

person's expected cost per year. Clinical conditions have an associated risk weight which is a valid

and accurate estimator of current and future health care costs. Pharmacy-based models have a similar

construction and pharmacy categoric are used to calculate

total medical cost. Pharmacy models are especially useful

if encounter data captured from other sources is less than

robust. They also Serve as a measure of data quality against

the medical claim data since it is not uncommon to have a prescription drug refill indicate the

pre enee of a clinical condition, yet the condition i not coded by providers in the same data period.

These risk adjustment and predictive models inform a wide varicty of business proccsses including

but not limited to actuarial risk assessment, financial planning, program evaluation, provider

efficiency analysis, the development of risk adjusted capitation, risk stratification, prospective

identification of high cost claimants, and targeted case management.

J The most recent comparative study on risk adjustment and prediclive modeling lools was conducted by the Society of Actuaries ("SOA") in
2007. The SOA siudy group compared industry lending models and concluded Ihut DxCG model performance ranks among the besl-in-class.
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Assessment of Data Reliability and Model Validity
AmeriHealth Nebraska has a long history of providing effective chronic care management to

Medicaid populations with a variety of chronic condition and associated comorbidities, including

asthma, diabctcs and congcstive heart failure.'

AmeriHealth Nebraska takes a dual approach to chronic care management. We revicw concurrent

risk scores, but we also have an additional focus on prospective scores.' This allows us to target

actions toward those who likely would consume more resources in the coming year before that year is

upon us. That change in dircction and perspective - from "reactive to proactive" - has saved

literally millions of dollars for our public sector customers and improved the lives of thousands of

people.

Our use of D Gs for predictive modeling spans eight years across a wide range of chronic conditions,

exclusively for Mcdicaid populations. We have enrollee, provider and claim data for five plans in our

system and retain this data for a minimum of three ycars, or for longer periods as required by our

customers. This translates to claims data for more than twenty-one (21) million enrollee months.

An example of our use of DCGs to identify high-risk

enrollces for case managemcnt may be found in our work

in our southeastern Pennsylvania plan, which serves some

300,000 Medicaid consumers. Below are examples of ways

we have used D Gs for predictive modeling and risk

adjustment for that plan. We will tailor similar offerings to

the needs of enrollees and providers:

The Society ofActuaries study found
that "The DeC model produces the
highest R-squared and lowest MA PE
[Mean Actual Prediction Error
lower is belieI'} ofthe diagnosis
input data models." (page 5)

• PCP Profiling - We use risk adjustment for P I' profiling and identification of the illness

burden of PCP panels. This allows us to compare actual practice utilization ratcs with those

of a PCP's peer and with the expected rates for that practice, allowing us to providc useful

fcedback to the PCP.

• Population Profiling - We have the capacity to risk stratify and evaluate the populations of
our integrated care management programs in a variety of ways. This provides us with insight

that would not otherwise be available to us in a "one size fits all" approach.

• By Geography - We analyze cost, utilization and risk score/illness burden of populations

across geographical regions ofa plan's coverage area. Areas with higher utilization and costs

are not always areas that exhibit higher risk or a more severe illness burden (due to the impact

of unit costs.) With that information in hand, we can better evaluate the significancc of any

• AmeriHealth has received multiple awards for its work in predictive modeling, including: 2009 Thomson Reuters Healtheare
Advantage Award for AmeriHealth Mercy Health Plan's use of Predictive Modeling technology to improve enrollee care. 2009
·overall· Medstat Innovator Award for Keystone Mercy Health Plan's Care Gaps program. 2007 - 2009 Thomson Reuters Healthcare
Advantage Award for Keystone Mercy Health Plan's use of technology to improve enrollee care, and was named one of six finalists
in 2006. Both AmeriHealth Mercy Health Plan and Keystone Mercy Health Plan also won NCQA Quality Profile awards in 2010, We
were also published in NCQA's Quality Profiles: The Leadership Series Focus on Supporting Quality Improvement Through the Use
of Health Information Technology.
5 Concurren,-models are used for provider profiling and other retrospective analyses, whereas prospective models are useful for
care management (population stratification) and paymenVbudgeling purposes. The Diagnosis Groups are clinically homogeneous
groups of ICD diagnosis codes in the Diagnostic Cost Group (DCG) models, Generally, each ICD falls into 184 OxGroups. There are
764 DxGroups within the DCG chnical classification system. DxGroups are grouped into Conditions Categories (CCs).
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•

•

•

variance (and then address the implications of such an inconsistency). We will work closely

with DHH to explore the reasons for any differences we identify between risk and utilization

by geography, potentially exposing high-risk gaps in care for specific population cohorts and

disease states; and determine where specialist and/or home nurse visits might be beneficial.

By Health System - We are able to evaluate assertions by hospitals and health systems that

they are treating individuals with the highest medical need, by using DCGs to risk adjust

patients seen by those organizations. This data assists us in dealing with those institutions and

help us educate hospitals about the patients they treat.

By Selected Diseases/Conditions - By using DCGs to produce risk scores for enrollees with

selected single disease states or conditions, AmeriHealth can, for example, confirm that

asthma is generally less severe than CHF, or that COPD could be a higher risk than diabetes.

By Duration of nrollment ("new" vs. "old" enrollees) - AmeriHealth's analyses have shown

that new plan enrollees exhibit disproportionately higher inpatient utilization than do existing

enrollees, even taking into account the atypical utilization that we see among new enrollees.

Our application of DCGs to newer enrollees indicates an aspect of generally accepted risk

adjustment/predictive model functionality that we have been able to address. Often new

enrollees will not have many claims, and thus will not generate a high DCG risk score, while

at the same time often requiring hospitalization soon after joining.

As available, data from prior authorization and medical necessity review processes are incorporated

into our database, and allows us to produce provider profiles based on the enrollee's medical claim

data and authorization history.

Aggrcgated individual scores by groups of interest (Medicaid aid category, disease cohorts, physician

risk pancls and similar groups) create predictive modeling results specific to many medical

management applications. Overall predictive modeling developmcnt encompa ses many years of

rescarch, with AmeriHealth utilizing specific considerations of population group (Medicaid) and

model variant data (age, RxGroup, Inpatient, all-encounter, etc.).

Additionally, AmeriHealth Nebraska's predictive modeling tools also take turnover into

consideration. This is an important feature because there is constant enrollment and discnrollment in

covered populations. While commercial populations typically have cight to I I months of average

eligibility, average eligibility in Medicaid populations is typically shorter, and in Medicare it is

longer. Cost weights for concurrent models have been estimated using all enrollees, provided they

had at least one month of eligibility. Cost weights for prospective commercial and Medicaid models

were estimated using only those with at least one month of eligibility in both years one and two of the
sample periods.

The actuarial soundne s of the DxCG predictive models have been studied and proven by the Society

of Actuaries, most recently in "A Comparative Analysis of Claims-based Tools for Health Risk

Assessment," a 2007 study conducted by Milliman USA.
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nrollees are managed using the Jiva Medieal Management application manufactured by ZeOmega,

an emerging provider of collaborative health care management solutions.

The Jiva Medieal Management application is a collaborative health care management platform used

for case and disease management, preventive health (EPSDT) and utilization management. Jiva

serves as the core system of our Integrated Care Management program. Jiva's extensive capabilities,

coupled with our robust analytic and data mining capabilities, form a comprehensive Medical

Management Information System. Highlights of our system capabilities include:

•

•

•

•

•

•

•

Clinical rules, based on evidence-based medicine, reference materials, industry-standard best

practices and physician expertise, for clinical consistency in care managemcnt processes

Identification and stratification of target patients and populations to set appropriate levels of

intervention and improvements for an enrollee's care
Integrated acccss to medical, pharmacy, lab, and behavioral health data to provide a 360

degree view of the enrollee

A series of care management clinical pathways that enable the efficient implementation of

our holistic approach to the management of chronic conditions, pregnancy, pediatric

preventive care and quality management initiatives that reduce costs and improve health

outcomes

Comprehensive outreach pathways that incorporate current enrollee needs, health reminders

and missed service strategies

Integrated correspondence that allows automatic generation of customized faxes, letters and

email based on approved letter templates

Robust reporting templates and the ability to create ad hoc reports for care management data

Provider portal interface allowing providers to create, update and view information on

medical nccessity authorizations and determinations

Clinically validated care gaps and electronic health records derived from claims and care

management data

Children in Foster Care

We are well versed with the challenges surrounding connecting children in foster care with timely and

appropriate care. We work closely with state and local agencies and community resources to ensurc

seamless care coordination for children in foster carc, including children placed in Medical Foster

Care homes. We make a special effort to ensure that these enrollees, who typically move frequently,

have a consistent Medical Home and plan of care.

or example, in rural Central Pennsylvania, AmeriHealth identified liaisons in each of the ten county

PA Offices of Children, Youth and Families (0 YF) in the Lehigh/ apital Zone. Our assigned Care

Manager affords OCYF a single point of contact to make it easy for them to communicate with us.

The assigned Care Manager also maintains regular contact, provides trainings upon request, and

works with County Children and Youth Agencies as needed for participant-specific coordination of

care. Our processes for working with OCYF include the following:
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Coordinating abuse screenings within mandated time frames

Managing adherencc to EPSDT guidelines through the coordination of preventive services.

Educating OCYF staff and foster parents about covered benefit and how to use available

heallh benefits.

Arranging dental and other specialty care services.

Coordinating behavioral health services, including home-based wrap-around services.

oordinating shift nursing services.

Arranging for lead screenings.

Coordinating matcrnity care and infant well ness.

Helping OCYF staff and foster parents coordinate benefits with primary insurers

To facilitate the relationships neccssary to errectively communicate and coordinate care, AmeriHeallh

Nebraska care management starr will reach out to the hildren and Youth Services department and

identified contractor partners to establish communication and provide information on the serviccs

available through AmeriHealth Nebraska. Whcn ncccssary, a Care Manager will attcnd starr

mcctings or briefing sessions with thc agencies to educate their staff on our rolc and providc contact

information for agcncy starr to use. Through ongoing communication and relationship building,

AmeriHealth Nebraska will form the strong connections necessary for smooth interactions and co

management of arrected enrollees.

Wc undcrstand from some of our contacts in Ncbraska that children in thc fostcr care system face

challenges with Obtaining consistent medical care. Rclocation between foster scttings and the

combination of contractor and state foster care serviccs can result in fragmented medical eare when

the child also changes primary eare providers. We will work with the Nebraska Children and Youth

Services department to establish regular contact with those coordinating foster care cases. Wc will

provide the coordinators with a brochure they can give to the guardians of foster children that outlines

the services available and contact information for AmeriHealth Nebraska. The brochure will

highlight the toll-free number for the Rapid Response team. Our Care Connectors will assist foster

eare enrollees to maintain a connection with their medical home provider.

In addition, we will work with the Department of Children & Youth Services to provide enrollee

pecific medical history information for children in a foster care placement that the agency can

provide to thc foster parent. Our EPSDT Clinical Summary will contain currently available

information on EPSDT screenings and immunizations the enrollee received and identify those that are

due soon, (Additional information on the EPSDT clinical summary can be found in Question 41.)

Enrollees with Chronic and/or Special Health Needs

AmeriHeallh Nebraska will use several methods to identify and coordinate eare for enrollees with

chronic andlor special health needs so that we can ensure continuity of medically necessary services

and connect the enrollee with the appropriate level of care management. Our processes will focus on

identification of conditions that require ongoing management, such as diabetes, and specific services,

including home health care, therapy, and equipment or oxygen rental, that may indicate an ongoing

course of treatment. In addition to the chronic condition management programs described in

Question 45, we will aggressively pursue care coordination for this fragile population.
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The indicators we usc to identify enrollees with chronic conditions and special health needs,

identified in Table 2, below, match the priorities identified in the health assessments done by

Nebraska's county health departments. We focus on high prevalence conditions, such as diabetes,

obesity and heart disease, along with ongoing treatment for canCer and renal disease. We have

committed to partnering with the Public Health Association of Nebraska to work together on joint

goals to improve health status and outcomes for our enrollees in those counties. We are meeting with

Riga Parris, the Executive Director, Michele Bever, PhD, MPH, the Health Director of the South

Heartland Health District Health Department and other representatives of the 21 local health

departments to begin planning specific initiatives related to Our partnership.

Table 2: Chronic and Special Health Needs Indicators

Diagnoses Services Provider Types
• Pregnancy

Asthma
Autism
Cardiac Artery Disease
Chronic Obstructive
Pulmonary Disease
Depression
Diabetes
Heart Failure
HIV/AIDS
Obesity

Cancer Treatment
(chemotherapy or
radiation therapy)

• Home Health Care
Oxygen
DME rental

• Therapy
Dialysis

Home Health Agency
DME Company
Transportation
Dialysis Facility

• Hospice

Analysis of historical data
lfavailable from DHSS, we will load historical data into our data management systems so that we can

run queries against diagnoses, services and provider types to identify those enrollees with chronic

andlor special health needs. We will look for diagnostic and procedure code indicators of chronic

conditions, as well as services and bills from select provider types. In addition, we will use the data

to produce a predictive model of the population, identi fying enrollees who are at risk for future

avoidable episodes of care. We will also analyze diagnostic data and risk scores to identify

individuals with chronic or at-risk conditions who have not seen a specialist or need to have their

conditions brought to the attention of their primary care provider and Care Manager for priority

follow-up and assessment.

New Enrollee Outreach
We weleome new enrollees to our program through our New Enrollee Calls, Enrollee Welcome

Packet and Enrollee Handbook, encouraging them to let us know if they have a chronic condition,

special health need or arc receiving ongoing care. The New Enrollee Assessment, contained in the

Enrollee Welcome Packet, contains questions about current health conditions and health care

services. The New Enrollee Outreach process actively encourages enrollees to complete the

assessment. Enrollees can complete the assessment on paper and return it using an enclosed postage

paid envelope or they can call the toll-free number printed on the assessment and complete it over the

phone. Enrollees can also register on the Enrollee Portal and complete the assessment via our secure
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internet site. For enrollees who do not have an assessment on record, we use technology-driven

automated calls followed by a warm transfer to Contact Center employees to make sure they complete

the assessment.

Provider Notification
We will encourage our providers to assist us in identifying enrollees who have chronic conditions,

special health needs and/or are currently receiving care and to inform uS of the current services so that

we can arrange for continuity of coverage. We educate providers on this process during Provider

Orientation, discussed in Question 53, and in the Provider Handbook and our provider website. The

website is accessible to participating and non-participating providers.

Coordinating Care
We are skilled at connecting enrollees with special health care needs and chronic conditions with

available resources in the community. We work closely with the staff, agencies and government

entities already involved with the special needs population, to augment, not duplicate available

services. The process is tailored to meet the distinct needs of each population. Defined populations

include:

o Children in/receiving foster care or adoption assistance: As described above, we work

closely with the department of Children and Youth Services and local agencies, contractor

partners and community resources to ensure seamless care coordination for children in

substitute care, including childrcn placcd in medical fostcr care homes. We make a special

effort to ensure that these enrollees, who typically move frequently, have a consistent medical

home and have access to consistent, appropriate and timely care.

o Medically Fragile Children (including blind/disabled): We are adept at coordinating care and

services for children waiting for transplants, children with multiple diseases ofpre-matlll'ity,

and other medically fragile children. We maintain up-to-date evidence-based care plans and

processes to provide seamless access to appropriate services for such conditions as

hemophilia and short gut syndrome.

o Persons with Developmental Disabilities: We will enSure enrollees and caregivers living

with developmental disabilities get comprehensive support. We will pay special attention to

coordinating dental care for enrollees with serious cognitive impairments. We work with the

advocacy community and providers to identify dentists who can meet this need. We also try

to coordinate the provision of multiple services, such as dental and gynecologic services, for

these enrollees. These services often need to be performed under sedation and our staffwill

coordinate the delivery of multiple services in a short-procedure unit.
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A seven-year-old enrollee who weighed over 250 pounds was referred to the care

management program through her pediatrician. She was exhibiting increasing temper

tantrumsl which her caregiver would assuage with high calorie food. AmeriHealth staff

worked with the behavioral health agency and coordinated a home assessment. The

assessment identified that she was urine incontinent. AmeriHealth1s Medical Director

arranged for her admission to a special facility that combines medical care with diet and

behavior modification.

To datel she has lost 42.S pounds. Her tantrums have been reduced in number and severityl

and she is able to toilet herselfwith minimal prompting. Her parents are visiting and

spending time with her in the facility and the AmeriHealth and behavioral health care

managers participate in her treatment team meetings.

Adults over Age 65: These enrollees receive care management services tailored to their

conditions with special emphasis placed on care giver support. Their care plans frequently
include home safety, medication management and caregiver education and support.
Seriously and Chronically III Enrollees: These enrollees receive care management services

tailored to their conditions and wrap-around special needs services. Their care plans
frequently include home-based, school-based, and community support services, as well as
family caregiver education and support.
Persons with Behavioral/Physical Health Dual Diagnoses: We will work closely with the

behavioral health community to coordinate care for enrollees who need integrated behavioral
and physical health care services. We know that several counties, including Hall and
Merrick, have identified access to behavioral health care access as a county health priority.
We work as advocates for our enrollees with the behavioral health vendor to facilitate
creative solutions to ensure enrollees are connected to the appropriate care. As needed, we
will arrange transportation or negotiate the availability of telemedicine sites for use during an
appointment. We also monitor medication adherence and biometric monitoring for these
enrollees.

Enrollees identified as having special health care needs are automatically triggered for intensive care
management. They receive a comprehensive assessment and individual care plan along with one-on
one care management support. Where available, the enrollee's service plan from the servicing
organization is reviewed and included as part of the assessment information collected on the enrollee.
Each care plan addresses the medical, behavioral health and social/support needs of the individual
enrollee and includes education for the caregiver on the disease process and treatment regimen, as
appropriate.

Care plans for special needs enrollees also include assessments and interventions focusing on care
giver support. AmeriHealth recognizes that family caregivers are often an invisible workforce
supplying vital resources to the health care system. Our care plans include problems and
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interventions around care giver support and respite arrangements, along with ensuring the caregiver

has access to the 24/7 nurse line and Rapid Response/Care Connector team for added support.

Our care plans arc written to complement, not duplicate, services received through other agencies.

We will coordinate with Children and Youth Services initiatives, school-based programs and other

community agencies or government programs serving the enrollee to ensure there is no duplication of
services.

We will also establish processes and relationships necessary to assist with situations where a child's

placement can create barriers to accessing care, such as a child who is privately placed in a residential

treatment setting where the provider is not aware of the child's coverage. We will work with the

appropriate agency and DHHS to have the child's designation updated for community-based services.

Program Outcomes

Our Integrated Care Management program has, through its usc in our affiliated Medicaid health plans,

documented a strong track record of improving health outcomes and lowering costs for Medicaid

populations. To ensure the validity of our reported outcomes, we look at a variety of measures and

actively seck external scrutiny of our methodologies. We use a combination of process and outcome

measures, including assessment timeframes, utilization rates, clinical outcomes and satisfaction

surveys. To evaluate the effectiveness of the program interventions, we usc HEDIS and H DIS-like

measures. Additional measurements used include: ER utilization/redirection, provider visits,

hospitalization rates, per-member-per-month costs, functional status (SF-12) and medication

adherence.

Our evaluation procedures have been successful for a wide variety of Medicaid programs.

AmeriHealth has the capability and flexibility to customize our evaluation process to meet the

DHHS' needs in Nebmska.

Background of Success
In order to obtain an early and objective assessment of Our approach, Redcn & Anders, an

independent actuarial firm, validated our care management results at the conclusion of our

Southeastern Pennsylvania plan's first year using the program. They concluded:

"In our opinion, based on the criteria explained above and the caveats listed, [the care

management program] was integral to AMHP [AmeriHeafth Mercy Health Plan] being able

to control the medical and pharmacy trend of the Medicaid population it manages for the

PA DPW in Southeastern PA. The difference in medical and pharmacy trend ochieved by

AMHP as compared to its similarly situated competition was material over the study

period. "

In another summary, which covered a later period, Reden & Anders noted:
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((Based on the outcomes study described, we have determined the following financial outcomes
for AmeriHealth Mercy's Care Management Program:

$122 per member per month (PMPM) gross savings, which equates to over nine percent
gross savings ofprojected costs absent intervention, over the 12-month period ending June

2005.
Representing $6.1 million, or over 9 percent in gross savings over the same period.

Resulting in an ROJ of2.05 to 1 based on program fees reported by AMHP [AmeriHealth
Mercy). "

The auditor letter from DMPC
reports, " ... the health plans
comprising the AmeriHealth Mercy
Family ofCompanies have achieved
a reduction in adverse event rates
for common chronic disease which is
in the top decile [10 percent] for
health plans in the DMPC database.

One of the main indicators of a care management
program's success in treating a chronically ill population is
the ability to reduce primary admissions and emergency
room visits for common chronic conditions. In 2008, we
submitted three years of program results for a population
review by the Disease Management Purchasing
Consortium (DMPC). Committed to promoting
transparency in outcome measurements, the DMPC is
experienced in evaluating health care programs and
contracts using the translation of well-established principles of biostatics into understandable and
transparent terms. The analysis evaluated the program's ability to reduce inpatient admissions for
chronic illnesses, including asthma, chronic obstructive pulmonary disease (COPD), heart failure,
coronary artery disease (CAD) and diabetes. We asked DMPC to update the analysis in 2010 with
data from two additional years.

The auditor letter from DMPC reports, " ... the health plans comprising the AmeriHealth Mercy
Family of Companies have achieved a reduction in adverse event rates for common chronic disease
which is in the top decile [10 percent] for health plans in the DMPC database. Further, since
participation in the DMPC benchmarking survey is voluntary, participants themselves tend to self
select, participating only if they believe that their performance exceeds most others, so that 'top
decile' may understate performance relative to the universe of all other plans."

Jn 2008, Health Management
Associates conducted an actuarial
review ofthe care management plan
andfound that it provides a $14 per
member-per-month savings, and a
return on investment of$5.01 for
every one dollar invested into the
program.

In 2008, AmeriHealth requested an actuarial review from
Health Management Associates (HMA), an independent
national research and consulting firm specializing in
complex health care program and policy issues. HMA used
an adjusted historical control design endorsed by the Society of Actuaries (SOA). The study design
was based on the premise that the cost of the patients in the care management intervention can be
predicted by their pre-case management yearly cost, on a per-member-per-month (PMPM) basis,
adjusted for the population's cost trend. This approach provides an estimate of the costs the care-

AmeriHealth is one of a handful of Medicaid organizations
that received Certification for Validation in Savings
Measurement for using plausibility indicators as part of
savings measurement for common chronic diseases from
the DMPC.
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managed patients would have incurred had the intervention not occurred. The estimate was then

compared to thc actual costs that were incurred.

Program members were identified for the evaluation using a closed cohort methodology. A

continuous coverage test was applied to both the study population and the baseline population. The

target population was drawn from persons with Medicaid coverage from Southeastern Pennsylvania

and averaged four-and-a-half chronic conditions and one behavioral health condition. Members with

less than II months of continuous coverage in the program in any year were excluded from the study.

This continuous coverage methodology was used to account for the fact that members are identified

through administrative claims data, and the identification of newly-chronic members takes sevcral

months due to claims processing and operational lags. In addition, newly-identified or new health

plan mcmbers require a start-up period to be contacted, enrolled, and started in the program. As a

general malter, the profile ofa care management member in the HMA study included:

•

•
•
•
•

Predictive risk scores of 4.5 times plan average

Utilize services at three to four times the rate of an average health plan member

Complex psychosocial needs

Three or more chronic illnesses, plus one behavioral health diagnosis

Five Or mOre prescription medications (not including prescribed OTC medications)

Receiving care from three or more physicians

Consistent with SOA guidelincs, thc study also excludcd mcmbcrs or claims mccting spccific critcria.

A care managemcnt program aims to intervcne with hcalth plan mcmbcrs who are at risk for mcdical

cvcnts for thcir conditions (e.g., emergency room visits, specialist visits and hospital admissions).

However, in any systcm, these mcmbcrs could also consume resources for conditions that are not

subjcct to management by thc program.

On thc wholc, mcmbcrs includcd in thc mcasure chart cxperienccd a $14.16 PMPM rcduction in

mcdical costs during thc first ycar of program enrollment. Members enrollcd for two ycars had morc

modcst saving, whilc thosc cnrollcd for four or morc ycars had thc highcst savings.

In thc Indiana Carc Sclcct Program, AmcriHcalth was rcsponsible for improvcmcnts in health

outcomc and managing thc mcdical cost trend for the contract awarded to MDwise, Inc. The arc

Sclcct Program providcd carc managcmcnt services to Indiana Medicaid rccipicnts in thc

agcd/blind/disablcd catcgory, many of whom had multiplc chronic conditions.

In ordcr to mcasurc thc effcctiveness of thc Carc Sclcct program in rcducing costs, thc Indiana Office

of Medicaid Policy and Planning (OMPP) askcd Milliman, Inc. to crcatc actuarial cost models

comparing fiscal ycar 2007 (July 1,2006 through Junc 30, 2007) with calcndar ycar 2008, thc first

full calcndar year of the program. Milliman uscd a sophisticatcd risk adju tmcnt analysis to bc surc

that diffcrenccs in dcmographics wcrc not rcsponsiblc for diffcrcnccs in cost.

OMPP askcd Milliman to study the cost trcnd for fivc Carc Selcct populations who wcrc mcmbers

with affcctcd by thc following:

• Dcvclopmcntally disablcd
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• Suffering from serious mental illness

• Aged, blind or disabled (ABD)
• Wards, foster children or children receiving adoption assistance

• Others that had received significant services at least one month prior to the measurement

period.

The study reported:

The annualized Medical cost trend for the Ameril-lealth Merey/MDwise Care Select portion

of the population was 0.7 percent compared with the anticipated five percent increase.

• AmeriHealth IMDwise estimates this reduction in cost trend saved Indiana taxpayers

approximately $20.7 million in medical costs.

Documented Improvement
AmeriHealth's population receiving complex care management services has shown higher adherence

rates (HEDIS rates) than those of populations at-large, due to the targeted, focused efforts of our

Integrated Care Management program. It is not unusual to see the majority of measures reported to be

favorably higher for those with special needs receiving care coordination than for those in the general

population. The following data is taken from our Southeastern Pennsylvania program.

Table 3: Comparison of Care Management and HEDIS Rates
to Health Plan Population Rates-2010

HEDIS 2010 Health Plan Rate
Care Management HEDIS

Rate
Breast Cancer Screening 57.87% 64.35%

Controlling High Blood Pressure 66.58% 74.19%

Persistence of Beta Blocker After
a Heart Attack 78.32% 93.55%

Chol Mgmt-Received LDL-C
Screening 82.97% 80.77%

Chol Mgmt-Screening Revealed
Low LDL-C levels <100 46.23% 47.12%

Comprehensive Diabetes Care

HbA1C Testing 82.26% 91.79%

Poor HbA1C Control (lower is
better) 36.29% 29.85%

HbA1c Control «8.0%) 54.52% 58.21%

Eye Exam 49.03% 53.73%

LDL-C Screening 80.00% 86.57%

LDL-C Level «100) 41.45% 51.49%

Monitoring for Nephropathy 79.35% 85.07%

HbA1C Good Control «7.0%) 39.54% 47.69%

Blood Pressure <130/80 35.32% 35.82%

Blood Pressure <140/90 62.74% 67.16%
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Use of Appropriate Medications for People with Asthma

5-11 Years

12-50 Years

All Ages

20-44 Years

45-64 Years

65+ Years

93.80%

90.08%

91.62%

Adult Access to Preventative/ Ambulatory Health Services

81.74%

88.93%

85.93%

96.04%

94.15%

94.73%

91.13%

96.27%

93.85%

Use of Spirometry Testing in the
Assessment and Diagnosis of
capo 22.32% 28.44%

Pharmacotherapy Management of capo Exacerbation

Systemic corticosteroid

Bronchodilator

62.56%

88.44%

63.37%

93.42%
Results in bold indicate a statistically significant increase over the health plan rate

Participant Satisfaction
We also measure member/participant satisfaction (by disease state and otherwise). We will use a

customized tool for the collection of member satisfaction data, and will work with DH HS to

implement a system that reflects the needs of participants and the goals of the department.

Results from Our latest care management member satisfaction survey appear in Table 4. We received

a response rate of 10 percent (660 members) for this survey.

Table 4: Member Satisfaction Survey Results

Mcasurc Total Asthma
HClirt

Diabctcs
FlIilure

Do you feel the Care Manager helped you 90% 90% 87% 93%
with your health care needs?

Was it easy to contact the Care Manager? 87% 86% 87% 87%

Was the information you received heipful? 92% 94% 90% 94%

QUESTION 44
For enrollees wifh special needs, describe the policies, procedures and processes your
MCa will put in place to ensure coordination of care across the care continuum. Describe
how your MCa will assist enrollees with special needs in identifying and gaining access to
community resources that may provide services that the Medicaid program does not cover.

AmeriHealth has been involved in transitions to managed care from other delivery systems for many

Medicaid plans and understands that transitioning health care services must be seamless to the

enrollee. There should never be an interruption in required services, and to ensure such a result
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AmeriHealth has established and successfully employed mechanisms to (a) identify enrollecs with

special health care needs, and (b) ensure that those enrollees continue receiving all medically

necessary services. Our reporting and assessment systems are designed for and operate in a manner

which allows us to assess the quality and appropriateness of care fumished to enrollees with special

health care needs.

For our special needs members, we encourage the establishment of a medical home and connect the

enrollee to a highly effective case manager. Establishing a medical home promotes the access to and

coordination of preventive and chronic care services for every enrollee through personally-selected

health care professionals. Our case manager "wraps around" the medical home to provide extra
attention to children and adults with access barriers and multi-system coordination needs. We have

established policies, procedures and processes to ensure seamless coordination of care, and access to

the wide array of available community resources.

Establishing seamless care coordination and assuring access-to-care for our special needs and

chronically-ill enrollees is an organization-wide commitment. Our approach for special populations is

to:

• Maintain a comprehensive network of participating providers and partner with them to gct our
enrollees the care and services they need.

• Provide effective care management and chronic care management programs for child and

adult enrollees with complex chronic conditions and behavioral/physical dual diagnoses and

for medically fragile children.

• Develop collaborative relationships and coordinate services with other human services and
health care agencies.

Identifying Enrollees with Special Needs

As discussed in the response to Question 43, Ameri Health uses several methods to identify enrollees

with special health needs so that we can ensme continuity of medically necessary services and

connect the enrollee with the appropriate level of care. Our processes focus on identification of

conditions that require ongoing management, such as cancel' treatment, and specific services, that

may indicate an ongoing course of treatmen!. The indicators we use, outlined in Table I, below, are

consistent with the priorities identified in the health assessments performed by Nebraska's county

health departments.

Table 5: Special Health Needs Indicators

Diagnoses Services Provider Types

• Prcgnancy • Cancel' Treatment • Home Health
Asthma (chemotherapy 01' Agency

• Autism radiation therapy) • DME Company
• Coronary Artery • Home Health Care • Transportation

Disease • Oxygen • Dialysis
• hronic Obstructive • DME rental Facility

Pulmonary Disease • Therapy • Hospice
• Depression • Dialysis
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Diabetes
Heart Failure
HIV/AIDS
Sickle Cell Anemia

Data Analysis
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AmeriHealth uses data management systems capable of running queries against diagnoses, services
and provider types to identify those enrollees with special health needs. We look for diagnostic and
procedure code indicators of chronic conditions, as well as services and bills from select provider
types. In addition, we use the data to produce a predictive model of the population, identifying
enrollees who are at risk for future avoidable episodes of care. We also analyze diagnostic data and
risk scores to identify individuals with chronic or at-risk conditions who have not seen a specialist or
need to have their conditions brought to the attention of their primary care provider and Care
Manager for priority follow-up and assessment.

New Enrollee Outreach

We welcome new enrollees to our program through our New Enrollee Calls, Enrollee Welcome
Packet and Enrollee Handbook, encouraging them to let us know if they have a special health need or
are receiving ongoing care. The initial health screening questionnaire, contained in the Enrollee
Welcome Packet, includes questions about current health conditions and health care services.
Enrollees can complete the assessment on paper and return it using an enclosed postage-paid
envelope or they can call the toll-free number printed on the assessment and complete it over the
phone. Enrollees can also register on the Enrollee Portal and complete the assessment via our secure
internet site. For enrollees who do not have an assessment on record, we use technology-driven,
automated calls followed by a warm transfer to our Rapid Response Care Connector employees to
assist in the completion of the assessment.
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Case Study: Special Needs Coordination

J is a 44-year-old male who became eiigible for Medicaid foiiowing a massive strol'e. He hod
nO prior medical coverage and had a feeding tube, tracheostomy, and multiple medications
at the time ofdischarge. The AmeriHealth Care Manager assisted his family in coordinating

skiiied nursing and hame health aide visits so he could return home, arranged for
ambulance transportation to physician appointments after discharge, and worked closely
with his provider prior to discharge to discuss his ongoing needs.

After speaking with our Care Managel; his provider agreed to complete a home visit to
foiiow up, evaluate and coordinate his care. Our Care Manager also referredJ to a
community agency to evaluate his needs and determine what type ofservices would be
beneficial. As a result ofthis referral, his sisters have been designated as his primary

caregivers and are being paid by the community agency to provide personal care services.

With these supports, Jhas successfully been cared for in his home since discharge.

Provider Notification

We encourage our providers to assist us in identifying enrollees who have special health needs and/or

are currently rcceiving care and to inform us of current services so that we can arrange for continuity

of care. We educate providers on this proeess during our Provider Orientation process, in the Provider

Handbook, and on our provider website. The website is accessible to participating and non

participating providers. For non-participating providers who are providing treatment or services to

AmeriHealth Nebraska enrollees, the site includes instructions on alerting us so that continuity of
coverage can be evaluated and arranged.

AmeriHealth Nebraska will identify special needs enrollees
as early as possible (within 180 days of enrollment during
the phase-in implementation and within 90 days of
enrollment following that) for assessment and referral to
appropriate programs within our Integrated Care
Management program.

Community Resources

In Indiana, AmeriHeallh has
partnered with a local agency, ASK
(AboUi Special Kids,) Ihat provides
reSource services such as waiver
assistance, entitlement program
ass islance, and referrals to
community organizations/or
children with special need'i.

AmeriHealth Nebraska is committed to eollaborating and partnering with local and State agencies to

supplement services not covered by the Medicaid program. As a matter of standard practice across

our programs nationwide, we work with local and State agencies to ensure that enrollees who have

any special health care needs have access to community resources. We also provide enrollees with

special health care needs access to a Care Manager who will assist the enrollee in coordinaling care

with outside resources.

We have committed to partnering with the Public Health Association of Nebraska to work together on

joint goals to improve health slatus and outcomes for our enrollees in those counties. We are meeting

with Riga Parris, the Executive Director, Michele Bever, PhD, MPH, the Health Director of the South
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departments to begin planning specific initiatives rclatcd to Our partnership.
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local health

Additional community partnerships are discussed in our response to Question 45.

Continuation of Services

AmeriHealth Nebraska acknowledges and accepts the requirements for continuity of care. We will

maintain internal policies outlining the specific requirements regarding continuation of medically

necessary services for new enrollees transitioning into AmeriHealth Nebraska, whether from a prior

Medicaid program or another service provider. We have well-established systems to process requests

for continued services, ensuring that there is no disruption in care and that the providers involved are

paid for the services they deliver. We will actively seek out enrollees involved in ongoing care and

their providers to ensure they receive all needed assistance.

Out-of-Network Services

The internal processes for our medical management and claims processing systems are programmed

to assure that pregnant womcn, individuals with special health needs, and enrollees with behavioral

health needs continue to receive services. For medically necessary out-of-network services, we will

enter an authorization for up to 30 days, or until such time as we can safely transition the enrollee to

an in-network provider. We will not deny prior authorization beyond 30 days solely because the

provider is a non-participating provider, or if a woman is in her second or third trimester of

pregnancy. We will also continue to authorize services for up to 90 days, or until the enrollee is

reasonably transferred without interruption of care, whichever is less, for enrollees receiving

treatment for chronic and acute medical conditions if the in-network provider goes out-of-network.

Ifan enrollee's current provider is out-of-network, we initiate contact with the provider to obtain

demographic and clinical information needed for claim payment to facilitate continuation of services.

In such cases we also investigate whether the provider is willing to become part of our network.

Authorization of Services

During our initial meetings with providers, AmeriHealth Nebraska educates them on all applicable

procedures and reviews the Provider Manual, including the procedure to request authorization of

services. Providcrs are instructed to contact us to request authorizations for ongoing services for the

following individuals:

• Enrollees that are assigned to them

• Enrollees who have been receiving treatment from them

Upon request from a provider, our employees enter an authorization and/or claim payment

instructions for medically necessary services. We also make this information available on our

Provider Portal. Provider training also includes sharing in formation on the services available to assist

enrollees in transitioning care through our Integrated Care Management Department and how to

contact the department.

Page 57 Care Management Requirements



Medicaid Managed Care Physical Health Service

RFP # 3792Z1

Enrollee Communication

",Arbor IA..."""",,V' (~eallll Pion N~urllS~ll

AmeriHealth Nebraska communicates with our enrollees in a number of ways to help them with the

transition of care-related matters, referrals or other issues. Our printed Enrollee Handbook outlines

the procedures for transitioning care and the steps to take if enrollees are receiving care from an out

of-network provider. The Enrollee Handbook and instructions arc also available on Our Enrollee Web

Portal and in a variety of languages and alternative media as particularly discussed in Question 12.

As part of the initial Welcome Call, the Customer Service representative will assist the enrollee with

completing the initial health risk assessment, which includes questions on current conditions and

ongoing care and services. AmcriHealth cnters information glcaned during the call and the results of

the assessment into the information system for review and action by our Integrated Care Management

team.

QUESTION 45
Describe the policies, procedures, and processes your MCa will use to provide disease
management for enrollees with diabetes, asthma, hypertension, and obesity at a minimum.
Especially address:

• Identification and outreach to enrollees requiring disease management services;
• Stratification (risk levels) and interventions you will implement for each risk level to

provide disease management services for these enrollees;
• Facilitation and monitoring of enrollee compliance with treatment plans, and
• Coordination of care with providers.

AmeriHealth Nebraska's comprehensive and proven Disease Management programs will effectively

address the complex health care needs of Nebraska Medicaid recipients with asthma, diabetes, heart

disease, hypertension, and obcsity, as well as other conditions identified by the Department of Health

and Human Services (DHHS). Our Disease Management programs have a documented history of

improved health outcomes, increased quality of care, and reduced avoidable hospital admissions.

Our disease program is only one component of our overall Integrated Care Management (lCM)

strategy. We understand that most Medicaid enrollees with a chronic condition have secondary

medical or behavioral health conditions and environmental factors that limit their ability to

successfully manage their health. For this rcason, we use a holistic approach, working with high-risk

enrollees and their providers to develop care plans that address enrollees' multiple disease states and

help them return to managing their own health.

Our Disease Management programs work in partnership with the primary care provider and medical

home, along with other members of the treatment team (including, but not limited to specialists, home

health providers, therapists) and the member's caregivers to coordinate and facilitate adherence to the

treatment plan. The focus is on education to empower the member to manage his/her disease state(s)

and prevent complications. Emphasis is placed on medication understanding and adherence;

monitoring of vital signs and disease-related blood work; and lifestyle choices, including dict,

exercise and tobacco use. We continually monitor the member's self -managemcnt abilities, along
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with impact of the disease state on the member, ensuring that they access care in the appropriate

setting and frequency.

QUI' Disease Management approach is embedded in every arm of our ICM program: Pediatric

Preventive Health Care, Episodic Care Management, WeeCare (maternity), Complex Case

Management (CCM) and Rapid Response.

o Pediatric Preventive Health Care - Described more fully in Question 41, the Pediatric

Preventive Health Care Program (PPHC) is designed to improve the health of enrollees under

age 21 by increasing adherence to Early Periodic Screening, Diagnosis, and Treatment

(EPSDT) program guidelines through the identification of growth and development needs

and coordination of appropriate health care services. The PPHC combines scheduled written

and telephonic outreach with state-of-the art informatics that provide point-of-contaet

notification of EPSDT needs to employee and providers.

o Episodic Case Management - Described more fully in Question 43, the Episodic Care

Management (ECM) program provides coordination of services to newly-eligible adult and

pediatric enrollees and existing enrollees with short-term and/or intermittent needs who have

single problem issues and/or comorbidities.

WeeCare (Maternity) Program - Described more fully in Question 43, the Wee Care

(Maternity) program is managed by a dedicated team of Care Managers and Care onnectors.

WeeCare employees outreach to and engagc pregnant enrollees into the program based On

internal and external assessments that place enrollees into high- and low-risk categories. Care

Managers coordinate care and address various issues throughout the enrollee's pregnancy and

post-partum period, including dental screenings and depression screenings.

o Complex Care Management - Described more fully in Question 43, enrollees identified for

Complex Care Management (CCM) receive comprehensive and disease-specific asses ments

and reassessments, along with the development of short-term and long-term goals and an

individual plan of care, created with input from the enrollee/caregiver and the physician.

o Rapid Response Team - Described more fully in Question 43, Rapid Response (RR) is an

important component of the ICM model, the Rapid Response (RR) team was developed to

address the urgent needs of our enrollees and to support our providers and their staff. The RR

consists of registered nurses, social workers, and non-clinical Care Connectors.

All information collected and generated during the Care Management process is documented under

the Member's ID number in our Jiva Medical Management Information System. In addition to

serving as a data repository, the Jiva system provides automated workflow reminders and case

routing, enabling us to leverage clinical and non-clinical skill sets to match appropriate resources to

different aspects ofthc treatment plan. For example, through the care plan, Jiva will create tasks

related to sending education material or scheduling transportation that will be assigned to a non

clinical Care Connector, while tasks related to assessing medication adherence or reviewing diet

recommendations are assigned to a clinical care manager.

ICM employees will be located in our Nebraska office, reporting to the Nebraska-based Medical

Director. The Integrated Care Management Director will lead a staff of registered nurses and social
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workers who will be engaged in care management for chronic disease, prenatal care and care
transitions.

Our Disease Management program will be based on the successful programs currently operating in
AmeriHealth's Pennsylvania, South Carolina and Indiana Medicaid plans. In total, we manage more
than 94,000 Medicaid enrollees across all of our Disease Management programs (See Table 6).

Table 6: AmeriHealth Disease Management Programs

Conditions Southeastern Central South Indiana TotalPennsylvania Pennsylvania Carolina
Diabetes 15,118 4,109 3,038 2,496 24,761

Heart Failure 1,186 143 671 171 2,171

Heart Failure
17,028 5,056 12,132 217 34,433

Risk

Asthma (Ages
8,926 2,378 13,498 3,477 28,279

5-56)

COPD (Age 42
2,505 515 N/A 545 3,565

+)

Obesity 7,337 400 755 6,299 15,491

Total 45,736 12,308 29,771 6,967 94,782

Program Design

Our blended ICM model combines case and disease management into a holistic approach. We create
a "blueprint" for our strategy to address the specific issues surrounding each targeted condition and to
form the basis of our interventions. Each blue print outlines the population management approach
and metrics used to manage that particular condition and includes the following sections:

Importance - the relevance of the condition to our membership
Clinical guideline - the guideline on which the program is based
Program goals - specific goals related to the condition
Outcome measures - specific metrics used to evaluate the program's success
Stratification - logic used to stratify enrollees into low- and high-risk groups
Interventions - program interventions by stratification level
Priority interventions - focused interventions for inclusion in all care plans and assessments
Educational materials/resources - materials available for employees to use in providing
disease-state education
Innovations- synergistic initiatives that support program goals
Provider connection - method for involving providers in the program
Internal education - list of internal education programs for staff
External education -list of enrollee and provider education related to program goals
Reporting - list of dates for program updates and evaluation provided for review

A comprehensive evaluation of each condition management program is conducted annually as part of
the ICM program evaluation, and each blueprint is modified accordingly.
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AmeriHealth Nebraska identifies enrollees for Disease Management through data mining and

predictive modeling techniques, new enrollee assessments, referrals from providers and other health

plan activity. Enrollees are stratified based on the complexity of their needs and their propensity to

return to self-management.

•

•

Data mining - We analyze current and historic medical and pharmacy claim data to identify

enrollees belonging to the target populations. Our approach incorporates analysis of medical,

behavioral health (as available) and pharmacy claims to identify enrollees who are actively

diagnosed with the condition, and avoid false-positive identi fication of enrollees who are

being ruled out for a condition. Ifavailable, historical claim data received from DHHS will

be loaded into our data warehouse, where it can be accessed for data-mining and viewed as

part of our Jiva care management system for individual Care Managers to use.

New enrollee assessment - We encourage all its enrollees to complete a health assessment

contained in the New Enrollee Welcome Packet, on the secure Enrollee Portal, or through

telcphonic outreach campaigns. Information gathered during the assessment is used to triage

enrollees into appropriate components of our Intensive Care Management program. Those

with chronic conditions will be enrolled in the corresponding Disease Management program.

Provider referrals - We

encourage our providers (primary

care offices, medical homes,

specialists and ancillary providers)

to refer enrollees to the Disease

Management program through

several different avenues,

including telephone and fax

referrals. We outline all of our

available referral services to

providers during an initial provider

training program and through

regular and ongoing provider

focused communications.

Throughout these ongoing

communications initiatives, we

will explain the services available

through the Disease Management

program and encourage providers

to refer patients who may benefit

from OUf services.

Ms. L is a 55 year-old/emale with a new diagnosis
0/heart/ailure. She had three inpatient admissions
in the year prior to becoming our enrollee. Our Care
Manager contacted Ms. L and upon assessment
determined that she had a limited understanding 0/
her heart disease and needed assistance with
arranging transportation and/ollow-up physician
visits. Due to her new diagnosis, recent history 0/
inpatient hospitalizations, and lack o/zmderstanding
0/her disease and proper monitoring ofit, o"r Care
Manager arranged/or home health/or Ms. L to do
an environmental assessment and provide training in
blood pressure monitoring, a heart healthy diet, and
weight monitoring/or fluid retention. Our Care
Manager then arranged/or Ms. L to have her own
blood pressure monitor and scales at home and
reinforced the need/or medication compliance with
every contact. After our Care Manager conducted
several three-way calls with Ms. L and the
transportation provider, Ms. L became com/ortable
scheduling her own transportation arrangements.
She has been compliant with her treatment program
and has not had any additional inpatient admissions.

• Enrollee requests - Enrollees can

contact the care coordination department to request disease management services.

Information on available programs is published in the Enrollee Handbook and on the enrollee
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•

web site. Enrollee newsletters also routinely highlight available programs and services. We

also publicize Our programs at community evcnts, encouraging enrollees to self-refer.

Health plan activity - Enrollecs are also referred to the care coordination program through
internal processes such as utilization management, provider service calls and Customcr

Service calls. All staffis trained on available programs and the referral mechanism. Audits

of enrollee interactions include elements to screen for appropriate internal handling of

enrollee calls and requests for service.

In addition, AmeriHealth will request information on enrollees who are transferred to AmeriHealth

from another MCO. We will use the information received to supplement the data gathered through

AmeriHealth's new enrollee assessment process to identify appropriate disease management needs.

Thc Rapid Responsc (RR) tcam will serve as the intake point for referrals from providers and internal

health plan activity. Staffed by experienced Care Managers and non-clinical Care Connectors, RR

employees serve as front line contacts for cnrollees and providers who need assistance accessing or

coordinating care. The RR team is trained to identify and address urgent needs, while probing to

uncover ongoing issues and connect the enrollee to the appropriate AmeriHealth program or
community resource. Enrollment for all levels in the care management program is automatic, with

the ability for the enrollee to opt-out.

Stratification (Risk Levels) and Interventions

Once identified, enrollees will be stratified into a program tier based on their relative future risk

score, as determined through predictive modeling (for members with available claim data) and their

assessment findings. Enrollees in the program will be periodically reassessed and moved into

different program arms as their needs change.

Please see the table below for an overview of the stratification approach used for our identified

condition management programs.

Table 7: Predictive Modeling Stratification

Condition Low Risk High Risk
Diabetes Eligible enrollee and one of the following

• Claim diagnosis of diabetes (250.xx) on two
occasions

• New enrollee assessment disclosure

• Prospective risk score < 2.0'

In addition to low risk factors, any of
the following:
• HgbA IC > 8.5%
• No HgbA IC screening in the

prior year
• Inpatient admission or ER visit

in the last 3 months
• New diagnosis of diabetes
• New diagnosis of diabetic

complication

°A prospective risk score of 1.0 Is the population average
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Condition Low Risk High Risk
• Prospective risk score> or =

2.0·
• Unstable medical, behavioral

health or support situation

Heart Failure Eligible enrollee and one of the following: In addition to low risk factors, any of
Risk (includes' Claim diagnosis of HTN, CAD, metabolic the following:
hypertension) syndrome, hyperlipidemia (277.7, 278- • Inpatient admission/ER visit in

278.02, 394-397.9, 40 I, or 410-416.9) the last 3 months

• New enrollee assessment disclosure • New diagnosis: hypertension,

• Prospective risk score < 2.0' CAD, metabolic syndrome,
hyperlipidemia

• Prospective risk score> or =
2.0·

• Unstable medical, behavioral
health or support situation

Heart Failure Eligible enrollee and one of the following: In addition to low risk factors, any of
• Claim diagnosis of stage C or D heart failure the following:

(428.xx) • Inpatient admission/ER visit in

• New enrollee assessment disclosure the last 3 months

• Prospective risk score < 2.0' • New diagnosis: heart failure
stage C or D

• New diagnosis: heart failure
complication

• Prospective risk score> or =
2.0·

• Unstable medical, behavioral
health or support situation

Asthma Eligible enrollee over age 5 and one of the [n addition to low risk factors, any of
following: the following:
• Claim diagnosis of asthma on two claims • Prospective risk score> or =

(493.xx) 2.0·

• Prospective risk score < 2.0' • New diagnosis of asthma

• oto 3 rescue meds filled in 4 months • Two or more inpatient

• New enrollee assessment disclosure admissions or ER visits for

• Pharmacy data showing controller asthma within the last year.

medication • 4 or more rescue meds filled in

• New diagnosis of asthma 4 months

• No pharmacy data for controller
meds

• Unstable medical, behavioral
health or support situation
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eonCtition L.ow Risk High Risk
Obesity Eligible pediatric enrollee

Body mass index (BMI) percentile of 85 to
94 for age
Claim diagnosis of overweight (278.02)
Health risk assessment finding of obesity

Eligible adult enrollee
BMI >25 < 30 kg/m*

iii Claim Diagnosis of Overweight (278.02)
iii Health Risk Assessment finding of obesity

In addition to low risk factors, any of
the following:
III Pediatric enrollee with BMI

percentile> 95 for age
Adult enrollee with BMI >30
kg/m2 -

Comorbidity of diabetes,
hypertension, depression,
asthma, sleep disorders
Claim diagnosis of obesity and
morbid obesity (278.00,
278.01)

*A prospective risk score of 1.0 is the population average
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Disease State Education
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Outgoing Data MinIng and Care Gap Analysis

Figure 7: Care Management Stratification Levels

Low Risk Management
Enrollees with controlled chronic conditions and short-term needs are assigned to the low-risk group.
The low-risk group receives educational materials in the mail, outreach related to care gaps,
assistance coordinating care, connections to community resources and on-demand care management
services through the Rapid Response team.

High-Risk Management
After an individual enrollee is identified as a potential candidate for the high-risk group, our Care
Managers contact the enrollee to obtain additional information, and if necessary, develop an
individualized plan of care.

As part of the interaction between the Care Manager and enrollee, data is collected to complete a
comprehensive assessment for each high-risk enrollee. These tools have been developed specifically
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for the Medicaid population and are designed to collect information associated with the following
critical elements:

•
•
•

•
•
•
•
•
•

Basic needs and requirements
Psychosocial concerns

Behavioral health needs, including depression, anxiety disorder, trauma cxposure, substance

abuse, exposurc to violence, issues that prcvent full self-management of their chronic mcdical

conditions

Overall medical condition profile, based on their disease states

Medication regimens

DM E requirements

Geographic situation

Support systems
Cultural/linguistic needs

By designing practical asscssmcnts and soliciting enrollee input, our Care Managers can focus on

various activities of daily life that need enhancement (such as the enrollee's ability to shop for food,

get medications, transportation to appointments, etc.), as well as condition management (blood sugar

monitoring, antipsychotic medication adherence). We document each problem area in Jiva, our care

management system, along with specific goals and associated interventions.

Once we identify all of an enrollee's concerns or needs, we will use them as we develop the care plan.

We also solicit input and recommendations from all other key stakeholders, such as other family

enrollees or key providers. We use all information and assessment results to create the ongoing goals

and objectives used for care management and, ultimately, to develop an effective and personalized

care plan.

The plan of care incorporates disease state and self-management education questions appropriate for

the enrollee's level of knowledge and ability to incorporate new knowledge. The individual plan of

care focuses on all of the enrollee's chronic and acute conditions, encompassing medical issues,

behavioral health conditions and needs, and environmental and social support deficits. This holistic

approach allows Care Managers to prioritize interventions in a way that supports the enrollee's needs

and goals.

Case Study: Care Management

Mr. "8" was referred to care management from our Customer Services area with a
diagnosis oftype II diabetes. Our Care Manager tried unsuccessfully to engage Mr. 8 in our
diabetes management program through phone and mail contact. Mr. 8 did not return
messages left with his wife. He eventually responded to a letter by calling to decline any
assistance. Our Care Manager was able to provide him with information on the insulin
products covered through his prescription benefit and left the door open for him to call ifhe
needed further assistance.

Approximately six months later, Mr. 8 called to say he was having issues with his diabetes,
including blood sugar readings as low as 36. When he decreased his Lantus in the evenings
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per his doctor}s direction his blood sugar reading would climb to 110-130 and he was

worried about his blood sugar being too high. Our Care Manager explained our care

management program and this time he agreed to participate. She was able to determine

through her assessment ofMr. B that he was essentially noncompliant with the

management ofhis diabetes. He did not monitor his dietary intake) was not checking his

blood sugar as often as he should} nor did he check his blood pressure or adhere to his

medication regimen. He was also having vision problems.

Our Care Manager taught him the range for normal blood sugar readings} educated him on

the need for routine foot care} signs and symptoms ofhypoglycemia and hyperglycemia and

how to treat both. The Care Manager also arranged for him to attend diabetes education

classes and followed up to verify his attendance. Mr. B was seen by a nephrologis~

ophthalmologist} podiatrist and cardiologist. He was diagnosed with retinopathy} mild

kidney disease} coronary artery disease (CAD) and peripheral vascular disease.

Since engaging in our care management program and working with our Care Manager} he

successfully underwent eye surgery resulting in improved vision and has gone from a pants

size of44 to 40. His last HgbA1 C result demonstrated controlled blood sugar and his kidney

function stabilized.

Mr. B had a mild set back when he got a piece ofwood stuck in his toe which initially

seemed as ifit might result in an amputation. However} with good wound management and

continued compliance with his diabetes regimen} Mr. B}s toe healed. After more than a year

in the care management program} Mr. B was taken off insulin by his physician and is

controlled with an oral agent twice daily. He sees his primary care physician every 3

months and started working with the diabetes educator at his local hospital to initiate a

support group for diabetics

Care Managers incorporate motivational interviewing into the assessment and care plan process. We
use this approach to ensure enrollees are following the care plan and to positively reinforce successful
outcomes. These could include improvements in a lab value or adhering to a goal of increased
physical activity for a weeklong period.

One of the keys to our success in other Medicaid markets has been to establish a trusting relationship
between the enrollee and the care management team - before engaging an individual in any behavior
change. By establishing a relationship of mutual trust, AmeriHealth Nebraska helps the enrollee
become more comfortable, promoting more active participation in his/her care.

One of the best ways to build a collaborative relationship is for the Care Manager to discuss the
enrollee's biggest concern with his/her current health state, and our experience has taught us that the
particular concern may not be related to the issue identified in the enrollee's assessment findings and
utilization data. Often, the Care Manager will ask the enrollee to identify personal goals as opposed
to health care goals. By focusing on the enrollee's desire to go to a restaurant or become a better

Page 67 Care Management Requirements



Medicaid Managed Care Physical Health Service
RFP # 379221

-..//roar IA~'H..""V" (~ealul Pion Ndlfas~a

soccer player, for example, the Care Manager can address items like exercisc to build cndurance or

proper use of asthma medication.

The Rapid Response team received a call from the mother of
"P, " a 4-year old Hispanic boy with asthma. P's mother
called and said that P had asthmo for about a year and
recently developedfrequent night time coughing. In talking
with P '05 mother, the Care Manager found that "P" was not
taking any daily medication, but he did have a nebulizerfor
"as-needed" use. p's mother also had a portable inhaler
and spacer but was not sure how to use it properly. P olso
did not have any emergency medications at school. P's
mother did not speak Or read English, limiting her ability to
effectively communicate with P's physician.

The Care Manager arrangedfor P to see his PCP, calling
ahead to the ojjice to explain the needs and arrange for a
translator. She had P 's mother bring the spacer and inhaler
to the visit. The Care Manager sent p's mother asthma
education materials in Spanish and providedjiJllow-up
education over the phone. The Care Manager also found a
Spanish-speaking primary care physician in p's
neighborhood and helped P 's mother change to that practice.

In the course ofworking with P and his mother over several
months, p's asthma improved. He was started on daily
asthma medication and was seen by an asthma/allergy
specialist. P has not had any hospital or emergency room
visits related to asthma. p's mother made changes to her
home to reduce triggers and keeps inhalers at home and at
school that P can use. ifneeded.

Transition between Risk Levels
High-Risk enrollees - those with the highest risk and multiple co-morbidities - will be moved to the

low-risk category when their

assessment indicates that a

reduction in care management
activities is warranted. Enrollees

who are transitioned to low-risk

managcmcnt continuc to rcccivc

reminders and educational

materials, monitoring and outreach
for care gaps and focused

interventions to support adherence

to clinical guidclines. Each

condition blueprint contains

focused education and outreaches

that take place regardless of the

enrollee's level of risk.

In addition, enrollces in low-risk

categories who exhibit an abrupt

change in their circumstances or

deterioration in their condition will

be moved to high-risk

management as appropriate. This

may occur when there is a
temporary loss of caregiver

support, the addition of a diagnosis

and corresponding treatment

regimen or an exacerbation of a

previously stable condition. This transition can be triggered by an unplanned event, a call from a

provider or the findings from routine contact with the enrollee.

Facilitation and Monitoring of Compliance with Treatment Plans

Through our robust analytic and information disscmination processes, both high-risk and low-risk

enrollees are continually monitored for adherence to clinical practice guidelines. For example,

enrollees missing recommended chronic condition management services, or demonstrating an
uncontrolled disease condition, such as high use of short-acting asthma medications, are identified

and receive outreach from Rapid Response employees. This same information is also disseminated to

the Provider Portal (a website for providers to obtain confidential information) and internal systems,

where it is utilized in unique programs that communicate "alerts" to providers and staff who check
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eligibility or look up an enrollee in our systems. More detail on our care gap strategy and processes

can be found below.

Evidence-Based Clinical Guidelines
We utilize evidencc-based clinical guidelincs to help reduce unnecessary variations in care and to

improve the quality of care for our enrollees. These guidelines are intended to inform - not replace

the provider's clinical judgment. The provider remains ultimately responsible for determining the

applicable treatment for each individual, and our goal is to support and complement the provider

patient relationship.

The Quality Assessment Performance Improvement Committee (QAPIC), which is part of the Quality

Program, described in Question 73, will identify and formally adopt nationally-recognized clinical

guidelines for use in enrollees' care plans. These guidelines form the basis for the priority focus areas,

self-management skill sets, and critical care gaps associated with each program.

We consider and select guidelines based on the following criteria:

• Incidence of the identified disease state in the target population

Ability of guideline adherence to improve the health state of the affected enrollee

• Current professional standards, supported by scientific evidence and research

• Approval and support by relevant professional medical organizations

The below table shows the National Clinical/Practice Guidelines that we will propose to the QAPIC,

and if approved, utilize for key chronic disease conditions and maternity management.

Table 8: National Clinical Guidelines

Condition Clinical Evidence Based Guidelines
Diabetes

Heart Failurc

Hypertension

Asthma

Obesity
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•

•

•

•

•

•

•

American Diabetes Association: Clinical Practice Recommendations 2010
hltp://carc.diabctcs journa Is. org/con tcnt/3 3/Supplcmcnt I

2009 Focused Update Incorporated Into the ACC/AHA 2005 Guidelines
for the Diagnosis and Management of Heart Failure in Adults
http://circ.ahajournals.org/cgi/contcnt/full/I 19/ 14c/c39I
Treatment of Hypertensioo in the Prevention and Management of
Ischemic Heart Disease
http://ahajoumals.org/cgi/contcnt/full/l15/21/2761

Global Initiative for Asthma (GINA) 2009
htt ://www.inasthma.com/Guidclincilcm.as nil =2&12= I&intld=60
National Institute of Health (NIH) 2009
http://www.nhlbi.nih.gov/guidclincs/asthmalaslhgdln.htm

National Heart, Lung, and Blood Institute: Obesity Education Initiative:
the Practical Guide: Identification, Evaluation and Treatment of
Overweight and Obesity in Adults

hltp://www.nhlbi,nih.gov/guidclincs/obcsity/prctgd c. pd f
American Academy of Pediatrics Endorsed: Expert ommiltee
Recommendations Regarding the Prevention, Assessment and Treatment
of Child and Adolescent Overweight and Obesity: Summary; Sarah E.
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Barlow; Pediatrics, 2007/20; 5/64;
www.aap.pedialrics.aapubIica1iol1s.org
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Pregnancy • Institute for Clinical Systems Improvement: Routine Prenatal are,
14" ed. July 2010
http://www.icsi.org/prcnatal care 4/prcnatal care routine ful version 2.
html

To ensure that we use the most recent guidelines and metrics, we will review each condition annually

and as updates are published. We will also solicit input from phy icians and other providers on the

guidelines. We present new or revised guidelines to the QAPIC for approval. Once we approve the

new or revised guidelines, we will notify providers through provider newsletters and broadcast emails

(if they subscribe), through annual or quarterly seminars, and via updates to the Provider Portal.

Leveraging Partnerships
AmeriHealth Nebraska believes strongly that "it takes a village" to improve chronic disease

outcomes. We are committed partners in each of the states in which we operate. We seck to work

with and augment existing community health programs and leverage th se relationships to include

our enrollees with chronic disease states in the appropriate community venue. A summary of some of

our planned partnerships appears in Table 9, below:

Table 9: Partnerships Supporting Disease Management Efforts

Partner Geography Collaboration Plan
Support the community HUB model that
creates pathways for at-risk populations in

Buffalo County Health Buffalo County/Mid
order to increase access to care for residents
diagnosed with diabetes through BCHP's

Partners Nebraska Community Health Access Team;
Distribute lead education materials to
enrollees

Buffalo County Nurses Buffalo County/Mid Wellness programs focused on "know yourand Health Ministry
Nurse Programs

Nebraska numbers" for diabetes and hypertension

Community Action Western Nebraska, Box
Agency of Eastern Butte, Morrill, Banner, Wellness programs focused on "know your
Nebraska/County Scottsbluff and Dawes numbers" for diabetes and hypertension
Health Departments Counties

Support the peer-to-peer training for all
Activate Buffalo

Buffalo County members of the Buffalo Youth Advisory Board
County Coalition based on the "Healthy Eating and Active

Living Toolkit"

Diabetes education;

Nebraska Public Southeast, Redwillow, Focused medical home connections;

Health Associationl South Heartland, North Home visitation program for pregnanVnew

County Health Central, Southwest and moms

Departments Logan Valley Support immunization and dental care
services offered at designated County health
departments
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Partner Geography Collaboration Plan

Catholic Social
Services

Northeastern Nebraska

Expand prevention education programs;
Child safety/ER prevention - at child care
centers;
Healthy eatingl"know your numbers" - at food
pantries;
Mobile mammography events

Treatment Plans
The evidence-based clinical guidelines associaled with each program form the basis of our program's

treatment plan and metrics. These lreatment plans arc the basis for the development of lhe

individualized plan of care for a particular enrollee. Our treatment plans arc compliant wilh NCQA's

disease management standards, and are part of the information reviewed by NCQA resulting in the

excellent accreditation level held by AmeriHealth plans across the nation. A summary of the

treatment plans associated with our programs appear below:

Table 10: Summary of Treatment Plans

Condition Treatment Plan
Diabetes
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•

•

•

•

•

•

•

•

•

HgbAlc cOlltro/
Enrollee should have HgbA Ie test every six
months
If result is > 7.0, there should be an
appropriate change in trealment regimen
under their provider's guidance and a retest in
3 months.

Sick day plall
Enrollee should have a plan for diabetic
medications when sick

Medicatioll
Enrollee should be refilling prescriptions
timely/report taking accurately
IfHgbAle> 7.0,there should be a discussion
of a change in mediealions with the provider.

Diet ami Exercise
Enrollee should have nutritionist visit for diet
plan within last 6 months
Enrollee should exercise minimum of 30
minutes walking (or equivalenl) 5 days/week

PCP visit schedule/screening measures
Enrollee with type II diabetes should sec
physician at least every 4 months (TIY)
Enrollee with type I diabetes should see
phy ician at least every 3 months (QIY)
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Condition 'Treatment Plan
Every physician visit should include a
peripheral neuropathy exam, foot exam and a
blood pressure screening
Every six months, lipid test (if LDL-c result is
> 100 mg/dl, enrollee should be receiving
treatment)
Annual dilated retinal exam (ORE), urine test
for micro albumin
HbA Ic measurement should be in the
physician chart at least every six months
(BIY)

Behavioral Risk Management
Consistent message surrounding impact of:
Diet
Exercise
Cigarette smoking
ETOH use
Illicit drug (e.g. cocaine) use

Asthma

Self-Management
Consistent message to encourage enrollees' self
management skills related to chronic illness:

Enrollees should have a sick day plan and
understand when to call PCP/specialist;
Enrollees monitor and record blood sugar in
log and understand when to call
PCP/Specialist

Asthma Control
Asthma action plan
Appropriate controller and rescue medications
Medication compliance
Reducing triggers in the home (may need
allergy testing for diet and environmental
triggers)
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Medication
Enrollee should be refilling prescriptions
timely/report taking accurately
Enrollee should have at least one portable
rescue medication at all times
If enrollee has a need for a rescue med more
than twice a week, there should be a change
in medications

Sick Day Plan
Enrollee should have a plan for asthma
medications when sick

Care Management Requirements
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Condition Treatment Plan

•
•

•

Beltavioral Risk Ma"ageme"t
Consistent message surrounding impact of;
Cigarene smoking

nvironmentaltriggers

Self-Ma"ageme"t
Consistent message to encouragc enrollees'
sclf-management skills related to chronic
illness;
Enrollees should have an asthma action plan
and understand when to call P P/specialist

Obesity Healtlt Promotio"
• Dietary and lifestyle education
• Exercise therapy and program

Self-Ma"ageme"t
Consistent message to encourage enrollees'
self- managcment skills related to comorbid
conditions;

• Medication adherence
• Monitor and record blood pressure

Behavioral Risk MllIwgemellt
onsistent message surrounding impact of:

• Cigarette smoking
• Alcohol use

Heart Failure Risk
•
•

•

•

Blood Pressllre{
Blood pressure hould be taken at every visit
Enrollee should know blood pressure and
individual blood pressure goal
If blood pressure> 130/80 - patient should be
receiving treatment (medication)
If LVEl" < 40%. target BP is < I20/80
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Lipid MOflitoriflg:
If lipid level> 100 mgldl;

• Enrollee should be on lipid-lowering strategy
(diet/medication)

• Repeat measurement every 6 weeks until
LDL < 100 mgldl

Behavioral Risk Management
Consistent message surrounding impact of;
• Cigarene smoking
• Excessive ETOH use
• Illicit Drug (e.g. cocaine) use
• Lack of exercise
• Diet

Care Management Requirements
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Heart F~lilurc
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•
•

•

•

•

•

•
•

•

•

•

•

•
•
•
•
•

Self-Management
Consistent message to encourage enrollees'
self-managcment skills related to the chronic
illness:
Medication adherence
Monitor and record blood pressure

Medication Management:
< 40% LVEF:
ACE/A RB - enrollee should be taking A E
or ARB - Ifnol: enrollee should have
documented contraindication for or failure of
trial of ACE/ARB
Beta-blocker - enrollee should be taking a
beta-blocker. Ifnol: enrollee should have
documented contraindication for or failure of
trial of beta-blocker
Diurctic - If enrollcc has history/physical
fi ndings of fluid overload; enrollee should be
taking a diuretic. > 40% LVEF
Comorbid conditions should be managed
according to individual guidelines (e.g., HTN,
CRF)

Blood Pressure~

Blood pressure should be taken at every visit
EnrOllee should know blood pressure and
individual blood pressure goal
If blood pressure> 130/80 - patient should be
receiving treatment (medication)
IfLVEF < 40%, target BP is <120/80

Lipid Monitoring~

If lipid levcl > 100 mg/dl:
Enrollee should be on lipid-lowering strategy
(diet/medication)
Repeal measurement every 6 weeks until
LDL < 100 mg/dl

Behavioral Risk Management~
Consistent message surrounding impact of:
Cigarette smoking
Excessive ETOH use
Illicit drug (e.g. cocaine) use
Lack of exercise
Diet

Selj:Management
Consistent message to encourage enrollees'
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Gondition Treatment Plan
self-management skills related to the chronic
illness:
Enrollee should weigh themselves daily,
record weights, and have threshold of weight
gain that prompts a call to physician
Enrollee should know baseline
activity/exercise tolerance
Enrollee should know individual
signs/symptoms of fluid overload or activity
intolerance; if sign/symptom experienced 
enrollee should call physician
Medication adherence
Monitor and record blood pressure

Facilitation and monitoring ofpotential enrollee compliance with treatment
plans
Once an enrollee is engaged in ICM, the Care Manager assists the enrollee to reach the maximum
level of self-management. This is accomplished by facilitating and monitoring the enrollee for
compliance with the treatment plan developed by the care manager in collaboration with the enrollee
and the PCP/medical home.

The Care Manager has several tools to use to monitor the enrollee's compliance with their treatment
and self-management plans. Through our care coordination platform, Jiva, the Care Manager has
access to care gap information (discussed further below), utilization activity, pharmacy data, and a
history of outreach contacts by all of our ICM employees.

Follow-up contacts between the Care Manager and the enrollee range from daily to quarterly,
depending on the enrollee's needs. During follow-up contacts the Care Manager will:

Assess the enrollee's progress against the care management plan of care and goals, and
perform modifications as needed
Identify barrier(s) to meeting goals and complying with the plan of care
Assist the enrollee in the development and progress of the enrollee's self-management plan
Provide community resource information, as needed
Collaborate with the enrollee to determine the next follow-up contact
Perform disease-specific reassessments every six months

Identifying and Managing Care Gaps
To optimize disease management, AmeriHealth Nebraska has implemented procedures that focus on
preventing exacerbation and complications based on evidence-based clinical practices. One key
initiative that we have successfully utilized to accomplish this goal is our care gaps program. In
addition to interventions to communicate and proactively close gaps in care, we provide ongoing
evidence-based education that empowers enrollees to manage their chronic conditions, prevent
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complications and avoid exacerbations, as well as assist providers in helping enrollees manage such
conditions.

Care gaps are clinically recommended services based on evidence-based clinical practice guidelines
for which there is no claim evidence that the enrollee received the service. We evaluate claim data at
least monthly for all enrollees. Care gap algorithms exist for a full range of preventive services and
chronic disease states. In the event there is no claim for a service, the system automatically generates
a care gap. The table below contains a chart listing the commonly targeted conditions and services in
our care gap program.

Table 11: Care Services

Asthma

Condition Service
Medication Management
Low Controller to Short Acting Medication
Ratio

Coronary Artery Disease

Diabetes

Heart Failure

Preventive Health Services

Preventive Health Vaccine
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ACEIIARB Therapy (CAD)
Antiplatelet Therapy
Beta Blocker 6 Months Post MI
Beta Blocker 7 Days Post MI
Beta Blocker Prior MI (CAD)
Cholesterol Test
LDL Lowering Drug Therapy
Lipid Test

Eye Exam
HgbAlc Test
Lipid Test
Micro Albumin Test

ACEIIARB Therapy (HF)
Beta Blocker Therapy (HF)
LVF Assessment
Warfarin Therapy

Breast Cancer Screen
Cervical Cancer Screen
Colorectal Cancer Screen
Lead Screening in Children
Primary Care Visit 1 to 2 years
Primary Care Visit 2 to 6 Years
Primary Care Visit 7 to 11 Years
Well Adolescent Care

III Chicken Pox Vaccine
Diphtheria/Tetanus Vaccine
H Influenza Type B Vaccine
Hepatitis B Vaccine
Measles/Mumps/Rubella Vaccine
Pneumonia Vaccine
Polio Vaccine

Care Management Requirements
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Information on each enrollee's care gaps is loaded into our internal information systems where it is

visible to care management and Customer Service staff. When an ID number or name of an enrollee

with a care gap is entered into our care management or Customer Service system, a color-coded

message appears on the screen alerting staff to the enrollee's care gaps. Each employee has a role

specific protocol to follow to address the care gap with the enrollee.

For instance, a Customer Service representative who receives an alert for a female enrollee who is

overdue for a breast cancer screening mammogram will initiate a scripted exchange with the enrollee

designed to allow the representative to move the call to a Care Connector who will make an

appointment at an upcoming mammography screening event or at facility convenient to the member.

The Care Connector will assist the member with transportation arrangements, as necessary. The

protocols contain decision and escalation points, providing staff with the ability to transfer the call

directly to a clinical are Manager if the enrollee has questions ofa clinical nature.

Providers and enrollees will see a similar alert through their respective web portals. In addition, PCPs

and medical homes will be able to access the information at the panel level, allowing them to use

population management techniques within their practice. This panel-level information will be

available as a printable report or a CSV (Comma Separated Value) file compatible with other

electronic systems.

Coordination of Care with Providers

The PCP/medical home is the cornerstone of the enrollee's care coordination and delivery system.

Our ICM employees will contact each PCP/medical home provider during the enrollee's initial

enrollment into the program, and as part of the comprehensive assessment and treatment plan

development process. We create the enrollee's treatment plan using the PCP/medical home's

treatment plan as a foundation. This allows us to complement the PCP/medical home's

recommendations and develop an enhanced and holistic treatment plan specific to the ICM program.

The ICM Care Manager remains in close communication with the PCP/medical home during the

implementation of the treatment plan, should issues or new concerns arise.

Care management employees contact all of the enrollee's key/current providers, including specialists

and behavioral health clinicians, who are involved with the enrollee's care to determine the best

process to use to support the enrollee. This process helps to reduce any redundancies and identi fies

areas to coordinate and support efficiencies. We engage key providers and offer them the opportunity

to be part of the development of the enrollee's treatment plan.

Incorporating Provider Input into Strategies to Influence Enrollee Behavior
We routinely solicit provider feedback and input regarding our ICM program. At the enrollee level,

Care Management employees routinely contact providers to gain their perspective On the enrollee's

needs and to understand approaches that have worked (or have not worked) with the enrollee in the

past. The information gathered is used in formulating the enrollee's plan of care and guides the

approach used with the enrollee.
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In addition, AmeriHealth will implement Partnership Councils in Nebraska as a forum to give
providers a voice in our programs. Through the Councils, providers and other stakeholders offer
input and direction regarding AmeriHealth's policies, procedures and programs, including
mechanisms AmeriHealth can use to influence enrollee behavior. For example, a similar program
developed by one of our plans used provider input to design a program for encouraging adolescent
enrollees to complete well care visits. (Movie ticket vouchers were given to primary care physicians,
who distributed the tickets to the adolescents at the end of the office visit). This program helped
increase adolescent well visit rates from 49.54% to 60.83% in the year it was in place.

We also conduct an annual provider satisfaction survey, collecting feedback on how we can improve
the effectiveness of our program. As part of the provider questionnaire, we solicit input on methods
we can implement to improve the program from all perspectives, including influencers of enrollee
behavior.

We have used provider feedback extensively to shape our care gap strategy. Care gaps are services
recommended by nationally-accepted clinical practice guidelines for which there is no claim evidence
of completion. Providers are alerted to these "gaps" when they perform an eligibility check through
our Provider Portal and through the Enrollee Clinical Summary and Provider Reports available on the
portal. Providers use this information to reinforce the need for these important services during the
office visit. Their feedback has helped us improve the program to display only the critical
information needed to effectively intervene with the enrollee.

Evaluation Methods

AmeriHealth Nebraska is committed to systemic collection and analysis of data to provide objective
evidence of our program's effectiveness. We will use a variety of measures to evaluate our success
with disease management.

We will use standardized HEDIS measures to define and monitor adherence to recommended
care, and to evaluate our performance. Selected measures, appropriate to the population of
concern, will be monitored over time as well as compared with the total plan-wide
membership.
We will identify all clinical outcomes for the disease states that will be used to measure
improvement in adherence to evidence-based guidelines for care, and clinical variables and
outcomes will be measured for participants at baseline, after an initial six-month period, and
annually thereafter.
We will report health processes and outcome indicators that we will use to measure
improvements in adherence with evidence-based guidelines for care and care coordination,
and such indicators will be measured for the population at baseline, after an initial six-month
period, and annually thereafter.
We will measure net savings using our predictive model of expected expenditures and
comparing the expected expenditures to actual expenditures, less program costs, covering all
members that have been identified.
We will measure participant satisfaction with our programs and changes in functional status.

Care Management Requirements
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• We will provide data identified by specific sub-groups (e.g., children and adults), and will

work with DH H to develop the characteristics of any other de ired groups.

Table 12: Sample Measures included in the evaluation

Measure
Persistence of Beta Blocker After a Heart Attack

Cholesterol Management After Acute Cardiovascular Events - LDL-C Screening
Cholesterol Management After Acute Cardiovascular Events - LDL-C level<100

Comprehensive Diabetes Care - HbA1C testing
Comprehensive Diabetes Care - Poor HbA1C Control
Comprehensive Diabetes Care - Eye Exam
Comprehensive Diabetes Care - LDL-C Screening
Comprehensive Diabetes Care - Eye Exam (retinal) performed
Comprehensive Diabetes Care - LDL-C level<100
Comprehensive Diabetes Care - Monitoring for Nephropathy
Comprehensive Diabetes Care - HbA1C Good Control «7.0 percent)
Comprehensive Diabetes Care - Blood Pressure <130/80
Comprehensive Diabetes Care - Blood Pressure <140/90

Use of Appropriate Medications for people with Asthma - 5-9 Years
Use of Appropriate Medications for people with Asthma - 10-17 Years
Use of Appropriate Medications for people with Asthma - 18-56 Years
Use of Appropriate Medications for people with Asthma - All Ages

Adult Access to Preventative/Ambulatory Health Services - 20-44 Years
Adult Access to Preventative/Ambulatory Health Services - 45-64 Years
Adult Access to Preventative/Ambulatory Health Services - 65+ Years

Rate of inpatient admissions by disease state population

• Rate of emergency room admissions by disease state population

Participant Satisfaction

Documented Improvement

The chart below depicts reductions in inpatient hospitalization rates for the chronic disease

populations in AmeriHealth's Pennsylvania affiliates from 2009 to 2010.
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Figure 8: Reduction in Inpatient Hospitalization

In addition, we have improved the management of asthma, diabetes, cardiovascular disease and

COPD and the related health outcomes. Data from three of AmeriHealth's plans appear in the

following figures.

Asthma
For asthma, all of AmeriHealth's plans reporting HEDIS data related to asthma maintained rates for

appropriate use of asthma medication over 90 percent for the last five reporting years .

• KMHP • AMHP Select Health
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Figure 9: Appropriate Use of Asthma Medication
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Diabetes
For diabetic members, Ameri Health plans continue to improve blood sugar control, with both plans

performing better than the Medicaid national average.
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Figure 10 Diabetes - Poor A 1e Control

Cardiovascular Disease
For blood pressure control, an important factor in cardiovascular disease, stroke and chronic kidney

disease, both AmeriHealth's central and southeastern Pennsylvania plans are in the 75'h and 90'h
national Medicaid percentiles, respectively.
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Figure 11: Controlling High Blood Pressure
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COPO
For bronchodilator management ofCQPO, AmeriHealth's southeastern Pennsylvania plan is in the

90'h Medicaid national percentile.
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Figure 12; Pharmacotherapy Management of COPD - Bronchodilator
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MEDICAL RECORD CONTENT

QUESTION 46
Describe the Content of MCO's Medical Record

Thc elcmcnts of our medical record can be found on screen shots below. Each component has been

labeled according to the requirements as statcd in section C.6.f.v. Medical Record Content of the RFP

(page 45). M 0 medical record content must consist of, at a minimum, the following enrollee

information:

a) Ident; fication of thc enrollee;

b) The name of the enrollee's physician;

c) Date of admission and dates of application for an authorization of Medicaid benefits if

application is made after admission;

d) The plan of carc;

e) Initial and subsequent continued stay review dates;

I) Date of operating room reservation, if applicable; and

g) Justification of emergency admission, if applicable, and reasons and plan for continued stay if

the attending physician believes continues stay is necessary.

In addition, our medical record includes the enrollee's primary and secondary diagnoses; information

on procedures and services (such as home health care and durable medical equipment) received by the

enrollee, discharge plan, and information on other payment sources for the enrollee, ifapplicable.

Our Mcdical Management Information System (JivaTM) provides an integrated platfonn that allows for

the collection and use of medical information related to member. Through our state-of-the-art

applications, described in Qucstion 81 and highlighted below, we can provide appropriate levels of

medical record information.
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In addition, we will provide physicians with access to a clinical summary for enrollees enrolled with
AmeriHealth Nebraska. The Member Clinical Summary (MCS), (or sometime referred to Enrollee
Clinical Summary (ECS)), which is accessed through the Provider Portal, is a payer-based electronic
health record that provides a common view of a patient's medical history by summarizing data from
claims, pharmacy, and care management sources. Delivered to clinicians and health care providers at
the point of care, the clinical summary fosters greater collaboration between health care providers and
health care payers or insurers, enriches patient interactions, and streamlines administrative procedures.
Most importantly, the clinical summary helps each stakeholder in the health care process improve the
overall quality and affordability of health care.

The MCS lists the member's chronic conditions, medications, care gaps (missing or overdue
services), specialist visits, ER visits, and other details. The summary provides useful information at
all phases of the member's care. For a member who is new to the PCP/medical home, the MCS
provides a snapshot of health care needs and services the member has received in the past.

For established patients, the MCS alerts the PCP/medical home to inpatient admissions or emergency
room visits the patient forgot to mention. More importantly, the MCS serves as a way for the PCP to
verify that the member filled the prescriptions that s/he received during the last visit and alerts the
PCP to medications the patient is receiving from other providers. The MCS can be printed for
inclusion in a paper chart or downloaded as a Continuity of Care Document (CCD) into an electronic
medical record. An example of a MCS document appears below.
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IJ:==
Amcl'iHcalth

ERe

Member Information
Name: Mary Jones

Address1: 234 Main 5t
Address2:
CitylStlZlp: Chesler, PA 19013
Phone: (610) 123-4561
Gender: Female
DOB: 113/1980

Member '0: 9876543

~..4r/;or I,..""••'"
~'V' (~eo/Ul PIon "!ef)/llSl(ll

Member Clinical Summary
Oate Of Report: 112612010

Member: Mary Jones 19816543

PCP Information
Provider Name: Real Care

Address1:
Addrl!lss2:
CitylSVZip: Chester, PA 19013
Phone:

Medications (within past 6 months)
Fill DOl. N~mt & Slr.nO\h Doy. Pr..Qrlbor Nllme Phormocy Nemo

Supply
01120/10 AQctamlno I"o&n - COO 1(3 Tabl.:il

"
OIl~dYu<:ha Rllll Aid PhllmaQ /102548

12/10100 N roKen EC 500 MG Tlble( 30 Vance J MOil Nelghbcr eire Crozer M47037
12/10109 ProdnlfQlone AC 1% Eye Or 30 Ke~n Stockton Palhmal1c Phannlley M55&
101:l8/Cle S.nnl Lax hbl.t 10 Sharon W<llnri hI Neighbor Car. Crour 1#47037

'0128100 OKycodon.·APAP 5-3:l5MG hbl.t , eVolln Bash Palhmllk PllalmillQY M558
071311l» Endoeet 5-3:lSMG Tlbl.1 7 Da-.1d Yuenl Rit. Aid Phll'maQ 1'O:l548

Stlllllllnd rfK1flrBl hettlfll prNlley ltIwa prKIWtt the inc:/usion d informtttion relllted to ttny b9httvionll hell'h, HIV-ffflBted ttncJ/orcJrug
.nd ./eQJIQI 'c!El9km mttdK.lions lind /rl!Mtmt",ls in/his c1inielll sllmm..!.'Y,_

Chronic Conditions
Diabetes; Asthma; Corona Artery Disease

GaDS In Care
Condition
PreventtVfl He.llh
Sa'..nt

S.,....lc.

I Cel\Aocl1 CeMer I
SQr.1I'I

Status I Lilt S.rYlc. 1 NIXt Ser-.1c,

Overdue 1 11f712006 I
Rut.

IAt leUl onc::e eVflf'y IIlree )'flIrt

ER Visits (within I)ast 6 months
Da" Focllity
09/15109 Crozer-Chll1iler Med Center

R.allon
78605 - Shorlna" of Bre.lh

St#'e,ncI f«le,.1 nellllh plltl'ey /f1W$ pree/lJde 1/lfl1nc1U'ion d If/IO/mlllion fffl8led to.ny behlvlQrlll he,'Il, HIV-fffl8led lIncJ,01' dlllg
,ncI ,1cohoI.cJdidlon mIdK'';Ofl$.nd tr"",/menls in 'his clinie~Sllmm.l)'.

InpatIent Admissions within ast 12 months
From Data To D~lt hQllil

Thertt are no data records aVIJI/able for this section.

Rloson
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Office Visits wlthln Dast 12 months) I
Da" !"roYld.r S .clott " •••on
12122100 O,-.1d Yueh, Orthop.diQ 71~7 - P,in In Joint, Ankle and Fool

'2108100 Ke-.1n S1oclclon Ortho .dle 71537 - Lac Oll.oarlhoro. Not S .c Prim/Me Ank&Foot
12/14109 Shllron Wainri I Ortllo edH:: 71~17-Prlma Loeanzed Osleroarthro,l, Ankle Ind Fool
10107109 eVIl'" Sish Orthopedic 71947 - Pain In Joint, Ankle and Fod

09!241l» Bl'\le. John.on
OS/271OQ O,-.1d Vueh, OphlhalMology 315410 - Un.po<:.f,ed ChronlQ Irldoc:yelill,

StlllO llnQ federalllOlllll ",fII,ey 1ltW$ pree/we the h;1U,ion d Inform./lon ffflJll«l to.ny berltwlQrlll he••Il. HIV-relllllKi al~cJrurJ
and .l<:ohoIllcJdldion mttdlclltioM lind trl!MlmenU In this c/lnlcll1 ,fUmmlll)'.

PlJge 1 of t

DlII. $o(lf(1 ThI d.ll,'" Ihl' M..oo.tChrIIc,' S_,>, IIdf1l""Id ItQmC/lliffl ulformt(lOr>SIJIlm(f4'dlo .ndprocNSf(J oyr". 'lH~/lpl," fht
Ii1lormM/OIII'llllY~f1bIIIIind rhlllld",1 dIIMltyoi HIVIC'''' dlfH"",i"'f1 on w/ltlllht ,lI/f1tI',i' ,ubmtlt'd ,rtdf/lOCN,«f

Figure 7: Member Clinical Summary
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As described in other parts of this response (primarily Question 56), we ensure that the content of

medical records is protected as required by HI PAA and other applicable confidentiality requirements,

and that the information systems we use will assist enrollees and providers alike in their efforts for

access to information of value in developing the most appropriate response to each enrollee's medical

needs.

We acknowledge and agree that each enrollee shall have access to his or her medical record, as required

by the RFP, and can request that the records be amended or corrected as specified in 45 CFR Part 64,

and that we have established and implemented procedures consistent with 45 CFR Parts 160 and 164

for medical records requirements and any other health and enrollment information that identifies a
particular enrollee.

Page 10 Medical Record Content



Technical Approach
a.

r-nl0fJSE:'(] 1m

b.1 Regulation and Guidance

b.2 Managed Care Org. Licensure

b.3 Reinsurance

bA Advance Directives

b.5 Information Requirements

b.6 Provider Discrimination

b.7 Third Party Resources (TPR)

b.8 Enrollment I Disenrollment

b.9 Enrollee Rights

b.IO Provider-Enrollee Communication

b.11 Marketing Activities

b.12 Emergency Svcs: CO'''/g and Paymt

b.13 Post Stab. Svcs: Cov1g and Paymt

b.14 Covered Services

b.15 Care Mgmt Requirements

b.16 Medical Record Content

c. Technical Considerations

Detailed Plan

e. iverables:

Deliverable I

Deliverable 2

Deliverable 3

b.17 Prov. Network and Access Stds.

b.18 Structure and Operations

b.19 Measurement & Impr. Stds.

b.20 Grievance Systems

b.21 Certification

b.22 Program Integrity

b.23 Coordination wi Enrollment Broker

b.24 Provider Network

b.25 PCP Network

b.26 Patient-Centered ~/]edical Homes

b.27 Coord. wi Beh. Health Vendor

b.28 Radiology Management

b.29 Accreditation

b.30 Physician Incentive Plan

b.31 PPCsl incl. Health Care Acquired Condo



CONTENTS

PROVIDER NETWORK AND ACCESS STANDARDS 1
Question 47 1

Question 48 11

Question 49 15

Question 50 17

Question 51 17

Question 52 19

Question 53 21

Question 54 34

Question 55 36

Question 56 49

Question 57 54

Question 58 56

Question 59 57

Question 60 58

Question 61 64

Question 62 67



Medicaid Managed Care Physical Health Service
RFP # 3792Z,

PROVIDER NETWORK AND
ACCESS STANDARDS

QUESTION 47
Describe your MCa 's plan to ensure that your provider network meets the network and
access requirements of the program, Describe the method your MCa plans to use on an
ongoing basis to assess and ensure that DHSS network standards are maintained, including
standards related to:

• Distance
• Appointment access

Cultural competency
• Afterhours access

Inclusion of FQHCs and RHCs
• Inclusion of out-of-network and out-of-state providers for medically necessary

services
• Inclusion of non-hospital urgent and emergent care providers

Building and maintaining a comprehensive provider network in a State with urban, rural, and fTontier

counties, requires continual sensitivity to the unique opportunities and challenges inherent to each

region, Maintaining standards in distance and appointment/afterhours access to providers, as well as

cultural competency in growing, ethnically and racially diverse communities, can be particularly

challenging in rural and frontier counties, While expanding network access beyond participating

PCPs (including Federally Qualified Health Centers [FQHCs] and Rural Health Centers [RHCs])

up to and including out-of-network and out-of-state providers - can contribute to a solution, they

present MCOs with additional challenges of coordinating and running such a disparate provider

network, AmeriHealth Nebraska will devote substantial resources into ensuring that we and our

contracted providers meet or exceed federal and State standards for network providers on behalf of

our members,

The Letters of Intent (LOI) we received reflect an extremely robust network of providers to provide

healthcare services to the Medicaid enrollees in Nebraska, As indicated on the attached geo access

reports we have state-wide coverage for almost all provider types when there are providers in the

regions, We have 13,719 points of contact for our members, This includes all providers at their

multiple locations who have signed LOis with us (individual providers counted multiple times based

on their multiple places of service), Our network of 1125 PCPs at 438 locations will assure our

members receive the healthcare services they need, In areas of the state without healthcare providers,

we will work with the members and the nearest providers to assure necessary care is available, Later

in this response, you will also read about our plan for continued access to telehealth services and

collaboration with local health departments to assure care is provided,
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While establishing the AmeriHealth Nebraska network, we considered several aspects of access

including, but not limited to, the following:

•
•
•

The anticipated Medicaid enrollment and expected utilization of services, considering the

characteristics and health care needs of particular Medicaid populations;

The numbers and types of providers required to supply the contracted Medicaid services;

The numbers of network providers who are not accepting new Medicaid patients;

The geographic location of providers and members, considering distance, travel time,

commonly used meanS of transportation, and provisions for physical access for members with

special health care needs.

Launching a Provider Network

Developing a comprehensive network of providers is a critical element in the success of any Medicaid

program. Our organization is familiar with the intricacies and potential pitfalls of building and

managing a network that supports the members we serve. AmeriHealth Nebraska has demonstrated

the ability to build managed care plans in multiple states, all within required - and often limited

time frames; allowing our members quick and easy access to the care that they need.

With nearly 30 years of experience in building strong provider networks in multiple geographies, we

have developed a proven process to ensure that we can quickly implement a comprehensive provider

network that not only meets, but also exceeds DHHS requirements, upon notification ofa contract

award.

Strong Relationships with our Provider Partners
We understand that obtaining a LOI is only the beginning of the provider relationship. Our providers

are a critical component in the successful implementation and operation of the AmeriHealth plans.

We have started developing strong relationships with critical providers who will be actively engaged

in the implementation of our Nebraska operations. In addition, we draw on the years of experience

Blue Cross Blue Shield of Nebraska has with the state's provider network.

We have either met with or had discussions with the following individuals or organizations and will

be included in workgroups, advise the team on Nebraska-specific provider issues, and assist with

systems testing and payment validation. For example: we will complete an entire payment cycle for

the providers with some test claims and send them the output - I emittance Advice, etc. The providers

will be asked to validate the payment and provide comments. Over the years this has proven to be one

of the most critical acknowledgements of system readiness.

Table 1: Key Relationships

Providers and Associations

David Burd, VP Finance,
Nebraska Hospital Association

Page 2

John Roberts, Executive
Director, Nebraska Rural
Health Association

Dale Mahlman, Executive VP,
Nebraska Medical Association
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Providers and Associations

Patrick Henry Connell, Vice
Kevin Conway, VP Health Jack Green, CEO President of Behavioral Health,
Information, Nebraska Hospital Antelope Memorial Hospital- Compliance and Government
Association Neligh, NE Relations, Boys Town National

Research Hospital

Russ Gronewold, Vice Kenneth Foster, Vice
Bruce Rieker, VP Advocacy

President Finance and CFO, President Regional Dev. &
Nebraska Hospital Association

BryanLGH Health System Strategic Planning, BryanLGH
Health System

Nancy Thompson, Executive Paula Pillen, Director Quality Rita Parris, Executive Director,
Director, Health Center Initiatives, Health Center Public Health Association of
Association of Nebraska Association of Nebraska Nebraska

Pat Lopez, Public Health
Kenneth Foster, Executive Mike Garman, CFO,
Director, Heartland Health Avera S1. Anthony's Hospital-

Association of Nebraska
Alliance O'Neill, NE

Troy Bruntz, CFO, David Griffiths, CFO,
Rod Triplett, Network
Executive,Community Hospital- McCook, Regional West Medical
Regional Development

NE Center- Scottsbluff, NE
Services- Alegent Health

BCBSNE has been a key supporter from its inception of the Nebraska Health Information Exchange
Initiation (NeHll). BCBSNE is currently the only health payer participating in this innovative,
statewide health information exchange program that provides immediate electronic access of patient
history to participating physicians, potentially reducing medical errors and duplicate services while
improving quality outcomes and controlling costs. As the only participating health plan,
BCBSNE has been instrumental in its development into one of the leading exchanges in the
country. We remain actively involved at various levels and continue to support its growth and
development. Additionally, we have provided financial incentives for critical access hospitals to
become data providers in NeHll. Coordinating care between these hospitals and providers outside
of these communities and vice versa is an important step toward improving care coordination in the
rural communities in Nebraska.

{(BCBSNE has devoted resources as a consultant along with significant financial support

throughout the history of the project. I donlt see a scenario where NeHII becomes one ofthe

leaders in the country with health information exchange without BCBSNEls commitment

and support. Their involvement begins with their CEO and is embraced across the

company. They are also providing financial incentive for Critical Access Hospitals which

will help improve care coordination for Nebaskans in rural areas. I amfrequentiy asked by

other states about the support we receive from BCBSNE as others are struggling with

engaging the payer community. My response to the queries includes the comment that

BCBSNEls commitment is a clear demonstration oftheir dedication to providing the best

possible healthcare for all Nebraskans JJ

- Deb Bass, Executive Director NeHII
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The foundation of a successful provider network for the rural and frontier counties of Nebraska is
effective relationships with safety-net and community providers. We understand that a successful
program depends on collaborations with traditional providers of care for our target population, and
not simply a commercial-style managed care contract. We have had years of experience in
establishing effective partnerships with providers in rural counties nationwide and understand their
challenges and needs.

Our ability to partner effectively with rural hospitals, Rural Health Centers (RHCs), and Federally
Qualified Health Centers (FQHCs) enables us to meet the required Geo-Access standards. We have
attached Geo-Access reports that reflect our receipt of Letters of Intent (LOI) meeting the following
State-mandated Geographic Access-Standards:

Two (2) PCPs within 30 miles of members in urban counties;
One (1) PCP within 45 miles of members in rural counties;
One (1) PCO within 60 miles of members who reside in the Frontier counties;
One (1) high-volume specialist within 90 miles of members;
Inclusion of urgent care centers within the network; and
Inclusion of all FQHCs, and RHCs within the network.

We have also obtained LOIs from key provider systems in Omaha and Lincoln, since enrollees
commute to urban counties to obtain specialty care. The geo access maps, enclosed as Attachment 14,
reflect the robust network we will have in place in the urban counties as well as the rural and frontier
counties.

Geo-access reports will be updated and reviewed quarterly to ensure we meet the access requirements
of the contract. Our intent is to establish contracts with all providers in rural and frontier counties and
if we identify a gap in access, we will ensure all providers are offered contracts. We have a strong
history of partnering with providers to increase coverage in areas of the state without adequate
coverage and will continue the same strategy in Nebraska.

In addition to contracting with key providers we have also met with the Good Samaritan Health
System and Bryan LGH's Heartland Association to discuss opportunities to partner with their Critical
Access Hospital Initiatives. It is imperative we have the CAH hospitals in our network because of the
acute care provided at their facilities but also because of the Rural Health Centers most of them have
as part of their health systems. Letters of Intent with 74 hospitals is an indication of the strong
hospital network we will have in place, including the Critical Access Hospitals.

Urban Access
Two Nebraskan counties, Dixon and Dakota, are classified as urban access counties, and Dakota
County specifically has a diverse racial and ethnic population. Enrollees from both of these counties
will benefit greatly from AmeriHealth Nebraska's strong experience in urban network development
and management. We have developed full provider network access in the Omaha and Lincoln MSAs
in order to assure urban access and an adequate referral network for our members.
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Provider Access Standards
Providers arc required to meet standards for timely access to care and services standards, taking into
account the urgency of the need for the services. Timely access standards for PCP hours of operation
arc as follows: when only one medical doctor is present in the practice, he or she must be available at
least 20 hours per week for members; but when two or more medical doctors arc present, they must
each be available at least 30 hours per week for members. AmeriHealth Nebraska has written policies
and procedures which outline the requirements and define the process for monitoring providers
regarding their compliance with accessibility standards. The policies identify the access standards for
emergent care or emergency visits, urgent care, maternity care, routine non-urgent or preventive care,

specialty care consultation, after-hours availability, and in-office waiting times for scheduled
appointments.

We also encourage the use of physician extenders and received LOis from 306 Advanced Registered
Nurse Practitioners representing the rural counties of Nebraska. We know ARNPs are an integral part
of the provider network and we encourage their participation and involvement in our programs and
processes.

Appointment Access
AmeriHealth Nebraska network providers are required to meet and treat members according to the
standards for timely access - appointment and wait times - established by DHH and outlined in the
table below.

Table 2: Timely Access Standards

Physician Type Appointment Type Availability Standards

Emergency Twenty-four (24) hours
per day, seven (7) days

Primary Care Phy tClan per week

(PCP) Urgent Care Two (2) calendar days

Routine Fourteen (14) working
days

High-Volume Specialists Routine Thirty (30) working days
(Cardiologist, Neurologist,
Hematologist/Oncologist,
Orthopedics)

First (I ") Trimester Fourteen (14) working

Prenatal
days

Initial Second (2'd) Seven (7) working days
Trimester

After-hours Access
In a practitioner's absence, the patient must be instructed, via an answering service or a telephone
answering machine, on how to reach their PCP or an approved prllctitioner providing 24-hour
coverage. Access and appointment availability standards will be routinely communicated via the

Page 5 Provider Network and Access Standards



Medicaid Managed Care Physical Health Service
RFP # 3792ZJ

~4rbor I,.~.~.,"
.'~ '~ea/lh pton Nebf,SIo.a

provider manual (available online), provider website, on-site orientation of new providers, ongoing

training, and the provider new leller.

Education and Communication of Standards
AmeriHeallh Nebraska uses several methods to educate and communicate provider accessibility

standards with the aim of ensuring providers have a clear understanding of expectations placed on

them as a participating provider. These means include, but arc not limited to, the following:

• Provider Manual

Provider Portal section of the AN website

On-site orientation presentation for newly contracted/credentialed providers

Routine provider office/site visits

Provider workshops

Provider newsletters

Monitoring of Standards
Once the accessibility standards have been communicated to providers, follow-up contact with the

providers ensures that the member's experience is consistent with these standards, and is a critical

component of assessing access to care. ompliance with the accessibility standards is monitored

through a number of tracking and reporting vehicles. We track calls from members related to

dissatisfaction with appointment and wait times. Individual complaints are forwarded to the provider

network management representative assigned to the provider for investigation and resolution. In

addition, aggregate complaint data related to dissatisfaction with appointments and wait times is

trended to identify physician offices with repeated problems.

AmeriHeallh Nebraska will conduct its own assessments via "Secret Shopper surveys," as well as

provider audits. "Secret Shopper" calls allow us to directly experience the response frol11 the

physician's office that our members receive. For this assessment, we call physician offices after

normal business hours to verify whether members who call at this time are able to reach a physician,

if necessary. We also audit provider scheduling records to determine the availability of the next

appointment for preventive, routine, and urgent care. During on-site vi its, we monitor office wait

limes.

Table 3: Sample Report - Plan Appointment Access Survey Results (2008-2010)

2008 2009 2010
Standard % Met Met %Met Did ot % Not Met % Met Did Not % ot

Standard Meet Met Standard Meet Met
Standard Standard

All types 96% 562 97% 17 3% 632 95% 32 5%
of eare

Preventive 96% 545 97% 17 3% 636 95% 28 6%

Routine 100% 562 100% 0 0% 662 99% 2 1%

Urgent 99% 562 100% 0 0% 663 99.9% I .01%
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Table 4: Reasons Why PCP Sites Did Not Meet After-Hours Standards 2008-2010

2008
Reason #Non-Compliant °A, of Non-Compliant #Study Population

Total 84 100% 710

;::IORings 17 20% 2%

Answering Machine 18 21% 3%
instructions to ER only

No cmcrgcncy 46 55% 6%
instructions on answering
machinc

Answcring Scrvice does 3 4% 0%
not pick-up

2009
Reason #Non-Compliant %.NOIl-Compliant #Study Population

Total 44 100% 749

> 10 Rings 13 30% 2%

Answering Machine 5 11% 1%
instructions to ER only

No emergency 21 48% 3%
instructions on answering
machine

Answering Service does 5 11% 1%
not pick-up

2010
Reason #Non-Complillnt DA,Non-Compliant #Study Population

Tot"l 49 100% 891

;:: 10 Rings 10 20% 1%

Answering Machine 10 20% 1%
instructions to ER only

No emergency 18 37% 2%
instructions on ;\I1swcring
mnchinc

Answering Service does II 23% 1%
not pick-up

Review and Analysis of Findings
Providers who are non-compliant with any of the accessibility stand"rds are notified of OUl' findings

by their provider network management representative and re-instructed regarding the standards. The

assigned providcr network management representative schedules another mOllitoring event, either an

on-site visit to monitor office wait times, a "Sccret Shopper" call to check appointment availability, or

an after-hours call to verify the availability of the practitioner.
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Corrective Measures
Offices that are non-compliant during repeated monitoring attempts are required to prepare and
implement a corrective action plan. The provider network management representative monitors the
implementation of any corrective action and reports the results to the Quality Committee. Non
compliant offices are also automatically included in the provider list for the next monitoring session.

Our provider network management representatives work with provider offices to assist them in
implementing creative solutions and adjusting their processes to become compliant. We have worked
with some PCPs to offer "open hours" or walk-in hours. One of our providers, a large hospital-based
practice in central Pennsylvania implemented walk-in hours from 7:00 a.m. - 9:00 a.m. on Monday
Thursday, providing the practice with greater flexibility in meeting standards for urgent
appointments. We worked closely with other practices that offer several "unscheduled" appointments
throughout the day, including a contracted provider that offers our members unscheduled urgent care
appointments such that each physician in the practice has an unscheduled appointment every hour.

Results of our monitoring activities are combined with select Consumer Assessment of Healthcare
Providers and Systems (CAHPS) responses and AmeriHealth Nebraska phone access performance
evaluations to create a global picture of Access and Availability. The Access and Availability
findings are reported to the Quality Committee.

Anti-discrimination
AmeriHealth Nebraska will ensure there is no discrimination in the making of appointments. The
following is the anti-discrimination clause in Section 10.10 of our provider agreement:

Both parties agree that there shall be no discrimination in the performance of this

Agreement against any patient or other person as the result ofthat individual's

raceJcolor, religion gender, sexual orientation, handicapJ ageJnational origin

source ofpaymentJor any other basis prohibited by law.

Cultural Competency
AmeriHealth has developed, implemented, and strengthened strategies and programs to improve
services to its culturally diverse members for over a decade. Nationally, all Health Plans are directed
to abide by the Culturally Linguistic Appropriate Services (CLAS) guidelines in the delivery of health
care-related services. These programs enrich the lives of our members, support the community, and
offer providers vital tools in treating their patients. AmeriHealth Nebraska believes in promoting the
delivery of services in a culturally competent manner to all of its members, including those with
limited English proficiency and those with diverse cultural and ethnic backgrounds. We believe
cultural competency is a necessary component of a high quality health care delivery system.

AmeriHealth Nebraska will ensure that the provider network has a sufficient number and diversity of
practitioners who provide care to all of its members, with a focus on those members with diverse
cultural and ethnic requirements. Ongoing monitoring of the network will be conducted to evaluate
whether the network continues to meet the cultural needs of our members. Our provider directory and
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member services department will identify providers who speak languages other than English so that

our membcrs can select a practitioner equipped to meet their needs.

To ensure that the appropriate provider network is in place for our members, AmeriHealth Nebraska's

standard process incorporates the following actions:

•

•

•

•

•

•
•
•
•

Identifying the language needs and cultural background of members, including prevalent

languages and cultural groups using U.S. Census data, enrollment data, member feedback,

and complaint data;

Identifying the languages and the cultural background of practitioners in the provider network

to assess whether they meet language needs and preferences of members;

Taking action to adjust the practitioner network, if the current network does not meet the

language needs and the cultural preferences of members;

Recruiting and providing credentials to practitioners who speak a language that reflects the

linguistic needs of members;

Recruiting and providing credentials to practitioners that reflect the cultural and ethnic

backgrounds of underrepresented members;

Offering cultural competency training based on the special needs and racial/ethnic

composition of the member population;

Monitoring member inquiries, complaints, 01' feedback related to communication and/or

service issues;
Conducting access and availability audits;

Taking action as needed based on feedback from the CAHPS survey;

Monitoring geo access reports to assure provider availability; and

Providing contracts to safety net providers who customarily provide care to members with

diverse needs.

To ensure that we have an adequate network in place for our members and provide the necessary

support, the AmeriHealth Nebraska Provider Network Management department will also perform the

following:

• Incorporate collection of race/ ethnicity / language into the Provider Roster Validation

Process;
• Collect and store the available language and race of providers for member access;
• Notify providers of the member's spoken language at time of enrollmcnt; and

• Offer seminars to provider office staff and include a discussion on the importance of cultural

competence in the tools available to providers.

If the Plan identifies an access-related need, we will either conduct targeted provider recruitment, or

when appropriate, request that providers accept more members. Following implementation of a

network deficiency plan, wc will gcnerate and analyze new geo access maps to determine the success

of the action plan.

Under the Americans with Disability Act (ADA), health care providers have an independent

obligation to provide reasonable accommodations to care for members with sensory impairments and
to provide translation services when necessary. We recognize that many providers participating in the
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Medicaid program are not equipped to provide oral interpretation services for their patients; therefore,
AmeriHealth Nebraska will provide a toll-free service which providers can utilize in order to reduce
their administrative costs.

Inclusion of FQHCs and RHCs
FQHCs and RHCs typically provide care to the largest volume of Medicaid enrollees; therefore, we
will offer contracts to all FQHCs and RHCs. Contracting with the Centers is an integral part of our
strategy to develop a successful network. We have received LOIs from 87 RHCs and 7 FQHCs,
therefore assuring these vital providers are in our network.

Rural health clinics in Nebraska are the lifeblood of these areas and are certainly critical
providers. The relationship the staff develops with the members who depend on them is key to
ensuring not just access, but member engagement with our programs. So, not only will we seek to
contract with all the FQHCs and RHCs as required by the RFP, we will also seek a true partnership
with them, and assist them with data and other infrastructure needs to enable them to be successful in
improving health outcomes for our member population.

This means that our provider representatives will need to develop strong ongoing relationships and
make frequent visits and we will need to consider other opportunities. Our data (disease prevalence,
etc.) and their experience in the state will help identify exactly what those needs might be. We will
develop and maintain relationships and support these clinics on an ongoing basis to ensure network
standards are maintained and also to ensure the success of our member engagement strategies.

We have met with many provider and member associations to share our organization's mission and
values, and to seek their input on rural health issues that are important to FQHCs and RHCs. We
shared information about our collaborative provider programs and the value that we place on access
to care for our members as well as provider satisfaction. AmeriHealth Nebraska, Inc., intends to
replicate this model in Nebraska, as appropriate, through partnerships with the local FQHCs and
faith-based organizations.

The FQHCs and RHCs will have a provider network management representative assigned to them to
assist with administration of the program, provide patient-specific information, and assist with policy
and program questions. As reimbursement is a key component for the viability of safety-net
providers, the provider account executive will provide information and training related to electronic
billing and correct claims submission, so that timely payment is received for services rendered.

FQHCIRHC Contracting and Reimbursement
We are aware of the RFP requirement to offer a contract to all FQHCs and RHCs in this service area
and if an agreement cannot be reached with them we shall notify DHHS. FQHCs and RHCs will be
reimbursed in accordance with 471 NAC Chapters 29 and 34 and we will not enter into alternative
reimbursement arrangements with FQHCs or RHCs as initiated by the FQHC or RHC without prior
approval from DHHS.

As noted in the response for Question 70 related to Critical Access Hospitals, we agree to reimburse
CAH their interim rate with a cost settlement. The cost settlement also applies to the RHCs.
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Inclusion of out-of-network and out-of-state providers for medically necessary
services
Emergency care is always reimbursed regardless of whether it is obtained from an in-network or an

out-of-nctwork provider. Out-of-network providers may provide care in state or out ofstate. Our care

managers and medical directors will assist the out-of-nctwork provider in transitioning the care of the

patient to an in-state participating provider and notify the patient's PCP of the care received. We will

reimburse out-of-network providers for the amount they would have collected if the enrollec rcceived

medical assistance under Title XIX or Title XXI through an arrangement other than enrollment in the

MCO.

In the event access to participating providers is not available to members within the required mileage

radius, AmeriHealth Nebraska will approve payment to non-participating providers to provide the

care that our members require. A component of our network plan is to identify the expected

utilization of services based on enrollees and identify the number and types of providers required to

furnish the services. As a result of this analysis we have requested, and obtained" LOis from

providers in Lincoln and Omaha based on existing referral patterns for inpatient and specialty care.

All providers must have completed a Nebraska Medicaid Application prior to payment of claims. Our

provider network managers will assist providers with the application process if needed. The entire

process is outlined on our wcbsite so that providers are able to have their claims processed as quickly

as possible.

In addition, through BCBSNE's national Blue Card network we have established great relationships

nationally with key health care providers for our members who need very specialized care. Also,

locally we have signed LOis with health systems in Council Bluffs, Iowa, and in Yankton, South

Dakota, for care that crosses the state's border.

Inclusion of non-hospital urgent and emergent providers
AmeriHealth Nebraska has offered LOis to all urgent care cenlers in the state and has received 33 at

the time of this submission. It is our intent to contract with all urgent care centers in order to assure

access to appropriate levels of care. Patients often seek care in the emergency department of hospitals

when they are unable to schedule an appointment with their PCP. We will educate our members on

the appropriate use of the ED and the availability of urgent care centers. AmcriHealth Nebraska has

implemented a robust program in our other markets to reduce emergency utilization, and will

implement the same type program in Nebraska.

QUESTION 48
Describe how your MCa will use GeoAccess mapping to ensure network adequacy. Using
providers with whom you have signed letters of intent, provide individual GeoAccess maps
for hospitals, PCP's, High Volume Specialists, Urgent Care Centers, FQHCs, and RHCs.

We seek to maximize access to care and therefore take an inclusive approach to provider contracting

using GeoAccess mapping to ensure network adequacy. We strive to contract with all available

providers who meet our credentialing standards and will refine the network over time, as needed, to
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ensure we retain providers who meet our network requirements. While establishing and maintaining

the AmeriHealth Nebraska network, we considered several aspects of access including, but not

limited to, the following:

• Our anticipated enrollment and the expccted utilization of services, considering the

characteristics and health care needs of Nebraska's Medicaid populations;

• The numbers and types of providers required to supply the contracted Medicaid services;

• The numbers of network providers who are not accepting new Medicaid patients;

• The geographic location of providers and members, considering distance, travel time,

commonly used means of transportation, and provisions for physical access for members with

disabilities.

Our ability to partncr effectively with rural hospitals, R.HCs, and FQHCs enables us to meet the

required Geo-Access standards. We have attached Geo-Access reports that reflect our receipt of

Letters of Intent (LOI) meeting the following tate-mandated Geographic Acccss-Standards:

• Two (2) PCPs within 30 miles of members in urban counties;

• One (I) PCP within 45 miles of members in rural counties;

• One (I) PCP within 60 miles of members who reside in the Frontier counties;

• One (I) high-volume specialist within 90 miles of members;

Inclusion of urgent care centers within the network; and

Inclusion of all FQHCs, and R.HCs within the network.

Leveraging GeoAccess Mapping to Ensure Ongoing Network Adequacy

AmeriHealth Nebraska monitors network adequacy against the State's access to care standards on a

frequent basis in the months prior to and after program implementation and at least quarterly

thereafter, using GeoAccess mapping. In addition to quarterly assessments, we also prepare

GeoAccess rcports any time there is a signi ficant change in the provider network that could

negatively impact access to care.

hould a gap be found or predicted based on expected provider changes or membership growth, an

outreach plan is created that includes targeted provider recruitment, or as appropriate, outreach to

currently contracted providers to ask them to accept more members.

Our provider network is growing daily during this application process. We will continue to evaluate

access to care over the coming weeks and months, and we will continue to pursue our contracting

efforts as necessary to develop a robust network of high quality providers.

GeoAccess mapping and the above described review process will be used to define our statewide

comprehensive networks for:

• Hospitals

• p Ps
• Specialists
• Urgent Care Centers
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•

•

•

•

•

Geographic Overview Maps that display the provider locations in the geographical area

requested;

Provider and Enrollee Location Maps showing an overlay of the provider network against the

cnrollce basc;

Potential Enrollee Accessibility Summary that provides an overview of the entire analysis

displayed in the report showing number and percentages of potential enrollees with or

without access;
Access Standard Comparison Graphs that demonstrate the point at which the perccntage of

enrollees attain compliant status with the specified provider type and defined access standard;

and

Accessibility Detail Data Sheet that provides an in-depth summary ofthc information

contained on the Accessibility Summary Page.

[n this proposal, we listed LOis from 1125 PCPs, 594 high volume specialists, 94 RHCs and FQHCs,

74 hospitals, 33 Urgent Care Centers and 3400 other providers. We provide statewide coverage of

ancillary providcrs, who havc becn validated for their ability to provide services in the rural and

frontier counties of Nebraska. We have included a file of our providers according to the

specifications outlined in the RFP, as Attachment 14 and current geo access reports that display the

provider locations for the geographical areas.

"Based on past experience, we believe BCBSNE is the best partner for Regional West

Health Services"

- David GriffithS, Vice President and Chief Financial Officer for RWHS located in

Scottsbluff, Nebraska

Based on LOis feeding our GeoAccess Maps, our current network meets the State-mandated access

requirements described above. Following submission of this RFP, we will continue to expand and

finalize contracts.

Unmatched Provider Relationships and Network

While the GeoAccess reports are a tool to determine availability of providers for our members, we

utilize other tools and resources to ensure access to care for our members. Demonstrating coverage on

a map is the beginning of the evaluation process, but we conduct additional analyses to ensure that

practitioners are accepting new patients and scheduling timely appointments. We understand that a

dot on the map does not translate into care for our members, so we are always attuned to member,

advocate, and community input. Ensuring that health care services are available requires special

relationships with hospitals, primary care physicians, specialists and others.
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The vast majority of providers in Lincoln and Omaha support providcrs in the rural counties, In

support of these relationships, 100 percent of the hospitals and over 95 percent of the physicians in

the 83 county service area have commercial contracts with BCBSNE, the largest and most robust

commercial network in rural Nebraska unmatched by any othcr commercial carrier. Moreover, these

relationships span over several decades, We understand that a successful MCO's program depends on

true collaboration with traditional providcrs of care to our target population, not jllst a commercial

style managed care contract. As a result, we invest in building relations with key providcrs, provider

associations and member advocates, BCBSNE has maintained long-standing rclationships with the

rural Nebraska health care providers in the 83 county service areas, A sampling of these relationships

includes:

Table 5: Key Relationships with Providers

Providers and Associations

David Burd, VP Finance, John Roberts, Executive Dale Mahlman, Executive
Nebraska Hospital Director, Nebraska Rural VP, Nebraska Medical
Association Health Association Association

Patrick Henry Connell, Vice

Kevin Conway, VP Health Jack Green, CEO,
President of Behavioral
Health, Compliance and

Information, Nebraska Antelope Memorial Hospital-
Government Relations, Boys

Hospital Association Neligh, NE
Town National Research
Hospital

Bruce Rieker, VP Advocacy, Russ Gronewold, Vice
Kenneth Foster, Vice

Nebraska Hospital President Finance and CFO,
President Regional Dev. &

Association BryanlGH Health System
Strategic Planning,
BryanlGH Health System

Nancy Thompson, Executive
Paula Pillen, Director

Rita Parris, Executive
Quality Initiatives, Health

Director, Health Center
Center Association of

Director, Public Health
Association of Nebraska

Nebraska
Association of Nebraska

Pat lopez, Public Health
Kenneth Foster, Executive Mike Garman, CFO,

Association of Nebraska
Director, Heartland Health Avera St. Anthony's
Alliance Hospital- O'Neill, NE

David Griffiths, CFO, Troy Bruntz, CFO,
Dale Gibbs, Director of

Regional West Medical Community Hospital-
outreachlTelehealth

Center- Scottsbluff, NE McCook, NE
Services, Good Samaritan
Hospital

Rod Triplett, Network
Executive, Regional
Development Services-
Aleoent Health
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Community and Religious Organizations

Lisa Reese Parish, Executive
Aubrey Mancuso, Economic

Director, United Way of the
Carolyn Rooker, Executive Policy and Research
Director, Voices for Children Coordinator, Voices for

Kearney Area
Children

Denise Wiener, Executive
Phyllis Borman, Outreach

Trish Sandtedt, Outreach
Services Clinical

Director, Buffalo County
Coordinator, Good

Services Coordinator, Good
Community Partners

Samaritan Hospital
Samaritan Hospital

Linda Butkus, Director of
Marilyn Sims, Program

Mike Phillips, Behavioral
Community Services,

Director, Catholic Charities
Health Director, Catholic

Catholic Charities CHarities

Anna Barrios, Juan Diego Rebecca Gould, Executive
Jennifer Carter, Director of
Public Policy and Health

Program Director, Catholic Director, Nebraska
Care Access Program

Charities Appleseed
,Nebraska Appleseed

Jonah Deppe, Executive
Amy Richardson, Vice
President, Lutheran Family

Director, NAMI-Nebraska
Services

QUESTION 49

Should your Mea be unable to secure an agreement with a key provider type in a given
geographic area, what strategies will you use to ensure that potential enrollees have access
to care?

AmeriHealth Nebraska is confident that, due to BCBSNE's unmatched relationships in Nebraska, we
will be able to ensure the most comprehensive network compared with other potential bidders. As a
result of our ability to effectively collaborate with providers, we are confident our provider network
will contain a sufficient number of providers throughout the State to effectively meet the health care
needs of our enrollees. Based on our current Oeo Access Maps and executed LOIs, our network meets
and exceeds the State-mandated access requirements. As noted in the above responses, following
submission of this RFP, we will continue to grow and refine our network in preparation for readiness
review. Complete Oeo Access maps have also been included as Attachment 14.

Two scenarios exist in the unlikely event that our MCO would be unable to secure an agreement with
a key provider type in a given geographic area:

1. MCO' s inability to secure an agreement or
2. Provider type not existing or not existing in sufficient numbers in a given geographical region.

Both scenarios and supporting strategies are described below, along with the actions that
AmeriHealth will take to assure appropriate member access to care.
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Unable to Secure Agreement with Provider Type

As noted above and reflected in the Geo Access Maps listed in Attachment 14, this scenario does not

exist in our current Nebraska market. We have currently been successful in securing LOis with all

key provider types. As such, this sccnario would only prescnt itsclfshould a provider fail to execute

an agrcement with u after having expressed a commitment through the LOI process. We do not

foresee this as a concern at this time, but will continue to monitor all providers and move toward

contract execution. We are confident the providers who didn't sign an LOI will be willing to do so

once the contract has been awarded. The providers who indicated their desire to wait before entering

into an agreement are identified in the provider listing.

In the event that we are unable to secure a contract with a key provider type within the mileage radius

requirements such that our mcmbers do not have access to in-network health care services, we will

promptly submit data to the State for approval supporting the lack of network services available to

members in that service area. In this instance, we will provide authorization for non-participating

providers to provide services in thc underserved area for as long as a participating providcr is

unavailable to provide such scrvices.

We will reimburse out-of-network providers for the amount they would have collected had thc

enrollee received medical assistance under Title XIX or Title XXI through an arrangement other than

enrollment in the MCO. Furthermore, the cost of services to the enrollee will bc no greater than if the

services had been provided within the network.

No Provider Type in Geographic Area

If no provider is available within the service area, our customer service representatives and nurse care

managers will advise members of the nearest provider available for health care delivery for the

required services. We will promptly submit data to thc State for approval supporting the lack of

network services available to members in that service area. In addition, we will work with tertiary

care providers to expand ervice in the underserved area. We will also collaborate with the State's

transportation vendor to ensure that transportation services are readily available for members without

means of transportation, who are otherwise unable or unwilling to travel to the site of provider care.

Additionally, we have also obtained LOis from key provider systems in Omaha and Lincoln whose

providers commute to frontier counties to administer care. An example of the fronticr counties

includes Cherry, McPhcrson, Arthur, Garden and Sheridan.

Nebraska's provider-to-provider tclemedicinc in the Nebraska Statewide Telehealth Network includes

a collaboration of more than 110 organizations and eight regional hospitals serving as hubs. Our staff

met with Good Samaritan Health Services and Bryan LGH Health System, Bryan LGH Heartland

Health Alliance of Hospitals and discussed the tclcmedicine services both have available for critical

access hospitals and the communities they serve. It is our intent to utilize thesc scrvices also for

community education and outrcach and do all we can to support the existing systems.

Wc will continuc the pursuit for convcnient and accessible care while considering the potential

impact to quality and the patient centered mcdical home concept with the use oftelemedicine. It is
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our intent to continue to work with our network of providers to enhance existing programs to assure

higher quality and more affordable carc for Nebraskans.

QUESTION 50
Describe your MCO's policies, procedures, and policies to ensure that Indian enrollees are
provided the protections listed in Section IV. C. 7.e.xiii.

AmeriHealth Nebraska has a policy stating we will comply with applicable laws and regulations

providing protections for Indians (Native Americans) under the Medicaid and SCHIP program,

including, but not limited to, the requirements of Section 5006(d) of the American Recovery and

Reinvestment Act (ARRA) of2009 and 42 CFR Sections 447.45 and 447.46.

AmeriHealth Nebraska will permit Indians enrolled in our health plan to receive covered services

from a participating Indian Tribe, Tribal Organization, or Urban Indian Organization (IIT/U)

provider. The enrollee may select an IIT/U provider as hi or her primary care provider (PCP) if the

provider participates in the AmeriHealth network as a PCP.

Participating IIT/U providers will be identified during thc contractual process in the provider

application and labeled as such in the provider directory so that members may receive care and/or

select them as their PCP. We will include participating IIT/U providers in all listings of PCPs, with a

designation that such providers are open to eligible Indian enrollees.

We will utilize data provided by the State to identify Indian enrollees. Eligible enrollees are notified

through the health plan's Member Handbook of their rigllt to receive covered services from IIT/U

providers who do not participate in the health plan's provider network.

AmeriHealth Nebraska has contacted all the IIT/U providers and will pursue contracting with them

upon contract award. In addition, our customer service representatives and care managers will assist

Indian enrollees in locating IIT/U provider if this desire or need is identified during conversations

with members.

QUESTION 51
Provide a listing by provider type/specialty of the providers from whom you have received a
signed leiter of intent to participate in your provider network.

AmeriHealth Mercy has been in operation for almost 30 years and has proven cxpcrtise in dcveloping

and maintaining provider networks in a wide variety of urban and rural settings. For this proposal,

AmeriHealth Nebraska has executed letters of intent (LOis) representing 13,719 points of care for our

members (counts providers at multiple locations). The geo access reports indicate we meet the

required standards for access to Primary Care Physicians, the majority of high volume specialists and

a hospital within 50 miles for each member in all areas exccpt the Hooker frontier county area. In

addition, we have contracted with 94 of the RHCs and FQHCs and 33 ofthc state's Urgent Care
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Centers. We have created a foundation for a statewide provider network that exceeds the Statc access

requirements and will actively pursue contracts with these providers upon contract award.

Our goal is to establish a network that: i) meets State-mandatcd Urban, Rural, and Fronticr Access

Standards; ii) is supported by written agreements (obtained from providers upon submission of this

RFP response); and iii) is sufficient in numbers and locations within the service area, including

counties contiguous to the MCO's service area to provide adequate access to all scrvices covered

under the contract through high quality providers.

While establishing and maintaining the AmeriHealth Nebraska netw rk, we considered several

aspects of access including, but not limited to, the following:

• AmeriHealth Nebraska's anticipated enrollment and the expected utilization of services,

considering the characteristics and health carc needs of Nebra ka's Medicaid population;

• The numbers and types of providers required to supply the contracted services;

• The numbers of network providers who are not accepting new Medicaid patients;

• The geographic location of providers and members, considering distance, travel time,

commonly used means of transportation, and provisions for physical access for members with

disabilities.

We have supplied the requested listing of providers who have executed Letters of Intent with us as

Attachment 15. This list identifies the provider type and specialty, including FQHCs, RHCs, and

l/T/U providers. This list represents a comprehensive network of providcrs willing to engagc in

contractual discussions that will meet and exceed the State's access standards. These LOis include the

referral facilities and counties contiguous to high-need service areas to assure access to care for our

members. Following submission of this RFP, we will continue to finalize contracts where needed. A

sample of somc of the key provider stakeholders are listed below:

Table 6: Key Relationships with Providers

Providers and Associations

David Burd, VP Finance, John Roberts, Executive Dale Mahlman, Executive VP,
Nebraska Hospital Director, Nebraska Rural

Nebraska Medical Association
Association Health Association

Patrick Henry Connell, Vice
Kevin Conway, VP Health Jack Green, CEO, President of Behavioral Health,
Information, Nebraska Antelope Memorial Hospital, Compliance and Government
Hospital Association Neligh, NE Relations, Boys Town National

Research Hospital

Bruce Rieker, VP Russ Gronewold, Vice
Kenneth Foster, Vice
President Regional Dev. &

Advocacy, Nebraska President Finance and CFO, Strategic Planning, BryanLGH
Hospital Association BryanLGH Health System Health System
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