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Proposal fo1· a Section 1915(b) Waiver 
MCO, PIHP, PAHP, and/or PCCM Programs 

A. Facesheet 
Please fl!/ in and submit 1his Facesheet with each waiver proposal, renewal, or amendment requesl. 

The State of Nebraska is requesting a five year waiver renewal under the authority of section 1915(b) of the 
Act. The Medicaid agency will directly operate the waiver. 

The name of the waiver program is Heritage Health. (Please list each program name if the waiver authorizes 
more than one program.). Effective January I, 2017, the MCO program Heritage Health was implemented. 
Additionally, effective October 1, 20 17, the waiver authorized a single statewide PAHP for dental services 
called the Dental Benefits Manager. The current Heritage Health contracts are expiring December 2021 and 
an RFP for procurement will be issued in 2020. 

Type of request. This is an: 
D Initial request for new waiver. All sections are filled. 
D Amendment request for existing waiver, which modifies Section/Part _A, B, D_ 

D Replacement pages are attached for specific Section/Part being amended (note: the State may, 
at its discretion, submit two versions of the replacement pages: one wi th changes to the old 
language highlighted (to assist CMS review), and one version with changes made, i.e. not 
highlighted, to actually go into the pem1anent copy of the waiver). Sections A and Bare 
revised to reflect this waiver renewal request. 

D Document is replaced in full, with changes highlighted. 

~ Renewal request 
D This is the first time the State is using this waiver format to renew an existing waiver. The full 

preprint (i .e. Sections A through D) is filled out. 
~ The State has used this waiver format for its previous waiver period. 

Section A is ~ replaced in full 
D carried over from previous waiver period. The State: 
D assures there are no changes in the Program Description from the previous waiver 
period. 
D assures the same Program Description from the previous waiver period wi ll be 
used, with the exception of changes noted in attached replacement pages. 

Section B is ~ replaced in full 
D carried over from previous waiver period. The State: 
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D assures there are no changes in the Monitoring Plan from the previous waiver 
period. 
D assures the same Monitoring Plan from the previous waiver period will be used, 
with exceptions noted in attached replacement pages. 

Sections C and D are filled out. 

Effective Dates: This waiver/r enewal/amendment is requested for a period of five years effective July I, 
20 19 and ending June 30, 2024. (For beginning date for an initial or renewal request, please choose first day 
ofa calendar quarter, if possible, or if not, the first day ofa month. For an amendment, please identify the 
implementation date as the beginning date, and end of the waiver period as the end date) 

State Contact: The State contact person for the Heritage Health program in this waiver is Heather 
Leschinsky, Deputy Director. The State contact person can be reached by telephone at (402) 471-9185, by 
fax at (402) 471-9092, or by e-mail at Heather.Leschinsky@nebraska.gov. 
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Section A: Program Description 

B. Part I: Program Overview 

Tribal Consultation 
For initial and renewal waiver requests, please describe the efforts the State has made to ensure Federally 
recog11ized tribes in the State are aware of and have had the opportu11ity to comme11t on this waiver 
proposal. 

Nebraska's 1915(b) waiver includes an integrated package of services that include physical health, 
behavioral health, and pharmacy services for all member participating in the Heritage Health 
managed care program. Three Heritage Health plans operate statewide. Nebraska Medicaid operates 
its dent.al benefits program through a managed care model by contracting with a PAHP to act as the 
Dental Benefits Manager. Long-Term Services and Supports (L TSS) will remain carved out of the 
managed care program and will continue to be reimbursed through Fee-for-Service (FFS). The 
Department utilizes all available avenues, such as the State-required public hearing process and 
member satisfaction surveys, to ensure that a ll populations participating in the program have ample 
opportunity to comment on the program. When appropriate, the Department also utilizes member 
information notices or other educational pieces through the ma naged care plans' member services 
and/or through the enrollment broker. The Department continues to work directly with FQHCs, Rural 
Health Centers a nd Indian Health Centers to assist these facilities in serving specific populations. 

Sec Attachment A: T ribal Consultation. Nebraska Medicaid sent an e-mail to Tribal Representatives 
on February 27, 2019 Attached to that letter was a cover letter and 1915(b) Waiver summary. There 
has been no responses or comments received from the Tribal Representa tives. 

Program History 
For renewal waivers, please provide a brief history of the program(.5) authorized under the waiver. !11clude 
implementation date and major milesto11es (phase-in timeframe; new populatio11s added; major 11ewfeatures 
of existing program; new programs added). 

T he Medicaid agency in Nebraska [referred to as Medicaid and Long-term Care ("ML TC")) is a part 
of the Department of Health and Huma n Services System. The Medicaid program is known as the 
Nebraska Medicaid Program. In 1993, the ebraska Legislature directed Medicaid (hereafter the 
Department) to develop a managed care program. ML TC implemented the Nebraska Medicaid 
Managed Care Program (managed care) in July 1995. Effective January 1, 2017, Heritage Health is 
Nebraska Medicaid's managed care program with three MCO's responsible for integrated physical 
health, behavioral health, and pharmacy benefits for nearly all Medicaid eligible Nebraskans. 
Effective October I, 2017, Nebraska Medicaid began contracting with a sole, separate contract with a 
Dental Benefits Manager to administer dental services. The Dental Benefits Manager is MCNA 
Insurance Company. MCNA is responsible for managing all eligible Medicaid recipients, utilizing the 
most cost-effective manner. 

The Department currently provides health care coverage through Nebraska Medicaid for 
approximately 245,000 individuals each month al an annual cost of approximately 2.1 billion. Of those 
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individuals, approximately 233, 800 are enrolled in the managed care program. The chart below, 
compares enrollment in different eligibility categories for SFYs 2017 and 2018. Total Medicaid and 
CHIP enrollment increased from 237, 300 to 245,000. The Majority of this increase in attributed to the 
Children's category. 

-Asof 1he JANUARY FEBRUARY MARCIi APRIL MAY JUNE 
8eginningof1hc 
Mon1h of: -CAIS 

Heritage Health 230,426 233,295 234,293 234,735 233,723 233,820 
Membcrs: 1018 
Heritage He.a.Ith 225,746 226.286 226,3 14 226,835 226.690 227,847 
Members 2017 
~ -
Medicaid Eligible 241,154 242.836 24).975 245.668 245,010 244.900 
lndividu:.tls 2018 
Medicaid Eligible 237,083 237.075 237.101 239.087 237.624 238.136 
lndi..,idu3IS 2017 

% of Heritage 12.62o/. 12.77% 12.83% 12.85¾ 12.80% 12.80% 
IIC71lth Members 
10 Nebraska 
Por,ulntion 2018 
•;. of l-lcri1ase l2.36o/• 12.39"/o 12.39"/4 12.42% 12.4W. 12.4'r'/4 
Hetilth Members 
10 Nebraska 
Population 2017 

% of Heritage 95.SSo/. 96.07% 96.03% 95.SS¾ 95.39% 95.48% 
lle.llth Members 
10 Medicaid 
Eligible: 
Individuals 2018 
% of Heritage 95.22'1/. 9S.4S% 95.45% 94.88¾ 95.4~/o 95.68% 
Hcnlth Members 
10 Medicaid 
Eligible 
Individuals 2017 

,.... of Medicaid 13.20% 13.)0% 1) .36% 13.4So/• 13.4W• 13.41% 
Eligible 
Individuals 10 

Nebraska 
P'ooulation 2018 
% of Medicaid 12.98'1/. 12.98% 12.98% 13.09'>/4 13.01% 13.04% 
Eligible 
Individuals 10 

Nebraska 
Population 2017 
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231 .685 231,185 232,621 231,587 231,503 231,201 

228.669 226.926 227,522 228,152 229,008 228.555 

244,132 242,472 244,17) 24),)25 242.861 242,191 

239.005 237.969 239.432 238.708 239,976 239.83) 

12.69% 12.66% 12.74% 12.68% 12.68•/4 12.66% 

12.52% 12.42¾ 12.46o/. 12.49% 12.S4% 12.5 1% 

94.90% 95.35¾ 95.27¾ 95.18% 95.32% 95.46% 

95.68% 95.36¾ 95.03¾ 95..S8% 95.43,-. 95.30% 

13.J7% 13.28% 13.37o/• 13.32% 13.3~/o 13.26% 

13.09% 13.03¾ 13. J lo/. 13.07o/o 13.14•/o 13.13% 
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The current Managed Care program consists of the following program components: 
1. Heritage Health Managed Care Benefits 

a. Core Benefits Packai:e [i.e., physical health, behavioral health, and pharmacy services 
through a delivery system of three Managed Care Organizations (MCOs)); 

2. Dental Benefits 
a. Dental benefits provided to Medicaid eligible through a delivery system of one 
PAHP; 

3. Enrollment Broker Services (EBS); and 
4. Data Management Services. 

ML TC implemented the Basic Benefits package on July I, 1995 in a limited coverage area (i.e., 
Douglas, Sarpy and Lancaster counties). ML TC implemented the MH/SA package on a statewide basis 
on July 17, 1995. 

Effective January 1, 2017, Nebraska moved to the MCO delivery system for an integrated package of 
physica l health, behavioral health, and pharmacy services. L TSS remains carved out of the managed 
care program and continues as FFS. 

Enrollment into Managed Care continues to be mandatory. The primary responsibility of the EBS is to 
provide impa rtial assistance regarding enrollment and enrollment-related activities for members who 
are required to participate in Heritage Health. However, the EBS will automatically enroll members 
into a plan as soon as the member is determined mandatory for managed care. The EBS uses an 
algorithm to assign members a plan; the algorithm will prioritize familial relationships, prior member­
provider relationships, and plan membership when assigning a member. 

Effective December 31, 2016, ML TC discontinued the separate Behavioral Health services component. 
Of the Medicaid population, for SFY 2016, approximately 190,000 (year to date average monthly 
enrollment) were enrolled in the physical health services component of managed care, and 230,500 
members (year to date average monthly enrollment) were enrolled in the Behavioral Health services 
component of Managed Care. 

Effective July I, 2016, the Department received approval to amend the 1915(b) waiver to expand 
mandatory enrollment of children eligible for Medicaid through a Subsidized Adoption and to expand 
the services in the Basic Benefits package for this special needs population and American 
Indians/Alaskan Natives to include hospice services and non-emergency transportation provided by 
ambulances. 

Effective January I, 2017, the Department discontinued the behavioral health PIHP and move to an 
integrated service package under Heritage Health. Heritage Health integrates and provides statewide 
physical health, behavioral health, and pharmacy services for approximately 230,000 Medicaid and 
Children's Health Insurance Program (CHIP) enrollees through the Medicaid managed care delivery 
system. L TSS remains carved out of the managed care program as FFS. The Department requested 
authority for all of the managed care delivery system under this 1915(b) waiver for Heritage Health 
effective January I, 2017 and the State Plan was amended accordingly. 
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Effective October I, 2017, the Department began covering dental benefits to all Medicaid eligible 
individuals by contracting with a PAHP. The PAHP is MCNA Insurance Company. 

The Department is submittini: this renewal to request authority for an additional five years for the 
Heritage Health and Dental Benefits Manager program. Additionally, effective July I, 2019, the 
department is seeking authority to carve in the non-emergency transportation service into the Heritage 
Health program. 

Overview of Contracts (Historical and Current) 

The Department contracted with United HealthCare of the Midlands, Inc. (plan name 
United Healthcare Community), Coventry Health Care of Nebraska, lnc.(plan name CoventryCares), 
and AmeriHealth Nebraska, Inc. (plan name Arbor Health) to provide Managed Care Organization 
(MCO) products for managed care. These contracts terminated December 31, 2016. 

The Medicaid Enrollment Center, Inc. provided the Enrollment Broker Services (EBS) component of 
managed care. The EBS contract was effective June I, 2013 through September 30, 2016 with the 
option of two one-year extensions. MLTC renewed this through December 31, 2016 for enrollment into 
the managed care program. On December 28, 2015, the Department issued a Request for Proposal 
seeking a qualified contractor to provide Enrollment Broker Services for the Heritage Health 
program. ML TC awarded Contract 71171 to Automated Health Systems and was effective September 
1, 2016. 
Magellan Behavioral Health, Inc. administered the PIHP for the Department's Behavioral Health 
component of managed care. The Behavioral Health contract was effective September l , 2013 for a 
period of three years with the option of h\'O one-year extensions. This contract terminated December 
31, 2016. 

Optumas provides actuarial support for the managed care programs and is effective March, 2013 
through March, 2016 with the option of two one-year extensions. Truven provides data management 
services. 

In December 2009, the State released a Request for Proposal for two MCOs to administer the physical 
health managed care services in Cass, Dodge, Douglas, Gage, Lancaster, Otoe, Sarpy, Saunders, 
Seward, and Washington Counties. Upon implementation of two MCOs, the State discontinued the 
PCCM contract. Implementation of the two MCO health plans was August 1, 2010 with the two MCO 
contracts effective through June 30, 2013 with two additional one-year renewals. 

In September 2011, the State released a Request for Proposal for two MCOs to administer the physical 
health managed care services in the remaining 83 counties not previously served by physical health 
managed care. Implementation of the two MCO health plans in the statewide expansion area occurred 
July I, 2012, with the h\'O MCO contracts effective through June 30, 2015. MCO contracts are 
effective until June 30, 2013 (existing 10 counties) with the option to renew for hvo additional one-year 
renewals and June 30, 2015 for the expansion counties. 
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In March 2015, the State secured sole source contracts for the existing three MCOs (United Healthcare 
Community, Aetna Better Health formerly CoventryCares, and Arbor Health Plan to continue 
administering the physical health managed care services in the existing service areas. The four MCO 
contracts (Aetna Better Health was awarded a Service Area one and two contracts consistent with the 
existini:: contracts) are effective July I, 2015 throui::h June 30, 2017 with the options to renew for two 
additional one year renewals. ML TC terminated these contracts December 31, 2016. 

In October 2015, the State released a Request for Proposals seeking not less than two but not more 
than three MCOs to administer Heritage Health, the new managed care delivery system that integrates 
physica l health, behavioral health, and pharmacy services into a single comprehensive and 
coordinated system for Nebraska's Medicaid and CHIP members. On April 14, 2016, MLTC awarded 
contracts to UnitedHealthcare of Midlands, Inc., WellCare of Nebraska, Inc., and Nebraska Total 
Care. These contracts are effective January I, 2017 through December 31, 2022 with the option to 
renew for two additional one-year extensions. 

The objectives of the Heritage Health Managed Care program continue to be the reduction of cost, 
prevention of unnecessary utilization, reduction of inappropriate utilization, and adequate access to 
quality services. MLTC provided a notice to all potential enrollees on August I , 2016 informing of 
them of the change to Heritage Health managed care. Beginning in August, Automated Health 
Systems, Inc. (AHS), the new Enrollment Broker mailed welcome packets to enrollees transitioning 
from the State's current Behavioral Health Contractor to Heritage Health. In October, AHS mailed 
welcome packets to existing physical health managed care enrollees. Members had the ability to 
choose their health plan during the months of September, October, and November. Auto-assignment 
of members who did not voluntarily enroll occurred on December 7, 2016. Plan assignments for 
Heritage Health began on Janua ry I, 2017. Beginning in December, the current Behavioral Health 
Contractor will provide a weekly file of current service authorizations to AHS. AHS provided the 
Heritage Plans with their members' service authorization data. The Heritage Health plans honored 
the authorizations until their natural expiration date, or for ninety (90) days, or until a medical 
necessity review is completed by the Heritage Health plan. This ensured that the Heritage Health 
plans continued providing services to their members without interruption. Additionally, in December, 
the Behavioral Health contractor provided AHS a file of enrollees receiving case management services 
that they also provided to the Heritage Health plans. This ensured that members receiving case 
management continued receiving this support without interruption. Finally, the State has created a 
Behavioral Health Integration Advisory committee to address continuity of care issues. 

On September I, 2016, ML TC released a RFP to procure a dental plan to manage its dental benefits as 
a PAHP. The Dental Benefits Manager (DBM) will be responsible for developing a robust provider 
network and member outreach and education with the goal of increasing preventative utilization and 
reducing expensive, avoidable services. 

On October I, 2017, MCNA began providing dental coverage for all Medicaid eligible individuals. 

In March 2018, a contract was awarded to Deliotte to develop the Data Management Analytics (OMA) 
system. Prior to this change, Truven was the organization awarded to develop the Data Management 
Analytics system for the State. Truven will eventually phase out and Deloitte will take over effective 
June 2019. The Ua ta Management & Analytics (UMA) project is implementing the Health Interactive 
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Analytics (HlA) solution, a modula r business inteUigence reporting tool with the following 
functionality: Operational Reporting; Federal Reporting; Data Warehousing; Encounter Processing, 
Progra m Integrity-Surveillance and Utilization reporting (SURS); Predictive Analytics and outcomes; 
and Investigative Case Management. Deliotte provides advisory through end-to-end implementation 
services and outsourcini: services and is recoi:nized in the marketplace for their stroni: capabilities 
across the spectrum. 

Summary of Major Milestones 

Children with Special Healthcare Needs Criteria and Reporting 
The Department received approval for its specia l needs criteria and reporting, as required by the 
Balanced Budget Act of 1997. Annual reports were submitted a nd subsequently approved for 2000, 
2001, 2002, and 2003. The a nnual reporting requirement has since been rescinded. 

Expansion of Contract Responsibility to Include NMAP Review Activities 
Effective February 1, 2001 , the Department's MH/SA vendor, Value Options, assumed responsibility 
for the Quality and Utilization Review activities for specified levels of MH/SA services for the 
Nebraska Medical Assistance Program (NMAP). ValueOptions continued these responsibilities 
through June 30, 2002. 

One MCO Terminates Contract with the Department 
From July 1995 to June 2001 , the NMMC P utilized one Primary Care Case Management (PCCM) 
Network and two Managed Care O rganizations (MCOs) for delivery of medical/surgical services. 
Effective July I, 2001, Mutual of Omaha MCO terminated its contract with the Department leaving 
one MCO in the program. The Department completed a smooth transition of all active NMMCP 
members into the remaining MCO and the PCCM network during the three-month period of July 
2001 through September 2001. With few exceptions, members remained with their existing Primary 
Care Physician (PCP) and were required to only cha nge health plans. 

Independent Assessment 
The Department contracted with the University of Nebraska at Omaha for the Independent 
Assessment, which was completed in December 2001. 

MH/SA Vendor Terminates Risk-Based Contract 
Effective January I, 2002, the Department changed the management of the MH/SA component of the 
NMMCP from a capita ted/risk model (i.e., Prepaid Health Plan) to a non-risk model-Specialty 
Physician Case Management (SPC M) model (i.e., Administrative Service Organization) per CFR 
43 t.SS(c). C hanges to the programmatic and operational structure of the MH/SA component of the 
progra m were minimal, with the exception of claims payment. The Department assumed responsibility 
for claims payment effective January 2002. The vendor, Value Options, continued responsibility for 
the program under a non-risk contractual arrangement for the six-month period of January I, 2002 
through June 30, 2002. 

Procurement of MH/SA Vendor 
In November 2001, the Department issued a Request for Proposal (RFP) to solicit bids for a contractor 
to perform as an Administrative Service O rganization (ASO) for ma nagement of the MH/SA Services 
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for the State of ebraska. The RFP contained three programmatic a reas of responsibilit ies: I) 
Management of MH/SA services for members pa rticipating in the NMMCP; 2) Management of 
Quality and Utilization Review activities for specified levels of MH/SA services for members 
participating in the Nebraska Medical Assistance Program (NMAP); 3) Management of the MRO 
services for Medicaid eligible members participating in the Nebraska Behaviora l Health System. The 
Department executed its contract with Magellan Behaviora l Health effective July 1, 2002. In 2008, the 
Department issued a Request for Proposal (RFP) to solicit bids for a contractor to perform Specialty 
Physician Case Management (SPCM) for MH/SA services. The contract was awarded to Magellan for 
a two year period of July 1, 2008 through June 30, 2010. The contract was renewed through June 30, 
2013 and was extended through August 31, 2013. In March 2013, Magellan Behaviora l Health, Inc. 
was awarded a full-risk PIHP contract to provide the Mental Health/Substance Use Disorder 
component of managed care. The contract is was implemented September I , 2013 for a period of three 
years with the option of two one-year extensions. 

Medical/Surgical Waiver Terminated and Approval of Nebraska Medicaid State Plan Option for 
Managed Care Populations 
Since 1995, Nebraska had operated its managed care program under two separate 1915(b) waivers ­
medical/surgical and MH/SA. In July 2002, the medical/surgical 1915(b) waiver was terminated and 
services were approved under the Nebraska Medicaid State Plan. The remaining 1915(b) waiver for 
MH/SA services was expanded to include medical/surgical (physical health) services for Children with 
Special Health Care Needs and American Indian/Alaskan Native enrollees in the Douglas, Sarpy and 
Lancaster county service areas only. 

The provision of the Basic Benefits Package is not part of this current waiver renewal request, except 
as specifically described for the Children with Special Health Care Needs and American 
Indians/Alaskan Natives. The physical health component of the NMMCP for the remaining mandatory 
members is provided through the Nebraska Medicaid State Plan. 

Adult Substance Abuse Treatment Services 
The Department received approval to provide Substance Abuse Treatment Services for Adults 
effective J anuary 1, 2003 under Section 1915(b)(3) of the current waiver. 

Balanced Budget Act of 1997 Provisions 
The Department implemented all requirements of the Balanced Budget Act of 1997 (BBA). All 
contracts were amended effective August 13, 2003. Several notable changes resulted, including: 1) 
change in designation to Specialty Physician Case Management (SPCM) administrator for the MH/SA 
services contractor; 2) contractual enhancements specific to the Primary Care Physicians participating 
in the PCCM Network; and 3) separation of contract requirements for the EBS into a Quality and 
Administrative Services component and an Enrollment Services component. 

Heritage Health Milestones 

In October, 2015, following a request for proposal (RFP) for their new integrated MMC Program, 
referred to as Heritage Health, NE DHHS contracted with three managed care organizations (MCOs), 
Nebraska Total Care, United Community Health Plan and WellCare of Nebraska to provide physical 
health care, behavioral health care, and pharmacy services for their Medicaid and CHIP enrollees, 
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beginning J anua ry 1, 2017. The State plan authority was discontinued with the Heritage Health 
approval by CMS. 

The implementation of the integration of physical and behavioral health care through the three MCO 
contracts for all 93 counties in the state of Nebraska. The Heritai::e Health contracts with the MCOs 
included pha rmacy services in the core benefit package and the MCO capitation rate; inclusion of the 
aged, blind and disabled populations who are dually eligible for Medicaid and Medicare, in a home 
and community-based services (HCBS) waiver program, or living in an institution, for managed care 
physical health services; and the expansion of enrollment broker services to complete the process of 
member enrollment. The implementation of Integrated Managed care was successful and had limited 
distributions to members services and benefits delivery. The integration of physical and behavioral 
health to Nebraska has improved the health and wellness of Medicaid members by increasing their 
access to comprehensive health services in a cost-effective manner. The integration of BH services has 
added to the physical health delivery system, goals for all members include decreased reliance on 
emergency and inpatient levels of care by providing evidence-based care options that emphasize early 
intervention and community-based treatment. 

The Heritage Health program simplified the delivery model for Medicaid recipients, by integrating 
physical health benefits and behaviora l health benefits into a single health plan. Being that mental 
illness and SUDs often co-occur with chronic conditions such as heart disease, cancer , and diabetes, 
having one health plan responsible for the full range of services for a recipient encourages investment 
in more cost-effective services to better address the health care needs of the whole person. This 
integration allows the State to gather important information to become available to the care 
management team, allowing health care managers to identify individuals who may be at risk and 
facilitate earlier intervention. 

Similar to the Heritage Health program, the dental managed care program bas included important 
initiatives aimed at improving care coordina tion, as well as access to dental care for Medicaid eligible 
individuals. The contracted dental benefits program manager (MCNA) has encouraged the utilization 
of preventative services, and promotes positive patient education. 

ML TC has established Committees such as the Quality Management Committees; Behaviora l Health 
Integration Advisory Committee and the meetings core functions arc to provide a platform for 
behavioral health providers and advocates to address integration-related recommendations, questions, 
and concerns directly with Heritage Health MCOs and state program administrators; Identify 
significant Behavioral Health integration challenges and recommend timely solutions; and Identify 
areas of opportunity and concern in regards to transition of BH services from the current stand-alone 
program to Heritage Health integrated delivery systems. These meetings also promote advising the 
Heritage Health MCO representatives and state program administrators on best practices for the 
ongoing integration of behavioral health services. The Behavioral Health Integration Advisory 
Committee will include broad representa tion from providers, patient and community advocates, 
managed care contractors, state program administrators, and system and policy experts. ML TC also 
implemented the Administra tive Simplification Committee and the mission of the Administrative 
Simplification Committee is to reduce administrative burden for MMC providers through identifying 
and implementing common processes that streamline administrative requirements and eliminate 
duplication. Also, MLTt: worked with the internal t:ontinuity of t:are workgroup which is an internal 
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health services policy staff and MCO operational staff. The intent was to ensure a smooth transition 
for members from FFS to MCOs, including topics such as honoring prior authorization and policy 
regarding payment for residential or inpatient care. Additionally, following implementation, the 
workgroup addressed policy questions in a proactive manner to ensure the health Plans followed 
ML TC regulations and had an opportunity to ask questions or raise concerns. This workgroup 
disbanded in 2018. 

ML TC collaborates with stakeholders to form a Behavioral Health Integration Advisory Group to 
work carefully with MLTC and the contracted health plans to continue to get feedback on the 
integration of services and the parity activities. ML TC has ensured stronger collaboration with the 
Heritage Health plans to coordinate with other DHHS division and state agency programs including: 
programs funded by the Division of Behavioral Health, which provide funding, oversight and technical 
assistance to the local Behavioral Health Regions; programs funded by the Division of Children and 
Family Services (DCFS) which support the safety, permanency, and well-being of children in the care 
and custody of the state; Division of Developmental Disabilities programs that involve rehabilitative 
and habilitative services for persons with developmental disabilities; the Nebraska Department of 
Education Early Development Network, which provides services and supports based on the needs of 
children birth to age three and their families; community agencies including, but not limited to, the 
Arca Agencies on Aging and League of Human Dignity Waiver Offices, which promote the rights and 
quality of life of the elderly and people with disabilities; the Office of Probation, which provides 
central management of probation services to enhance public protection and offender rehabilitation; 
and other programs and initiatives within ML TC related to primary care and behavioral health 
integration/coordination and pharmacy management. 

Quality Strategy 

The Department contracted with (EQRO), Island Peer Review Organization ((PRO) to complete the 
development of the Quality Strategy. This Quality Strategy was developed across various units within 
ML TC, and in collaboration with NE DHHS's external quality review organization (EQRO), Island 
Peer Review Organization (IPRO). This document will be modified or updated when significant 
changes, defined as substantial programmatic changes such as incorporating new populations into 
Medicaid Managed Care (MMC) are implemented. The Quality Strategy will also be updated when 
quality indicators suggest that new or different approaches must be implemented to improve the 
quality of care of enrolJees. Those involved with creating this strategy intend to make it available for 
public comment on ML TC's state website at http://dhhs.ne.gov/HeritageHealth. It is also the intention 
of the document creators that it will be presented to the Medical Assistance Advisory Council and the 
Quality Management Committee to obtain stakeholder input. 

External Oualitv Review Organization (EQRO) 

State of Nebraska Department of Health and Human Services, Division of Medicaid & Long-Term 
Care, requests Island Peer Review Organization ((PRO) to agree to a Change Order to accommodate 
the need for continued External Quality Review Organization (EQRO) services as described below. 
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The State of Nebraska will continue to comply with all mandatory requirements Pursuant to 42 CFR 
Part 438, subpart E (External Quality Review) to deliver a n annual external and independent review 
sen•ice as a component of the contract between Nebraska Medicaid and the Managed Care 
organizations (MCO's) and the Prepaid Ambulatory Health Plan (PAHP) providing health care to 
Nebraska Medicaid consumers enrolled in manai::ed care. The State of Nebraska offers Manai::ed Care 
to eligible participants through the 1915 B Waiver and is r equired to comply with to 42 CFR Part 438, 
subpart E (External Quality Review). JPRO Consulting previously prepared and presented full 
required EQRO services under this contract since October l , 2013. The State will be extending the 
TPRO contract through March 2021. 

Expansion of Physical Health Managed Care and Implementation of a Two Managed Care 
Organization (MCO) Model 
The Department received approval of an amendment to the existing l 9 l 5(b) waiver to expand physical 
health managed care services into Cass, Dodge, Gage, Otoe, Saunders, Seward, and Washington 
counties and implement a 2 MCO model and discontinuing the PCCM in the 10 county service area for 
Children with Special Health Care Needs a nd American Indians/Alaskan Natives on July 20, 2010. 

Statewide Expansion of Phvsical Health Care Managed Care 
T he Department received approval for the eighth waiver renewal of the existing 1915(b) waiver to 
expand physical health managed care services into the 83 counties, not currently served, for Children 
with Special Health Care Needs and American Indians/Alaskan Natives. 

Expansion for Behavioral Health Managed Care 
T he Department received an a mendment to the Eighth Waiver renewal to change the delivery of 
Behavioral Health services from the SPCM to a PIHP (Prepaid Inpatient Health Plan) and to 
mandatorily enroll additiona l populations. 

Expansion for Additional Populations and Additional Services 
The Department received approval to amend the existing 1915(b) waiver effective September I, 2015, 
to expand mandatory enrollment of children eligible for Medicaid through a Subsidized Adoption and 
to expand the services in the Basic Benefits package for this special needs population and American 
Indians/Alaskan Natives to include hospice services and non-emergency ambulance transportation. 
Non-emergency ambulance transportation is covered when the member is bed confined before, during, 
and after transport, and the services cannot or cannot reasonably be expected to be provided at the 
member's residence. 

Implementation of Heritage Health 
On January t , 2017, Heritage Health went live integrating physical health, behavioral health, and 
pharmacy benefits. Roughly, 233,800 Medicaid eligible individuals are enrolled in one of three 
statewide MCOs that administer the core benefits package. Initially, Heritage Health introduced new 
populations into managed care. With Heritage Health, ML TC contracted with an Enrollment Broker 
to offer choice counseling and help members enroll with a plan. The Enrollment Broker is also 
responsible for the auto-enrollment of managed care mandatory. 

The following summarizes a chronological history of Nebraska's 1915(b) waiver: 
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Physical Health Waiver 
• Initial waiver approval July I, 1995 through June 30, 1997 

• First waiver renewal July I, 1997 through June 30, 1999 

• Three consecutive 90-day extensions from July 1999 through March 2000 
• Second waiver renewal December 23, 1999 through December 23, 2001 

• Effective July I, 2001, Nebraska's 1915(b) medical/surgical waiver was terminated. The 
medical/surgical waiver component of the NMMCP for Children with Special Health Care 
Needs and American Indians/Alaskan Natives who were previously receiving services under 
Nebraska 's medical/surgical waiver was subsumed under the MH/SA waiver effective July 
2001. The remaining populations in the medical/surgical program were approved under a 
Title XIX State Plan Amendment effective July I, 2001 

• Sixth waiver renewal was amended for August I, 2010, to mandatorily enroll Children with 
Specia l Health Care Needs and American Indians/Alaskan Natives in the expansion counties 
and reflect a 2 MCO model of physical health managed care 

• Seventh waiver renewal from July I, 2011 through June 30, 2012 

• Eighth waiver renewal from July I, 2012 through June 30, 2014 

• Eighth waiver renewal was amended for September 1, 2013 to change the Medicaid 
Eligibility Groups (MEGs) 

• Ninth waiver renewal from July 1, 2015 through June 30, 2017 

• Ninth waiver was amended for September I , 2015 to mandatorily enroll children in a 
subsidized adoption and to add services for the special needs and Al/AN populations 

MH/SA Waiver 
• Initial waiver approval July I, 1995 through June 30, 1997 
• Two 90-day extensions from July 1, 1997 through March 27, 1998 
• First waiver renewal July I, 1997 through June 30, 1999 
• Five consecutive 90-day extensions from July 1999 through September 2000 
• Second waiver renewal August I , 2000 through July 31, 2002 
• Four consecutive 90-day extensions from August, 2002 through July 31, 2003 
• Third waiver renewal from July I, 2003 through June 30, 2005 
• Fourth waiver renewal from July I, 2005 through June 30, 2007 
• Fifth waiver renewal from July 1, 2007 through June 30, 2009 
• Sixth waiver renewal from July 1, 2009 through June 30, 2011 
• Seventh waiver renewal from July 1, 2011 through June 30, 2012 
• Eighth waiver renewal from July 1, 2012 through June 30, 2014 
• Eighth waiver renewal to be amended September I, 2013 through June 30, 2014 
• Eighth waiver renewal was amended for September 1, 2013 for full-risk capitated 

behavioral health managed care provided through a PIHP 
• Ninth waiver renewal from July I , 2015 through June 30, 2017 
• Ninth waiver was amended for September I , 2015 to mandatorily enroll children in a 

subsidized adoption 
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• Ninth waiver amendment request submitted June 29, 2016, to request authority to 
discontinue the MH/SA waiver and move to Heritage Health (integrated physical health, 
behavioral health, and pharmacy services) for all enrollees beginning January 1, 2017 

Integrated Benefi ts Waiver 
• Ninth waiver amendment approved on August 26, 2016, to request authority for Heritage 

Health (integrated physical health, behavioral health, and pharmacy services) for all 
enrollees beginning January I , 2017 

• Tenth waiver renewal submitted April 1, 2017 requesting renewal for July 1, 20 17 through 
June 30, 2019 

• Eleventh waiver renewal submitted April I, 2019 requesting renewal for July I , 2019 
through June 30, 2021 

Dental Benefits Manager 
• MLTC submitted request for waiver renewal April 1, 2017. 
• The waiver renewal request would be for July 1, 2017 through June 30, 2019 
• The Dental Benefits Manager was implemented October 1, 2017 
• The waiver renewal request is for July 1, 2019 through June 30, 2021 

A. Statutory Authority 

I. Waiver Authoritv. The State's waiver program is authorized under section I 915(b) of the Act, which 
permits the Secretary to waive provisions of section 1902 for certain purposes. Specifically, the State is 
relying upon authority provided in the following subsection(s) of the section 1915(b) of the Act (if more than 
one program authorized by this waiver, please list applicable programs below each relevant authority): 

a. ~ 1915(b)(l ) - The State requires enrollees to obtain medical care through a primary care case 
management (PCCM) system or specialty physician services arrangements. This includes 
mandatory capitated programs (MCO). 

b. ~ 191S(b)(2) - A locality will act as a central broker (agent, facilitator, negotiator) in assisting 
eligible individuals in choosing among PCCMs or competing MCOs/PIHPs/PAHPs in order 
to provide enrollees with more information about the range of health care options open to 
them. 

c. ~ 1915(b)(3) - The State will share cost savings resulting from the use of more c-ost-effective 
medical care with enrollees by providing them with additional services. The savings must be 
expended for the benefit of the Medicaid beneficiary enrolled in the waiver. Note: this can 
only be requested in conjunction with section I 9 I 5(b)( I) or (b)(4) authority. This applies to 
the MCOs and PAHP. 

d. ~ 19 15(b)(4) - The State requires enrollees to obtain services only from specified providers who 
undertake to provide such services and meet reimbursement, quality, and utilization standards 
which are consistent with access, quality, and efficient and economic provision of covered 
care and services. The State assures it will comply with 42 CFR 43 I .55(t). 
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Nebraska will send a separate FFS waiver application to CMS to request Target Case 
Management authority (TCM). 

The I 915(b)(4) waiver applies to the following programs 
0 MCO 
0 PIHP 
0 PAHP 

• 

• 

PCCM (Note: please check this item if this waiver is for a PCCM program that 
limits who is eligible to be a primary care case manager. That is, a program 
that requires PCCMs to meet certain quality/utilization criteria beyond the 
minimum requirements required to be a fee-for-service Medicaid contracting 
provider.) 
FFS Selective Contracting program (please describe) 

2. Sections Waived. Relying upon the authority of the above section(s), the State requests a waiver of the 
following sections of 1902 of the Act (if this waiver authorizes multiple programs, please list program(s) 
separately under each applicable statute): 

a. D Section 1902(a)(l) - State wideness--This section of the Act requires a Medicaid State plan to 
be in effect in all political subdivisions of the State. This waiver program is not available 
throughout the State. 

b. lZ) Section 1902(a)(IO)(B) - Comparability ofServices--This section of the Act requires all 
services for categorically needy individuals to be equal in amount, duration, and scope. This 
waiver program includes additional benefits such as case management and health education 
that will not be available to other Medicaid beneficiaries not enrolled in the waiver program. 
This applies to the MCOs and PAHP. 

c. lZ) Section 1902(a)(23) - Freedom ofChoice--This Section of the Act requires Medicaid State 
plans to permit all individuals eligible for Medicaid to obtain medical assistance from any 
qualified provider in the State. Under this program, free choice of providers is restricted. That 
is, beneficiaries enrolled in this program must receive certain services through an MCO, 
PIHP, PAHP, or PCCM. 

d. lZ)Section 1902(a)(4) - To pem1it the State to mandate beneficiaries into a single PIHP or PAHP, 
and restrict disenrollment from them. (If state seeks waivers of additional managed care 
provisions, please list here). 

e. 0 Other Statutes and Relevant Regulations Waived - Please list any additional section(s) of 
the Act the State requests to waive, and include an explanation of the request. 

As of October I , 2017 the Dental Benefits Manager began and is currently administering 
Medicaid's dental services through network development and member education. 
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B. Delivery Systems 

I. Delivery Systems. The State will be using the following systems to deliver services: 

a. IS] MCO: Risk-comprehensive contracts are fully-capitated and require that the contractor be an 
MCO or HIO. Comprehensive means that the contractor is at risk for inpatient hospital 
services and any other mandatory State plan service in section I 905(a), or any three or more 
mandatory services in that section. References in this preprint to MCOs genera lly apply to 
these risk-comprehensive entities. As of January I , 2017 to current, Heritage Health is 
providing Physical Health services via and integrated Physical Health, Behavioral 
Health, and pharmacy MCO delivery system, consisting of three MCOs and dental 
services. Medicaid named this new, integrated delivery system Heritage Health. 

b. D PIHP: Prepaid Inpatient Health Plan means an entity that (1) provides medical services to 
enrollees under contract with the State agency on the basis of prepaid capitation payments or 
other payment arrangements that do not use State Plan payment rates, (2) provides, arranges 
for, or otherwise has responsibility for the provision of any inpatient hospital or institutional 
services for its enrollees, and (3) does not have a comprehensive risk contract. Note: this 
includes MCOs paid on a non-risk basis. 

D The PIHP is paid on a risk basis. 
D The PIHP is paid on a non-risk basis. 

c. IS] PAHP: Prepaid Ambulatory Health Plan means an entity that (1) provides medical services to 
enrollees under contract with the State agency on the basis of prepaid capitation payments or 
other payment arrangements that do not use State Plan payment rates, (2) does not provide or 
arrange for, and is not otherwise responsible for the provision of any inpatient hospital or 
institutional services for its enrollees, and (3) does not have a comprehensive risk contract. 
This includes capitated PCCMs. 
The PAHP is the Dental Benefits Manager (DBM). 

IS] The PAHP is paid on a risk basis. 
D The PAHP is paid on a non-risk basis. 

d. D PCCM: 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. Note: a 
capitated PCCM is a PAHP. 

e. D Fee-for-service (FFS) selective contracting: A system under which the State contracts with 
specified providers who are wi lling to meet certain reimbursement, quality, and util ization 
standards. 
D Reimbursement is the same as stipulated in the state plan 
D Reimbursement is different than stipulated in the state plan (please describe) 
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2. Procurement. The State selected the contractor in the following manner. Please complete for each type of 
managed care entity utilized (e.g. procurement for MCO; procurement for PIHP, etc.): 

~ Competitive procurement process ( e.g. Request for Proposal or Invitation for Bid that is 
formally advertised and targets a wide audience) for Actuarial Services, Data Management, 
EQRO, MCO, PAHP, and Enrollment Broker contracts. 

D Open cooperative procurement process (in which any quali fying contractor may partic ipate). 
D Sole source: 

D Other (p lease describe) 

C. Choice of MCOs, PIHPs, P AHPs, and PCCMs 

I. Assu ranees. 

~ The State assures CMS that it complies with section I 932(a)(3) of the Act and 42 CFR 438.52, which 
require that a State that mandates Medicaid beneficiaries to enroll in an MCO, PIHP, PAHP, or 
PCCM must give those beneficiaries a choice of at least two entities,. 

~ The State seeks a waiver of section I 902(a)(4) of the Act, which requires States to offer a choice of 
more than one PIHP or PAHP per 42 CFR 438.52. Please describe how the State will ensure this lack 
of choice of PIHP or PAHP is not detrimental to beneficiaries' ability to access services. The State 
operate the Dental Benefits Program under a single statewide PAHP. Enrollees have free 
choice of providers within the PAHP and may change providers as often as desired. The PAHP 
is required to contract with dental providers that are appropriately licensed and/or certified 
and meet the PAHP's credentialing criteria, who agree to the standard contract provisions, and 
who wish to participate. Within the PAHP's network, enrollees have a choice of providers that 
offer the appropriate level of care. 

2. Details. The State will provide enrollees with the following choices (please replicate for each program in 
waiver): 

Two or more MCOs 
Two or more primary care providers within one PCCM system. 
A PCCM or one or more MCOs 
Two or more PIHPs. 
Two or more PAHPs. 

~ 
• • • • 
~ Other: (please describe): Two or more dental providers within one PAHP. 

3. Rural Exception. 

D The State seeks an exception for rural area residents under section 1932(a)(3)(B) of the Act 
and 42 CFR 438.52(b), and assures CMS that it will meet the requirements in that regulation, 
including choice of physicians or case managers, and ability to go out of network in specified 
circumstances. The State will use the rural exception in the following areas ("rural area" must 
be defined as any area other than an "urban area" as defined in 42 CFR 412.62(!)( I )(i i)): 
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D. Geographic Areas Served by the Waiver 

I. General. Please indicate the area of the State where the waiver program will be implemented. (If the 
waiver authorizes more than one program, please list applicable programs below item(s) the Stale checks. 

~ Statewide -- all counties, zip codes, or regions of the State, this applies to the MCOs and 
PAHP. 

D Less than Statewide 

2. Details. Regardless of whether item I or 2 is checked above, please list in the chart below the areas (i .e., 
cities, counties, and/or regions) and the name and type of entity or program (MCO, PIHP, PAHP, HIO, 
PCCM or other entity) with which the State will contract. 

City/County/Region Type of Program Name of Entity (for 
(PCCM, MCO, MCO, PTHP, PAHP) 
PIHP or PAHP) 

Statewide: Lancaster, Douglas and Sarpy, Cass, MCO MCO-United 
Dodge, Gage, Otoe, Saunders, Seward, Washington HealthCare of the 
Adams, Antelope, Arthur, Banner, Blaine, Boone, PAHP Midlands, Inc. (plan 
Box Butte, Boyd, Brown, Buffalo, Burt, Butler, 
Cedar, Chase, Cherry, Cheyenne, Clay, Colfax, name: MCO-
Cuming, Custer, Dakota, Dawes, Dawson, Deuel, UnitedHealthcare) 
Dixon, Dundy, Fillmore, Franklin, Frontier, Furnas, MCO- WellCare, of 
Garden, Garfield, Gosper, Grant, Greeley, Hall, Nebraska, Inc. 
Hamilton, Har lan, Hayes, Hitchcock, Holt, Hooker, MCO-Nebraska 
Howard, Jefferson, Johnson, Kearney, Keith, Keya 

Total Care (Centene) Paha, Kimball, Knox, Lincoln, Logan, Loup, 
Madison, McPherson, Merrick, Morrill, Nance., 
Nemaha, Nuc kolls, Pawnee, Perkins, Phelps, Pierce, PAHP-MCNA 
Platte, Polk, Red Willow, Richardson, Rock, Saline, Insurance Company. 
Scottsbluff, Sheridan, Sherman, Sioux, Stanton, 
Thayer, Thomas, Thurston, Valley, Wayne, Webster, 
Wheeler, and York counties. 

E. Populations Included in Waiver 

Please note that the eligibility categories ofTncluded Populations and Excluded Populations below may be 
modified as needed to fit the State' s specific circumstances. 

I. Included Populations. The following populations are included in the Waiver Program: 

Section 1931 Children and Related Populations are children including those eligible under Section 
1931, poverty-level related groups and optional groups of older children. 

~ PAHP 
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~ MCO/PCCM 

~ Mandatory enrollment 
D Voluntary enrollment 

Section 193 1 Adults and Related Populations are adults including those eligible under Section 1931 , 
poverty-level pregnant women and optional group of caretaker relatives. 

~ PAHP 
~ MCO/ 

~ Mandatory enrollment 
D Voluntary enrollment 

Blind/Disabled Adults and Related Populations are beneficiaries, age 18 or older, who are eligible 
for Medicaid due to blindness or disability. Report Blind/Disabled Adults who are age 65 or older in 
this category, not in Aged. 

~ PAHP 
~ MCO/PCCM 

~ Mandatory enrollment 
D Voluntary enrollment 

Blind/Disabled Children and Related Populations are beneficiaries, generally under age 18, who are 
eligible for Medicaid due to blindness or disability. 

~ PAHP 
~ MCO/PCCM 

~ Mandatory enrollment 
D Voluntary enrollment 

Aged and Related Populations are those Medicaid beneficiaries who are age 65 or older and not 
members of the Blind/Disabled population or members of the Section 1931 Adult population. 

~ PAHP 
~ MCO/PCCM 

~ Mandatory enrollment 
D Voluntary enrollment 

Foster Care Children are Medicaid beneficiaries who are receiving foster care or adoption assistance 
(Title TV-E), are in foster-care, or are otherwise in an out-of-home placement. 

~ PAHP 
~ MCO/PCCM 
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[gJ Mandatory enrollment 
0 Voluntary enrollment 

TITLE XXI CHIP is an optional group of targeted low-income children who are eligible to participate 
in Medicaid if the State decides to administer the State Children's Health Insurance Program (SCHIP) 
through the Medicaid program. 

[Zl PAHP 
[gJ MCO/PCCM 

[Zl Mandatory enrollment 
0 Voluntary enrollment 

In addition to the mandatorily enrolled CHIP population, ML TC has a separate CHIP program, which 
is 599 CHIP, for the unborn. The 599 CHIP population is mandatorily enrolled in an MCO. 
Former Foster Care C hildren-Individuals under the age 26, not otherwise mandatorily eligible, who 
were on Medicaid and in foster care when they turned age 18 or aged out of foster care. 

[Zl PAHP 
[gJ MCO/PCCM 

[gJ Mandatory enrollment 
D Voluntary enrollment 

Breast and Cervical Cancer Prevention and Treatment Act of 2000 (Every Woman Matter) are 
those Medicaid beneficiaries who are women screened for breast or cervical cancer under the Centers 
for Disease Control and Prevention Breast and Cervical Cancer Early Detection Program established 
under Title XV of the Public Health Service Act in accordance with the requirements of Section 1504 
of that Act and: need treatment for breast or cervical cancer, including pre-cancerous condition of the 
breast or cervix; are not otherwise covered under creditable coverage, as defined in Section 270 I (c) of 
the Public Health Service Act; are not eligible for Medicaid under any mandatory categorically needy 
eligibility group; and have not attained age 65. 

[Zl PAHP 
[gJ MCO/PCCM 

[Zl Mandatory enrollment 
D Voluntary enrollment 

Other (Please define): In addition to the above groups, the following are also included: 
• Members with additional income that are not intermittently eligible. 
• Deemed Newborns (42 CFR 435. 117) Children born to women covered under Medicaid for the date 

of the child's birth, who are deemed eligible for Medicaid until the child tums age 1. 
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• Pregnant Women (42 CFR 435.1 16) Women who are pregnant or post-partum, with household 
income at or below the states established standard. 

• Reasonable Classifications of Children (42 CFR 435.222) Individuals under age 21 who are not 
mandatorily eligible and who have income at or below the states established standard. 

• Children with Non IV-E Adoption Assistunee (42 CFR 435.227) Children wi th speciul needs for 
whom there is a non IY-E adoption assistance agreement in effect. 

• Medically Needy Pregnant Women (42 CFR 435.30l(b)( l)(i) and (iii) Women who are pregnant, 
who would qualify as categorically needy, except for income. 

• Medically Needy Children under age 18 (42 CFR 435.301(b)( l)(ii) Children under age 18 who would 
qualify as categorically needy, except for income. 

• Medically Needy Children under age 19 (42 CFR 435.308) Children over 18, but under age 19 who 
would qualify as categorically needy, except for income. 

• Medically Needy Parents and Other Caretakers (42 CFR 435.310) Parents and other caretakers 
relatives of dependent children, eligible as categorically needy except for income. 

• Parents and Other Caretaker Relatives (42 CFR 435.110) Parents and Other Caretaker Relatives of 
dependent children with household income at or below the states established standard. 

• Infants and Children under Age I 9 (42 CFR 435.11 8) Infants and Children under age 19 with 
household income at or below the states established standard. 

• Presumptive for Pregnant Women (42 CFR 435. I 103(a) Women who are pregnant during a 
presumptive eligibility period following a determination by a qualified entity. 

• Hospital Presumptive (42 CFR 435.1110) Individuals who are determined by a qualified hospital to 
be presumptively eligible. 

lg] PAHP 
lg] MCO/PCCM 

lg] Mandatory enrollment 
D Voluntary enrollment 

2. Excluded Populations. Within the groups identified above, there may be certain groups of individuals 
who are excluded from the Waiver Program. For example, the "Aged" population may be required to enroll 
into the program, but "Dual Eligibles" within that population may not be allowed to participate. In addition, 
"Section 1931 Children" may be able to enroll voluntarily in a managed care program, but "Foster Care 
Children" with in that population may be excluded from that program. Please indicate if any of the following 
populations are excluded from participating in the Waiver Program: 

Medicare Dual Eligible--Individuals entitled to Medicare and eligible for some category of Medicaid 
benefits. (Section 1902(a)(I0) and Section 1902(a)(I0)(E)) 

0 PIHP 
0 MCO/PCCM 
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Poverty Level Pregnant Women-- Medicaid beneficiaries eligible only while pregnant and for a short 
time after delivery. This population originally became eligible for Medicaid under the SO BRA 
legislation. 

• PIHP • MCO/PCCM 

Other Insurance-Medicaid beneficiaries who have other health insurance. 

• PIHP • MCO/PCCM 

Reside in Nursing Facility or ICF/MR--Medicaid beneficiaries who reside in Nursing Facilities (NF) 
at custodial levels of care or in Intermediate Care Faci lities for the Mentally Retarded (ICF/MR). 

• PIHP • MCO/PCCM 

Enrolled in Another Managed Care Program-l\iledicaid hendiciaries who are enrolled in another 
Medicaid managed care program 

0 PIHP • MCO/PCCM 

Eligibility Less Than 3 Months-Medicaid beneficiaries who would have less than three months or 
Medicaid eligibility remaining upon enrollment into the program. 

0 PIHP • MCO/PCCM 

Participate in HCBS Waiver-Medicaid beneficiaries who participate in a I Jome and Community Based 
vVai,·er (IICl3S, also referred 10 as a 19 15(c) waiver) . 

0 PIHP 
• MCO/PCCM 

American Indian/Alaskan Native-Medicaid beneficiaries who are American Indians or Alaskan Natives 
and members of federally recognized tribes. 

• PIHP • MCO/PCCM 

Children with Special Health Care Needs (State Defined)-Medirnid beneficiaries who are special needs 
children as defined by the State. Please provide this definition. 

• PIHP 
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• MCO/PCCM 

SCHIP T itle XXI Children - Me<lic;iid hendici;iries who receive services 1hrough the SCHIP program. 

~ PAHP * • MCO/PCCM 

*This excluded population only applies to the separate CHIP program, "599 CHIP", as the unborn 
population is excluded from the PAHP. Prenatal ambulatory covered services do not include dental 
services, as dental services are not considered prenatal ambulatory care. 

Retroactive Eligibility- Medicaid benefi ciaries for the period of retroactive eligibility. 
~ PAHP 
~ MCO/PCCM (CSHCN or AJ/AN) 

Other (Please deline): In addition to the above groups, the following are also excluded: Members 
with retro eligibility past 90 days are excluded from both the MCO and PAHP. 

~ PAHP /Dental Benefit Manager 

l) Aliens who are eligible for Medicaid for an emergency condition only. 
2) Members with Medicare coverage where Medicaid only pays co-insurance and 

deductibles. 
3) Members participating in an approved DHHS PACE program. 
4) Members who have excess income or who are designated to have a Premium Due and do 

not have continuous eligibility. 

~ MCO 

I) Aliens who are eligible for Medicaid for an emergency condition only. 
2) Members who have excess income with intermittent eligibility. 
3) Members who have received a disenrollment/waiver of enrollment. 
4) Inmates of Institutions for Mental Disease (i.e., IMO) who ar e between the ages of 21-64. 
5) Members participating in an approved OHHS PACE program 
6) Members who have excess income or who are designated to have a Premium Due and do not 

have continuous eligibility. 

Medicaid coverage for members excluded from managed care participation remains on a fee­
for-service basis. Members who arc excluded from managed care cannot voluntarily enroll. 
Due to cha nges in a member ' s Medicaid eligibility and managed care status, a member 's status 
may periodically change. The Managed care contractor is r esponsible for the provision of the 
benefits package for the member as long as s/ he is identified as a member of the plan. 
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F. Services 

List a ll services to be offered under the Waiver in Appendices D2.S., and D2.A of Section D, Cost­
Effectiveness. 
I . Assurances. 

IZ] The State assures CMS that services under the Waiver Program will comply with the following 
federal requirements: 

• Services will be available in the same amount, duration, and scope as they are under the State 
Plan per 42 CFR 438.21 0(a)(2). 

• Access to emergency services w ill be assured per section I 932(b)(2) of the Act and 42 CFR 
438. 114. 

• Access to family planning services will be assured per section I905{a)(4) of the Act and 42 
CFR 431.5 1 (b) 

D The State seeks a waiver of section 1902(a)(4) of the Act, to waive one or more of more of the 
regulatory requ irements listed above for PIHP or PAHP programs. Please identify each 
regulatory requirement for which a waiver is requested, the managed care program(s) to which 
the waiver will apply, and what the State proposes as an alternative requirement, if any. (See 
note below for limitations on requirements that may be waived). 

IZ] The CMS Regiona l Office has reviewed and approved the MCO, PIHP, PAHP, PCCM contracts for 
compliance with the provisions of 42 CFR 438.2 I0(a)(2), 438.114, and 431.51 (Coverage of Services, 
Emergency Services, and Family Planning) as applicable. If this is an initial waiver, the State assures 
that contracts that comply with these provisions will be submitted to the CMS Regional Office for 
approval prior to enrollment of beneficiaries in the MCO, PIHP, PAHP, or PGGM. 

D This is a proposal for a 1915(b)(4) FFS Selective Contracting Program only and the managed care 
regulations do not apply. The State assures CMS that services will be available in the same amount, 
duration, and scope as they are under the State Plan. 

IZ] The state assures CMS that it complies with Title I of the Medicare Modernization Act of 2003, 
insofar as these requirements are applicable to this waiver. 

Note: Section 1915(b) of the Act authorizes the Secretary to waive most requirements of section 1902 of 
the Act for the purposes listed in sections I 9 15(b )( I )-(4) of the Act. However, within section I 9 I 5{b) 
there are prohibitions on waiving the following subsections of section 1902 of the Act for any type of 
waiver program: 

• 

• 
• 

• 

Section I 902(s) -- adjustments in payment for inpatient hospital services furnished to infants 
under age I, and to children under age 6 w ho receive inpatient hospital services at a 
Disproportionate Share Hospital (DSH) facility. 
Sections I 902(a)(l 5) and I 902(bb) - prospective payment system for FQHC/RHC 
Section I 902(a)(I 0)(A) as it applies to I 905(a)(2)(C) - comparability ofFQHC benefits among 
Medicaid beneficiaries 
Section I 902(a)(4)(C) -- freedom of choice of family planning providers 
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• Sections l9l5(b)(l) and (4) also stipulate that section l9l5(b) waivers may not waive freedom of 
choice of emergency services providers. 

2. Emergency Services. In accordance with sections l 9 l 5(b) and l 932(b) of the Act, and 42 CFR 431.55 
and 438.114, enrollees in an MCO, PIHP, PAHP, PGGM must have access to emergency services without 
prior authorization, even if the emergency services provider does not have a contract with the entity. 

The PAHP program will cover dental emergency services only in an outpatient setting (i.e. the 
dentist's office). 

3. Family Planning Services. In accordance with sections 1905(a)(4) and I 9 I 5(b) of the Act, and 42 CFR 
43 1.51 (b), prior authorization of, or requiring the use of network providers, for family planning services is 
prohibited under the waiver program. Out-of-network family planning services are reimbursed in the 
following manner: 

~ The MCO/PIHP/PAHP will be required to reimburse out-of-network family planning services. 
This is not applicable to the PAHP/Dental. 

D The MCO/PIHP/PAHP will be required to pay for family planning services from network 
providers, and the State will pay for family planning services from out-of-network providers 

D The State will pay for all family planning services, whether provided by network or out-of-network 
providers. 

D Other (please explain): 
D Family planning services are not included under the waiver. 

4. FOHC Services. In accordance with section 2088.6 of the State Medicaid Manual, access to Federally 
Qualified Health Center (FQHC) services will be assured in the following manner: 

D The program is voluntary, and the enrollee can disenroll at any time ifhe or she desires access to 
FQHC services. The MCO/PIHP/PAHP/PCCM is not required to provide FQHC services to the 
enrollee during the enrollment period. 

~ The program is mandatory and the enrollee is guaranteed a choice of at least one 
MCO/PIHP/PAHP/PCCM which has at least one FQHC as a participating provider. If the 
enrollee elects not to select a MCO/PIHP/PAHP/PCCM that gives him or her access to FQHC 
services, no FQHC services will be required to be furnished to the enrollee while the enrollee is 
enrolled with the MCO/PIHP/PAHP/PCCM he or she selected. Since reasonable access to FQHC 
services will be available under the waiver program, FQHC services outside the program wi ll not 
be available. Please explain how the State will guarantee all enrollees will have a choice ofat 
least one MCO/PIHP/PAHP/PCCM with a participating FQHC: All MCOs are required to 
contract with existing FQHCs in their service area. A member may choose a PCP 
participating at the FQHC through the enrollment process. Access to a non-participating 
FQHC is not restricted. The MCOs and DBM must offer to contract with all FQHCs and 
RHCs in the State. If the MCO or DBM cannot contract a FQHC or RHC, the MCO or 
DBM must notify ML TC. The DBPM must reimburse FQHCs and RH Cs in accordance 
with 471 NAC Chapters 29 and 34. The MCOs and DBM are required to reimburse the 
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FQHC's at either the State established APM or PPS, and to reimburse the RHC's at the 
State established PPS. 

0 The program is mandatory and the enrollee has the right to obtain FQHC services outside this 
waiver program through the regular Medicaid Program. 

5. EPSDT Requirements. 

~ The managed care programs(s) will comply with the relevant requirements of sections 
I 905(a)(4)(b) (serv ices), I 902(a)(43) (administrative requirements including informing, reporting, 
etc.), and 1905(r) (definition) of the Act related to Early, Periodic Screening, Diagnosis, and 
Treatment (EPSDT) program. 

6. 1915(b)(3) Services. 

~ This waiver includes 191 S(b)(3) expenditures. The services must be for medical or hea lth-related 
care, or other services as described in 42 CFR Part 440, and are subject to CMS approval. Please 
describe below what these expenditures are for each waiver program that offers them. Include a 
description of the populations e lig ible, provider type, geographic avai lability, and re imbursement 
method. 

Members must access 191S(b)(3) services through their MCO network. Approved 
I 9 1 S(h )(3) services are individualized alternative or enhanced services that allow the 
member to be in the least restrictive and most appropriate level of care, even if these 
services are non-traditional and do not meet the usual definition of "medical necessity" and 
are not considered one of the Nebraska Medicaid covered Behavioral Health services 
pursuant to 471 NAC. 

191S(b)(3) services under this waiver are the following: 

Service Population Eligible 

Psychiatric Nursing Services MCO Adult Enrollees 
are mental health home health 
services that are provided to 
eligible members who are unable 
to access office based services. 
Psychiatric Nursing services are 
provided at the enrollee's place 
of residence. Psychiatric nursing 
services may include assisting 
the member with co-occurring 
conditions when the mental 
health condition exacerbates 
other health conditions, 
coordinating and communicating 
with other health care 
professionals to maintain and 
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A Nebraska licensed and 
enrolled home health agency 
that employs or contracts 
with Nebraska licensed 
registered nurses. 

Geographic Reimbursement 
Availability Method 

Statewide Capitation 

28 



improve the member's condition, 
administering medication, 
management of medication, and 
medication teaching, and 
assisting the physical well-being 
and monitoring of any 
medication side effects. 
Treatment Crisis Intervention MCO Adult Enrollees 
includes a crisis assessment and 
treatment intervention service 
provided to a Medicaid eligible 
member who is in a crisis 
situation and other individuals 
needing emergency outpatient 
services prior to ongoing 
services being established. 
Intervention services are 
provided by any licensed 
practitioner who provides a brief 
assessment and treatment 
planning. The licensed 
practitioner provides intervention 
services to the member to 
relieve the acute symptoms and 
problems associated with their 
mental health or substance 
abuse problem. The member 
may receive crisis services when 
the services are clinically 
necessary to relieve a crisis prior 
to a comprehensive psychiatric 
assessment. 
Adult Intensive Outpatient MCO Adult Enrollees 
includes mental health outpatient 
programs of intensive outpatient 
mental health services and the 
more intensive partial 
hospitalization programs that are 
non-residential treatment 
programs which may or may not 
be hospital based. The 
programs provide diagnostic and 
treatment, mental health and/or 
substance abuse services at a 
level of intensity similar to 
inpatient hospital program but is 
structured to be available less 
than 24 hours. Treatment 
services include a structured 
supervised therapeutic milieu, 
nursing, psychiatric evaluations, 
medication management, 
individual group and family 
psychotherapy by appropriately 
licensed professionals. 
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Psychiatrists (M.D.,D.O.), Statewide Capitation 
psychologists (Ph.D., 
Psy.D.), provisionally 
licensed psychologists (PLP), 
licensed independent mental 
health practitioners (LIMHP), 
licensed mental health 
practitioners (LMHP), 
provisionally licensed mental 
health practitioners (PLMHP) 
and licensed drug and 
alcohol counselors (LADC), 
Provisionally licensed drug 
and alcohol counselors 
(PLADC), and advanced 
practice registered nurses 
(APRN) 

Enrolled agencies that Statewide Capitation 
employ licensed practitioners 
who practice within their 
scope of license. 
Paraprofessionals may be 
employed under the 
supervision of the licensed 
professionals as outlined by 
State regulations. 
Psychiatrists (M.D., D.O.), 
psychologists (Ph.D., Psy.D), 
provisionally licensed 
psychologists (PLP), licensed 
independent mental health 
practitioners (LIMHP), 
licensed mental health 
practitioners (LMHP), 
provisionally licensed mental 
health practitioners (PLMHP) 
and licensed drug and 
Provisionally licensed drug 
and alcohol counselors 
(PLADC ,alcohol counselors 
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Intensive outpatient mental 
health services include 
psychotherapy by professionals 
2-4 times a week 3-6 hours per 
day. 

Partial hospitalization includes 
up to 7 days a week 3-6 hours 
per day. Recipients must be 
seen by a physician 3 times a 
week. The provider must have 
access to pharmacy, dietary, 
nursing, psychology and 
psychotherapy. Additional 
psychoeducation/psychoeducati 
onal services are provided to 
patients in this setting. 
Adult Crisis Stabilization MCO Adult Enrollees 
provides a level of care in a 
facility-based residential crisis 
service where the Medicaid 
enrolled members in need can 
receive stabilization treatment 
services in a safe structured 
setting for substance abuse or 
mental health related conditions. 
The service provides continuous 
24-hour observation and 
supervision up to 72 hours for 
individuals who do not require 
assessment and treatment in an 
acute inpatient hospital setting. 
The service provides a short 
term stabilization which includes 
assessment, care management, 
medication management and 
mobilization of family support 
and community resources. 
Room and Board are not 
included in this reimbursement 
Adult Substance Abuse MCO Adult Enrollees 
Treatment includes an array of 
medically necessary substance 
abuse treatment services 
consisting of assessment 
services, community support, 
intensive outpatient, partial 
hospitalization, halfway house, 
intermediate residential and 
therapeutic community, short-
term residential, and dual 
diagnosis treatment and 
substance abuse social 
detoxification. 
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practice registered nurses 
(APRN), 

Any Enrolled Agency who Statewide Capitation 
employs Licensed Providers 
such as Psychiatrists (M.D., 
D.O.), psychologists (Ph.D. 
Psy/D), provisionally licensed 
psychologists (PLP), licensed 
independent mental health 
practitioners (LIMHP), 
licensed mental health 
practitioners (LMHP), 
provisionally licensed mental 
health practitioners (PLMHP) 
and licensed drug and 
alcohol counselors (LADC), 
Provisionally licensed drug 
and alcohol counselors 
(PLADC, and advanced 
practice registered nurses 
(APRN) 
Paraprofessionals may be 
employed under licensed 
professionals as outlined in 
State regulations. 
Psychiatrists (M.D., D.O.), Statewide Capitation 
psychologists (Ph.D., 
Psy.D.), provisionally 
licensed psychologists (PLP), 
licensed independent mental 
health practitioners (LIMHP), 
licensed mental health 
practitioners (LMHP), 
provisionally licensed mental 
health practitioners (PLMHP) 
and licensed drug and 
alcohol counselors (LADC), 
Provisionally licensed drug 
and alcohol counselors 
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(PLADC , and advanced 
practice registered nurses 
(APRN) 

7. Self-refe,·rals. 

0 The State requires MCOs/PIHPs/PAHPs/PCCMs to allow enrollees to self-refer (i.e. access 
without prior authorization) under the following circumstances or to the following subset of 
services in the MCO/PIHP/ PAHP/PCCM contract: 
• Emergency scr\'iccs; MCO 
• Outpatient Dental Emergency services; PAHP 
• Family Planning; MCOs 
• FQHC, Rural Health C linics, Tribal Clinics and Indian Health Services; MCOs and 

PAHP 
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Section A: Program Description 

C. Part II: Access 

l:'.ach State must ensure that a ll services covered under the State plan are avai lable and accessible to enrollees 
of the I 9 I 5(b) Waiver Program. Section I 9 I 5(b) of the Act prohibits restrictions on beneficiaries' access to 
emergency services and family planning services. 

A. Timely Access Standards 
I. Assurances for MCOs and PAHP programs. 

~ The State assures CMS that it complies with section 1932( c )( I )(A)(i) of the Act and 42 CFR 438.206 
Availability of Services; in so far as these requirements are applicable. 

D The State seeks a waiver of a waiver of section I 902(a)( 4) of the Act, to waive one or more of 
more of the regulatory requirements listed above for PIHP or PAHP programs. Please identify 
each regulatory requirement for which a waiver is requested, the managed care program(s) to 
which the waiver will apply, and what the State proposes as an alternative requirement, if any. 

~ The CMS Regional Office has reviewed and approved the MCO, PIHP, or PAHP contracts for 
compliance with the provisions of section l 932(c)( I )(A)(i) of the Act and 42 CFR 438.206 
Availability of Services. If this is an initia l waiver, the State assures that contracts that comply with 
these provisions w ill be submitted to the CMS Regional Office for approval prior to enrollment of 
beneficiaries in the MCO, PIHP, or PAHP. 

ff the 19 I 5(b) Waiver Program does not include a PCCM component, please cominue with Part ff.B. 
Capacity Standards. 

2. Details for PCCM programs. The State must assure that Waiver Program enrollees have reasonable 
access to services. Please note below the activities the State uses to assure timely access to services. 

a. D Availability Standards. The State's PCCM-Programs include established maximum distance 
and/or travel time requirements, given beneficiary's normal means of transportation, for waiver 
enrollees' access to the following providers. For each provider type checked, please describe the 
standard. 

I. D PCPs (please describe): 

2. D Specialists (please describe): 

3. D Ancillary providers (please describe): 

4. D Dental (please describe): 

5. D Hospitals (please describe): 
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6. D Mental Health (please describe): 

7. D Phannacies (please describe): 

8. D Substance Abuse Treatment Providers (please describe): 

9. 0 Other providers (please describe): 

b. D Appointment Scheduling means the time before an enrollee can acquire an appointment with 
his or her provider for both urgent and routine visits. The State' s PCCM Programs include established 
standards for appointment scheduling for waiver enrollee' s access to the following providers. 

I. D PCPs (please describe): 

2. D Specialists (please describe): 

3. D Ancillary providers (please describe): 

4. D Dental (please describe): 

5. D Mental Health (please describe): 

6. D Substance Abuse Treatment Providers (please describe): 

7. D Urgent care (please describe): 

8. D Other providers (please describe): 

c. D In-Office Waiting Times: The State's PCCM Program includes established standards for in­
office waiting times. For each provider type checked, please describe the standard. 

I. D PCPs (please describe): 

2. 0 Specialists (please describe): 

3. D Ancillary providers (please describe): 

4. D Dental (please describe): 

5. D Mental Health (please describe): 

6. 0 Substance Abuse Treatment Providers (please describe): 

7. D Other providers (please describe): 
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d. D Other Access Standards (please describe) 

3. Details for 19 15(b)(4) FFS selective contracting programs: Please describe how the State assures timely 
access to the services covered under the selective contracting program. 

B. Capacity Standards 
I . Assurances for MCO, PIHP, or PAHP programs. 

~ The State assures CMS that it complies with section I 932(b)(5) of the Act and 42 CFR 438.207 
Assurances of adequate capacity and services, in so far as these requirements are applicable. 

D The State seeks a waiver of a waiver of section I 902(a)(4) of the Act, to waive one or more of 
more of the regulatory requirements listed above for PIHP or PAHP programs. Please identify 
each regulatory requirement for which a waiver is requested, the managed care program(s) to 
which the waiver will apply, and what the State proposes as an alternative requirement, if any, 

~ The CMS Regional Office has reviewed and approved the MCO, PIHP, or PAHP contracts for 
compl iance with the provisions of section l 932(b)(5) and 42 CFR 438.207 Assurances of adequate 
capaci ty and services. If this is an initial waiver, the State assures that contracts that comply with 
these provisions will be submitted to the CMS Regional Office for approval prior to enrollment of 
beneficiaries in the MCO, PIHP, PAHP, or PCCM. 

If the 1915(b) Waiver Program does not include a PCCM component, please cominue with Part If, C. 
Coordination and Continuily of Care Standards. 

2. Details for PCCM Programs. The State must assure that Waiver Program enrollees have reasonable 
access to services. Please note below which of the strategies the State uses assure adequate provider capacity 
in the PCCM program. 

a. D The State has set enrollment limits for each PCCM primary care provider. Please describe 
the enrollment limits and how each is determined. 

b. D The State ensures that there are an adequate number of PCCM PCPs with open panels. 
Please describe the State' s standard. 

c. D The State ensures that there is an adequate number of PCCM PCPs under the waiver assure 
access to all services covered under the Waiver. Please describe the State' s standard for 
adequate PCP capacity. 

d. D The State compares numbers of providers before and during the Waiver. Please modify the 
chart below to reflect your State 's PCCM programs and complete the following. 

Providers 

I 
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Providers # In Current # Expected in 
Waiver 

I 
Renewal 

I I 

e. 0 The State ensures adequate geographic distribution of PCCMs. Please describe the State's 
standard. 

f. 0 PCP: Enrollee Ratio. The State establishes standards for PCP to enrollee ratios. Please 
calculate and list below the expected average PCP/Enrollee ratio for each area or county of the 
program, and then provide a statewide average. Please note any changes that will occur due to 
the use of physician extenders. 

g. 0 Other capacity standards (please describe): 

3. Details for 1915(b)(4) FFS selective contractin2 pro2rams: Please describe how the State assures 
provider capacity has not been negatively impacted by the selective contracting program. Also, please 
provide a detailed capacity analysis of the number of beds (by type, per facility) - for facility programs, or 
vehicles (by type, per contractor) - for non-emergency transportation programs, needed per location to assure 
sufficient capacity under the waiver program. T his analysis should consider increased enrollment and/or 
utilization expected under the waiver. 
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C. Coordination and Continuity of Care Standards 

I. Assurances for MCO, PIHP, or PAHP programs. 

~ The State assures CMS that it complies with section 1932(c)(I )(A)(I) of the Act and 42 CFR 438.208 
Coordination and Continuity of Care, in so far as these regulations are applicable. 

D The State seeks a waiver of a waiver of section I 902(a)( 4) of the Act, to waive one or more of 
more of the regulatory requirements listed above for PIHP or PAHP programs. Please identify 
each regulatory requirement for which a waiver is requested, the managed care program(s) to 
which the waiver will apply, and what the State proposes as an alternative requirement, if any. 

~ The CMS Regional Office has reviewed and approved the MCO, PIHP, or PAHP contracts for 
compliance with the provisions of section I 932(c)( I )(A)(I) of the Act and 42 CFR 438.208 
Coordination and Continuity of Care. If this is an initial waiver, the State assures that contracts that 
comply with these provisions will be submitted to the CMS Regional Office for approval prior to 
enrollment of beneficiaries in the MCO, PIHP, PAHP, and PCCM. 

2. Details on MCO/PIHP/PAHP enrollees with special health care needs. 

The following items are required. 

a. ~ The plan is a PIHP/PAHP, and the State has determined that based on the plan's scope of 
services, and how the State has organized the delivery system, that the PTHP/PAHP need not 
meet the requirements for additional services for enrollees with special health care needs in 
42 CFR 438.208. Please provide justification for this determination. The dental PAHP only 
covers dental services and therefore does not provide additional services and would not 
coordinate the care for enrollees with special health care needs. The MCOs are 
responsible for coordinating the care of members with special health care needs. The 
DBM is responsible for working with the MCOs to ensure the MCO is coordinating the 
care for enrollees with special health care needs. 

b. ~ Identification. The State has a mechanism to identify persons with special health care needs 
to MCOs, PIHPs, and PAHPs, and PCCM as those persons are defined by the State. Please 
describe. The State's eligibility system identifies persons with special health care needs. 
The State's managed care system uses an automated algorithm for identifying special 
needs populations. The Department identifies persons with special health care needs on 
the enrollment file that it provides to the MCOs at the beginning of each month. The 
MCOs must develop and adopt policies and procedures annually that MLTC will 
approve, and that ensures continuity of care for members with special health care needs 
who are in care management. 

c. ~ Assessment. Each MCO/PIHP/PAHP and PCCM will implement mechanisms, using 
appropriate health care professionals, to assess each enrollee identified by the State to identify 
any ongoing special conditions that require a course of treatment or regular care monitoring. 
Please describe. 
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Upon identification of a person with special needs, each MCO plan is required to 
outreach to the member and complete a health risk assessment to identify ongoing 
services and need for care management and coordination. The plan provides individual 
assessment, case management and case tracking for persons with special needs. The plan 
is required to provide a network of providers that adequately addresses the needs of the 
member, and to ensure that members have direct access to appropriately-trained 
specialists. 

d. IS) Treatment Plans. For enrollees with special health care needs who need a course of treatment 
or regular care monitoring, the State requires the MCO/PIHP/PAHP and PCCM to produce a 
treatment plan. If so, the treatment plan meets the following requirements: 

I. IS) Developed by enrollees' primary care provider with enrollee participation, and in 
consultation with any specialists' care for the enrollee 

For the PAHP, the dental home will develop the treatment plan 
2. IS]Approved by the MCO/PIHP/PAHP in a timely manner (if approval required by plan) 

3. IS) In accord with any applicable State quality assurance and uti lization review standards. 

e. IS) Direct access to specialists. If treatment plan or regular care monitoring is in place, the 
MCO/PIHP/PAHP and PCCM has a mechanism in place to allow enrollees to directly access 
specialists as appropriate for enrollee's condition and identified needs. 

3. Details for PCCM program. The State must assure that Waiver Program enrollees have reasonable 
access to services. Please note below the strategies the State uses assure coordination and continuity of care 
for PCCM enrollees. 

a. D Each enrollee selects or is assigned to a primary care provider appropriate to the enrollee's 
needs. 

b. D Each enrollee in the PCCM program selects or is assigned to a designated health care 
practitioner who is primarily responsible for coordinating the enrollee's overall health care. 

c. 0 Each enrollee is receives health education/promotion infonnation. Please explain. 

d. D Each provider maintains, for Medicaid enrollees, health records that meet the requirements 
established by the State, taking into account professional standards. 

e. D There is appropriate and confidential exchange of information among providers. 

f. 0 Enrollees receive information about specific health conditions that require follow-up and, if 
appropriate, are given training in self-care. 

g. D Primary care case managers address barriers that hinder enrollee compliance with prescribed 
treatments or regimens, including the use of traditional and/or complementary medicine. 
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h. D Additional case management is provided (please include how the referred services and the 
medical forms will be coordinated among the practitioners, and documented in the primary 
care case manager' s files). 

i. D Referrals: Please explain in detail the process for a patient referral. In the description, please 
include how the referred services and the medical forms will be coordinated among the 
practitioners, and documented in the primary care case managers' fi les. 

4. Details for 1915(b)(4) onlv programs: If applicable, please describe how the State assures that continuity 
and coordination of care are not negatively impacted by the selective contracting program. 
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Section A: Program Description 

D. Part III: Quality 

I. Assurances for MCU or PIHP programs. 

[:gj The State assures CMS that it complies with section I 932(c)(I )(A)(i ii)-(iv) of the Act and 42 CFR 
438.202, 438.204, 438.210, 438.214, 438.218, 438.224, 438.226, 438.228, 438.230, 438.236, 
438.240, and 438.242 in so far as these regulations are applicable. 

0 The State seeks a waiver of a waiver of section I 902(a)(4) of the Act, to waive one or more of 
more of the regulatory requirements listed above for PJHP programs. Please identify each 
regulatory requirement for which a waiver is requested, the managed care program(s) to which 
the waiver will apply, and what the State proposes as an alternative requirement, if any. 

[:gl The CMS Regional Office has reviewed and approved the MCO, PIHP, or PAHP contracts 
for compliance with the provisions of section I 932(c)(I )(A)(iii)-(iv) of the Act and 42 CFR 
438.202, 438.204, 438.210, 438.2 14, 438.218, 438.224, 438.226, 438.228, 438.230, 438.236, 
438.240, and 438.242. If this is an initial waiver, the State assures that contracts that comply 
with these provisions will be submitted to the CMS Regional Office for approval prior to 
enrollment of beneficiaries in the MCO, PIHP, PAHP, or PCCM. 

0 Section 1932(c)(l)(A)(iii)-(iv) of the Act and 42 CFR 438.202 requires that each State Medicaid 
agency that contracts with MCOs and PAHPs submit to CMS a written strategy for assessing and 
improving the quality of managed care services offered by all MCOs and PAHPS. The State includes 
an updated Quality Strategy with this Waiver renewal. 

[:gj The State assures CMS that it complies with section 1932(c)(2) of the Act and 42 CFR 438 Subpart 
E, to arrange for an annual, independent, external quality review of the outcomes and timeliness of, 
and access to the services delivered under each MCO/ PAHP contract. Note: EQR for PTHPs is 
required beginning March 2004. Please provide the information below (modify chart as necessary): 
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Activities Conducted 
Name of Mandatory Activities Optional Activities 

Program Organization EOR studv 
X • Validation of Performance • Encounter 

MCO Island Peer Improvement Projects Validation (MCO 
PHAP Review • Validation of Performance Only) 

Organization Measures • Focus Studies 
(TPRO) • Review of compliance with • Administration 

Standards outlined in 42 of consumer 
CFR 438.358(b)(3) Surveys 

2. Assurances for PAHP program. 

~ The State assures CMS that it complies with section 1932(c)(l)(A)(iii)-(iv) of the Act and 42 CFR 
438.210, 438.214, 438.2 18, 438.224, 438.226, 438.228, 438.230 and 438.236, in so far as these 
regulations are applicable. 

0 The State seeks a waiver ofa waiver of section 1902(a)(4) of the Act, to waive one or more of 
more of the regulatory requirements listed above for PAHP programs. Please identify each 
regulatory requirement for which a waiver is requested, the managed care program(s) to which 
the waiver will apply, and what the State proposes as an alternative requirement, if any. 

~ The CMS Regional Office has reviewed and approved the PAHP contracts for compliance with the 
provisions of section l 932(c) ( I )(A)(i ii)-(iv) of the Act and 42 CFR 438.210, 438.214, 438.218, 
438.224, 438.226, 438.228, 438.230 and 438.236. If this is an initial waiver, the State assures that 
contracts that comply with these provisions will be submitted to the CMS Regional Office for 
approval prior to enrollment of beneficiaries in the MCO, PIHP, PAHP, or PCCM. 

3. Details for PCCM program. The State must assure that Waiver Program enrollees have access to 
medically necessary services of adequate quality. Please note below the strategies the State uses to assure 
quality of care in the PCCM program. 

a. D The State has developed a set of overall quality improvement guidelines for its PCCM program. 
Please attach. 

b. 0 State Intervention: !fa problem is identified regard ing the quality of services received, the State or 
its PCCM administrators will intervene as indicated below. Please check which methods the State 
will use to address any suspected or identified problems. 

I. D Provide education and informal mailings to beneficiaries and PCCMs; 

2. n Initiate telephone and/or mai l inquiries and follow-up; 
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3. D Request PCCM responses to identified problems; 

4. D Refer to program staff for forther investigation; 

5. D Send warning letters to PCCMs; 

6. 0Refer to State's medical staff for investigation; 

7. D Institute corrective action plans and follow-up; 

8. D Change an enrollee's PCCM; 

9. D Institute a restriction on the types of enrollees; 

I 0. D Further limit the number of assignments; 

11. D Ban new assignments; 

12. D Transfer some or all assignments to different PCCMs; 

13. D Suspend or terminate PCCM agreement; 

14. Osuspend or terminate as Medicaid providers; and 

15. D Other(explain): 

c. D Selection and Retention of Providers: This section provides the State the opportunity to describe 
any requirements, policies or procedures it has in place to allow for the review and documentation of 
qualifications and other relevant infonnation pertaining to a provider who seeks a contract with the 
State or PCCM administrator as a PCCM. This section is required if the State has applied for a 
I 915(b)(4) waiver that will be applicable to the PCCM program. 

Please check any processes or procedures listed below that the State uses in the process of selecting 
and retaining PCCM's. The State (please check all that apply): 

I . D Has a documented process for selection and retention of PCCMs (please submit a copy of that 
documentation). 

2. D Has an initial credentialing process for PCCMs that is based on a written application and site 
visits as appropriate, as well as primary source verification of licensure, disciplinary status, 
and eligibility for payment under Medicaid. 

3. D Has a re-credentialing process for PCCMs that is accomplished within the time frame set by 
the State and through a process that updates information obtained through the following 
( check all that apply): 
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A. D Initial credentialing 

B. D Performance measures, including those obtained through the followi ng (check all that 
apply): 

D The utilization management system. 
D The complaint and appeals system. 
D Enrollee surveys. 
D Other (Please describe). 

4. D Uses formal selection and retention criteria that do not discriminate against particular 
providers such as those who serve high risk populations or specialize in conditions that 
require costly treatment. 

5. D Has an initial and re-credentialing process for PCCMs other than individual practitioners (e.g., 
mral health clinics, federally qualified health centers) to ensure that they are and remain in 
compliance with any Federal or State requirements (e.g., licensure). 

6. D Notifies licensing and/or disciplinary bodies or other appropriate authorities when suspensions 
or tenninations of PCCMs take place because of quality deficiencies. 

7. D Other (please describe). 

d. D Other quality standards (please describe): 

4. Details for 1915(b)(4) onlv programs: Please describe how the State assures quality in the services that 
are covered by the selective contracting program. Please describe the provider selection process, including 
the criteria used to select the providers under the waiver. These include quality and perfonnance standards 
that the providers must meet. Please also describe how each criteria is weighted: 
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Section A: Program Description 

E. Part IV: Program Operations 

A. Marketing 

Marketing includes indirect MCO/PTHP/PAHP/PCCM administrator marketing (e.g., radio and TV 
advertising for the MCO/PlHP/PAHP or PCCM in general) and direct MCO/PlHP/PAHP/PCCM marketing 
(e.g., direct mail to Medicaid beneficiaries). 

I . Assu ranees 

r;g] The State assures CMS that it complies with section 1932( d)(2) of the Act and 42 CFR 438. 104 
Marketing activi ties; in so far as these regulations are applicable. 

D The State seeks a waiver of a waiver of section I 902(a)(4) of the Act, to waive one or more of 
more of the regulatory requirements listed above for PlHP or PAHP programs. Please identify 
each regulatory requirement for which a waiver is requested, the managed care program(s) to 
which the waiver will apply, and what the State proposes as an alternative requirement, if any. 

r;g] The CMS Regional Office has reviewed and approved the MCO, PTHP, PAHP, PGGM contracts for 
compliance with the provisions of section I 932(d)(2) of the Act and 42 CFR 438.104 Marketing 
activities. If this is an initia l waiver, the State assures that contracts that comply with these provisions 
will be submitted to the CMS Regional Office for approval prior to enrollment of beneficiaries in the 
MCO, PIHP, PAHP, PCCM. 

D This is a proposal for a 1915(b)(4) FFS Selective Contracting Program only and the managed care 
regulations do not apply. 

2. Details 

a. Scope of Marketing 

I. D The State does not pennit direct or indirect marketing by MCO/PIHP/PAHP/PCCM or 
selective contracting FFS providers. 

2. r;g] The State permits indirect marketing by MCO/PTHP/P AHP/PCCM or selective contracting 
FFS providers (e.g., radio and TV advertising for the MCO/PIHP/PAHP PCCM in general). 
Please list types of indirect marketing permitted. With prior approval, the Department allows 
the following methods of marketing: Radio, TV, Billboards, Health Fairs, and other 
methods. 
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3. D The State pennits direct marketing by MCO/PIHP/PAHP/PCCM or selective contracting FFS 
providers (e.g., direct mail to Medicaid beneficiaries). Please list types of direct marketing 
pennitted. Direct Marketing is prohibited. 

b. Description. Please describe the State's procedures regarding direct and indirect marketing by answering 
the following questions, if applicable. 

I . [Zl The State prohibits or limits MCOs/PLHPs/PAHPs/PCCMs/ selective contracting FFS 
providers from offering gifts or other incentives to potential enrollees. Please explain any 
limitation or prohibition and how the State monitors this. The MCOs are not allowed to 
distribute gifts at community events to individuals that are not a member of the MCO. 
Additionally, the gift(s) must not be greater than $15.00 in cash value. The MCOs must 
notify the Department of their participation in all community events. In addition, the 
MCOs must submit for approval their marketing plans and materials. ML TC must 
approve the MCOs' and PAHP's marketing materials. lfMLTC determines that a MCO 
or the PAHP violated any of the marketing requirements as set in the RFP, the MCO or 
PAHP may be subject to damages. 

2. D The State permits MCOs/PIHPs/PAHPs/PCCMs/selective contracting FFS providers to pay 
their marketing representatives based on the number of new Medicaid enrollees he/she 
recruited into the plan. Please explain how the State monitors marketing to ensure it is not 
coercive or fraudulent: 

3. [Zl The State requires MCO/PlHP/PAHP/PCCM/selective contracting FFS providers to translate 
marketing materials into the languages listed below (If the State does not translate or require 
the translation of marketing materials, please explain): The plans provide member materials 
in Spanish; The plans also provide, upon request, other interpretive services, including 
braille, as appropriate. 

Pertinent marketing materials such as: Radio, TV, Billboards, and Health Fairs, with prior­
approval by the Department, are also translated into the above language, as appropriate. 

The State has chosen these languages because (check any that apply): 
i. [Zl The languages comprise all prevalent languages in the service area. Please 

describe the methodology for detennining prevalent languages. Use of census 
and other similar information as well as Medicaid participant infonnation. 
Medicaid uses participant information-primary language spoken from the 
eligibility system to determine the prevalent languages in the service area. 

11 . D The languages comprise all languages in the service area spoken by 
approximately_ percent or more of the population. 

111. D Other (please explain): 

NE03.R 11 Renewal Submitted to CMS 040 I 20 I 9 
CMS approval effective July 1, 2019 - June 30, 2020 

44 



B. Information to Potential Enrollees and Enrollees 

I. Assurances. 

~ The State assures CMS that it complies with Federal Regulations found at section I 932(a)(5) of the 
Act a nd 42 CFR 438. 10 Information requirements; in so far as these regulations a re applicable. 

D The State seeks a waiver ofa waiver of section 1902(a)(4) of the Act, to waive one or more of 
more of the regulatory requirements listed above for PIHP or PAHP programs. Please identify 
each regulatory requirement for which a waiver is requested, the managed care program(s) to 
which the waiver will apply, and what the State proposes as an alternative requirement, if any. 

~ The CMS Regional Office has reviewed and approved the MCO, PIHP, PAHP, or PCCM contracts 
for compliance with the provisions of section I 932(a)(S) of the Act and 42 CFR 438.10 Tnfomiation 
requirements. If this is an initial waiver, the State assures that contracts that comply with these 
provisions will be submitted to the CMS Regional Office for approval prior to enrollment of 
beneficiaries in the MCO, PIHP, PAHP, or PCCM. 

D This is a proposal for a 1915(b)(4) FFS Selective Contracting Program only and the managed care 
regulations do not apply. 

2. Details. 

a. Non-English Languages 

~ Potential enrollee and enrollee materials wi ll be translated into the prevalent non-English languages 
listed below (If the State does not require written materials to be translated, please explain): Spanish 

The State defines prevalent non-English languages as: (check any that apply): 
I. D The languages spoken by significant number of potential enrollees and 

enrollees. Please explain how the State defines "significant." 
2. D The languages spoken by approximately_ percent or more of the potential 

enrollee/ enrollee population. 
3. ~ Other (please explain): Most prevalent based on Medicaid participant 

information. 

~ Please describe how oral translation services are available to all potential enrollees and 
enrollees, regardless of language spoken. The plans and the providers are required to be 
equipped with appropriate technologies, i.e., TTY/TDD. The EBS is also required to 
provide appropriate technologies. 

~ The State will have a mechanism in place to help enrollees and potential enrollees understand 
the managed care program. Please describe. The Enrollment Broker Services and DBM 
provides education and outreach to potential and current members. Printed materials 
are available that describe the Heritage Health managed care program and DBM. 
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b. Potential Enrollee Information 

Jnfonnation is distributed to potential enrollees by: 
D State 
~ Contractor (please specify) Enrollment Broker Services and DBM 
D There are no potential enrollees in this program. (Check this if State 
automatically enrolls beneficiaries into a single PIHP or PAHP) 

c. Enrollee Information 

The State has designated the following as responsible for providing required infom1ation to enrollees: 
i. D The State 
ii. IZ] State contractor (please specify): Enrollment Broker Services and DBM 
iii. IZ) The MCO/PIHP/PAHP/PCCM. The contracts with the EBS, MCOs, and DBM 

contain the specific requirements for each entity. The CMS regional office has 
reviewed all contracts and found that the State meets the BBA requirements for 
information through this network of contracts. 
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C. Enrollment and Oisenrollment 

I. Assurances. 

~ The State assures CMS that it complies with section 1932(a)(4) of the Act and 42 CFR 438.56 
Disenrollment; in so far as these regulations are applicable. 

D The State seeks a waiver ofa waiver of section 1902(a)(4) of the Act, to waive one or more of 
more of the regulatory requirements listed above for PIHP or PAHP programs. Please identify 
each regulatory requirement for which a waiver is requested, the managed care program(s) to 
which the waiver will apply, and what the State proposes as an alternative requirement, if any. 
(Please check this item if the State has requested a waiver of the choice of plan requirements 
in section A.LC) 

~ The CMS Regional Office has reviewed and approved the MCO, PIHP, PAHP, and PCCM contracts 
for compliance with the provisions of section I 932(a)(4) of the Act and 42 CFR 438.56 
Disenrollment requirements. If this is an initia l waiver, the State assures that contracts that comply 
with these provisions will be submitted to the CMS Regional Office for approval prior to enrollment 
of beneficiaries in the MCO, PIHP, PAHP, PCCM. 

0 This is a proposal for a 1915(b)(4) FFS Selective Contracting Program only and the managed care 
regulations do not apply. 

2. Details. Please describe the State's enrollment process for MCOs/PJHPs/PAHP/PCCM and FFS selective 
contracting provider by checking the applicable items below. 

a. ~ Outreach. The State conducts outreach to inform potential enrollees, providers, and other interested 
parties of the managed care program. Please describe the outreach process, and specify any special 
efforts made to reach and provide information to special populations included in the waiver program: 
The Department does not routinely "advertise" the availability of Medicaid and Medicaid 
managed care. However, the Department does consistently provide information via the 
Department's website and informational mailings to members, providers, and advocates 
regarding policy and program changes as needed. The Department attempts to provide every 
opportunity for member/community input and awareness. The Department also contracts with 
an Enrollment Broker to provide education and outreach to potential members and current 
members. The DBM will be responsible for outreach to its members. 

b. Administration of Enrollment Process. 

D State staff conducts the enrollment process. 

~ The State contracts with an independent contractor(s) (i.e., enrollment broker) to conduct the 
enrollment process and related activities. 

~ The State assures CMS the enrollment broker contract meets the independence and freedom 
from conflict of interest requirements in section 1903(b) of the Act and 42 CFR 
438.810. 
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The EBS meets statutory independence requirements. 

Broker name: Automated Health Systems for the Heritage Health managed care 
proi:ram 

Please list the functions that the contractor will perform: 
j:g) choice counseling 
j:g) enrollment 
D other (please describe): 

D State allows MCO/PTHP/PAHP or PCCM to enroll beneficiaries. Please describe the process. 

D This is a new program. Please describe the implementation schedule (e.g. implemented 
statewide all at once; phased in by area; phased in by population, etc.): The DBM is a single 
dental plan that Medicaid will implement statewide all at once. 

D Heritage Health was the expansion of an existing Managed Care program during the renewal 
period. Please describe the implementation schedule (e.g. new population implemented 
statewide all at once; phased in by area; phased in by population, etc.): 

j:g) Jfa potential enrollee does not select an MCO/PAHP or PCCM within the given period, the 
potential enrollee will be auto-assigned or default assigned to a plan. 

i. i:gJ 
II. i:gJ 

Potential enrollees will have O days to choose a plan. 
Please describe the auto-assignment process and/or algorithm. In the description please 
indicate the factors considered and whether or not the auto-assignment process assigns 
persons with special health care needs to an MCO/PIHP/PAHP/PCCM who is their 
current provider or who is capable of serving their particular needs. 

For the Heritage Health program, Medicaid focused the design of the auto­
assignment process to maintain family relationships with the same MCO, 
maintain member/PCP relationships, maintain historical MCO relationships and 
it attempts to balance member enrollment among the three MCO's. 

The following are the considerations used in determining the process: 

• Preserve family relationship wit h same MCO 
• Preser ve existing member/provider r elationship 
• Assign members equitably among MCOs 
• MCOs are removed from auto-assignment when the MCO exceeds 40% of 

tota l members 
• A member who regains eligibility within 60 days of eligibility loss will be 

automatically r eassigned to their most r ecent MCO enrollment 
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Below is a summary of the auto-assignment algorithm in order of priority: 

• MCO family relationship 
o Reviewed/assigned on member basis 
o Will consider other family member choices/assignments 
o If MCO tie, assign to plan of closest in age family member 

• Historical MCO relationship 
o Members are assigned based on historical relationship with an MCO 
o Reviewed/assigned on member basis 

• Historical PCP relationship 
o Reviewed/assigned on member basis 
o If MCO tie, member will be assigned to MCO with highest number of 

provider relationships for the member 
• Equitable distribution among MCOs 

o Reviewed/assigned on family basis 
o Members assigned to MCO with fewest members 
o If MCO's member counts are tied, alternate distribution among MCOs 

~ The State automatically enrolls beneficiaries 
D On a mandatory basis into a single MCO or PAHP in a rural area (please also check 

item A.I.C.3) 
~ On a mandatory basis into a single PAHP for which it has requested a waiver of the 

requirement of choice of plans (please also check item A.LC. I) 
D On a voluntary basis into a single MCO or PAHP. The State must first offer the 

beneficiary a choice. If the beneficiary does not choose, the State may enroll the 
beneficiary as long as the beneficiary can opt out at any time without cause. Please 
specify geographic areas where this occurs: ____ _ 

D Other: 

D The State provides guaranteed eligibility of __ months (maximum of 6 months pennitted) 
for MCO/PCCM enrollees under the State plan. 

D The State allows otherwise mandated beneficiaries to request exemption from enrollment in 
an MCO/PAHP/PCCM. Please describe the circumstances under which a beneficiary would 
be el igible for exemption from enrollment. In addition, please describe the exemption process: 

~ The State automatically r e-enrolls a beneficiary with the same PCCM or MCO/ PAHP if 
there is a loss of Medicaid eligibility of2 months or less. 

d. Disenrollment: 
~ The State allows enrollees to disenroll from/transfer between MCOs/PIHPs/PAHPs and 

PCCMs. Regardless of whether plan or State makes the determination, determination must be 
made no later than the first day of the second month following the month in which the enrollee 
or plan files the request. If determination is not made within this time frame, the request is 
deemed approved. 
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i. 0 Enrollee submits request to State/Enrollment Broker. 
11. D Enrollee submits request to MCO/PAHP/PCCM. The entity may approve the request, or 

refer it to the State. The entity may not disapprove the request. 
111. D Enrollee must seek redress through MCO/PIHP/ PAHP/PCCM grievance procedure 

before detennination will be made on disenrollment request. 

0 The State does not permit disenrollment from a single PTHP/PAHP (authority under 1902 (a) 
(4) authority must be requested), or from an MCO, PIHP, or PAHP in a rural area. 

0 The State has a lock-in period (i.e. requires continuous enrollment with MCO/PAHP/PCCM) 
of _ 12_ months (up to 12 months pem1itted). Ifso, the State assures it meets the requirements 
of 42 CFR 438.56(c). 
Please describe the good cause reasons for which an enrollee may request disenrollment during 
the lock-in period (in addition to required good cause reasons of poor quality of care, lack of 
access to covered services, and lack of access to providers experienced in dealing with 
enrollee 's health care needs): 
I) The plan does not cover the service the enrollee requests because of moral or religious 
objections; 
2) An authorized provider determines that an enrollee must receive related services 
simultaneously (ex. A cesarean section and a tubal ligation) that are not available within 
the plan's network; 
3) 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. 

D The State does not have a lock-in, and enrollees in MCOs/PAHPs and PCCMs are allowed to 
tenninate or change their enrollment without cause at any time. The disenrollment/transfer is 
effective no later than the first day of the second month following the request. Enrollees in the 
PIHP are allowed to change providers at any time. 

0 The State pennits MCOs/PAHPs to request disenrollment of enrollees. Please check items 
below that apply: 

1. 0 MCO/PAHP and PCCM can request reassignment ofan enrollee for the following 
reasons: 

I) There is sufficient documentation to establish that another MCO would better treat 
the member's condition or illness; or 

2) There is sufficient documentation to establish fraud or forgery or evidence of 
unauthorized use/abuse of managed care services by the member. 

ii. 0 The State reviews and approves all MCO/PIHP/PAHP/PCCM- initiated requests 
for enrollee transfers or disenrollments. 

iii. 0 Tfthe reassignment is approved, the State notifies the enrollee in a direct and 
timely manner of the desire of the MCO/PIHP/PAHP/PCCM to remove the enrollee 
from its membership or from the PCcM·s caseload. 
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iv.~ The enrollee remains an enrollee of the MCO/PIHPIPAHP/PCCM-until another 
MCOIPTHPIPAHPIPCCM is chosen or assigned. 
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D. Enrollee Rights 

I. Assurances. 

~ The State assures CMS that it complies with section I 932(a)(5)(B)(ii) of the Act and 42 CFR 438 
Subpait C Enrollee Rights and Protections. 

D The State seeks a waiver of a waiver of section I 902(a)(4) of the Act, to waive one or more of 
more of the regulatory requirements listed above for PIHP or PAHP programs. Please identify 
each regulatory requirement for which a waiver is requested, the managed care program(s) to 
which the waiver will apply, and what the State proposes as an alternative requirement, if any. 

~ The CMS Regional Office has reviewed and approved the MCO, PIHP, PAHP, PCCM-<:ontracts for 
compliance with the provisions of section I 932(a)(5)(B)(ii) of the Act and 42 CFR Subpart C 
Enrollee Rights and Protections. If this is an initial waiver, the State assures that contracts that 
comply with these provisions will be submitted to the CMS Regional Office for approval prior to 
enrollment of beneficiaries in the MCO, PTHP, PAHP, or PCCM. 

D This is a proposal for a 191 S(b) ( 4) FFS Selective Contracting Program only and the managed care 
regulations do not apply. 

~ The State assures CMS it will satisfy all HIPAA Privacy standards as contained in the HIPAA rules 
found at 45 CFR Parts 160 and 164. 
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E. Grievance System 

I. Assurances for All Programs. States, MCOs, PIHPs, PAHPs, and States in PGGM, and FFS selective 
contracting programs are required to provide Medicaid enrollees with access to the State fair hearing process 
as required under 42 CFR 431 Subpart E, including: 

a. informing Medicaid enrollees about their fair hearing rights in a ma nner that assures notice at the 
time of an action, 
b. ensuring that enrollees may request continuation of benefits during a course of treatment during an 
appeal or reinstatement of services if State takes action without the advance notice and as required in 
accordance with State Policy consistent with fair hearings. T he State must a lso inform enrollees of the 
procedures by which benefits can be continued for reinstated, and 
c. other requirements for fai r hearings found in 42 CFR 431, Subpart E. 

[Z] The State assures CMS that it complies with Federal Regulations found at 42 CFR 431 Subpart E. 

2. Assurances for MCO or PAHP programs. MCOs/PAHPs are required to have an internal grievance 
system that allows an enrollee or a provider on behalf of an enrollee to challenge the denial of coverage of, or 
payment for services as required by section l 932(b)(4) of the Act and 42 CFR 438 Subpart H. 

[Z] The State assures CMS that it complies with section I 932(b)(4) of the Act and 42 CFR 438 Subpart F 
Grievance System, in so far as these regulations are applicable. 

D The State seeks a waiver ofa waiver of section 1902(a)(4) of the Act, to waive one or more of 
more of the regulatory requirements listed above for PJHP programs. P lease identify each 
regulatory requirement for which a waiver is requested, the managed care program(s) to which 
the waiver will apply, and what the State proposes as an alternative requirement, if any. 

[Z] The CMS Regional Office has reviewed and approved the MCO or PAHP contracts for compliance 
with the provisions of section 1932(b)(4) of the Act and 42 CFR 438 Subpart F Grievance System. If 
this is an initial waiver, the State assures that contracts that comply with these provis ions will be 
submitted to the CMS Regional Office for approval prior to enrollment of beneficiaries in the MCO, 
PIHP, PAHP, or PCCM, 

3. Details for MCO or PAHP programs. 

a. Direct access to fair hearing. 
[Z] The State requires enrollees to exhaust the MCO or PAHP grievance and appeal process 

• 
before enrollees may request a state fair hearing. 
The State does not require enrollees to exhaust the MCO or PIHP grievance and appeal 
process before enrollees may request a state fair hearing. 

b. Timeframcs 
[Z] The State's timeframe within which an enrollee, or provider on behalf of an enrollee, must file 

an appeal is I 20 days (between 20 and 90). 
The State's timeframe within which an enrollee must file a grievance is 120 days. 

c. Specia l ccds 
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D The State has special processes in place for persons with special needs. 
Please describe. 

4. Optional grievance systems for PCCM, and PAHP programs. States, at their option, may operate a 
PCCM and/or PAHP grievance procedure (distinct from the fair hearing process) administered by the State 
agency or the PCCM and/or PAHP that provides for prompt resolution of issues. T hese grievance procedures 
are strictly voluntary and may not interfere with a PCCM, or PAHP enrollee's freedom to make a request for 
a fair hearing or a PCCM or PAHP enrollee's d irect access to a fair hearing in instances involving 
terminations, reductions, and suspensions of a lready authorized Medicaid covered services. 

D The State has a grievance procedure for its PCCM, and/or PAHP program characterized by the 
following (please check any of the following optional procedures that apply to the optional 
PCCM/PAHP grievance procedure): 

• 

• 

• 

• 

• 

• 
• 

• 

• 

The grievance procedures is operated by: 
D the State 

• • • 
the State's contractor. Please identify: ____ _ 
thePCCM 
the PAHP. 

Please describe the types of requests for review that can be made in the PCCM, and/or 
PAHP grievance system (e.g. grievance, appeals). 

Has a committee or staff who review and resolve requests for review. Please describe if the 
State has any specific committee or staff composition or if this is a fiscal agent, enrollment 
broker, or PCCM administrator function. 

Specifies a time frame from the date of action for the enrollee to file a request for rev iew, 
which is: (please specify for each type of request for review). 

Has time frames for resolving requests for review. Specify the time period set: (please specify 
for each type of request for review) 

Establishes and maintains an expedited review process for the following reasons: 

Pem1its enrollees to appear before State PCCM/ PAH P personnel responsible for resolving the 
request for review. 

Notifies the enrollee in writing of the decision and any further opportunities for additional 
review, as well as the procedures available to challenge the decision. 

Other (please explain): 
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F. Program Integrity 

I. Assurances. 

~ The State assures CMS that is complies with section I 932(d) (1) of the Act and 42 CFR 438.610 
Prohibited Affiliations with Individuals Barred by Federal Agencies. The State assures that it prohibits an 
MCO, PCCM, PIHP, or PAHP from knowingly having a relationship with: 
I. 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, or 

2. An individual who is an affiliate, as defined in the Federal Acquisition Regulation, of a person 
described above. 

The prohibited relationships are: 
3. A director, officer, or partner of the MCO, PCCM, PIHP, or PAHP; 
4. A person with beneficial ownership of five percent or more of the MCO, PCCM, PIHP, or PAHP 

equity; 
5. A person with an employment, consulting, or other arrangement with the MCO, PCCM, PIHP, or 

PAHP for the provision of items and services that are significant and material to the MCO's, 
PCCM's, PIHP's, or PAHP' s obligations under its contract with the State. 

~ The State assures that it complies with section 1902(p)(2) and 42 CFR 431.55, which require section 
1915(b) waiver programs to exclude an entity that: 

I. Could be excluded under section I 128(b)(8) of the Act as being controlled by a sanctioned individual; 
2. Has a substantial contractual re lationship (direct or indirect) with an individual convicted of certain 

crimes described in section I 128(b)(8)(B) of the Act; 
3. Employs or contracts directly or indirectly with an individual or entity that is 

a. precluded from furnishing health care, utilization review, medical social services, or administrative 
services pursuant to section 1128 or 1128A of the Act, or 

b. could be excluded under section l I 28(b)(8) of the Act as being controlled by a sanctioned 
individual; 

c. has a substantial contractual relationship (direct or indirect) with an individual convicted of certain 
crimes described in section I I 28(b )(8)(8) of the Act; 

d. employs or contracts directly or indirectly with an individual or entity that is precluded from 
furnishing health care, uti lization review, medical social services, or administrative services 
pursuant to section 1128 or 11 28A of the Act, or 

e. could be excluded under I I 28(b)(8) as being controlled by a sanctioned individual. 

2. Assurances for MCO or PJHP programs 

~ The State assures CMS that it complies with section 1932( d)( I) of the Act and 42 CFR 438.608 
Program Integrity Requirements, in so far as these regulations are applicable. 
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0 State payments to an MCO or PAHP are based on data submitted by the MCO or PAHP. lfso, the 
State assures CMS that it is in compliance with 42 CFR 438.604 Data that must be Certified and 42 
CFR 438.606 Source, Content, and Timing of Certification. 

n The State seeks a waiver of a waiver of section l 902(a) ( 4) of the Act. to waive one or more 
of more of the regulatory requirements listed above for PIHP or PAHP programs. Please 
identify each regulatory requirement for which a waiver is requested, the managed care 
program(s) to which the waiver will apply, and what the State proposes as an alternative 
requirement, if any. 

0 The CMS Regional Office has reviewed and approved the MCO or PAHP contracts for compliance 
with the provisions of section 1932{d){1) of the Act and 42 CFR 438.604 Data that must be Certified; 
438.606 Source, Content , Timing of Certification; and 438.608 Program Integrity Requirements. If 
this is an initial waiver, the State assures that contracts that comply with these provisions will be 
submitted to the CMS Regional Office for approval prior to enrollment of beneficiaries in the MCO, 
Pil-lP, PAHP, or PCCM. 
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Section B: Monitoring Plan 

Per section I 9 I 5(b) of the Act and 42 CFR 431.55, states must assure that I 9 I 5(b) waiver programs do not 
substantially impair access to services of adequate quali ty where medically necessary. To assure this, states 
must octivcly monitor the mojor components of their woiver program described in Pnrt I of the waiver 
preprint: 

Program Impact 

Access 

Quality 

(Choice, Marketing, Enrollment/Disenrollment, Program Integrity, Information 
to Beneficiaries, Grievance Systems) 
(Timely Access, PCP/Specialist Capacity, Coordination and Continuity of 
Care) 
(Coverage and Authorization, Provider Selection, Quality of Care) 

For each of the programs authorized under this waiver, this Part identifies how the state will monitor the 
major areas within Program Impact, Access, and Quality. It acknowledges that a given monitoring activity 
may yield information about more than one component of the program. For instance, consumer surveys may 
provide data about timely access to services as well as measure ease of understanding of required enrollee 
information. As a result, this Part of the waiver preprint is arranged in two sections. The first is a chart that 
summarizes the activities used to monitor the major areas of the waiver. The second is a detailed description 
of each activity. 

MCO and PIHP programs. The Medicaid Managed Care Regulations in 42 CFR Part 438 put forth c lear 
expectations on how access and quality must be assured in capitated programs. Subpart D of the regulation 
lays out requirements for MCOs and PIHPs, and stipulates they be included in the contract between the state 
and plan. However, the regulations also make clear that the State itself must actively oversee and ensure 
plans comply with contract and regulatory requirements (see 42 CFR 438.66, 438.202, and 438.726). The 
state must have a quality strategy in which certain monitoring activities are required: network adequacy 
assurances, performance measures, review ofMCO/PIHP QAPI programs, and annual external quality 
review. States may also identify additional monitoring activities they deem most appropriate for their 
programs. 

For MCO and PIHP programs, a state must check the applicable monitoring activities in Section II below, 
but may attach and reference sections of their quality strategy to provide details. If the quality strategy does 
not provide the level of detail required below, ( e.g. frequency of monitoring or responsible personnel), the 
state may still attach the quality strategy, but must supplement it to be sure a ll the required detail is provided. 

PAHP programs. The Medicaid Managed Care regulations in 42 CFR 438 require the state to establish 
certain access and quality standards for PAHP programs, including plan assurances on network adequacy. 
States are not required to have a written quality strategy for PAHP programs. However, states must still 
actively oversee and monitor PAHP programs (see 42 CFR 438.66 and 438.202(c)). 

PCCM programs. The Medicaid Managed Care regulations in 42 CFR Part 438 establishes ce1tain 
beneficiary protections for PCCM programs that correspond to the waiver areas under "Program Impact." 
However, generally the regulations do not stipulate access or quality standards for PCCM programs. States 
must assure access and quality in PCCM waiver programs. but have the flexibility to determine how to do so 
and which monitoring activities to use. 
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I 9 I 5(b)(4) FFS Selective Contracting Programs: The Medicaid Managed Care Regulations do not govern 
fee-for-service contracts with providers. States are still required to ensure that selective contracting programs 
do not substantially impair access to services of adequate quality where medically necessary. 

F. Part I. Summary Chart of Monitoring Activities 

Quality Performance Program (QPP) is to monitor and evaluate the quality and appropriateness of the health care 
the Health Plans, members and ensure they receive the highest quality of care, preventive health services and achieve 
the highest level of outcomes. Information is provided by the Plans from the QPP measures. Ares that are being 
monitored are, claims processing timeliness-1 5 days; encounter acceptance rate; call abandonment rate; 
appeal resolution timeliness; POL compliance; lead screening in children; well child visits in the first 15 
months of life; and childhood immunizations status. This information comes directly from the reports 
submitted from the Plans on a monthly and qua1terly basis and the daily encounter files from MMIS via. 

Please use the chart on the next page to summarize the activities used to monitor major areas of the waiver 
program. The purpose is to provide a "big picture" of the monitoring activities, and that the State has at least 
one activity in place to monitor each of the areas of the waiver that must be monitored. 

Please note: 

• MCO, PIHP, and PAHP programs -- there must be at least one checkmark in each column. 

• PCCM and FFS selective contracting programs - there must be at least one checkmark in each sub­
column under "Evaluation of Program Impact." There must be at least one check mark in one of the 
three sub-columns under "Evaluation of Access." There must be at least one check mark in one of 
the three sub-columns under "Evaluation of Quality." 

• If this waiver authorizes multiple programs, the state may use a single chart for all programs or 
replicate the chart and fill out a separate one for each program. If using one chart for multiple 
programs, the state should enter the program acronyms (MCO, PIHP, etc.) in the relevant box. 
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Monitoring 
Activity 

a. Accreditation for Non• 
Duplica1ion 

b. Accredilation for 
Participation 

c. Consumer Self-Report Data 
- CAHPS 

c. Consumer Self-Repon Data 
- Member Satisfaction 
Survey 

d. Data Analysis (non-claims) 

e. Enrollee Hotlines 

f. Focused Studies 

g. Geographic mapping 

h. lndcpcndcn1 Assessment 

i. Measure any Disparities by 
Racial or Ethnic Groups 

j. Nc1work Adequacy 
Assurance by Plan 
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*The State 1s rcqucsung a waiver of section 1902(a)(4) of the Act which requires States 10 offer a choice of more than one PAHP. Members will autornallcally be enrolled mto the single statewide 
PAI-IP. As such, the S tate system is responsible for the cnrollment/discnrollmcru for the PAHP so there is no monitoring activities 1hat occur, as the contrac1or does not perfom1 these acti\!ities. 
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G. Part II. Details of Monitoring Activities 

Please check each of the monitoring activities below used by the State. A number of common 
activities are listed below, but the State may identify any others it uses. If federal regulations 
require a given activity, this is indicated just after the name of the activity. If the State does not 
use a required activity, it must explain why. 

For each activity, the state must provide the following information: 
• Applicable programs (if this waiver authorizes more than one type of managed care 

program) 
• Personnel responsible (e.g. state Medicaid, other state agency, delegated to plan, EQR, 

other contractor) 
• Detailed description of activity 
• Frequency of use 
• How it yields information about the area(s) being monitored 

a . ~ Accreditation for Non-Duplication (i.e. if the contractor is accredited by an organization 
to meet certain access, stnicture/operation, and/or quality improvement standards, and the 
state determines that the organization's standards are at least as stringent as the state­
specific standards required in 42 CFR 438 Subpart D, the state deems the contractor to be 
in compliance with the state-specific standards) 

~ NCQA 
0 JCAHO 
0AAAHC 
~ Other (please describe): URAC for the PAHP 

NTC - NCQA certified from 3/12/2019 to 3/12/2022 as Accredited. 

United - NCQA certified from 8/01/2017 to 9/04/2020 as Commendable and URAC 
certified from 08/01/2017 to 09/04/2020. 

WellCare - NCQA certified from 12/04/2018 to 12/04/2021 as Accredited. 

MNCA (Dental) - NCQA certified from 7/31/17 to 8/4/2019 as credentialing and 
reeredentaling and URAC certified from 12/01/2017 to 12/2020 as full accreditation. 

b. ~ Accreditation for Participation (i.e. as prerequisite to be Medicaid plan) 
~NCQA 
0JCAHO 
0AAAHC 
~ Other (please describe): URAC for the P AHP 

c. ~ Consumer Self-Report Data 
~ CAHPS (please identify which one(s)): 
The MCO's will use the most current version of the Adult and Child Medicaid 
Questionnaire 
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CAHPS 

D State-developed survey 
D Disenrollment survey 
D Consumer/beneficiary focus groups 

• Applicable programs: MCO, DBM 
• Personnel responsible: MCO or DBM Staff 
• Detailed description of activity: The State requires the use of the most recent version 

of the Adult and Child NCQA Consumer Assessment of Health Plan Survey 
(CAHPS). 

• Frequency of use: Annually 
• How it yields information about the area(s) being monitored: 

• The survey is used to monitor: 
o Choice 
o Marketing 
o Enrollment/Disenrollment 
o Program Integrity 
o Information to Beneficiaries 
o Grievances 
o Timely Access 
o PCP/Specialist Capacity 
o Coordination/Continuity of Care 
o Coverage/Authorization 
o Provider Selection 
o Quality of Care 

The survey responses are analyzed to create the CAHPS composite (basic 
information regarding access, availability and provider competence) and to measure 
member satisfaction with care. The state utilizes this to identify issues for 
performance improvement projects and to create a comparative chart that is 
delivered to potential members. 

d. ~ Data Analysis (non-claims) 
D Denials of referral requests 
~ Disenrollment requests by enrollee 

~ From plan 
~ From PCP w ithin plan 
~ Grievances and appeals data 
~ PCP termination rates and reasons 
D Other: 

• Applicable programs: MCO and DBM 
• Personnel responsible: MCO; DBM Staff and State Staff 
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• Detailed description of activity: Staff track disenrollment reasons and analyze for 
trends. MCOs and the DBM are required to submit quarterly management report.s 
related to timely access, PCP/Specialist capacity, and provider selection. State staff 
analyzes the data to ensure that the plans are meeting their requirements. 

• Frequency of use: Annually, per quality assurance file review cycle or ongoing as 
self-reports are received. 

• How it yields information about the area(s) being monitored: 
• Results are used to monitor: 

o Choice 
o Enrollment/Disenrollment 
o Grievances 
o Program Integrity 
o PCP/Specialist Capacity 
o Timely Access 
o Coordination/Continuity 
o Coverage/Authorization 
o Provider Selection 
o Quality of Care 

The State will reach out to the Plan when clarification is required. 

e . [g) Enrollee Hotlines Operated by State 
• Applicable programs: MCO and DBM. 
• Personnel responsible: Automated Health Systems (AHS) is the Medicaid Enrollment 

Broker. 
• Detailed description of activity: Automated Health Systems- Reporting and tracking 

of member grievances and appeals, member initiated plan transfer requests, and 
handles annual open enrollment activities. 

• Frequency of use: Quarterly 
• How it yields information about the area(s) being monitored: 

• AHS will share helpline statistics with the State on a quarterly basis so the 
State can monitor the following: 

o Choice 
o Enrollment/Disenrollment 
o Information to Beneficiaries 
o Grievances 

The State will provide the results to the MCOs and DBM for appropriate follow up. 

f. D Focused Studies (detailed investigations of certain aspects of clinical or non-clinical 
services at a point in time, to answer defined questions. Focused studies differ from 
performance improvement projects in that they do not require demonstrable and sustained 
improvement in significant aspects of cl inical care and non-clinical service). 
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g . ~ Geographic Mapping of Provider Network 

• Applicable programs: MCO and DBM 
• Personnel responsible: MCO and DBM Staff 
• Detailed description of activity: Through geographic mapping which are converted to 

reports, staff identifies provider type distribution across the service area. Examples 
of MCO provider types shown through mapping include primary care providers, 
specialists, hospitals, urgent care providers, and ancillary providers. The DBM has 
similar requirements based on relevant provider types. The MCOs and DBM must 
maintain a network of qualified providers that meets appointment availability and 
geographic access standards. 

• Frequency of use: Quarterly 
• How it yields information about the area(s) being monitored: Geographic mapping 

information is used to monitor: 
• Choice 
• Timely Access 
• PCP/Specialist Capacity 
• Coverage/Authorization 
• Provider Selection 

Reports are created from geo-mapping software programs that the State analyzes 
for compliance with access requirements. The analysis is part of the quarterly 
report submitted to the State. State staff and other stakeholders discuss the findings 
to identify opportunities for improvement. If deficiencies are noted, contractors 
must conduct corrective action until they are compliant. 

h. D Independent Assessment of Program Impact, Access, Quality, and 
Cost-Effectiveness (Required for first two waiver periods) 

i. ~ Measurement of Any Disparities by Racial or Ethnic Groups 

• Applicable programs: MCO and DBM 
• Personnel responsible: MCO and DBM Staff 
• Detailed description of activity: Each MCOs and the DBM must submit 

documentation to the State that proves their network offers provider access of more 
than one PCP that is multi-lingual and culturally diverse. The MCOs and the DBM 
must also report on the HEDIS measure Race/Ethnicity Diversity of Membership. 
That State will also work with the MCOs and the DBM to collaborate on the 
Nebraska DHHS strategic plan on equalizing health outcomes and eliminating 
health disparities. 

• Frequency of use: Quarterly for network reports; AnnuaIJy for HEDIS measure 
• How it yields information about the area(s) being monitored: Network reports and 

HEDIS measure provide information on: 
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o PCP/Specialist Capacity 
o Coordination/Continuity of Care 
o Quality of Care 

The State addresses disparity Issues with the MCOs as the need arises based on 
information the MCOs and DBM submit to the State. The State will compare that 
information against the strategies developed by the Nebraska DHHS Office of 
Minority Health. 

j. ~ Network Adequacy Assurance Submitted by Plan [Required for MCO/PIHP/PAHP] 

• Applicable programs: MCO and DBM 
• Personnel responsible: MCO and DBM Staff 
• Detailed description of activity: MCOs and the PAHP submits documentation to the 

State that the network offers an appropriate range of services relative to the 
anticipated number of enrollees and that the network is sufficient to meet the needs 
of enrollees in terms of number , mix, and geographic distribution of providers. 

• Frequency of use: Quarterly 
• How it yields information about the area(s) being monitored: 

• Network reports provide information on: 
o Choice 
o Enrollment/Disenrollment 
o Timely Access 
o PCP/Specialist Capacity 
o Coverage/Authorization 
o Provider Selection 
o Quality of Care 

T he State addresses network adequacy issues with the MCOs and DBM as needed. 

k. ~ Ombudsman 

• Applicable programs: MCO and DBM 
• Personnel responsible: State Staff 
• Detailed description of activity: The DHHS Office of the System Advocate responds to 

questions, concerns, and complaints from consumers, service providers, elected 
officials, and interested citizens related to services, programs, and operations within 
the Health and Human Services System. 

• Frequency of use: Annually 
• How it yields information about the area(s) being monitored: 

• System Advocate reports provide information for the monitoring of: 
o Choice 
o Program Integrity 
o Grievances 
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o Coverage/Authorization 

The System Advocate provides regular reports to the Governor, Legislature, and 
DHHS Partnership Council. It is also available on the DHHS Web site. The report 
summarizes the number and types of contacts received by the oftlce, geographical 
area of contacts, subject of contacts, and referrals for contacts. 

I. ~ On-Site Review 

• Applicable programs: MCO and the DBM 
• Personnel responsible: EQRO and State Staff 
• Detailed description of activity: 

Improving Healthcare for the Common Good (IPRO/EQRO) provides an 
annual external quality review (EQRO), and a full spectrum of healthcare 
assessments and improvement services that foster the efficient use of 
resources and enhance healthcare quality to achieve better patient outcomes. 
EQRO preforms an annual EQR for each contacting MCO. The report 
details each MCO's EQRO activities; description of each MCO's review 
methodology, assessments of the MCO's strength and weakness to quality, 
timeliness, and access; recommendations for improving quality of health 
services; assessments of the MCO's responses to recommendations during 
EQROs; and Plan- specific and aggregated reports. 

• State On-site and reviews: 
Sta te Staff perform annual On-site reviews of the MCO's to obtain 
additional information regarding compliance with federal regulations, 
contracts, and quality improvement activities. On-site reviews are in-depth 
summaries of the findings from the Plans On-site visits that are conducted 
annually by authorized State employees. The areas reviewed during the On­
sites are, overviews of the Health Plans general operations, financial records, 
and quality reviews. The State provides the MCO's recommendations for 
improving quality of health services and contractual requirements. 

• Frequency of use: Annually 
• How it yields information about the area(s) being monitored: 

• Reports of on-site reviews provide information for the monitoring of: 
o Choice 
o Marketing 
o Program Integrity 
o Information to Beneficiaries 
o Grievances 
o Timely Access 
o PCP/Specialist Capacity 
o Coordination/Continuity of Care 
o Coverage/Authorization 
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o Quality of Care 

On-site reviews include reviewing contract terms and monthly and quarterly 
reports with plan to identify issues and develop plans of action. 

m. ~ Performance Improvement Projects [Required for MCO/PIHP] 
~ Clinical 
~ Non-Clinical 

• Applicable programs: MCO and DBM 
• Personnel responsible: MCO and DBM Staff 
• Detailed description of activity: The MCOs must conduct a minimum of two clinical 

and one non-clinical PIP's. A minimum of one (1) clinical issue must address an 
issue of concern to the MCO population, which would likely have a favorable effect 
on health outcomes and enrollee satisfaction. A second clinical PIP must address a 
behavioral health concern. PIP's are required to meet all the requirements of CMS. 
The MCO's submitted PIPs to the state prior to implementation with the relevant 
CMS requirements and it was approved by the sta te. The state identified at a 
minimum that the MCO's have to jointly participate. The following are the current 
PIPs: 

• Clinical PIPs include: Improving Tdap rates in pregnant women; 
• Behavioral Health Clinical PIP includes: Follow up after ED visit for Mental 

Health/Substance Use Disorder ; and 
• Joint PIP: Reducing Preterm Births. 
• Dental PIP: 

The DBM must conduct a minimum of one clinical and one non-clinical PIP. PIPs 
must meet all relevant CMS requirements and be approved by MLTC prior to 
implementation. 

• Frequency of use: Annually 
• How it yields information about the area(s) being monitored: Chosen projects enable 

the MCO to better monitor: 
• Information to Beneficiaries 
• Timely Access 
• Coordination/Continuity of Care 
• Coverage/Authorization 
• Quality of Care 

The MCOs and DBM submit the quarterly updates and results of Pl P's to State 
staff to assess appropriateness of applied interventions and identify additional 
inter ventions towards improvement. The MCO 's, DBM, Quality Committee, and 
the State, with input from the E QRO, will deride new PIP study areas. 
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n. ~ Performance Measures [Required for MCO/PIHP] 
D Process 
~ Health Status/Outcomes 
~ Access/Availability of Care 
~ Use of Services/Utilization 
D Health Plan Stabil ity/Financial/Cost of Care 
D Health Plan/Provider Characteristics 
~ Beneficiary Characteristics 

• Applicable programs: MCO and DBM 
• Personnel responsible: MCO Staff and DBM Staff 
• Detailed description of activity: The MCOs report on the Healthcare Effectiveness 

Data and Information (HEDIS) measures. CHIPRA initial core set of Children's 
Health Care Quality Measures, and Adult Health Care Quality Measures. The 
following Performance Measures will be incorporated into the HEDIS Measures, 
CHIPRA measures, and Adult Health Core measures: 

• HEDIS® measures Childhood Immunizations Combo 2 and Combo 3; 
• Adolescent Immunizations; 
• Well-Child Visits; 
• Prenatal and Postpartum Care; 
• Frequency of Ongoing Prenatal Care; 
• Diabetes Care; 
• Cervical Cancer Screening; 
• Breast Cancer Screening; 
• Chlamydia Screening in Women; 
• Adult BMI; and, 
• Controlling High Blood Pressure 

See Attachment B which is the full listing of Performance Measures the MCOs must 
report on annualJy. 

The DBM will report HEDIS, CHIPRA core measures, and Dental Quality Alliance 
measures related to Dental: 

• PDENT 
• Annual Dental Visit 

• Frequency of use: Annually 

• How it yields information about the area(s) being monitored: 

• Results of performance measures enable MCO and DBM to monitor: Timely 
Access, Coordination/Continuity, Coverage/Authorization and Quality of 
Care. 

T he state will use baseline data to establish benchmarks and goals. The State will 
compare the data to national results. The MCO's and DBM will discuss results with 
the State, Quality Committee, and EQRO staff to determine future actions. Possible 
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future actions include focus areas that may become a PIP, continued monitoring by 
an alternate method, or discontinuing an action that addressed an issue. The MCO 
and DBM must document the results to improve the quality of care and member's 
health outcomes. 

o. D Periodic Comparison ofNumber and Types of Medicaid Providers Before and After 
Waiver 

p. D Profile Utilization by Provider Caseload (looking for outliers) 

q. ~ Provider Self-Report Data 
~ Survey of Providers 
D focus Groups 

• Applicable programs: MCO and DBM 
• Personnel responsible: MCO and DBM Staff 

Detailed description of activity: The MCO's and DMB must conduct an annual 
provider survey to assess provider's satisfaction with the following: provider 
credentialing, service authorization, staff courtesy and professionalism, network 
management, appeals, referral assistance, coordination, perceived administrative 
burden, provider communication, provider education, provider complaints, claims 
reimbursement, and utilization management process including medical reviews and 
support for PCMH implementation. The plans must submit the provider survey to 
ML TC for approval at least 90 calendar days prior to intended administration. The 
methodology used by the plans must be based on proven survey techniques that 
ensure an adequate sample size and statistically valid and reliable data collection 
practices with a confidence interval of minimum of 95% and scaling that results in a 
clear positive or negative findings (neutral response categories shall be avoided). 

Frequency of use: Annually 
• How it yields information about the area(s) being monitored: 

• The survey is used to monitor: 
o Grievances 
o Timely Access 
o Coordination/Continuity 
o Coverage/Authorization 

The State will review the results annually to track MCO performance in relation to 
satisfaction of the providers in the MCO network. 
r. D Test 24 Hour/7 Days a Week PCP Availability 

• Applicable programs: 
• Personnel responsible: 
• Detailed description of activity: Frequency of use: 
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• How it yields infonnation about the area(s) being monitored: 

s. ~ Utilization Review (e.g. ER, non-authorized specialist requests) 

• Applicable programs: MCO and DBM 
• Personnel responsible: MCO and DBM Staff 
• Detailed description of activity: 

• The MCO's report on the following measures: HEDIS measures, CHIPRA 
measures, and Adult core measures. 

• The DBM will report the data and analysis summarizing the DBM's annual 
evaluation of the UM program. 

• Frequency of use: Annually 
• How it yields infonnation about the area(s) being monitored: 

• This process yields information and is part of the monitoring oversight for: 
o Coordination/Continuity 
o Coverage/Authorization 
o Quality of Care 

The State uses the utilization review process to ensure that the plans are observing 
appropriate criteria for the approval and denial of care. If the State identifies issues, 
they are communicated to the plan for corrective action and follow up. 

t. D Other (please describe): 

• How it yields infonnation about the area(s) being monitored: 

Section C: Monitoring Results 

Section 19 l 5(b) of the Act and 42 CFR 43 1.55 require that the State must document and 
maintain data regarding the effect of the waiver on the accessibility and quality of services as 
well as the anticipated impact of the project on the State's Medicaid program. In Section B of 
this waiver preprint, the State describes how it will assure these requirements are met. For an 
ini tial waiver request, the State provides assurance in this Section C that it will report on the 
results of its monitoring plan when it submits its waiver renewal request. For a renewal request, 
the State provides evidence that waiver requirements were met for the most recent waiver period. 
Please use Section D to provide evidence of cost-effectiveness. 

CMS uses a multi-pronged effort to monitor waiver programs, including rate and contract 
review, site visits, reviews of External Quality Review reports on MCOs/PIHPs, and reviews of 
Independent Assessments. CMS will use the results of these activities and reports along with this 
Section to evaluate whether the Program Impact, Access, and Quality requirements of the waiver 
were met. 
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0 This is an initial waiver request. The State assures that it will conduct the monitoring 
activities described in Section B, and will provide the results in Section C of its waiver 
renewal request. 

~ T his is a renewal request. 
D This is the first time the State is using this waiver format to renew an existing waiver. 

The State provides below the results of the monitoring activities conducted during the 
previous waiver period. 

~ The State has used this format previously, and provides below the results o f monitoring 
activities conducted during the previous waiver. 

For each of the monitoring activities checked in Section B of the previous waiver request, the 
State should: 

• Confirm it was conducted as described in Section B of the previous waiver preprint. !f it 
was not done as described, please explain why. 

• Summarize the results or findings of each activity. CMS may request detailed results as 
appropriate. 

• Identify problems found, if any. 
• Describe plan/provider-level corrective action, if any, that was taken. The State need 

not identify the provider/plan by name, but must provide the rest of the required 
info1mation. 

• Describe system-level program changes, if any, made as a result of monitoring 
findings. 

Please replicate the template below for each activity identified in Section B: 
Strategy: 
Confirmation it was conducted as described: 

D Yes 
0 No. Please explain: 

Summary of results: 
Problems identified: 
Corrective action (plan/provider level) 
Program change (system-wide level) 

a. 0 Accreditation for Non-Duplication (i.e. if the contractor is accredited by an 
organization to meet certain access, structure/operation, and/or quality improvement 
standards, and the state determines that the organization's standards are at least as 
stringent as the state-specific standards required in 42 CFR 438 Subpart D, the state 
deems the contractor to be in compliance with the state-specific standards) 

0 NCQA 
0 JCAHO 
0 AAAHC 
0 Other (please describe): URAC 
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b. 0 Accreditation for Participation (i.e. as prerequisite to be Medicaid plan) 
0NCQA 
0JCAHO 
0 AAAHC 
0 Other (please describe): UKAC 

c. 0 Consumer Self-Report Data 
0 CAHPS (please identify which one(s)): (for MCOs) 

• 2017 Adult Medicaid Questionnaire 
• 2018Adult Medicaid Questionnaire 
• 2017Child Medicaid Questionnaire 
• 2018 Child Medicaid Questionnaire 

0 State-developed survey: Consumer Satisfaction Survey (for 12IUP PAHP) 
D Disenrollment survey 
D Consumer/beneficiary focus groups 

• Confirmation it was conducted as described: All MCOs CAHPS surveys 
0 Yes 
0 No. Please explain: 

• Summary of results: A NCQA certified vendor performs CAHPS according to 
HEDIS technical specifications, including survey instrument, sample size, 
sampling method, collection protocols and CAHPS component of the H EDIS 
compliance audit. 

WellCare of Nebraska, Nebraska Total Care, and Untied Healthcare, adult and 
children CAHPS survey are the basis for the reported <lat.a for 2017-2018. 
MCNA Dental does not have a CAHPS survey. This is noted in the MCNA Dental 
EQRO review. 

The following data are based on a scale of O to I 0, 0 being the worst and I 0 
being the best. 

Among the WellCare adult CAHPS survey respondents who provided usable 
responses in 2017, these are the results: 

• 81.2% rated their personal doctor an 8, 9, or 10. 

• 81.8% rated the specialist seen most often as an 8, 9, or 10. 

• 74.4% rated all health care received an 8, 9, or 10. 

• 75.9 % rated all experience with the health plan as an 8, 9, or 10. 

Among the WellCare adult CAHPS survey respondents who provided usable 
responses in 2018, these are the results: 
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• 87.2 % rated their personal doctor an 8, 9, or 10. 

• 86. 1 % rated the specialist seen most often as an 8, 9, or I 0. 

• 76.9% rated alJ health care received an 8, 9, or 10. 

• 74.8 % rated all experience with the health plan as an 8, 9, or 10. 

Among the Nebraska Total Care adult CAHPS survey respondents who 
provided usable responses in 2017, these are the results: 

• 86% rated their personal doctor an 8, 9, or 10. 

• 78%rated the specialist seen most often an 8, 9, or 10. 

• 78%rated all health care received an 8, 9, or 10. 

• 79%rated all experience with the health plan an 8, 9, or JO. 

Among the Nebraska Total Care adult CAHPS survey respondents who 
provided usable responses in 2018, these are the results: 

• 91.67 % rated their personal doctor an 8, 9, or 10. 

• 86.26 %rated the specialist seen most often an 8, 9, or 10. 

• 89.11 %rated all health care received an 8, 9, or 10. 

• 81.23 %rated all experience with the health plan an 8, 9, or 10. 

Among the United Healthcare adult CAHPS survey respondents who 
provided usable responses in 2017, these are the results: 

• 84% rated their personal doctor an 8, 9, or 10. 

• 82.87% rated the specialist seen most often an 8, 9, or 10. 

• 75.90% rated all health care received an 8, 9, or IO. 

• 78.27% r ated all experience with the health plan as an 8, 9, or 10. 

Among the United Healthcare adult CAHPS survey respondents who 
provided usable responses in 2018, t hese a re the r esults: 

• 82.44% rated their personal doctor an 8, 9, or 10. 
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• 82.95% rated the specialist seen most often an 8, 9, or 10. 

• 76.13% rated all health care received an 8, 9, or 10. 

• 79.09% rated all experience with the health plan as an 8, 9, or 10. 

• Problems identified: The four questions used to score Overall Performance is 
at or above the national average for all four questions. The four questions 
used arc rating of personal doctor, rating of specialist, rating of all health 
care, and rating of health plan. 

• Corrective action (plan/provider level): None as overall performance remained 
at or above the national average for a lJ four questions. 

• Program change (system-wide level): None. 

Among the WellCare child general population CAHPS survey respondents 
who provided usable responses in 2017 these are the results: 

• 89% rated their personal doctor an 8, 9, or 10. 

• 87% rated the specialist seen most often an 8, 9, or 10. 

• 86.7% rated all health care received an 8, 9, or 10. 

• 85.8% rated aU experience with the health plan an 8, 9, or 10. 

Among the WellCare child (Children with Chronic Conditions) CAHPS 
survey respondents who provided usable responses in 2017, these are the 
results: 

• 90.69% rated their personal doctor an 8, 9, or 10. 

• 89. 71 % rated the specialist seen most often an 8, 9, or 10. 

• 91.13% rated an health care received an 8, 9, or 10. 

• 83.83% rated aU experience with the health plan an 8, 9, or 10. 

Among the WellCare child general population CAHPS survey respondents 
who provided usable responses in 2018, these are the results: 

• 90.6% rated their personal doctor an 8, 9, or 10. 

86.7% rated the specialist seen most often an 8, 9, or 10. 
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• 86.9% rated all health care received an 8, 9, or 1 O. 

• 84.6% rated all experience with the health plan an 8, 9, or 10. 

Among WellCare child (Children with Chronic Conditions) CAHl'S survey 
respondents who provided usable responses in 2018, these are the results: 

• 92.6% rated their personal doctor an 8, 9, or 10. 

• 90.6% rated the specialist seen most often an 8, 9, or 1 O. 

• 87.4% rated all health care received an 8, 9, or IO. 

• 82.2% rated all experience with the health plan an 8, 9, or 10 

Among the Nebraska Total Care child general population CAHPS survey 
respondents who provided usable responses in 2017 these are the 
results: 

• 91.86% rated their personal doctor an 8, 9, or 10. 

• 91 % rated the specialist seen most often an 8, 9, or IO. 

• 91 % rated all health care received an 8, 9, or 10. 

• 86% rated all experience with the health plan an 8, 9, or 10. 

Among the Nebraska Total Care child (Children with Chronic Conditions) 
CAHPS survey respondents who provided usable responses in 2017, these are 

the results: 
• 92% rated their personal doctor an 8, 9, or 10. 

• 88% rated the specialist seen most often an 8, 9, or 10. 

• 90% rated all health care received an 8, 9, or IO. 

• 81 % rated all experience with the health plan an 8, 9, or 1 O. 

Among the Nebraska Total Care child general population CAHPS survey 
respondents who provided usable responses in 2018, these are the 
results: 

• 92.55 % rated their personal doctor an 8, 9, or IO. 
• 87.16% rated the specialist seen most often an 8, 9, or 10. 

• 91.13 % rated all health care received an 8, 9, or 10. 
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• 83.83 % rated all experience with the health plan an 8, 9, or IO. 

Among the Nebraska Total Care child (Children with Chronic Conditions) 
CAHPS survey respondents who provided usable responses in 2018, these are 

the results: 
• 93.77 % rated their personal doctor an 8, 9, or 10. 

• 87.67% rated the specialist seen most often an 8, 9, or IO. 

• 91.51 % rated all health care received an 8, 9, or 10. 

• 85.87 % rated all experience with the health plan an 8, 9, or 10. 

Among the United Healthcare child general population CAHPS survey 
respondents who provided usable responses in 2017, these are the 
results: 

• 91 % rated their personal doctor an 8, 9, or 10. 

• 91.1 % rated the specialist seen most often an 8, 9, or IO. 

• 88. 1 % rated all health care received an 8, 9, or 10. 

• 86.9% rated all experience with the health plan an 8, 9, or 10 

Among the United Healthcare child (Children with C hronic Conditions) 
CAHPS survey respondents who provided usable responses in 2017, these are 

the results: 
• 88.5% rated their personal doctor an 8, 9, or 10. 

• 88. 71 % rated the specialist seen most often an 8, 9, or 10. 

• 89.23% rated all health care received an 8, 9, or 10. 

• 84.21 % rated all experience with the health plan an 8, 9, or 1 0. 

Among the United Healthcare child general population CAHPS survey 
respondents who provided usable responses in 2018, these are the 
results: 

• 94.41 % rated their personal doctor an 8, 9, or 10. 

• 88.89% rated the specialist seen most often an 8, 9, or 10. 
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• 92.47% rated all health care received an 8, 9, or 10. 

• 89.09% rated all experience with the health plan an 8, 9, or 10. 

Among the United Healthcare child (Children with Chronic Conditions) 
CAHPS survey respondents who provided usable responses in 2018, these are 

the results: 
• 93.52% rated their personal doctor an 8, 9, or 10. 

• 85.45% rated the specialist seen most often an 8, 9, or 10. 

• 90.68% rated all health care received an 8, 9, or 10. 

• 85.88 % rated all experience with the health plan an 8, 9, or 10. 

• Problems Identified: The four questions are used to score the overall 
performance for the MCO's. The MCO's are at or above the national 
average for all four questions. Primary Improvement Targets the rating of 
health plans by the children with chronic conditions population. 

• Corrective action (plan/provider level): None as overall performance remained 
at or above the national average for CAHPS survey results. 

• Program change (system-wide level): None. 

• Strategy: PHAP PlliP Developed Survey-Consumer Satisfaction Survey 
• Confinnation it was conducted as described: 

lZJ Yes 
D No. Please explain: 

• Summa1y of results: 

The PAHP Member Satisfaction Survey results in 2018, 894 surveys were 
completed for the DBM 2018 Member Satisfaction Survey and overall 
satisfaction rate was 97.53% (goal was 90%). 

d . lZ] Data Analysis (non-claims) 
D Denials of referral requests 
lZ] Disenrollment requests by enrollee 

lZJ From plan 
lZ] From PCP within plan 
lZ] Grievances and appeals data 
lZJ PCP termination rates and reasons 
D Other: 
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WHP 

WHP 

WHP 

• Strategy: MCO and PAHP Data Analysis 
• Confirmation it was conducted as described: 

fg] Yes 
D No. Please explain: 

• Summary of results: 

o 55.08% of all combined plan transfers in State Fiscal Year 2018 for 
WellCare, Nebraska Total Care, and UnitedHealthcare were related to 
being auto-assigned to a health plan. Members have 90 days after initial 
enrollment to change their managed care plan. The Department 
continues to monitor this. 

o No grievance and appeal trends for 2017 and 2018 have been identified 
for members enrolled in the MCOs however, the majority of provider 
grievances and appeals were for claims payments and provider 
reimbursement issues. 

o No PCP termination trends have been identified. 
o No Program Integrity reporting concerns. The Department continues to 

meet quarterly with the MCO's on program integrity issues. 
o Timely Access standards were met. 
o No coordination/continuity or quality of care issues identified. 
o Partial Hospitalization, Day Treatment and Intensive Outpatient services 

for both adults and children in the rural parts of the state are below the 
access standard. The Department continues to meet with MCO's about 
the access standards. 

e The MCO's tracks and reports quarterly the number of incidents of 
restraints and seclusion by program location, number of Medicaid youths 
served, restraints per bed/day and seclusions per bed/day by month and 
total. 

MCO WellCare (WHP) PRTF/THGH 

PRTF RESTRAINTS 

Jul- AUG SEPT. OCT. Dec- JAN. FEB. MAR. APR. May- Jun-

17 2017. 2017 2017 NOV.2017 17 2018 2018 2018 2018 18 18 

17 18 31 33 12 11 4 17 7 16 27 16 

PRTF SECLUSIONS 

Jul- AUG SEPT. OCT. DEC. JAN. FEB. MAR. APR. May- Jun-

17 2017. 2017 2017 NOV.2017 2017 2018 2018 2018 2018 18 18 

16 16 19 31 20 16 12 18 6 4 18 13 

THGH RESTRAINTS 

Jul- AUG SEPT. OCT. DEC. JAN. FEB. MAR. APR. May- Jun-
17 2017. 2017 2017 NOV.2017 2017 2018 2018 2018 2018 18 18 

0 0 0 0 0 0 1 0 0 0 0 0 
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THGH SECLUSIONS 

Jul- AUG SEPT. OCT. DEC. JAN. FEB. MAR. APR. May- Jun-

17 2017. 2017 2017 NOV.2017 2017 2018 2018 2018 2018 18 

WHP 0 0 0 0 0 0 0 0 0 0 0 

Caveats: W HP Q4 data from Allegent, Boys Tow n and HRC only WHP Q3 data from 
Allegent, Boys Town and HRC only. Jan 2018 data from AJlegent, Boys Town and OMNI 
only. FEB 2018 data from Boys Tow n and HRC only. MAR 2018 data from Boys Town 
and Allegent only APR 2018 data from Boys Town, HRC and Allegent only. MAY 20 18 
data from Boys Town, and Allegent only. June 2018 data from Boys Town, and A llegent 
only. 

MCO Nebraska Total Care (NTC) PRTFrfHGH 

PRTF RESTRAINTS 

Jul- AUG SEPT. OCT. Dec- JAN. FEB. MAR. APR. May-

18 

0 

17 2017. 2017 2017 NOV.2017 17 2018 2018 2018 2018 18 Jun-18 

NTC 0 3 0 15 34 20 18 15 15 31 76 81 

PRTF SECLUSIONS 

Jul- AUG SEPT. OCT. DEC. JAN. FEB. MAR. APR. May-

17 2017. 2017 2017 NOV.2017 2017 2018 2018 2018 2018 18 Jun-18 

NTC 2 5 0 12 33 18 22 18 12 32 68 52 

THGH RESTRAINTS 

Jul- AUG SEPT. OCT. DEC. JAN. FEB. MAR. APR. May-

17 2017. 2017 2017 NOV.2017 2017 2018 2018 2018 2018 18 Jun-18 

NTC 0 0 0 0 0 0 0 0 1 0 0 0 

THGH SECLUSIONS 

Jul- AUG SEPT. OCT. DEC. JAN. FEB. MAR. APR. May-

17 2017. 2017 2017 NOV.2017 2017 2018 2018 2018 2018 18 Jun-18 

NTC 0 0 0 0 0 0 0 0 0 0 0 

Caveats: NTC 2017 Q data the only facilities that submitted information were Boys Town 
and Immanuel. NTC 20 17 Q4 data the only facilities that submitted information were 
Boys Town and Immanuel. January data the only facilities that submitted information 
were Boystown and Immanuel only. February data the only facilities that submitted 
information were Boystown and Immanuel only. March data the only facilities that 
submitted information were Boystown, Immanuel, OM 11 only. April data the only 
facilities that submitted information were Boystown and Immanuel only. May data the 
only facilities that submitted information were Boystown and Immanuel only. June data 
the only facilities that submitted information were Boystown and Immanuel only. 

MCO United Health Care (UHC) PRTF/THG H 
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PRTF RESTRAINTS 
Jul- AUG SEPT. OCT. 
17 2017. 2017 2017 NOV.2017 Dec-17 JAN. FEB. MAR. APR. MAY 

UHC 6 23 10 5 12 14 20 18 6 39 29 
PRTF SECLUSIONS 

Jul- AUG SEPT. OCT. DEC. 
17 2017. 2017 2017 NOV.2017 2017 JAN. FEB. MAR. APR. MAY 

UHC 8 16 9 5 11 4 15 13 9 46 35 
THGH RESTRAINTS 

Jul- AUG SEPT. OCT. DEC. 
17 2017. 2017 2017 NOV.2017 2017 JAN. FEB. MAR. APR. MAY 

UHC 0 0 0 0 0 0 0 0 0 0 0 
THGH SECLUSIONS 

Jul- AUG SEPT. OCT. DEC. 
17 2017. 2017 2017 NOV.2017 2017 JAN. FEB. MAR. APR. MAY 

UHC 0 0 0 0 0 0 0 0 0 0 0 

Caveats: UHC 2017 Q4 data the only facilities that submitted information were Boys 
Town and Immanuel. UHC 2017 Q3 data the only facilities that submitted information 
were Boys Town. Jan2018 data from Boys Town only. FEB 2018 data from Boys Town 
and Immanuel only. MAR 2018 data from Boys Town only. APR 2018 data from Boys 
Town only. MAY 2018 data from Boys Town only. June 2018 data from Boys Town only. 

The onset of Managed Integrated Health Care started January 1, 2017. Initially there was 
a significant amount of provider grievances and appeals. The majority of these were 
around the MCO's processing of claims. The matter was dealt with and by the end of the 
year, the system issues had, for the most part been resolved and the grievances and 
appeals went to a minimal level. There were a moderate amount appeals in behavioral 
health that were relative to the understanding of medical necessity. These have also 
diminished, and the grievances and appeals that do exist at the end of this reporting 
period are minimal and case specific. 

• Problems identified: No significant problems were identified. 
• Corrective action (plan/provider level): None 
• Program change (system-wide level): None 

e. ~ Enrollee Hotlines Operated by State 
• Strategy: Enrollment Broker Helpline Report 
• Confirmation it was conducted as described: 

~ Yes 
D No. Please explain: 

Summary of results: HHEB Queue Statistics by Calendar Year 
The Heritage Health Medicaid Managed Care (HH) program contract was awarded to 
Automated Health Systems. The new HH program expanded mandatory Medicaid 
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managed care statewide to Medicaid members deemed eligible for Heritage Health. 
Enrollment (Implementation) into the new program began 9/1/2016. HH members had 
unti l 12/ 15/ 16 to voluntarily choose a plan; those who chose a plan and those who were 
auto- assigned to a plan because they did not choose a plan by I 2/ 15/ 16 were enrolled in 
one of three participating MCOs effective I /I /'.lO 17. 
The following chart presents Heritage Health Enrollment Broker Queue statistics by 
calendar years 2016, 2017, and 2018. 

• Problems identified: No significant problems were identified. 
• Corrective action (plan/provider level): None 
• Program change (system-wide level): None 

AHS Statistics by Calendar Year 

Total Abd " c.afts 
Ave Walt Avg 

Hold 
Inbound Inbound Calls Av' Walt Time Hold 

Period 
Enclish Sp•nish 

ca•, 
H•ndled 

Abandon Rate non•HH 
Time (ASA) Time 

Time 
Offered Rote SlA relilted 

•ASAI SlA (secl SlA 

20l6T01als 
47,404 7.467 54,871 41,522 24.33" 5" '" 2.00 2.00 6.27 30 

(9/1/16-12/31/16) 

20l7Totals 27.254 2,744 29,998 29,617 1.27" s" 3" 0.65 2.00 7.30 30 

2018 Totals 10,330 929 11,225 11,098 1.13" 5" ·" 0.25 2.00 5.73 30 

• The Calls Handled are the number of incoming calls answered by the HHEB Call 
Center. 

The Average Abandon Rate corresponds to the abandonment rate specified in the I/ 14/19 
email. The% calls non-HH related is provided to correspond to member requests 
unrelated to HH activities. The Average Wait Time (ASA) is given in minutes or part 
thereof and represents the time an HH member waits for their call to be answered. The 
assumption is that Average Wait time corresponds to "average delay" time specified in 
Sakena Jones' 1/14/ 19 email. For example, the 20 I 7 ABO Rate was .65 minutes, or 39 
seconds, the 2018 rate was .25, or 15 seconds. Except for the Implementation period, all 
SLAs were consistently met. 

r.o 

g. ~ 

Focused Studies (detailed investigations of certain aspects of clinical or non-clinical 
services at a point in time, to answer defined questions. Focused studies differ from 
performance improvement projects in that they do not require demonstrable and 
sustained improvement in significant aspects of clinical care and non-clinical 
service). 

Geographic Mapping of Provider Network 
• Strategy: MCO and PAHP Reporting 
• Confirmation it was conducted as described: 

rgJ Yes 

• No. Please explain: 
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• Summary of results: 
• Reports are regularly submitted on a quarterly basis. 

PC P 2 w/ in 30 miles I w/in 45 miles I w/in 60 miles 

S ecialists - Other l w/ in 30 miles I w/ in 45 miles I wlin 60 miles 

S ecialists - Hi h Volume l w/ in 90 miles 1 w/ in 90 miles 1 wlin 90 miles 

Pharmaq• 1 w/ in 5 miles I wlin 15 miles 1 w/in 60 miles 

Facilities/Ancillar l w/ in 30 miles 1 w/ in 45 miles 1 w/in 60 miles 

Hos itals l w/ in 30 miles 1 w/ in 45 miles 1 w/in 60 miles 

Behavioral Health 2 w/ in 30 miles 2 w/in 45 miles 2 w/in 60 miles 

PCP 2 wl in 30 miles I wlin 45 miles I wlin 60 miles 

S ccialists - Other 1 w/ in 30 miles l w/in 45 miles l w/in 60 miles 

S ecialists - Hi h Volume 1 wlin 90 miles I wl in 90 miles 1 wlin 90 miles 

Pharmac 1 w/ in 5 miles I wlin 15 miles l w/in 60 miles 

Facilities/Ancillary 1 w/in 30 miles I wlin 45 miles I w/ in 60 miles 

Hos itals I w/ in 30 miles I wlin 45 miles I w/ in 60 miles 

Behavioral Health 2 wl in 30 miles 2 wlin 45 miles 2 w/in 60 miles 

The MCO UnitedHealthcare, in 2017 re orted the followin results: 

PCP 2 w/ in 30 mi les l wl in 45 miles I wlin 60 miles 

S ecialists - Other I w/ in 30 mi les l w/ in 45 miles I w/in 60 miles 
S eciaUsts - Hi b Volume l wlin 90 mi les I wl in 90 miles I wlin 90 miles 
Pharmacy l wlin 5 miles l wl in 15 mi les I w/in 60 miles 

Facilities/Ancillary l w/ in 30 miles I wl in 45 miles l wl in 60 miles 
Hos itals I w/ in 30 mi les I wl in 45 miles l wlin 60 miles 

Behavioral Health 2 w/ in 30 mi les 2 wl in 45 miles 2 w/in 60 miles 

• C M NA in 2 0 8 I reoorted the olJowin!! results: 

Provider Type Urban 

2 w/in 4S miles 
Dentists 

I w/in 45 miles 
S pecialists - Oral Sur2eons 

J w/in 45 miles 
Snecialists - Orthodontist 

I w/in 45 miles 
S pecialists - Periodontist 
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Rural Frontier 

I w/in 60 miles I w/in 100 
miles 

I w/in 60 miles I w/in 100 
miles 

I wlin 60 miles 1 wlin 100 
miles 

I w/in 60 miles I w/in 100 
miles 
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1 w/in 45 miles 
S >ecialists - Pedodontist 

1 w/in 60 miles 1 w/in 100 
miles 

• Prubh.:ms itlc.:nti{i\:tl: The rural parts uf lhe Stale have low density uf 
population and therefore there is a lack of behavioral health providers 
overall in the rural areas. 

• Corrective action (plan/provider level): None. 
• Program change (system-wide level): None. 

h. 0 Independent Assessment of Program Impact, Access, Quality, and 
Cost-Effectiveness (Required for first two waiver periods) 

i. ~ Measurement of Any Disparities by Racial or Ethnic Groups 
• Strategy: MCO and PAHP Reporting 
• Confirmation it was conducted as described: 

~ Yes 
0 No. Please explain: 

• Summary of results: All three MCOs have provider panels in 2017 that offer 
adequate access to PCPs who are multi-lingual. HEDIS data for indicates 
that over half of the member membership is White or African American. 
The MCO's have an adequate panel of providers that are multi-lingual. The 
MCO's developed a 2017 Cultural Competency Plan. This plan has 
numerous goals to enhance, collaborate, and educate families and consumers 
regarding cultural competency. 

• Problems identified: None 
• Corrective action (plan/provider level): None 
• Program change (system-wide level): None 

j. ~ Network Adequacy Assurance Submitted by Plan [Required for MCO/PIHP/PAHP] 
• Strategy: MCO and PIHP Reporting 
• Confirmation it was conducted as described: 

~ Yes 
0 No. Please explain: 

• Summary of results: 

All three MCOs WellCare, Nebraska Total Care, and United Healthcare, 
report network adequacy to the State quarterly. 
The results include: GeoAccess report submittal, and Timely Access 
Reporting. 
• The MCO WellCare, in 20 17 re orted the followin results: 
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S pecialists - Other I w/ in 30 miles I w/in 45 miles I w/ in 60 miles 

Specialists - Hieh Volume 1 w/ in 90 miles I w/in 90 miles I w/ in 90 miles 

Pharmacy I w/ in 5 mi Jes I w/in 15 miles I w/ in 60 miles 

Facilities/Ancillary I w/ in 30 mi les I w/in 45 miles I w/ in 60 miles 

PCP 2 w/ in 30 miles I w/in 45 miles I w/ in 60 miles 

S ccialists - Other I w/ in 30 miles I w/in 45 miles I w/ in 60 miles 

S ccialisls - Hi h Volume I w/ in 90 miles I w/in 90 miles I w/in 90 miles 

Pharmac I w/ in 5 miles I w/in 15 miles I w/in 60 miles 

Facilities/Ancillary I w/ in 30 miles I w/ in 45 miles I w/ in 60 miles 

Hos itals I w/ in 30 miles I w/in 45 miles I w/ in 60 miles 

Behavioral Health 2 w/ in 30 miles 2 w/ in 45 miles 2 w/ in 60 miles 

The MCO UnitedHealthcare, in 2017 re orted the followin results: 

PCP 2 w/in 30 miles I w/in 45 miles I w/in 60 miles 
S cciaUsts - Other 1 w/in 30 miles I w/ in 45 miles I w/ in 60 miles 
S ccialists - Hi h Volume I w/in 90 miles I w/in 90 miles I w/ in 90 miles 
Pharmacy I w/in 5 miles I w/ in 15 miles I w/in 60 mi les 
Facilities/Ancillary I w/in 30 miles I w/iu 45 miles I w/in 60 mi les 
Hos itals I w/in 30 miles I w/ in 45 miles I w/ in 60 miles 
Behavioral Health 2 w/in 30 miles 2 w/in 45 miles 2 w/in 60 miles 

• MCNA in 2018 reported the following results: 

Provider Type Urban 

2 w/in 45 miles 
Dentists 

I w/in 45 miles 
Snecialists - Oral Sur!!eons 

l w/in 45 miles 
S pecia lists - Orthodontist 

I w/in 45 miles 
S 1>ccialists - Periodontist 

l w/in 45 miles 
S pecialists - Pedodontist 

• Problems identified: None 
• Corrective action (plan/provider level): None 
• Program change (syste.m-wide level): None 
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Rural 

I w/in 60 miles 

I w/in 60 miles 

l w/in 60 miles 

I w/in 60 miles 

I w/in 60 miles 

Frontier 

I w/in 100 
miles 

I wlin 100 
miles 

l w/in 100 
miles 

I w/in 100 
miles 

I w/in 100 
miles 
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k. ~ Ombudsman 
• Strategy: State Staff-Systems Advocate 
• Confim1ation it was conducted as described: 

~ Yes 
0 No. Please explain: 

• Summary of results: No managed care concerns reported by the System Advocate 
• Problems identified: None 
• Corrective action (plan/provider level): None 
• Program change (system-wide level): None 

I. ~ On-Site Review 
• Strategy: EQRO, State Staff 
• Confirmation it was conducted as described: 

~ Yes 
D No. Please explain: 

• Summary of results: 

The EQRO conducted the three mandatory EQR activities for W ellCare, Nebraska 
Total Care, and UnitedHealthcare 2017: 

• Validation of performance improvement projects (PIPs) 
• Validation of performance measures reported by the MCO 
• Review to determine MCO compliance with access to care, and structure and 

operations standards established by the State 

T he plans' accreditation status and accreditation outcome were reviewed by the 
EQRO as part of the non-duplication EQRO activities outlined in the State's 
Quality Improvement Strategy. Note: summaries of Performance Improvement 
Projects and performance measure reviews conducted by the EQRO are listed 
below under each of those topics. For each MCE, a description is provided, 
including: content reviewed, current year findings and recommendations, and MCE 
response and action plan. EQRO will assess the effectiveness of the MC E's actions 
during the next annual compliance review. 

Summary of the compliance designations by category of standard reveals: 

WellCare Health Plan of Nebraska-Review Year 2017 
'"' ' ""'' I I 

Care Management Substantial Comoliance 
Provider Network Substantial Como I iance 
Subcontracting Minimal Comol iance 
Member Services and Education Substantial Como I iance 
Quality Management Substantial Comoliance 
Utilization Management Substantial Comoliance 

NE03.RI I Renewal Submitted to CMS 04012019 
CMS approval effective July 1, 2019 - June 30, 2020 

• 
Access 
Access 
Oualitv 
Qualitv 
Quality 
Oualitv and Timeliness 

85 



I Grievances and Appeals I Substantial Compliance I Quality and Timeliness 

• Problems identified: 
The EQRO compliance review findings found that of the 7 standards/sub standards 
reviewed, all were compliant and 6 were substantially compliant and 1 was minimally 
compliant. EQRO identified the following areas for Plan improvement: the health plan 
should track and measure 1/T/U provider adequacy to ensure timely access for eligible 
members. Make the Spanish version of the Member Handbook available on line to 
members. Include information about WellCare's QAPI program in the Member 
Handbook and/or the MCO website. Submit the MAC report to ML TC which clearly 
differentiates between WellCare members and staff, and also includes the addresses of 
members, per the contract requirement. Provide a written notice of action to members 
which includes notice of the member 's right to request a State Fair Hearing. Include 
acknowledgment letters in all grievance files. In the case of standard appeals, all files 
should show evidence that the member was given the opportunity to present evidence in 
person as well as in writing. Ensure that a ll appeals files contain results and date of the 
appeal resolution. In the case of expedited appeals, ensure that a ll files contain language 
informing the member of the limited time available to present evidence and allegations, in 
person or in writing. Consider issuing an addendum to the AMR contract that clearly 
delineates the specific activities delegated to the subcontractor, as well as all required 
reporting and schedule of report deliverables expected from the subcontractor. The MCO 
could also consider an internal quality review of all subcontractors to ensure they contain 
all elements required by the master contract between the MCO and the state. Provide a 
clear narrative to guide the EQRO in the case of name changes for any of the 
subcontractors. Submit documentation pertaining to pre-delegation review within the case 
file for each subcontractor within the review period. Consider having the Delegation 
Oversight Committee perform an internal review of process and procedures as well as an 
internal audit of all existing subcontractors to ensure compliance with the contractual 
responsibilities. WellCare should consider establishing a single scorecard to capture all 
monitoring of subcontractor performance against Service Level Agreements with details of 
follow up on any deficiencies. Consider changes to their Delegation Oversight Procedure to 
designate a single staff person within the Nebraska team that will be responsible for 
following up with CAPS and reporting back to the Delegation Oversight Committee. 

• Corrective action (plan/provider level): The state will review each Plan on an 
individual bases to determine which appropriate administrative action needs to 
given. This can include a corrective action plan in the form of a written warning 
and monetary penalties . 

• 
• Program change (system-wide level): None 

Nebraska Total Care-Review Year 2017 

care Mana emem Substantial Com liance 
Provider Network Substantial Com I iance 
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Subcontracting Minimal Compliance Quality 
Member Services and Education Substantial Compliance Quality 
Quality Management Substantial Compliance Quality 
Utilization Management Substantial Compliance Quality and T imeliness 
Grievances and Appeals Substantial Compliance Quality and Timeliness 

• Problems identi fled: 
The EQRO compliance review found that of the 7 standards reviewed, all were compliant. 
Of the 7 standards, 6 were substantially compliant, and 1 was minimally compliant. EQRO 
identified the following areas for Plan improvement: Track and measure provider 
adequacy to ensure timely access for eligible members. Include alternative formats in their 
Member Materials Readability and Translation Policy and Procedure, either in a new 
sentence or by citing and attaching the Language Sheet and Statement of Non­
Discrimination within the policy. Reference the individual who conducted the review 
within all appeal files, to ensure that this individual was not involved in a previous level of 
review or decision-making. In cases of verbal inquiries seeking to appeal, confirm these 
inquiries in writing. Include language in appeal files that states that the member can 
present evidence in person. In order to fully meet the requirement pertaining to the 
availability of QAPI information to its members, NTC should consider including language 
in the Member Handbook that allows members the opportunity to ask questions about the 
QI Program (including the contact information for whom they can contact to ask these 
questions), as well as where they can find information on NTC's progress in meeting goals 
(i.e., NTC's website). Include member addresses within the MAC report that is submitted 
semi-annually to MLTC. Report utilization by race, ethnicity, gender and age, and make 
this report available for review during the subsequent (2018) compliance audit. Provide a 
report demonstrating that off-label drug use is being monitored, and make this report 
available for review during the subsequent (2018) compliance audit. Provide a report that 
monitors emergency services utilization by provider and member, and have methods for 
addressing inappropriate utilization. Ensure that pre-delegation evaluation is conducted 
and documented. Establish an ongoing and annual audit schedule and convene a vendor 
management committee to review the results of each vendor audit. 

• Corrective action (plan/ provider level: None 
• Program change (system-wide level): None 

United HealthCare-Review Year 2017 
'"' I '"'" I I 

Care Management Substantial Comoliance 
Provider Network Full Comoliance 
Subcontractirn!. Full Comoliance 
Member Services and Education Full Comoliancc 
Oualitv Management Full Comoliance 
l hiliza1-inn M:1nap_emen1 S11h~1an1·ial C:nmnliance 
Grievances and Appeals Substantial Compliance 
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Problems identified: The EQRO compliance review found that of the 7 standards reviewed, 
all were compliant and 4 were fully compliant, and 3 were substantially compliant. EQRO 
identified the following areas for Plan improvement: Provide members with verbal notice 
ot' delay when the tlmet'rame for appeal resolution Is extended. Provide a report that details 
mechanisms to ensure consistent application for review criteria for authorization decisions 
during each annual compliance audit. Provide utilization reports that include demographic 
stratification by race, ethnicity and gender during each annual compliance audit. Ensure 
that UM denial files include evidence of a written notice of action provided to the member. 

• Corrective action (plan/provider level): The state will review each Plan on an 
individual bases to determine which appropriate administrative action needs to 
given. This can include a corrective action plan in the form ofa written warning 
and monetary penalties. 

• Program change (system-wide level): None 

[X] Performance Improvement Projects [Required for MCO/PIHP] 

MCNA Dental EQRO- Review Year 2018 

Care Manaeement NIA Access 
Provider Network Full Access 
Provider Services Full Quality 
Subcontractirn! Full Oualitv 
Member Services/ Education Substantial Quality 
Quality Management Full Quality 
Utilization Management Substantial Quality and Timeliness 
Grievances/ Appeals Substantial Quality and Timeliness 

Problems identified: The EQRO compliance review found that a total of 42 
standards/substandards were reviewed; all were fully compliant. A total of four (4) 
standards/su bstandards were reviewed; all were fully compliant. A total of SI 
standards/substandards were reviewed; 47 were fully compliant, three (3) were 
substantially compliant, and one (I ) was minimally compliant. The recommendations are: 
The member handbook should contain language that the member should contact their 
Heritage Health Plan for information regarding emergencies relating to the member's 
physical and behavioral services in addition to the pharmaceutical services, as those 
benefits are not reimbursed by the DBPM. All the sub-elements of this requirement should 
be included in the member handbook to ensure. An easily accessible feature should be 
added to MCNA's website to accommodate the visually impaired who are not able or have 
difficulty reading regular print. 

• Corrective action (plan/provider level): The state will review each Plan on an 
individual bases to detennine which appropriate administrative action needs to 
given. This can include a corrective action p lan in the form ofa written warning 
and monetary penalties. 

• Program change (system-wide level): None 
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IZ! Performance Improvement Projects [Required for MCO/PJHP] 

Performance Improvement Projects- PIPs 

MCNA Dental PI Ps-Review Year 2018 
Preventive Dental Visit (Pdent) and Annual Dental Visits (ADV) 
The DBM must conduct a minimum of one clinical and one non-clinical PIP. PIPs must 
meet all relevant CMS requirements and be approved by ML TC prior to implementation. 
PIPS 
In calendar year (CY) 2018, MCNA proposed a PIP to increase the percentage of members 
receiving annual dental visits. The PIP employs the modified HEDIS Annual Dental Visit (ADV) 
measure, stratified into three age groups: 2- 20 years, 1- 20 years, and 21 + years. The preliminary 
baseline period for the PIP was 1/1 / 18- 12/12/18. Analysis of MCNA's preliminary baseline data 
showed the ADV rate for ages 2- 20 was 64.9%, the rate for ages 1- 20 was 62.7%, and the rate 
for ages 21+ was 40.2%. The final goal for ages 2- 20, 1- 20, and 2 1+ were 67.4%, 65.7%, and 
41.8%, respectively. 

MCNA is also conducting a PIP to address members receiving preventive dental care at least 
twice per year. The PIP employs three (3) performance indicators: percentage of members who 
received at least one ( I ) preventive dental service during the measurement year (two age strata: 
1- 20 years and 21 + years), percentage of members who received at least two (2) preventive 
dental services 6 months apart during the measurement year (age strata: 1- 20 years and 21 + 
years), and percentage of members 6- 9 years of age who received a sealant on a permanent 
molar tooth. The preliminary baseline period for the PIP was l / l / 18-12/ 12/ 18. The preliminary 
baseline rates for the percentage of members who received at least one ( I) preventive dental 
service for the members aged 1-20 and 21 + were 52.3% and 19.8%, respectively. MCNA aims 
to increase this rate to 57% for the 1- 20 years age group and to 21.8% for the 2 1 + age group. 
The preliminary baseline rates for the percentage of members who received at least two (2) 
preventive dental services for members aged 1- 20 and 21 + were 23.5% and 7.2%, respectively. 
MCNA aims to increase this rate to 26.5% for the 1-20 years age group and to 9.2% for the 21 + 
age group. 

Analysis of performance indicator data will be available in the reporting year (RY) 2020 annual 
technical report. 

UnitedHealthcare Plan- PIPs 

UnitedHealthcare Community Plan completed the three mandated PIP's in 2017 
which were: 
1) Emergency Department Follow-Up for patients with Mental Illness (FUM) and 

Alcoho l or O ther 0 rng 0 epenrlence (FUA). 
2) Tdap in Pregnancy. 
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3) Initiation of 17-Hydroxyprogesterone in Pregnant Women with a History of 
Spontaneous Preterm Birth. These Pl Ps were ini tiated in 2017 and continued 
through 2018. 

• 1) Strategy: Emergency Department Follow-Up for patients with Mental 
Illness (FUM) and Alcohol or Other Drug Dependence (FUA) 

• Confirmation it was conducted as described: 
[g] Yes 
D No. Please explain: 

I) Proposed Strategy: Emergency Department Follow-Up for patients with Mental 
Illness (FUM) and Alcohol or Other Drug Dependence (FUA) 

The rational for this PIP: 
I) Patients with mental health and substance use disorders are vulnerable to loosing 

contact with the healthcare system, 
2) Use of care through the Emergency Department (ED) may be a signal of crisis for 

individuals, and 
3) Use of the ED for mental health and substance use disorders may indicate Jack of 

access to behavioral health care or primary care for these individuals. 
Goals of this PIP: 

1. To facilitate outpatient follow up treatment for patients 6 years of age and older 
within a designated time period of discharge from an emergency department with a 
primary diagnosis of mental health illness (FUM). 
• Designated time periods: a) 7 days, and b) 30 days. 

2. To facilitate outpatient follow up treatment for patients 13 years of age and older 
within a designated time period of discharge from an emergency department with a 
primary diagnosis of AOD (FUA). 
• Designated time periods 13-17 years of age: a) 7 days, and c) 30 days. 
• Designated time periods 13-17 years of age: b) 7 days, and d) 30 days. 

The Plan used the following performance indicators: 
The Plan used the following performance indicators: 

• Measure I: HEDIS® 2017 measure FUM - Follow-Up after Emergency 
Department Visit for Mental Hlness 

• Measure 2: HEDIS® 2017 measure FUA - Follow-Up after Emergency 
Department Visit for Alcohol and Other Drug Dependence (AOD) / 
Substance Abuse Disorder (SUD). 

lotervention s were developed to address the following identified barriers for 
members: 
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• Non-compliance with follow-up visits 
• Social determinants of health including: 

• Transportation 
• Housing 
• Community support 
• Phone access 

• Adherence to prescribed medication 
Interventions developed to address the identified barriers: 

• Care Management member outreach and support for post-ED follow-up 
visits within 1 to 7 days 

• Care Management member outreach and support for post-ED follow-up 
visits within 8 to 30 days 

• Care Management member outreach for community support when event 
identified 

• Verification of medication refill 

-Project Indicators 

Indicators Baseline Ql Q2 
0 1-01-17 2018 2018 
to 12-10-
-2017 

Indicator I a: Num: Num: 50 Num: 96 
7 day follow- 690 Den: 103 Den: 207 
up (FUM) Den: Rate: Rate: 

1084 48.54% 46.38% 
Rate: 
63.65% 

Indicator I b: Num: Num: 65 Num: 133 
30 day fo llow- 841 Den: 103 Den: 207 
up (FUM) Den: Rate: Rate: 

1084 63.11 % 64.25% 
Rate: 
77.58% 

Indicator 2a: Num: 8 Num: 0 Num: 0 
7 day follow- Den: 2 1 Den: 2 Den: 9 
up Rate: Rate: 0% Rate: 0% 
(FUA age 13- 38. 10% 
17) 
Indicator 2b: Num: 40 Num: I Num: 3 
7 day follow- Den: 172 Den: 23 Den: 54 
up Rate: Rate: Rate: 
(FUA age 18+) 23.26% 4.35% 5.56% 
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Q3 Final Goal 
2018 

Num: 153 Goal: 79.8% 
Den: 321 
Rate: 
47.66% 

Num: 2 14 Goal: 79.8% 
Den:321 
Rate: 66.67 

Num: 0 Goal: 30.4% For total FUA 
Den: 14 7 days 
Rate: 0% 

Num: 10 Goal: 30.4% For total FUA 
Den: 93 7 days 
Rate: 
10.75% 
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Indicator 2c: Num: 8 Num: 0 Num: 0 Num: 0 Goal: 33.2% For total FUA 
30 day follow- Den: 2 1 Den: 2 Den: 9 Den: 14 30 days 
up (FUA age Rate: Rate: 0% Rate: 0% Rate: 0% 
13- 17) 38.10% 
Indicator 2d: Num: 48 Num:2 Num:6 Num: 15 Goal: 33.2% For total FUA 
30 day follow- Den: 172 Den: 23 Den: 54 Den: 93 30 days 
up (FUA age Rate: Rate: Rate: Rate: 
18+) 27.91% 8.00% I I.I I% 16.13% 

• Problems identified: None 
• Corrective action (plan/provider level): None 
• Program change (system-wide level): None 

2) Proposed Strategy: Improving Immunization Rates for Tdap during Pregnancy 

The rational for this PIP: 
To reduce the risk of pertussis in new mothers and their young babies, the CDC 
recommends that pregnant women receive a Tdap vaccine during each pregnancy. The 
recommended time to get the shot is the 27th through the 36th week of pregnancy, 
preferably during the earlier part of this time period. In rural areas of the State access to 
this vaccination can be limited. 

Goals of this Pl P: 
I) Receipt ofTdap at any point during pregnancy 
2) Receipt ofTdap during the optimal 27-36 week gestational age period 

The Plan will use the following performance indicators: 
• Measure 1: HEDIS® Delivery Value Set less the Non-live Births Value Set 
• Measure 2: HEDIS® Deliver Value Set less the Non-live Births Value Set 

Interventions were developed to address the following identified barriers for members: 
• Personal, cultural, geographical resistance or social anti-immunization issues 
• Member non-compliance with prenatal visits 

Interventions were developed to address the following identified barriers for providers: 
• Provider lack of knowledge regarding benefit of Tdap immunization during 

pregnancy 
Interventions developed to address the identified barriers: 

• Increase pregnant member education and awareness on Tdap immunization during 
pregnancy. 

• Pregnant member outreach through Healthy First Steps (HFS) Coordinator for 
education on prenatal visits. 
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• Maternal-Child Health Coordinator and Clinical Practice Consultants outreach to 
OB clinics & offices to asses gaps/ opportunities to address education for providers 
on Tdap immunizat ion 

Project Indicators 

Indicators Baseline Qt Q2 Q3 Final Goal 
0 1-01-17 2018 2018 2018 
to 12-31-
17 

Indicator I: Num: Num: 207 Num: 556 Num: 848 Baseline measurement 
Receipt of 975 Den: 331 Den:905 Den: 1343 will increase at a rate of 
Tdap during Den: Rate: Rate: Rate: 1.5% each quarter to 
pregnancy 1545 62.5% 61.43% 63. 14% reach a rate of69.73% 
with Rate: by January 2019. 
continuous 63.1% 
enrollment 
Indicator 2: Num: Num: 167 Num: 481 Num: 735 Baseline measurement 
Receipt of 866 Den: 331 Den: 905 Den: 1343 will increase at a rate of 
Tdap during Den: Rate: Rate: Rate: 1.5% each quarter to 
the optimal 1545 50.5% 53.14% 54.73% reach a rate of62.08% 
27-36 week Rate: by January 2019. 
gestational 56.1% 
age period 
with 
continuous 
enrollment 

• Problems identified: None 
• Corrective action (plan/provider level): None 
• Program change (system-wide level): None 

3) Proposed Strategy: Initiation of 17-Hydroxyprogesterone (17P) in Pregnant Women 
with a History of Spontaneous Preterm Birth 

The rational for this PIP: 
Women who have had a preterm delivery are at especially high risk for preterm delivery in 
a subsequent pregnancy. Research has shown weekly injections of 17P resulted in a 
substantial reduction in the rate of recurrent preterm delivery among women who were at 
particularly high risk for preterm delivery and reduced the likelihood of several 
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complications in their infants. 

Goals of this Pl P: 
1) 17P administration during pregnancy with women with preterm birth with 

Continuous Enrollment In Medicaid 

The Plan will use the following performance indicators: 
• Measure I: Number of pregnant women as defined by HEDIS® Live Birth Value Set 

with history of previous premature birth as defined by the ICD-10 codes and as defined 
by data source. 

Interventions were developed to address the following identified barriers for members: 
• Social determinants - transportation, late enrollments 
• Non-compliance with prenatal visits 
Interventions were developed to address the following identified barriers for providers: 
• Knowledge deficit regarding the billing of 17P medication. 
Interventions were developed to address the following identified barriers for the Plan: 
• Difficulty identifying women with history of preterm birth 

Interventions developed to address the identified barriers: 
• Identify pregnant members with additional social determinants or community 

needs. 
• Healthy First Steps Outreach to pregnant members to increase prenatal visit 

compliance. 
• Improve Provider knowledge deficit regarding the billing of I7P medication 
• Promotion of use & Education of ONAF Form to clinics and providers 

Project Indicators 

Indicators Baselin QI Q2 
e 2018 2018 
01 -01-
17 to 
12-3 1-
17 

Indicator I: Num: 28 Num:4 Num: 9 
l 7p initiated Den: Den: 24 Den:47 
between the 110 Rate: Rate: 
16th and 26th Rate: 16.7% 19.15% 
week of 25.5% 
gestation 
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I (comi""'"' 
enrollment) 

• Problems identified: None 
• Corrective action (plan/provider level): None 
• Program change (system-wide level): None 

Nebraska Total Care-PIPs 

Nebraska Total Care completed the three mandated PI P's in 2018 which were: 
I) 17-OH Progesterone in Eligible Pregnant Women (17P) 
2) Follow Up Visit after ED for Mental Health or Alcohol/Substance Abuse 

Disorder (7days /30 days) 
3) Tdap during Pregnancy Performance Improvement Project 

• Strategy: Reducing Avoidable Emergency Department (ED) Utilization 
• Confi rmation it was conducted as described: 

fg] Yes 
D No. Please explain: 

I) Proposed Strategy: 17-OH Progesterone in Eligible Pregnant Women 

Nebraska Total Care completed the three mandated Pl P' s in 2018 which were: 
4) 17-OH Progesterone in Eligible Pregnant Women (17P) 
S) Follow Up Visit after ED for Mental Health or Alcohol/Substance Abuse 

Disorder (7days /30 days) 
6) Tdap during Pregnancy Performance Improvement Project 

PIP: 17-OH Progesterone in Eligible Pregnant Women (l7P). 

Goals of this Pl P: 
• To facilitate standard of care practice in the use of 17-hydroxyprogesterone in 

eligible pregnant women with previous preterm births with an emphasis on 
sources of variance in subpopulations. 

Barriers: 
• For the 17P PIP a barrier that each MCO has identified is the use of 

compounded product by the providers. 
• An additional barrier that the MCOs have identified from discussions with the 

providers is the concern about not always knowing the eligibility status of the 
member during the beginning visits with the provider (retro eligibility). 
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Interventions: 
• The first quarter initiative was the continuous enhancements with the case 

management team in outreaching to our at risk pregnant members. 
• Provider education on 17P, ACOG and coding guidance was the initiative for 

second quarter. 
• A provider incentive program was implemented in the end of second / beginning 

of third quarter. This incentive promotes early submission of the plan' s 
notification of pregnancy (NOP) forms which is tied to data analytics and 
reporting on our members' who are at risk. Another part oft.he incentive 
includes payment for appropriate 17P implementation with established 
outcomes. 

Results and Analysis: 
• MLTC has performed an analysis on the 2016 data with 18.78 benchmark rate 

of women who are continuously enrolled who received 17P during the clinically 
indicated timeframe. As more claims are processed the baseline data for NTC 
2017 concluded at a rate of 23.59% of pregnant women receiving 17P with a 
history of spontaneous preterm birth between 16th and 26th week of gestation. 
Based on claims processed thus far the first quarter of 2018 rate is 23%, second 
quarter rate is 11.62% and third quarter rate is 40%. Not all claims or cases 
have been processed for an accurate reportable rate at this time. 

2) Proposed Strategy: Follow Up Visit after ED for Mental Health or 
Alcohol/Substance Abuse Disorder (7days /30 days) 

Goals of this PIP: 
• By December 2019, the MCO aims to improve the total outpatient follow up 

treatment visit at the 7 day and 30 day timeframe of a member who visits the 
emergency department visit with a primary diagnosis of a mental health illness. 

• By December 2019, the MCO aims to improve the total outpatient follow up 
treatment visit at the 7 day and 30 day timefram e of a member who visits the 
emergency department visit with a primary diagnosis of alcohol or other drug 
dependence. 

Barriers: 
• Lacking daily high volume ED activity of the members who would be captured 

in this PIP. 

Interventions: 
• Interventions for this specific PIP focuses on continuous data sharing with the 

hospital EDs in the larger metro area first. 
• Case Management addresses the social determinates barriers that maybe 

preventing the member from attending a follow up appointment. 
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• Nebraska Total Care has established connection with the Nebraska health 
information exchange data base, NeHII. 

Results and Analysis: 

-
FUA 
13-
17.,-!o 
FUA 
18' 

FUM 

• Below is a table displaying the results of the M LTC data and compares the NTC 
data including quarter two data thus far. NTC acknowledges that our FUA rates 
are below the rates experienced in 2016 by the past MCOs in Nebraska. NTC 
has experienced an increase in the FUM rates due to assertive case management 
outreach. NTC is working to ensure all HEDIS data is captured to ensure the 
most accurate rates. 

lllTC ..,. ..,. ,...,. ... ..,. NT~ IOZ, I day ,Uday JU day Q3 , .. , 7oz, ,., . .,. - -... -... ....... - Bneline ,_up fclow ....... p - 2018 -.. - follow 
tVVI'-" """"""' - ......... ... - (1/1117- - up rat• numeratOf up rat• up uprze ... ,mmq 

12131117) numes, ....... -I o.nom,, ... "" ""' 

82 3 3 .7% 5 G.1% 34 2 5.$8% • 1 1.76% 35 1 2.86% 2 

, .. .. G.1% .. 11.21< 330 10 5.70% 25 7.58% 243 " 1.0"/o ,. 

.,,. ... 30.3" mo 538% OS4 ... 4~.27% 005 OS.44% 037 304 47,1~-,. 407 

3) Proposed Strategy: Tdap during Pregnancy Performance Improvement Project 

Goals of this PIP: 
• AIM statement: "By the end of 2019, Nebraska Total Care aims to increase the 

percentage of Tdap immunizations rate by 12. I 9 percentage points (from 53%) 
in order to exceed Nebraska Total Care's December 2019 goal of 65.19% for all 
pregflaflt women with cofltilluous e11rol/111eflt. 

Barriers: 
• Identifying members with behavioral health issues and those that have entered 

into Medicaid later into their pregnancy. 
• Availability of the vaccine at the provider office maybe a barrier in the smaller 

communities. 

Interventions: 
• As with 17P initiatives, the provider incentive promotes early submission of the 

plan's notification of pregnancy. 
• Start Smart for Baby (SSFB), which includes target case management processes, 

education and timely outreach to members along with postpartum and neonatal 
care components. 

• PAC IFY Mobile App was implemented. This allows members to get push 
messages from the app on targeted care gaps and reminders on Tdap and 17P. 
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Results and Analysis: 
• NTC pulled 2017 data based on the collective definitions for the numerator and 

denominator. Baseline data is indicating that 58.96% of pregnant women with 
continuous eligibility received Tdap. See the table below for rhe current rates 
reflective on the various quarters. Data is based on claims submission and is 
updated with each quarter. 

Indicators 
Baseline Q1 Q2 Q3 

2017 2018 2018 2018 
Indicator 1: Receipt of T dap during Num: 1138 Num: 31 1 Ncm: 404 Nwn: 361 
pregnancy Du<1930 D•n: 539 o.n: 598 Don: 572 

R•10: 58.96% R•<o: 64.19% Ro:o: 67.56% R,-,i: 63.11% 

Indicator 2: Receipt of T dap during the Num: 938 Sum: 355 Nwn: 338 N'"": 338 
optrnal 27-36 week gestational age period Den: 1930 ,en: 598 Den: 598 o.n: 598 

Ra1e: 48.60% ~ ... : 55.36% R,-,,: 59.36% Raie: 59.09% 

• Problems identified: None 
• Corrective action (plan/provider level): None 
• Program change (system-wide level): None 

WellCare- PIPs 

WellCare completed the three mandated PIP's in 2018 which were: 
I) I. Following-up after emergency room visit with a diagnosis of mental health 

illness or substance use disorder. 
2) Tdap in Pregnancy 
3) Initiation of 17-Hydroxyprogesterone in Pregnant Women with a History of 

Spontaneous Preterm Birth 
These PIPs were initiated in 2017 and continued through 2018. 

• Strategy: FolJowing-up after emergency room visit with a diagnosis of mental 
health illness or substance use disorder. 

• Confirmation it was conducted as described: 
IS] Yes 
D No. Please explain: 

I) Proposed Strategy: Following-up after emergency room visit with a diagnosis of 
mental health illness or substance use disorder (SUD). 

The rational for this PIP: 
4) Patients with mental health and substance use disorders are highly prevalent this 

must be addressed. 
5) Use o f care through the Emer·gency Depar·tment (ED) may be a signal of cr·isis for 
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individuals. 
6) Use of the ED for mental health and substance use disorders may indicate lack of 

access to behavioral health care or primary care for these individuals. 
Goals of this Pl P: 
To faclHtate outpatient follow up treatment for patients to Increase the rate ot' follow-up 
care provided within 7 and 30-day timeframes after an ED visits for SUD or mental illness 
through a variety of methods. Those methods include improving data streams to identify 
target populations, provider and member education, identification and use of community 
resources, and promoting the use ofWeUCare's 24/7 Crisis Line. 

I. Baseline to interim measurement goal: Increase the percent of members with a 
follow-up visit within 7 days ofan ED visit for MHI from 34.51% to 37.16% by 
the end of 2018 

2. Baseline to final measurement goal: Increase the percent of members with a 
follow-up visit within 7 days of an ED visit for MHI from 34.51 % to 41.82% by 
the end of 2019 
• Designated time periods: a) 7 days, and b) 30 days. 

3. Increase the percent of members with a follow-up visit within 7 days of an ED visit 
for SUD from 4.35% to 10.35% by the end of 2018 

4. Baseline to final measurement goal: Increase the percent of members with a 
follow-up visit within 7 days of an ED visit for SUD from 4.35% to 16.35% 
by the end of 2019 

Designated time periods 13-17 years of age: b) 7 days, and d) 30 days. 

The Plan will use the following performance indicators: 
• Measure 1: HEDIS® 2017 measure FUM - Follow-Up after Emergency 

Department Visit for Mental Illness 
• Measure 2: HEDIS® 2017 measure FUA - Follow-Up after Emergency 

Department Visit for Alcohol and Other Drug Dependence (AOD) / 
Substance Abuse Disorder (SUD). 

Interventions were developed to address the following identified barriers for members: 
• Non-compliance with follow-up visits 
• Social determinants of health including: 

• Timely Identification of ED visits for SUD and mental illness. 
• Lack of community resource integration with physical and behavioral 

providers and utilization by members. 
• Need for additional after-hours, telephonic, and ED diversion 

support. 
• Provider awareness of ED utilizing members and WellCare·s 

resources. 
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• Member awareness of and compliance with recommended ED Follow­
up Guidelines. 

• Adherence to prescribed medication 
Interventions developed to address the identified barriers: 

• Care Management member outreach and support for post-t:U follow-up 
visits within 1 to 7 days 

• Care Management member outreach and support for post-ED follow-up 
visits within 8 to 30 days 

• Care Management member outreach for community support when event 
identified 

• Verification of medication refill 

P . t I d ' ro1ec n ,ca tors 
Table I: N E DHHS Be11c/11m1rk Dur"* Table 2: IVel/Cure ofNebr,uka Baseline Datu•• 

Follow-up for ED visit for mental illness Follow-up for ED visit for mental illness 
7-day follow-up I 30.3% 7-day follow-up I 34.0% 
30-day follow-up I 53.8% 30-day follow-up I 53.8% 

Follow-up for ED visit for substance use Follow-up for ED visit for substance use 
disorder disorder 
7-day follow-up 13-17 ylo 3.7% 7-day follow-up 13-17 ylo NIA*** 
7-day follow up 18 ylo or 6. 1% 7-day follow up 18 ylo or 6.1% 
older o lder 
30-dav follow-up 13- 17 vlo 11.2% 30-dav follow-up l 3-17 v/o NIA"** 
30-day follow-up 18 ylo or 6. 1% 30-day follow-up 18 y/o or 9.0% 
older older 

Specifications 

This measure is a first year measure for Healthcare Effectiveness Data Information Set 
(HEDIS® 2017) 2017 based on the 2017 National Committee for Quality Assurance 
(NCQA) HEDIS 

2) Proposed Strategy: Improving Immunization Rates for Tdap during Pregnancy 

The rational for this PIP: 
To reduce the risk of pertussis in new mothers and their young babies, the CDC 
recommends that pregnant women receive a Tdap vaccine during each pregnancy. The 
recommended time to get the shot is the 27th through the 36th week of pregnancy, 
preferably during the earlier part of this time period. In rural areas of the State access to 
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this vaccination can be limited. 

Goals of this Pl P: 
4) Receipt ofTdap at any point during pregnancy 
5) Receipt ot'Tdap during the optimal 27-36 week gestational age period 

The Plan will use the following performance indicators: 
• Measure I: HEDIS® Delivery Value Set Value Set 
• Measure 2: HEDIS® Deliver Value Set less the Non-live Births Value Set 

Interventions were developed to address the following identified barriers for members: 
• Personal, cultural, geographical resistance or social anti-immunization issues 
• Member non-compliance with prenatal visits 

Interventions were developed to address the following identified barriers for providers: 
• Provider lack of knowledge regarding benefit of Tdap immunization during 

pregnancy 

2014 2014 

Characteristics unweighted weighted 

n % 

Overall 484 100.0 

Aqe qroup 

18-24 years 99 30.0 

25-34 years 299 54.4 

35-49 years 86 15.6 

Race/ethnicity t 
Non-Hispanic white 334 56.4 

Non-Hispanic black 47 18.5 

Hispanic 62 18.4 

Non-Hispanic other 41 6.6 

Education 

Hiqh school deQree or less 89 21 .3 

Some college 127 28.9 

College degree 196 37.6 

More than a college degree 72 12.2 
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unweighted weighted 

n % 

580 100.0 

130 25.9 

350 59.1 

100 15.1 

345 57.5 

77 17.3 

112 17.4 

46 7.8 

130 23.3 

168 29.2 

215 36.3 

67 11.2 
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3) Proposed Stra tegy: Initiation of 17-Hydroxyprogesterone (17P) in Pregnant Women 
with a History of Spontaneous Preterm Birth. 

The rational for this PIP: 
Women who have had a preterm delivery are at especially high risk for preterm delivery in 
a subsequent pregnancy. Research has shown weekly injections of 17P resulted in a 
substantial reduction in the rate of recurrent preterm delivery among women who were at 
particularly high risk for preterm delivery and reduced the likelihood of several 
complications in their infants. 

Goals of this Pl P: 
2) 17P administration during pregnancy with women with preterm birth with 

Continuous Enrollment in Medicaid 

The Plan will use the following performance indicators: 
• Measure I: Number of pregnant women as defined by HEDIS® Live Birth Value Set 

with history of previous premature birth as defined by the ICD-10 codes and as defined 
by data source. 

Interventions were developed to address the following ident ified barriers for members: 
• Social determinants - transportation, late enrollments 
• Non-compliance with prenatal visits 
Interventions were developed to address the following identified barriers for providers: 
• Knowledge deficit regarding the bilUng of 17P medication. 
Interventions were developed to address the following identified barriers for the Plan: 
• Difficulty identifying women with history of preterm birth 

Interventions developed to address the identified barriers: 
• Identify pregnant members with additional social determinants or community 

needs. 
• Healthy First Steps Outreach to pregnant members to increase prenatal visit 

compliance. 
• Improve Provider knowledge deficit regarding the billing of 17P medication 
• Promotion of use & Education of ONAF Form to clinics and providers 

Project Indicators 
• Problems identified: None 
• Corrective action (plan/provider level): None 
• Program change (system-wide level): None 
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Section D: Cost-Effectiveness 

Please follow the Instructions for Cost-Effectiveness (in the separate Instructions 
document) when filling out this section. Cost-effectiveness is one of the three elements 
required ofa 1915(b) waiver. States must demonstrate that their waiver cost projections are 
reasonable and consistent with statute, regulation and guidance. The State must project waiver 
expenditures for the upcoming waiver period, called Prospective Year I (P I) through 
Prospective Year 5 (PS). The State must then spend under that projection for the duration of the 
waiver. In order for CMS to renew a 191 S(b) waiver, a State must demonstrate that the waiver 
was less than the projection during the retrospective two-year period. 
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A complete application includes the State completing the seven Appendices and the Section D. 
State Completion Section of the Preprint: 

Appendix DI. Member Months 
Appendix D2.S Services in the Actual Waiver Cost 
Appendix U2.A Administration in the Actual Waiver Cost 
Appendix D3. Actual Waiver Cost 
Appendix D4. Adjustments in Projection 
Appendix DS. Waiver Cost Projection 
Appendix D6. RO Targets 
Appendix D7. Summary Sheet 

States should complete the Appendices first and then describe the Appendices in the State 
Completion Section of the Preprint. Each State should modify the spreadsheets to reflect their 
own program structure. Technical assistance is available through each State's CMS Regional 
Office. 

Part I: State Completion Section 

Assurances 
a. [Required] Through the submission of this waiver, the State assures CMS: 

• The fiscal staff in the Medicaid agency has reviewed these calculations for 
accuracy and attests to their correctness. 

• The State assures CMS that the actual waiver costs will be less than or 
equal to or the State's waiver cost projection. 

• Capitated rates will be set following the requirements of 42 CFR 438.4 
and 438.S and will be submitted to the CMS Regional Office for approval. 

• Capitated 191 S(b)(3) services will be set in an actuarially sound manner 
based only on approved 191 S(b)(3) services and their administration 
subject to CMS RO prior approval. 

• The State will monitor, on a regular basis, the cost-effectiveness of the 
waiver (for example, the State may compare the PMPM Actual Waiver 
Cost from the CMS 64 to the approved Waiver Cost Projections). If 
changes are needed, the State will submit a prospective amendment 
modifying the Waiver Cost Projections. 

• The State will submit quarterly actual member month enrollment statistics 
by MEG in conjunction with the State's submitted CMS-64 forms. 

b. Name of Medicaid Financial Officers making these assurances: Heather 
Lcschinsky and Emi Giles 

c. Telephone Number: Heather Lcschinsky (402)471-9185; Emi Giles (402) 471-
9365. 

d. E-mail: Emi.Giles@nebraska.gov; Heather.Leschinskv@nebraska.gov 
e. The State is choosing to report waiver expenditures based on: 

~ date of payment. 
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D date of service within date of payment. The State understands the additional 
reporting requirements in the CMS-64 and has used the cost effectiveness 
spreadsheets designed specifically for reporting by date of service within day of 
payment. The State will submit an initial test upon the first renewal and then an 
initial and final test (for the preceding 4 years) upon the second renewal and 
thereafter. 

For Renewal Waivers Only {not conversion) - Expedited or Comprehensive Test 
To provide information on the waiver program to determine whether the waiver will be subject 
to the Expedited or Comprehensive cost effectiveness test. Note: All waivers. even those eligible 
for the Expedited test, are subject to further review at the discretion of CMS and 0MB. 

a. lZ] The State provides additional services under 1915(b)(3) authority. 
b. D The State makes enhanced payments to contractors or prov iders. 

c. D The State uses a sole-source procurement process to procure State Plan services 
under this waiver. 

d. D Enrollees in this waiver receive services under another ! 9 l 5(b) waiver program 
that includes additional waiver services under I 9 I 5(b)(3) authority; enhanced 
payments to contractors or providers; or sole-source procurement processes to 
procure State Plan services. Note: do not mark this box if this is a waiver/or 
transportation services and dental pre-paid ambulato1y health plans (PAHPs) 
that has overlapping populations with another waiver meeting one of these three 
criteria. For transportation and dental waivers alone, States do not need to 
consider cm overlapping population with another waiver containing additional 
services, enhanced payments, or sole source procurement as a trigger for the 
comprehensive waiver test. However, if the transportation services or dental 
PA HP waiver meets the criteria in a, b, or c for additional services, enhanced 
payments, or sole source procurement then the State should mark the appropriate 
box and process the waiver using the Comprehensive Test. 

If you marked any of the above, you must complete the entire preprint and your renewal waiver 
is subject to the Comprehensive Test. Jfyou did not mark any of the above, your renewal waiver 
(not conversion or initial waiver) is subject to the Expedited Test: 

• Do not complete Appendix D3 
• Attach the most recent waiver Schedule D, and the corresponding completed quarters of 

CMS-64.9 waiver and CMS-64.21 U Waiver and CMS 64.10 Waiver forms, and 
• Your waiver will not be reviewed by 0MB at the discretion a/CMS and 0MB. 

The following questions are to be completed in conjunction with the Worksheet Appendices. All 
narrative explanations should be included in the preprint. Where further clarification was needed, 
we have included additional information in the preprint. 
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Capitated portion of the waiver only: Type of Capitated Contract 
The response to this question should be the same as in A.l.b. 

a. ~ MC0 
The Section D template reflects Heritage Health services being provided via 
the MCO delivery system effective January t , 2017. The start of Rt is July 1, 
201 7. 

b. OPIHP 
c.~ PAHP 

The PAHP is a Dental Benefits Manager and administers Medicaid's dental 
services through network development and member education. The Dental 
Benefits Manager began October t , 2017. 

d. 0 Other (please explain): 

PCCM portion of the waiver only: Reimbursement of PCCM Providers 
Under this waiver, providers are reimbursed on a fee-for-service basis. PCCMs are reimbursed 
for patient management in the following manner (please check and describe): 

a. D Management fees are expected to be paid under this waiver. The management 
fees were calculated as follows. 
I. D First Year: 
2. 0 Second Year: 
3. D Third Year: 
4. 0 Fourth Year: 

b. 0 Enhanced fee for primary care services. Please explain which services will be 
affected by enhanced fees and how the amount of the enhancement was 
determined. 

c. D Bonus payments from savings generated under the program are paid to case 
managers who control beneficiary utilization. Under D.I.H.d., please describe the 
criteria the State will use for awarding the incentive payments, the method for 
calculating incentives/bonuses, and the monitoring the State will have in place to 
ensure that total payments to the providers do not exceed the Waiver Cost 
Projections (Appendix D5). Bonus payments and incentives for reducing 
utilization are limited to savings of State Plan service costs under the waiver. 
Please also describe how the State will ensure that utilization is not adversely 
affected due to incentives inherent in the bonus payments. The costs associated 
with any bonus arrangements must be accounted for in Appendix D3. Actual 
Waiver Cost. 

d. Other reimbursement method/amount. $ ___ . Please explain the State's 
rationale for determining this method or amount. 

Appendix D 1 - Member Months 

Please mark all that apply. 

For Initial Waivers only: 
a. D Population in the base year data 
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I . D Base year data is from the same population as to be included in the waiver. 
2. D Base year data is from a comparable population to the individuals to be 

included in the waiver. (Include a statement from an actuary or other 
explanation, which supports the conclusion that the populations are 
comparable.) 

b. D For an initial waiver, if the State estimates that not all eligible individuals will be 
enrolled in managed care, (i.e., a percentage of individuals will not be enrolled 
because of changes in eligibility status and the length of the enrollment process) 
please note the adjustment here. 

c. D (Required) Explain the reason for any increase or decrease in member months 
projections from the base year or over time: 

d. D [Required] Explain any other variance in el igible member months from BY to P2: 

e. D (Required) List the year(s) being used by the State as a base year: __ . If multiple 
years are being used, please 
explain: _____________________ _ 

f. D (Required] Specify whether the base year is a State fiscal year (SFY), Federal 
fiscal year (FFY), or other period __ . 

g. D [Required] Explain if any base year data is not derived directly from the State's 
MMIS fee-for-service claims data: 

For Conversion or Renewal Waivers: 
a. ~ [Required] Population in the base year and R I and R2 data is the population under 

the waiver. 

The following populations will remain outside of the waiver and cost­
effectiveness: 

• Aliens who are eligible for Medicaid for an emergency condition only. 
• Members who have excess income or who are designated to have a 

Premium Due and do not have continuous eligibility. 
• Members with Medicare coverage where Medicaid only pays co­

insurance and deductibles. 
• Members residing in a Correctional Facility eligible for an emergency 

condition only 
• Members participating in an approved DHHS PACE program 

b. ~ For a renewal waiver, because of the timing of the waiver renewal submittal, the 
State did not have a complete R2 to submit. Please ensure that the formulas 
correctly calculated the annualized trend rates. Note: it is no longer acceptable to 
estimate enrollment or cost data for R2 of the previous waiver period. 

c. ~ [Required) Explain the reason for any increase or decrease in member months 
projections from the base year or over time: 
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We have included the following member month quarterly increase to capture 
anticipated enrollment changes between the base and the Pl-PS time periods: 

• ABD0.3% 
• CHIP0.6% 
• Duals 0.3% 
• Family 0.6% 
• Ward 0.6% 

There is a slightly larger increase in membership for certain MEGs shown in 
July 2019 - June 2020 (column I on the IDI. Member Months! tab) due in 
part to the coverage of Share of Cost Members in certain living 
arrangements, that had previously not been enrolled in managed care. 
Member month information for this population was not included in RI and 
R2 for the Waiver, as it was not covered under the MCO or PAHP programs. 
Additionally, membership projections to Pl arc projected off of the 
enrollment from the CY17 Q4 (October- December 2017) which will cause 
slight variation in implied percentage growth from the aggregate base. 

d. D (Required] Explain any other variance in eligible member months from BY/RI to 
P2: 

e. ~ [Required] Specify whether the BY/R l /R2 is a State fisca l year (SFY), Federal 
fiscal year (FFY), or other period: RI is the second half of Calendar Year 2017 
(7/1/2017 to 12/31/2017). R2 is the first half of Calendar Year 2018 (1/1/2018 
to 06/30/2018). 

Appendix D2.S - Services in Actual Waiver Cost 
For Initial Waivers: 

a. D [Required] Explain the exclusion of any services from the cost-effectiveness 
analysis. For States with multiple waivers serving a single beneficiary, please 
document how all costs for waiver covered individuals taken into account. 

For Conversion or Renewal Waivers: 
a. ~ [Required] Explain if different services are included in the Actual Waiver Cost 

from the previous period in Appendix D3 than for the upcoming waiver period in 
Appendix DS. Explain the differences here and how the adjustments were made 
on Appendix DS: 

Effective 7/1/ 19, the State w ill provide NEMT Non-Ambulance services 
under the Heritage Health Managed Care program. The cost for these 
se.-vices is included in the capitation .-ates used for Pt- PS of the Waive.-, and 
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the change in expenditures appears as a program change in Section D 
Appendix S. 

Additionally, the State began a Dental Benefits Manager effective 10/1/17 
providing dental services under a PAHP, therefore the costs under this 
arrangement are not included in the first 3 months of Rt (July- September 
2017) but are included from October 2017 forward. The service cost addition 
will appear as a program change in Section D Appendix S. 

b. ~ [Required] Explain the exclusion of any services from the cost-effectiveness 
analysis. For States with multiple waivers serving a single beneficiary, please 
document how all costs for waiver covered individuals taken into account: 
School-Based Services and L TSS services are excluded from the Waiver for 
all time periods, as they are not a part of the Heritage Health program and 
are provided via FFS delivery under the State Plan Authority. 

Appendix D2.A-Administration in Actual Waiver Cost 

[X) [Required] The State allocated administrative costs between the Fee-for-service 
and managed care program depending upon the program stnicture. Note: initial 
programs will enter only FFS costs in the BY. Renewal and Conversion waivers 
will enter all waiver and FFS administrative costs in. the RI and R2 or BY. 

For Initial Waivers: 
a. For an initial waiver, please document the amount of savings that will be accrued 

in the State Plan services. Savings under the waiver must be great enough to pay 
for the waiver administration costs in addition to those costs in FFS. Please state 
the aggregate budgeted amount projected to be spent on each additional service in 
the upcoming waiver period in the chart below. Appendix DS should re flect any 
savings to be accrued as well as any additional administration expected. The 

. h Id I ff h d . . savmgs s ou at east o sett ea mm1strat1on. 
Additional Administration Savings 

Expense projected in 
State Plan 
Services 

(Service Example: Actuary, $54,264 savings 
in.dependent Assessment, EQRO, or .03 PMPM 
Enrollment Broker- See attached 
documenlationforjustiflcation of 
savinf{s.) 

NE03.RI I Renewal Submitted to CMS 04012019 
CMS approval effective July 1, 2019 - June 30, 2020 

Inflation 
projected 

9.97%or 
$5,411 

Amount projected to be 
spent in Prospective 

Period 
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Total Appendix OS Appendix OS should 
should reflect reflect this. 
this. 

The allocation method for either initial or renewal waivers is explained below: 

a. D The State allocates the administrative costs to the managed care program based 
upon the number of waiver enrollees as a percentage of total Medicaid enrollees. 
Note: this is appropriate for MCOIPCCM programs. 

b. ~ The State allocates administrative costs based upon the program cost as a 
percentage of the total Medicaid budget. It would not be appropriate to allocate 
the administrative cost of a mental health program based upon the percentage of 
enrollees enrolled. Note: this is appropriate for statewide PIHPIPAHP programs. 

The CMS 64.10 data for the Nebraska waiver reflect the approved allocation 
methodology for administrative expenses being allocated to the waiver 
program. MMIS administrative expenses are allocated to the Nebraska 
waiver based on the actual waiver program costs as a percentage of the total 
Medicaid program cost. 

The administrative costs reflected on Appendix D3 are consistent with costs 
that are being reported on the CMS 64.10 waiver forms. Waiver 
administrative costs also include I 00% of contract expenses solely applicable 
to the waiver program. For example, these include contract expenses for 
actuarial services. 

c. D Other (Please explain). 

Appendix D3 -Actual Waiver Cost 
a.~ The State is requesting a 191 S(b)(3) waiver in Section A.I.A.t.c and will be 

providing non-state plan medical services. The State will be spending a portion of 
its waiver savings for additional services under the waiver. 

For an initial waiver, in the chart below, please document the amount of savings 
that will be accrued in the State Plan services. The amount of savings that will be 
spent on 1915(b)(3) services must be reflected on Column T of Appendix OS in 
the initial spreadsheet Appendices. Please include a j ustification of the amount of 
savings expected and the cost of the 191 S(b )(3) services. Please state the 
aggregate budgeted amount projected to be spent on each additional service in the 
upcoming waiver period in the chart below. This amount should be reflected in 
the State's Waiver Cost Projection for Pl and P2 on Column W in Appendix DS. 
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Chart: Initial Waiver State-Specific 19 15(b)(3) Service Expenses and Projections 
1915(b)(3) Service Savings Inflation Amount projected to be 

projected in projected spent in Prospective 
State Plan Period 
Services 

(Service Example: 19 15(b)(3) $54,264 savings 9.97%or $59,675 or .03 PMPM Pl 
step-down nursing care services or .03PMPM $5,411 
jinancedji-om savingsji-om $62,488 or 03 PMPM P2 
inpatient hospital care. See 
attached documentation for 
justification of savings.) 
Total 

(PMPM in (PMPM in Appendix D5 
Appendix D5 Column W x projected 
Column Tx member months should 
projected correspond) 
member months 
should 
correspond) 

For a renewal or conversion waiver, in the chart below, please state the actual 
amount spent on each 1915(b)(3) service in the retrospective waiver period. T his 
amount must be built into the State's Actual Waiver Cost for R I and R2 (BY for 
Conversion) on Column H in Appendix 0 3. Please state the aggregate amount of 
19 l 5(b)(3) savings budgeted for each add itional service in the upcoming waiver 
period in the chart below. This amount must be built into the State's Waiver Cost 
Projection for Pl and P2 on Column Win Appendix D5. 
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Chart: Renewal/Conversion Waiver State-Specific 1915(b)(3) Service Expenses and 
p . f ro1ec ions 

191 S(b )(3) Service Amount Spent in 
Retrospective Period 

(Service Example: l9!5{b)(3) $1.75l,500or 
step-down 1111rsi11g care $.97 PMPM RI 
services fi11a11ced from 
savings from i11parie111 $!,959,l50or 
hospiral care. See at/ached $1.04 PMPM R2 or BY in 
doc11me11rario11 for Conversion 
i11stificatio11 ofsavinf!s.J 

Adult Substance Abuse BY -- $1.78 

Treatment Crisis BY -$0.00 
Intervention 

Crisis Stabilization BY -- $0.09 

Intensive Outpatient BY -- $0.06 

Psychiatric Nursing BY -- $0.18 
Services 

These adjustments vary by MEG. 
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Inflation Amount projected 
projected to be spent in 

Prosoective Period 
8.6%or $ 169,245 $2,128,395 or 1.07 

PMPM in Pl 

$2,291,216 or 110 
PMPMi11P2 

-4.2% Trend for Pl $1.63 in Pl 
4.4% Trend for P2 $1.70 in P2 
5.0% Trend for P3 $1.79 in P3 
5.0% Trend for P4 $1.88 in P2 
5.0% Trend for PS $1.97 in P2 

N/A Trend for Pl $0.00 in Pl 
N/A Trend for P2 $0.00 in P2 
N/A Trend for P3 $0.00 in P3 
N/A Trend for P4 $0.00 in P4 
N/A Trend for PS $0.00 in PS 

-4.2% Trend for Pt $0.08 in Pl 
4.4% Trend for P2 $0.08 in P2 
5.0% Trend for P3 $0.09 in P3 
5.0% Trend for P4 $0.09 in P4 
5.0% Trend for PS $0.10 in PS 

-4.2% Trend for Pl $0.05 in Pl 
4.4% Trend for P2 $0.06 in P2 
5.0% Trend for P3 $0.06 in P3 
5.0% Trend for P4 $0.06 in P4 
5.0% Trend for PS $0.07 in PS 

-4.2% Trend for Pl $0.17 in Pl 
4.4% Trend for P2 $0.17 in P2 
5.0% Trend for P3 $0.18 in P3 
5.0% Trend for P4 $0.19 in P4 
5.0% Trend for PS $0.20 in PS 
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b. 0 The State is including voluntary populations in the waiver. Describe below how 
the issue of selection bias has been addressed in the Actual Waiver Cost 
calculations: 

c. [Zl Capitated portion of the waiver only -- Keinsurance or Stop/Loss Coverage: 
Please note how the State will be providing or requiring reinsurance or stop/loss 
coverage as required under the regulation. States may require 
MCOs/PlHPs/PAHPs to purchase reinsurance. Simi larly, States may provide 
stop-loss coverage to MCOs/PIHPs/PAHPs when MCOs/PIHPs/PA HPs exceed 
certain payment thresholds for individual enrollees. Stop loss provisions usually 
set limits on maximum days of coverage or number of services for which the 
MCO/PIHP/PAHP will be responsible. l fthe State plans to provide stop/loss 
coverage, a description is required. The State must document the probability of 
incurring costs in excess of the stop/loss level and the rrequency of such 
occurrence based on FFS experience. The expenses per capita (also known as the 
stop-loss premium amount) should be deducted from the capitation year projected 
costs. In the initial application, the effect should be neutral. In the renewal report, 
the actual reinsurance cost and claims cost should be reported in Actual Waiver 
Cost. 

Basis and Method: 
I. D The State does not provide stop/loss protection for MCOs/PIHPs/PAHPs, 

but requires MCOs/PIHPs/PAHPs to purchase reinsurance coverage 
privately. No adjustment was necessary. 

2. ~ The State provides stop/ loss protection (please describe): Risk corridor 
protection exists in the Heritage Health program such that (a) profit 
shall not exceed three percent per year and (b) losses shall not exceed 
three percent per year in CY 17, as a percentage of the aggregate of all 
income and revenue earned by the contractor and related parties, 
including parent and subsidy companies and risk-bearing partners 
under the contract. 

d. 0 Incentive/bonus/enhanced Payments for both Capitated and fee-for-service 
Programs: 

I. 0 [For the capitated portion of the waiver] the total payments under a 
capitated contract include any incentives the State provides in addition to 
capitated payments under the waiver program. The costs associated with 
any bonus arrangements must be accounted for in the capitated costs 
(Column D of Appendix D3 Actual Waiver Cost). Regular State Plan 
service capitated adjustments would apply. 

1. Document the criteria for awarding the incentive payments. 
11. Document the method for calculating incentives/bonuses. 
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111. Document the monitoring the State will have in place to ensure that total 
payments to the MCOs/PIHPs/PAHPs do not exceed the Waiver Cost 
Projection. 

2. D For the fee-for-service portion of the waiver, all fee-for-serv ice must be 
accounted for in the fee-for-service incentive costs (Column G of 
Appendix D3 Actual Waiver Cost). For PCCM providers, the amount 
listed should match information provided in D.I.D Reimbursement of 
Providers. Any adjustments applied would need to meet the special 
criteria for fee-for-service incentives if the State elects to provide 
incentive payments in addition to management fees under the waiver 
program (See D.1.1.e and DJ.J.e) 

i. Document the criteria for awarding the incentive payments. 

ii. Document the method for calculating incentives/bonuses. 

iii. Document the monitoring the State will have in place to ensure that total 
payments to the MCOs/PIHPs/PAHPs/PCCMs do not exceed the Waiver 
Cost Projection. 

Current Initial Waiver Adjustments in the preprint 

Appendix D4 - Initial Waiver - Adjustments in the Projection 
OR Conversion Waiver for DOS within DOP 

This is a Renewal waiver for DOP; skip to J. 

Appendix D4 - Conversion or Renewal Waiver Cost Projection and Adjustments 

If this is an Initial waiver submission, skip this section. States may need to make certain 
adjustments to the Waiver Cost Projection in order to accurately reflect the waiver program. If 
the State has made an adjustment to its Waiver Cost Projection, the State should note the 
adjustment and its location in Appendix D4, and include information on the basis and method, 
and mathematically account for the adjustment in Appendix D5. 

CMS should examine the Actual Waiver Costs to ensure that if the State did not implement a 
programmatic adjustment built into the previous Waiver Cost Projection, that the State did not 
expend funds associated w ith the adjustment that was not implemented. 

If the State implements a one-time only provision in its managed care program (typically 
administrative costs), the State should not reflect the adjustment in a permanent manner. CMS 
should examine future Waiver Cost Projections to ensure one-time-only adj ustments are not 
permanently incorporated into the projections. 
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a. State Plan Services Trend Adjustment - the State must trend the data forward to reflect 
cost and utilization increases. T he RI and R2 (BY for conversion) data already include 
the actual Medicaid cost changes for the population enrolled in the program. This 
adjustment reflects the expected cost and utilization increases in the managed care 
program from R2 (BY for conversion) to the end of the waiver (P2). Trend adjustments 
may be service-specific and expressed as percentage factors. Some states calculate 
uti lization and cost separately, while other states calculate a single trend rate. The State 
must document the method used and how util ization and cost increases are not 
duplicative if they are calculated separately. This adjustment must be mutually 
exclusive of programmatic/policy/pricing changes and CANNOT be taken twice. 
The State must document how it ensures there is no duplication with 
programmatic/policy/pricing changes. 
I . lZ] [Required, if the State's BY or R2 is more than 3 months prior to the beginning of 

PI J The State is using actual State cost increases to trend past data to the current 
time period (i.e., trendingfrom 1999 to present) The actual trend rate used is: 
5.5% for Pt, 4.7% for P2, 5.4% for P3, 5.4% for P4, and 5.4% for PS. When 
possible actual managed care capitation rates were used to evaluate the cost 
of services covered under the waiver. The rating trend inherent in these 
capitation rates serves as the basis for the actual trend rates used to project 
the base experience forward to Pl for capitated services. For services 
provided via a FFS delivery system, actual cost data over time was analyzed 
to determine the trend rate. Trend development utilizes 3, 6, and 12 month 
moving averages (MMA) over the course of the base data period. 

2. IZ] [Required, to trend BY/R2 to Pl and P2 in the future) When cost increases are 
unknown and in the future, the State is using a predictive trend of either State 
historical cost increases or national or regional factors that are predictive of future 
costs (same requi rement as capitated rate-setting regulations) (i.e. , trendingfrom 
present into the future). 
i. lZ] State historical cost increases. Please indicate the years on which the rates 

are based: CYtS-16 FFS and MCO/PIHP data, as well as CY17 MCO 
data underlying the Heritage Health rate development was used to 
develop trends. The trend rates used for waiver projection are the 
same as those used in the actuarially sound capitation rate 
development. In addition, please indicate the mathematical method used 
(multiple regression, linear regression, chi-square, least squares, 
exponential smoothing, etc.). Finally, please note and explain if the State's 
cost increase calculation includes more factors than a price increase such 
as changes in technology, practice patterns, and/or units of service PMPM. 
The state plan service trend factor from the base year to Pt reflects an 
overall annual trend of 5.5% applied from the midpoint of the BY 
( 12/30/17) to the midpoint of Pl (12/30/ 19). The state plan service 
trend factor from the midpoint of Pl to the midpoint of P2 reflects an 
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overall annual trend of 4.7%. The state plan service trend factor from 
the midpoint of P2 to P3, P3 to P4, and P4 to PS are each an overall 
annual trend of S.4%. The Pl-PS trends are consistent with trend 
assumptions used in the development of capitation rates for Heritage 
Health. These trends vary by rating cohort and have been mapped 
into the respective MEGs in the waiver template. Similar to the 
Heritage Health approach, the Dental Benefits Manager trends vary 
by rating cohort and have been mapped into the respective MEG in 
the waiver template. Medical PMPM trends include changes in 
practice patterns, units of service, and utilization. 

ii. D National or regional factors that are predictive of this waiver's future 
costs. Please indicate the services and indicators used ______ . In 
addition, please indicate how this factor was determined to be predictive 
of this waiver's future costs. Finally, please note and explain if the State's 
cost increase calculation includes more factors than a price increase such 
as changes in technology, practice patterns, and/or units of service PMPM. 

3. D The State estimated the PMPM cost changes in units of service, technology and/or 
practice patterns that would occur in the waiver separate from cost increase. 
Util ization adjustments made were service-specific and expressed as percentage 
factors. The State has documented how utilization and cost increases were not 
duplicated. This adjustment reflects the changes in util ization between R2 and Pl 
and between years P I and P2. 

1. Please indicate the years o n which the utilization rate was based (if 
calculated separately only). 

11. Please document how the utilization did not duplicate separate cost 
increase trends. 

b. ~ State Plan Services Programmatic/Policy/Pricing Change Adjustment: These 
adjustments should account for any programmatic changes that are not cost neutral and 
that affect the Waiver Cost Projection. For example, changes in rates, changes brought 
about by legal action, or changes brought about by legislation. For example, Federal 
mandates, changes in hospital payment from per diem rates to Diagnostic Related Group 
(DRG) rates or changes in the benefit coverage of the FFS program. This adjustment 
must be mutually exclusive of trend and CANNOT be taken hvice. The State must 
document how it ensures there is no duplication with trend. If the State is changing 
one of the aspects noted above in the FFS State Plan then the State needs to estimate the 
impact of that adjustment. Note: FFP on rates cannot be claimed until CMS approves the 
SPA per the 112/01 SMD letter. Prior approval of capitation rates is contingent upon 
approval of the SPA. The R2 data was adjusted for changes that will occur after the R2 
(BY for conversion) and during PI and P2 that affect the overall Medicaid program. 
Others: 

Additional State Plan Services(+) 
• Reductions in State Plan Services(-) 
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• Legislative or Court Mandated Changes to the Program Structure or fee schedule 
not accounted for in Cost increase or pricing ( +/-) 

• Graduate Medical Education (GME) Changes - This adjustment accounts for 
changes in any GME payments in the program. 42 CFR 438.6(c)(5) specifies that 
States can include or exclude UM E payments from the capitation rates. However, 
GME payments must be included in cost-effectiveness calculations. 

• Copayment Changes - This adjustment accounts for changes from R2 to PI in any 
copayments that are collected under the FFS program, but not collected in the 
MCO/PIHP/PAHP capitated program. States must ensure that these copayments 
are included in the Waiver Cost Projection if not to be collected in the capitated 
program. If the State is changing the copayments in the FFS program then the 
State needs to estimate the impact of that adjustment. 

I . 0 The State has chosen not to make an adjustment because there were no 
programmatic or policy changes in the FFS program after the MMIS claims tape 
was created. In addition, the State anticipates no programmatic or policy changes 
during the waiver period. 

2. IZ] An adjustment was necessary and is listed and described below: 
i. IZ] The State projects an externally driven State Medicaid managed care rate 

increases/decreases between the base and rate periods. 
For each change, please report the following: 
A. D The size of the adjushnent was based upon a newly approved State 

Plan Amendment (SPA). PMPM size of adjustment __ _ 
B. D The size of the adjustment was based on pending SPA. 

Approximate PMPM size of adjustment __ _ 
C. D Determine adjustment based on currently approved SPA. PMPM 

size of adj ushnent __ _ 
D. D Determine adjustment for Medicare Part D dual eligibles 
E. IZ] Other (please describe): The program changes are based on 

developed managed care rates (Heritage Health and PAHP) for 
different time periods. When possible, known capitation rates 
were used to project Pl costs as accurately as possible. 

ii. 0 The State has projected no externally driven managed care rate 
increases/decreases in the managed care rates. 

iii. 0 The adjustment is a one-time only adjustment that should be deducted out 
of subsequent waiver renewal projections (i .e., start-up costs). Please 
explain: 

iv. 0 Changes brought about by legal action (please describe): 
For each change, please report the following: 
A. D The size of the adjustment was based upon a newly approved State 

Plan Amendment (SPA). PMPM size of adjustment __ _ 
B. D The size of the adjustment was based on pending SPA. 

Approximate PMPM size of adjustment __ _ 
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C. D Determine adjustment based on currently approved SPA. PMPM 
size of adjustment __ _ 

D. D Other (please describe): 
v. ~ Changes in legislation (please describe): 

For each change, please report the following: 
A. D The size of the adjustment was based upon a newly approved State 

Plan Amendment (SPA). PMPM size of adjustment __ _ 
B. D The size of the adjustment was based on pending SPA. 

Approximate PMPM size of adjustment __ _ 
C. ~ Determine adjustment based on currently approved SPA. PMPM 

size of adjustment _ 
Programmatic changes reflected in the adjustment factor from 
Rl/R2 to Pl include: 

Policy: 
o State began a Dental Benefits Manager effective 10/1/17 

providing dental services under a PAHP, therefore the 
costs under this arrangement are not included in the 
first 3 months of Rl (July - September 2017) but are 
included from October 2017 forward. 

o Effective 7/1/19, the State will provide NEMT Non­
Ambulance services under the Heritage Health 
Managed Care program. The cost for these services is 
included in the capitation rates used for Pt-PS of the 
Waiver but is excluded from Rt/R2. 

o Periodic provider fee changes for specific providers and 
services, including APR DRG reweighting and provider 
rate increase that occurred 7/1/18, clinical lab fee 
changes, rates for FQHC/RHC/IHS facilities, and 
general provider rate increase effective 7/1/19 occurring 
between the base and Pt contribute to the overall 
impact of program changes. 

The overall impact for these changes in Pl is -3.1 % to MEG 1, 
3.1% to MEG 2, 3.7% to MEG 3, 10.6% to MEG 4 and 15.4% 
to MEGS. 

Program changes are not included for P2 through PS because 
it is currently not known what policy changes the State may 
pursue. 

D. D Other (please describe): 
vi. D Other (please describe): 

A. D The size of the adjustment was based upon a newly approved State 
Plan Amendment (SPA). PMPM size of adjustment __ _ 
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The size of the adjustment was based on pending SPA. 
Approximate PMPM size of adjustment: 

B.0 

c. • Detem,ine adjustment based on currently approved SPA. PMPM 
size of adj ustment __ _ 

L>. D Other (please describe): 
vii. D Other (please describe): 

A. 0 The size of the adjustment was based upon a newly approved State 
Plan Amendment (SPA). PMPM size of adjustment __ _ 

B. D The size of the adjustment was based on pending SPA. 
Approximate PMPM size of adjustment __ _ 

C. D Detem1ine adjustment based on currently approved SPA. PMPM 
size of adj ustrnent __ _ 

D. 0 Other (please describe): 

c. 0 Administrative Cost Adjustment: This adjustment accounts for changes in the 
managed care program. The administrative expense factor in the renewal is based on the 
administrative costs for the eligible population participating in the waiver for managed 
care. Examples of these costs include per claim claims processing costs, additional per 
record PRO review costs, and additional Surveillance and Utilization Review System 
(SURS) costs; as well as actuarial contracts, consulting, encounter data processing, 
independent assessments, EQRO reviews, etc. Note: one-time administration costs should 
not be built into the cost-effectiveness test on a long-term basis. States should use all 
relevant Medicaid administration claiming rules for administration costs they attribute to 
the managed care program. If the State is changing the administration in the managed 
care program then the State needs to estimate the impact of that adjustment. 
1. 0 No adjustment was necessary and no change is anticipated. 
2. 0 An administrative adjustment was made. 

i. 0 Administrative functions will change in the period between the beginning 
of P I and the end of P2. Please describe: 

ii . 0 Cost increases were accounted for. 
A. D Detem,ine administration adjustment based upon an approved 

contract or cost allocation plan amendment (CAP). 
B. 0 Detem,ine administration adjustment based on pending contract or 

cost allocation plan amendment (CAP). 
C. 0 State Historical State Administrative Inflation. The actual trend 

rate used is: 
Please document how that trend was calculated: 
An annual trend rate of 5% was used to project base period 
costs to Pl-PS, consistent with historical and reference 
administrative cost increases. 

D. 0 Other (please describe): 
An adjustment to increase administrative cost was included for 
a standard administrative cost growth between the base period 
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and Pl to PS. The cost growth is based on previous experience 
and reference information and ensures that the administrative 
costs on a percentage of total waiver costs remains consistent 
for each of Pt-PS. 

iii. D [Required, when State Plan services were purchased through a sole source 
procurement with a governmental entity. No other State 
administrative adjustment is allowed.] If cost increase trends are 
unknown and in the future, the State must use the lower of: Actual 
State administration costs trended forward at the State historical 
administration trend rate or Actual State administration costs 
trended forward at the State Plan services trend rate. Please 
document both trend rates and indicate which trend rate was used. 

A. Actual State Administration costs trended forward at the State 
historical administration trend rate. Please indicate the years on 
which the rates are based: base years _______ In 
addition, please indicate the mathematical method used (multiple 
regression, linear regression, chi-square, least squares, exponential 
smoothing, etc.). Finally, please note and explain if the State's cost 
increase calculation includes more factors than a price increase. 

B. Actual State Administration costs trended forward at the State Plan 
Service Trend rate. Please indicate the State Plan Service trend rate 
from Section D.I.J.a. above ---

d. 191S(b)(3) Trend Adjustment: The State must document the amount of l915(b)(3) 
services in the R l/R2/BY Section D.I.H.a above. The RI /R2/BY a lready includes the 
actual trend for the 191 S(b )(3) services in the program. This adjustment reflects the 
expected trend in the I 9 I 5(b )(3) serv ices between the R2/BY and PI of the waiver and 
the trend between the beginning of the program (PI) and the end of the program (P2). 
Trend adjustments may be service-specific and expressed as percentage factors. 
I. ~ [Required, if the State's BY or R2 is more than 3 months prior to the beginning of 

PI to trend BY or R2 to PI] T he State is using the actual State historical trend to 
project past data to the current time period (i.e., trending/ram 1999 to present). 
The actual documented trend is: -4.2%. When possible actual managed care 
capitation rates were used to evaluate the cost of services covered under the 
waiver. The change from capitation rates effective during Rt/Rl based on 
MCO/PIHP experience, to the capitation rates developed using Heritage 
Health experience serves as the basis to project the base experience forward 
to Pt for capitated services. 

2. ~ (Required, when the State's BY or R2 is trended to P2. No other 1915(b)(3) 
adjustment is allowed] If trends are unknown and in the future (i.e., trendingfrom 
present into the.future), the State must use the lower of State historical I 9 I 5(b)(3) 
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trend or the State' s trend for State Plan Services. Please document both trend rates 
and indicate which trend rate was used. 
i. 0 State historical I 9 I 5(b)(3) trend rates: 

I. Please indicate the years on which the rates are based: 

19 1S(b}(3) trends use CY17, 1/1/17-12/31/17. 

2. Please indicate the mathematical method used (multiple regression, 
linear regression, chi-square, least squares, exponential smoothing, 
etc.): 

The historical 191S(b}(3) trends observed have been variable. A -
4.2% annual trend factor was included for these services for Pl, 
which is less than the S.So/o state plan service trend used to trend 
the base to Pt . The trend was applied from the midpoint of the 
base period (12/30/17) to the midpoint of Pl. Pl was trended 
fonvard to the midpoint of P2 at a 4.4% annual trend. The b(3) 
trend in P2 remains less than the state plan service trend of 4.7%. 
Likewise, the b(3) trend in P3, P4, and PS of S.0%, S.0%, and 
S.0% respectively are less than the state plan service trend for P3, 
P4, and PS of S.4%, S.4%, and S.4% respectively. In order to 
develop the trend component of the b(3) inflation factors, 
Optumas used the trends developed in the Heritage Health rate 
development to project b(3) costs from Rl /2 to Pl-S. 

ii. 0 State Plan Service Trend 
I. Please indicate the State Plan Service trend rate from Section 

D.I.J.a. above: 

e . lncentives (not in capitated payment) Trend Adjustment: Trend is limited to the rate for 
State Plan services. 

l. List the State Plan trend rate by MEG from Section D.J.J.a above: 
2. List the Incentive trend rate by MEG if different from Section D.l.J.a above: 
3. Explain any differences: 

f. Other Adjustments including but not limited to federal government changes. (Please 
describe): 

• If the federal government changes policy affecting Medicaid reimbursement, the 
State must adjust PI and P2 to reflect all changes. 

• Once the State' s FFS institutional excess UPL is phased out, CMS will no longer 
match excess institutional UPL payments. 
• Excess payments addressed through transition periods should not be 

included in the 191 S(b) cost-effectiveness process. Any State with excess 
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payments should exclude the excess amount and only include the 
supplemental amount under I 00% of the institutional UPL in the cost 
effe.ctiveness process. 

• For all other payments made under the UPL, including supplemental 
payments, the costs should be included in the cost effectiveness 
calculations. This would apply to PCCM enrollees and to PAHP, PIHP or 
MCO enrollees if the institutional services were provided as FFS 
wrap-around. The recipient of the supplemental payment does not matter 
for the purposes of this analysis. 

• Pharmacy Rebate Factor Adjustment (Conversion Waivers Only)*: Rebates 
that States receive from drug manufacturers should be deducted from Base Year 
costs if pharmacy services are included in the capitated base. If the base year costs 
are not reduced by the rebate factor, an inflated BY would result. Pharmacy 
rebates should also be deducted from FFS costs if pharmacy services are impacted 
by the waiver but not capitated. 

Basis and Method: 
I. D Determine the percentage of Medicaid pharmacy costs that the rebates 

represent and adjust the base year costs by this percentage. States may want to 
make separate adjustments for prescription versus over the counter drugs and 
for different rebate percentages by population. States may assume that the 
rebates for the targeted population occur in the same proportion as the rebates 
for the total Medicaid population, which includes accounting for Part D dual 
eligibles. Please account for this adjustment in Appendix D5. 

2. 0 The State has not made this adjustment because pharmacy is not an included 
capitation service and the capitated contractor's providers do not prescribe 
drugs that are paid for by the State in FFS or Part D for the dual eligibles. 

3. 0 Other (please describe): 

I . 0 No adjustment was made. 
2. ~ T his adjustment was made (Please describe). This adjustment must be mathematically 

accounted for in Appendix D5. 

All figures reported on Appendix D3 and Appendix D5 are net of Pharmacy rebates, 
thus no program change appears in Appendix D5 to remove rebates. Pharmacy 
rebates are removed from capitation rates prior to the calculation of Waiver 
expenditures in the prospective period, and pharmacy rebates are removed from 
actual expenditures in the retrospective period. 

Appendix D5 - Waiver Cost Projection 
The State should complete these appendices and include explanations of all adjustments in 
Section D.1.1 and D.I.J above. 

Appendix D6- RO Targets 
The State should complete these appendices and include explanations of all trends in enrollment 
in Section D.I.E. above. 
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Appendix D7 - Summary 
a. Please explain any variance in the overall percentage change in spending from BY/Rl 

to P2. 
I. Please explain easclua<l changes eunlributing lu the overall annuali~e<l rate uf 

change in Appendix D7 Column I. This response should be consistent with or 
the same as the answer given by the State in Section D.I.E.c & d. 

We have included the following member month quarterly increase to capture 
anticipated enrollment changes between the base and the Pl-PS time periods: 

• ABD0.3% 
• CHIP0.6% 
• Duals 0.3% 
• Family 0.6% 
• Ward 0.6% 

There is a slightly larger increase in membership for certain MEGs shown in 
July 2019 - J une 2020 (column I on the IDJ. Member Months! tab) due in 
part to reflecting the coverage of Share of Cost Members in certain living 
arrangements, that had previously not been enrolled in managed care. 
Member month information for this population was not included in Rl and 
R2 for the Waiver, as it was not covered under the MCO or PAHP programs. 
Additiona lly, membership projections to Pl a re projected off of the 
enrollment from the CY 17 Q4 (October - December 2017) which will cause 
slight variation in implied percentage growth from the aggregate base. 

2. Please explain unit cost changes contributing to the overall annualized rate of 
change in Appendix D7 Column I. This response should be consistent with or 
the same as the answer given by the State in the State's explanation of cost 
increase given in Section D.1.1 and D.I.J. 

The state plan service trend factor from the base year to Pl reflects an 
overall annual t rend of S.So/o applied from the midpoint of the BY (12/30/ 17) 
to the midpoint of Pt (12/30/19). The state plan service trend factor from 
the midpoint of Pl to the midpoint of P2 reflects an overall annual trend of 
4.7%. The state plan service trend factor from the midpoint of P2 to P3, P3 
to P4, and P4 to PS a re each an overall annual trend of S.4%. The Pl-PS 
trends are consistent with trend assumptions used in the development of 
capita tion rates for the Heritage Health and Dental Benefits Manager 
Program. These trends vary by rating cohort and have been mapped into the 
respective MEGs in the waiver template. Similar to the Heritage Health 
approach, the Dental Benefits Manager trends vary by rating cohort and 
have been mapped into the respective MEG in the waiver templa te. Medical 
PM PM ti-ends include changes in p.-actice patte,-ns, units of service, a nd 
utiliza tion. 
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The historical 191S(b)(3) trends observed have been variable. A -4.2% 
annual trend factor was included for these services for Pl, which is less than 
the S.S¾ state plan service trend used to trend the base to Pl. The trend was 
applied from the midpoint of the base period (12/30/17) to the midpoint of 
Pl. Pl was trended forward to the midpoint of P2 at a 4.4% annual trend. 
The b(3) trend in P2 remains less than the state plan service trend of 4.7%. 
Likewise, the b(3) trend in P3, P4, and PS of S.0%, S.0%, and S.0% 
respectively are less than the state plan service trend for P3, P4, and PS of 
S.4%, S.4%, and S.4% r espectively. 

3. Please explain util ization changes contributing to the overall annualized rate of 
change in Appendix D7 Column I. This response should be consistent with or 
the same as the answer given by the State in the State's explanation of utilization 
given in Section D.1.1 and D.I.J: 

The state plan service trend factor from the base year to Pl reflects an 
overall annual trend of S.S¾ applied from the midpoint of the BY (12/30/17) 
to the midpoint of Pl (12/30/19). The state plan service trend factor from 
the midpoint of Pl to the midpoint of P2 reflects an overall annual trend of 
4.7% . The state plan service trend factor from the midpoint of P2 to P3, P3 
to P4, and P4 to PS are each an overall annual trend of S.4% . The Pt-PS 
trends are consistent with trend assumptions used in the development of 
capitation rates for the Heritage Health and Dental Benefits Manager 
Program. These trends vary by rating cohort and have been mapped into the 
respective MEGs in the waiver template. Similar to the Heritage Health 
approach, the Dental Benefits Manager trends vary by rating cohort and 
have been mapped into the respective MEG in the waiver template. Medical 
PM PM trends include changes in practice patterns, units of service, and 
utilization. 

The historical 191S(b)(3) trends observed have been variable. A -4.2% 
annual trend factor was included for these services for Pl, which is less than 
the S.S% state plan service trend used to trend the base to Pl. The trend was 
applied from the midpoint of the base period (12/30/17) to the midpoint of 
Pl. Pt was trended forward to the midpoint of P2 at a 4.4% annual trend. 
The b(3) trend in P2 remains less than the state plan service trend of 4.7% . 
Likewise, the b(3) trend in P3, P4, and PS of S.0% , S.0% , and S.0% 
respectively are less than the state plan service trend for P3, P4, and PS of 
S.4%, S.4% , and S.4% respectively. 
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Please note any other principal factors contributing to the overall annualized rate of change in 
Appendix D7 Column I. 

Part II: Appendices D. 1-D.7 

Please see attached Excel spreadsheets. 

Seetien D: Cast Effeetiveness 

Ple~trful'-t6st Ef'.f.eeth·ene~~~eparete ~ 
deeument) when filling eut this seetien. Cost effeetiveness is one of tile three elements 
req1:1ired of a I 9 I 5(1l) wai•,·er. Slates m1:1s1 demonstrate t.l!at their wai'.'er east f)rejeetiens are 
Feasonal;ile and eonsistent with stat11te, Fegt1lation and g11idanee. The State m11st flFojeet wai·,·er 
eKpenditures fer the 11pcoming waiver period, called Prospective Year I (PI) through 
ProspeetiYe Year 5 (PS). The Slate 1H11st then spend tmder that 13rojeetio1i fur the d11ration of the 
waiver. 111 order fer CMS to renew a 1915(1:>) waiver, a State must denrnnstrate that tile wai'<'er 
was less than tlie projection d11ring the retresf)eefr,·e two year 13eriod. 

A eomplete ap13lieation ineludes the State eomf)leting the seven A1313endiees and the Seetion D. 
State Completion Section of the Preprint: 

AppendiK DI. Memaer Months 
Ap13endiN D2.S Ser.·iees in the Aet!!al Waiver Gest 
AppendiK D2.A Administrntien in the Ae1t1al WaiYer Gest 
AppendiN D3 . Aet!!al Wai,·er Gest 
Appendi,1 D4 . Adj11stments in Projection 
AppendiK D5. Wai·1er Gest Prajectien 
Ap13endin De. RO Targets 
¼PefidiN D7. Summary Slieet 

States should eeRlfJlete the A13pendiees loirst and4keR-tleseriae tile Appendiees in the State 
Completion Section of the Preprint. Each State should modify the spreadsheets lo reflect their 
owfl program strncture. Technical assistance is availaale through each State's CMS Regional 
~ 

Part I: State Completion Section 

AsSllraRGE!S 
f. [ReEJ11ired) ThFeugll tile s11amissi01l of this wai\·er, the State ass11res CMS: 

• The loiseal staff in the Medieaid ageAcy has re•,·iewed these ealeulatioiis for 
acettFacy and attests 10 tlleir eo1Tectness. 

• The State assures CMS that 1he aetual wai,·eF eosts will ae less thaA or 
eEJual to er tile State's wai,·er eost prejeetion. 
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• 

• 

• 

g. 

h. 

I. 

j. 

Caf)ilaled rates will be set fellewing the reqtc1irements ef 12 GFR 138.1 
11nd 138.5 and will be stc1bmit1ed ta the CMS Regienal Offiee fer aflfJF8Yal. 
Caflila1ed l 915(b)(3) sen·iees will be set in an ae1uarially setc1nd n1anner 
based enly en af)f)reved I 9 I 5(b)(3) serviees anr:1 their adminislratien 
stc1e_jeet ta CMS l{O fJrier aflflr8',al. 
The Stale will meniter, en a reglllar basis, 1he eesl effeeti•;eness efthe 
wai\•er (fer el!ani1ile, the State niay ee111f)are lhe PMPM Aeaml \liai\·er 
Cast frem lhe CMS 61 ta lhe af)f)reved Waiver Cast Prejeetiens). If 
elianges are needed, I-he State will stc1bniit a fJrespeeti\•e aHiendment 
medifyi11g tlie Wai\•er Gest Prejee1ie11s. 
The Stale will stc1bn1i1 quarterly actual member ment,h enrellme11t statistics 
by MEG iH eeajtc1nction witli the State's submitted CMS 61 femis. 
Name ef Medicaid 1-ina,icial Officers making tliese assttrances: Heather • 
belie-I~ 
Telef}hone Ntc1mber: Heather besehinsli)· (402)471 918S; Emi Giles 
(402) 471 936S. 
E mail: Emi.Giles@nebrasl10.gev; Heether.Lesehinslw@nebn sl,a.ge~· 
The State is clmesing te report vlaiver eltf)endiH1res based en: 

BJ date of f}ayment. 
D date efservice within date efpayn1enl. Tlie State understands llie 
additional reporting reqtc1ire1ttents in the CMS 61 and has used the east 
effectiveness spreadsheets designed specifically fer reperting by date ef 
serviee v,ithin day of paynieHI. The Slate will stc1brttit an initial test tc1pon 
tlie first renewal and then an initial and final test (for the preceding 4 
years) Mf)en the see011d re11ewal and thereafter. 

Far ReRewal Waivers ORiy (Rat sanversisn) !expedited er C0A1preileRsive +est 

Te previde infermatien en the waiver pregram ta determine whether the 
·n•aiver will be Stc1bjeet ta the Elipeaited er CempreheHsive east 
effeeth·eness test. Ne1e: Alt ll'lli1·e1·s, e1•e11 lh95e ehgihfo/0r /he E.~pediled 
lest, ore subject Mfiwl.~e1· re1·iew 81 1.¼e discretion of G',1-S w1d OM-B. 
a. [2] The State pre•;ides additienal services under I 915(b)(3) atc11herily. 
b. D The State makes enhaneee payments to eontraetors or providers. 

e. D The Stale uses a sole seuree proeuremenl proeess 10 proeure State 
Plan services under tliis waiver. 
d. D enrollees in this waiver reeei\·e services tc1nder another 191 S(b) 
waiver pregram that i1~cltc1des additienal ..,,.ai·fer ser>,•ices tc1nder 19 I 5(b)(3) 
atc1thority; enhaneed payments to eontraetors or pro.,,iders; or sole sotc1ree 
proeureme,it proeesses to proetc1re Stele Plan se,viees. ll/-e,•e: de oet mllrh 
/His hBx ijlhi.9 is a 11;:1iw:.·1-J01· !nmspB,··wtiBn se,,.ices tmd d-t.·11/a/ pre p{l/d 

llmhul-8,•eiJ' hellhl1 p.'-t111s (P,4#P.s) thllt h65 e1-edt1-J91Ji,•,g p&p111-81ie11s wi,•h 
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a,·1erke1· l,·ei-,;e1· 111ee,•i11g e,·,e 0:f1hese ,•!wee eri,eria. ,kfJr 1,··a11spe1·1-atie11 a11tl: 
tl-ema.' wai1'&-s al-tme, S/a1es de 110t 1wed 10 e011sider au 01·e1·/0fr!Ji11-g 
p<>tJ11,'-e1ie11 wilh t.·1101her 11·afre,·· ee111ai11ing adfi.i1ie11a.' se,··1·iee5, e11,4mwed 
JHtymen.'s, 0r s0,!e s011ree pl'Bew·emen.' as a !rigger fer the e0mprehe11si1·e 
ll'afrer ,es,. f-J011•e1'&·, if 1he tra11sp01·1a1i011 serl'iee.1 0r dema( ,11,1111' 
ll'ah·er mee,'S the ed,•eria /11 a, b, 0r efor addi//0,wt.' sen·iees, enhmwed 
payme111s. 01· wk sotwee pl'0ctwemeo: :he11 :he Siale sk011td mark /he 
Ofr!Jr<>tJria/e box cmdpl'0eess Ike wai,·er usiug lhe Ctmtprehensi\'e Te.1:. 

If you H1arked a Hy of tl1e aboYe. yeu tflust eoHlf)lete tl1e en lire f)l'ef)rint and )'our renewal waiver 
is subject lo 1he Comprel1ensive Test. If you did not ,nark any of the abO\'e, your renewal waiver 
(not eonversion or initial wai·,•er) is subjeet to the ei<f)edited Test: 

• De net eemf)lete ,',ppendi:< 0 3 
• Attaeh the most reeent wai•ier Sehedule D. and the eorreSf)OtidiAg eemf)leted EJUarters of 

CMS 64 .9 waiver and CMS 64 .21 U Waiver a11d CMS 64 . IO Waiver fem1s, and 
• Your wai~•er will net be re~·iewed by 0MB a,' l,4e rkscreNe11 of CM£ Miff OM-B. 

The fellowing EJuesliens are te be eempleteEI iA eeajuAetien with the Worksheet Appenaiees. All 
nllfrali·,e eiifJlanatiens should be ineluEleEI in tl1e f)ref)rint. Wl1ere further elarifieation was needed, 
we Rave ineludeEI adaitienal infem1ation in the f)ref)rint. 

Ca~itated ~eftieR el the wai,<er enly: Ty~e el Ca~itated CeRtract 
The response le this EJUestien sheulEI be the same as in A.l.h. 

a. [gjMCO 
The Seetien D template FeAeets Heritage Health ser1iees being pre~•ided •;ie 
the MCO deli•ieFy s~•stem dHFing e«eeti~•e Jen1111Fy!!!!:h: 1, 2017 whieh is the 
steFt ef RI. 

b. 0 PIHP 
e. D) PAMP 

The PAHP is a DeRtel BeRelits MenegeF end edministeFs Medieeid's dental 
serviees thre11gh netweFlc de¥elepment end member ed11eetion. The Dentel 
Benefits Manager began OeteheF I, 2017. 

El. D Other (l;llease ei,j;>lain): 

PCGM ~eftieR el the wai•;er enly: Reima~rsement el PCCM Previders 
Under this waiver, providers are reimbursed en a fee fer serviee basis. PCCMs are reimbtirseEI 
fer f)atient 1°Ranagement iR the fellowing n1anner (j;>leese eheelc and deseribe): 

a. D Management fees are ei,peeted te be paiEI unaer this waiver. The management 
fees were ealeulateEI as fellows. 
I. D First Year: 
2. D SeeenEI Year: 
:l. 0 Thirfl YeAr: 
4. D Fot1rtl1 Year: 
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b. D enhaneee fee fer pri1'Aaf)' eare serviees. Please eicplaill wllieli se"'·iees will be 
affeeted by enhaneed fees and llow the amottnl of tile enhanceme,l! was 
detemiineth 

c. D Bom,s payments from savings generated under lhe program are paid to ease 
1'Aanagers .,.,.,rn eonfl'ol henelle1ary 11!tlizef1on. U11eer U.I.H.d., please eeser1he 1he 
criteria the State will use fer awardillg tile incenti·;e payments, the method fer 
eal,mlating ineentivesAloA11ses, end tlie l'AOAitorillg the Stole 'n'ill he\'e iA plaee to 
ensure that total pay1'AeAIS lo the pro·;ieers do not eiceeed the Waiver Cost 
Pre;jeetioAS (Appe11diK QS). BOAIIS payments aml i1lee11ti,•es fer red11ei11g 
tttilization are limited to savings of Stale Plan ser,ice eosts under tile wai~•er. 
Please also deseribe lrnw the State will e11s11re that utilization is Hot od~•ersely 
affected d11e 10 incentives inllerent in tile bom,s payments. Tlie costs associated 
with atl.y bon11s arrangenients nlt1SI be aeeo111Hed fer in Appelldi11 D3. i\etual 
Waiver Cost. 

d. Oilier reimburse1'Aen1 methodJamo11n1. $ ___ . Please eicplain tile State's 
FMienale fer eetermi11i11g tliis t'Aetlied or a1'Ao1111t. 

,l\ppeAdiK 01 Membe, MoAIAS 

Please mark all tllat apply. 

For Initial Waivers 01ily: 
a. D Pep11latio11 ill the base year data 

I. D Base year data is from tile~ popt1lation as to be incl11eed in tile waiver. 
2. D Base year data is from a eom,~arable population to tile individttals to be 

included in the waiver. (lnelt1de a statement §-em an aeltlary er ether 
el<planation, whicli st1pports the eonclt1sion tllat tlie pept1latiens are 
cemparable.) 

b. D Fer Bil initial waiver, if the State estimates tllat H0t all eligible individt1als will be 
enrolled iii Hlanaged eare, (i.e., a pereentage of i1idiviem1ls 'Nill !let be enrelled 
because efcllaHges ill eligibility statt1s imd the length of the e1lrollme1H process) 
please note the adjustnlent here. 

e. D [Reqt1ired] Bicplain the reason for any inerease or deerease in member months 
pro:ieetions from the base year or 0\'er time: 

d. D [Reqt1iree] Eicplain an;• oilier varianee in eligible member moHtils fro1'A BY 10 P2: 

e. D [Reqt1iree] List the year(s) being used by the State as a base year: __ . lfnrnlti13le 
years are being used, please 

f. D [Req1:1iree] Speeify wliether the hasc,-year is a State fiseal year (SF¥), Feeeral 
fiseal year (FF¥), or etller period __ . 

g. D [Re~t1ired) lsl!fllaiH ifen)• hese year delti is not deri\•ed direetly from !Im ~tate's 
MMIS ree for sep;iee elaims data: 
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F'.or Conversion or Rene•1,•al Wai·,ers: 
a. 0 [Reeiuired] Population in the base year aHd RI and R2 dakl is the population mlder 

the wa i •;er. 

The following p opulations will remain outside of the v, ai·;er and east 
effeeti, •eness: 

• Aliens wile are eligiele for Medieaid for an emergen ey eontU.ion onl~•. 
• Memeers wile have eseess ineome or who a re designa ted to have a 

Premium Due a nd do not have eontinuous eligieilicy. 
• M emeers wit h M edieare ea•lerege where Medieeid only pays ea 

insu renee a nd deduetibles. 
• M embers r esiding in a C orreetionel Feeility eligible for e n emergeney 

eondit ion only 
• M embers pertieipe ting in e n eppro,•ed DHHS PACE program 

b. igj F'.or a renewal wai,•er, beeause of!lie tiniing ohlie wai,•er renewal submittal, the 
Stale did not have a eomplele R2 lo subni it. Please ensure that tlie femrnlas 
eorreetly ealeulated the annualiied trend rates. /tlQ/c: it is 110 kmgc,·· tteccplttblc le 
C5'limstc c11r0U111c111 e,· c05/ tf.mt1for R2 of.'lw JHe1'i0115 uwi1'Cl· pcl'ietf.. 

e. [g) [Reeit1ired] E1tplain tlie reason for an)' inerease or deerease in 1flember months 
f)Fajeetions from the base year or over time: 
W e ha ,•e i11eluded th e following member mont h quarterly inereese to eept ure 
anneipated enrollment eha nges between t he base and t he Pl PS time periods: 

• ARD 0.3% 
• CHIP0.6% 
• Dua ls 0.3% 
~t~ 

~ 
T here is a slightly larger inereese in membership for eerta in MECs shown in 
July 2019 J1rne 2020 (eolumn I on the IDI. Member Months! tab) d ue in 
pe r t te t he eo,•erage ef Shore of C ast Members in eertoin living 
a rra ngements, that hod pre·l iously not been enrolled in ma naged care. 
Mem ber month inforniotion for this p opulotio11 ·,·,a s not included in IH and 
R2 fer the Waiver, as it was net ee,•er ed under the MCO e r Pi'..lJ P programs. 
Additiona lly, m em bership projections to Pl He projeeted off of the 
enrollment from th e CY17 Q 4 (O ete ber Deeember 2017) wh ieh will eause 
sligltt variation in implied pereentoge growth from t he aggregate base. 

d. D [Reeiuired] b*J>lain a11y elher varienee in eligible member moHths from BY/ RI lo 
~ 
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e. E] [Reei1:1iFed] Speeify wl1ether Ike BY/RI /R2 is a State fisea l year (SF¥), Federal 
fiscal year (FF¥), or other period: RI is Calendar Year 20 17 (11/1/2017 to 
12/31/201 7). R2 is the first half of Calendar Year 2018 (1/1/2018 to 
06/3012018). 

AppeRdi* D2.S SeFl!iGOS iR I\Glual Wai¥Of Gest 
For h1itial Wai,.-ers: 

a. D [Reei1:1ired) Eicplain the e1cel1:1sion of any services from the cost effectiveness 
onol)·sis. For States with m1:1ltiple waivers serYing a single beneficiary, please 
doc1:1ment how all easts fer ,,.,.ai•;er covered individ1:1als token into occo1:1nt. 

For Com·ersion or Renewal Wai ... ers: 
a. lg) [Reei1:1ired] eliplain if different sen ·ices are included in the Aet1:1al Waiver Cost 

from the pre,•ious period in Appendix D3 than fer the ~•peeming wai•;er period in 
Appendix DS. Ellplain the differences here and hew the adj1:1stments were made 
en Appendix DS: 

Effecth·e 7/1/ 19, the State will proYide NEMT Non Ambulance services 
under the Heritage Heam, Managed Care program. The east for these 
services is included in the capitation rates used far Pl PS of the Wah•er, and 
the ehenge in e:1;penditures appears es e program ehe nge in Seetion D 
Appendilli S. 

AdditionalJ~•, the State began a Dental Benefits Manager effeeti\'e 10/ l/17 
pro\·iding dental sei,•iees under a PAHP, therefore the costs under this 
arrangement are not included in the first 19 months of RJ (Jauuary!l:!!:!:Y 
September 2017) but are included from October 2017 ra,·werd. The sen•iee 
cost addition will appear as a program change in Section D Appendix S. 

b. D [ReeiHired] Bnplain rne e1(el1,1sion ofan)' sen•ices from the east effectiveness 
analysis. Fer States with m1:1ltiple waivers sef\·ing a single beneficiary, please 
tleettrneltt-hew 11II easts for wai·,er eevered individ1:1als taken i-nte aee01:1nt: 
School Based Services end bTSS services ere e:.eluded f:rem the W11i;•e1· far 
all time periods, as the~• are not a pnrt of the Heritage Health progrnm nod 
ere pro;·ided Yin FFS delh·ery under the Stete Pl1111 Authority . 

.'1ppeAdi* D2.A .'\elllinistra!ieA iR Asl~al Wai¥er Gest 

• [Reeit1ired] The Stale alloealed adminislrafr~e easts betweeA tl1e Fee fer sef\·iee 
a11d managed eare f)regram depe11di11g HflOA the pregmm structHre. N-0/e: inilial 
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p,··ogr0111s ;,.ii,' e11:e,·· 1mly F.G:S e8sl!i /11 ,•he BY. Re11ewe.' 0ml Ce,·11·e1·si811 11wfrers 
will e111e1· o!l 11·ai~·CI' 011£1 FFS odmi11is:r81i1-e eos.w i11 :he RI 011d R2 er BY. 

J.er IAitial Waivers: 
a. Fer aA iAi tial waiver, please EleeumeAI Hie ameu1ll ersaviAgs that will be aeerneel 

iii the State Plan services. Sa-¥iflgs HHEler !he waiver 1m1st be great e1rnt1gli le pay 
fuf-4e-waiver aElmiAistratieH easts iH addition re these ees1s ill FFS. Please slate 
tile aggregate btidgeteEI a~eeteEI te be spent en eaeh aEIElitienal seFYiee iA 
the tipeeming waiver perieel in the ehart bele.,,,•, Appenelh< 05 sheulel reAeel any 
saviHgs te be aeerueEI as well as any aEIElitie1ial aEl1fli1iistratien e11peeteel. Tl'le 
savings sheulel al least offset 1he aelminis1rntien. 

Additional Administration Sa-v-iDgs Inflation Amount projected to be 
spent in PFospedh·e 

-PeFioo 
E:.pense pFojeeted in pFojeeted 

State Plan 
Serviees 

(Sen•ice Exemp.'e: Ae111&1J', 
h1depemkm1 A!Hie55me111. EQRO, 
&wel.4·,wnt Breker See onaehed 
deett+ffCH-fftfi011forj 11s,•ifle0,•i0n of 

$54,264 S€Wi11gs 
8r .03 PMPM 

9.97% 81' 

M:4-1-1-
$59,675 8, · .03 PMPM Pl 

$62,488 or . 03 PMPM P2 

.-.. : . \ 
Appeneliic DS 
sheulel refleet 
tht;r. 

Appenelix DS slrnulel 
retleel tliis. 

The alleeatien nietheel fur either initial er renewal waivers is ei(plaineel below: 

a. D The State alleeates the aelministrati·.-e easts te the manageel eare program baseel 
upen the nuffiber efwaiver enrollees as a percentage eftetal Medicaid enrollees. 
l•l-e,<e: 1.liis is 8Pfire-p1·fr11efor MGOIPGGMprog1·ems·. 

b. [gj The State alleeates aelministrntive easts baseel upen the program east as a 
percentage efthe total Meelieaiel buelget. It weulel net be appropriate le alleeate 
tlie aEIAiiAistrati·,•e east efa 1fleAtal liealth vregraffi baseEI UJJOA the vereeAtage of 
enrollees enrolled. N81e: this is 8Pfil'6-fJ,·i01ef01· stetewide Plf-!P/ P,4HP p,·8g,·flms. 

The CMS 64.IO data fuF the Nebrasl.a wah•er retleet the approved alloeation 
methodology fuF administrath •e expenses being elloeeted to the wai.,,er 
program. MMJS administrative el>:penses aFe alloeated to the Nebraslm 
wai~•eF based on the aetual waiYer program easts as II pereentage of the total 
Medieaid pFogram east. 

The administrati•ie easts Fefleeted an Appendh; 1>3 aFe eonsistent with easts 
that aFe being FepoFted on the CMS 64.10 wai~·er furms. Wai1/eF 
ttd-mi-nistrati~•e easts alsa include 100% af contract e1<penses solely applicable 
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te the waiver program. Fe r example, these inelude eentraet expenses fer 
aetuarial sen·iees. 

e. D Olher (Please ei<plain). 

AppeAdi* DJ Aerual 1.1\!ai~er Gest 
a. ~ The State is requesting a I 9 I 5(b)(3) waiver in Section A.I.A.I .e and will be 

providing non state plan medieal ser-;iees. The State will be spendillg a portion of 
its waiver savings fur additional serviees under the waiver. 

_ .. _ . . . 

For an initial waiver, in the ehart below, please doeumellt the amount of savings 
that will be aeerued in the State Plan serYices. Tlic amount of saYings that wil l be 
spent OR I 9 I 5(b)(3) serviees must be re fleeted on Column T ef Appendix OS in 
the initial spreadsheet Appendices. Please include a justifieatioll of the amount of 
savillgs e>tpeeted and the east of tlie I 9 I 5(b)(3) serviees. Please state !lie 
aggregate budgeted amount projeeted to be spent on each additional serviee in the 
upeoming wai .. •er period in the ehart below. This amount should be reflected ill 
the State's Waiver Cost Projection fur Pl and P2 on Column Win Appendix OS. 

l9IS(b)(3) Service S&v-ings lnflati011 
prejeeted 

Amount prajeeted ta be 
spent in Prespeeth•e 
~ 

(Sen·iee £.xample: l9!5fb)(3) 
slep dew,·, mtrsing Cff:.'e ser,iees 

.fi11m1eedfrem s0vi,·1gsfrem 
i11p0,'ie11t h9Spi10! eere. See 
fllfaehed dee1,,11e11.'fllie,1fe,· 

.,,.. . ... . r -~ \ 

prejeeted in 
State Plan 
Ser>1iees 

$54,264 Sfll'i11gs 
e,· .(}3 PMPM 

(PMPMill 
Appendix D5 
Ceh,11111 T x 
prejeeted 
member ment,l.is 
fflfJtHti 

e81'1'C!Jp 811d) 

9.97% e1· 
$5,4-1-.J. 

$59,675 e r .03 PM.PM Pl 

$62, 488 e r . 03 PM.PM Pl 

(PMPM in Appendix OS 
Column W x prajeeted 
member months should 
eerrespond) 

For a renewal or eonversion waiver, in the ehart below, please state the aen1al 
amount spent Oil eaeh 191 !l(b)(3 ) ser .. •iee in tlie retrospeeti~·e waiver period. ·1 l1is 
amount must be built into the State's Aetual 'Naiver Cost fur RI and R2 (BY fur 
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Ge,wersien) en Celumn H in Appe11dix D3. Please state tlie aggregate anrnunt ef 
I 9 I 5(e)(3) sa,·ings budgeted tar eaeh additienal sen·iee in the upeeming waiver 
periee in the ehart eelew. Tl~is ameunt must ee euilt inte the Slate's Waiver Gest 
Prnjeetien tar PI ane P2 en Column W in A1)pendix I>S. 
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Chart: Renew111/COR\'ersioR W11h·er State Speeif'.ic 191S(h)(3) Serviee Ei,:penses 11110 -
' 0 

191 S(h)(3) Sen ·iee A·metrnt Spent in 
Retrospective Period 

(&,,·,iee lim,.,ple: 19H(h}{Jj $1.~U(}(}(J,· 
;,,<eµ (,l(J,.., ,,,,,·si,,g ec .. ·e $.97P.MP.URI 
se1·;,iee5fi,,~,,eed-ji·6•" 
s,,..,;,,,gs·fr6m i1,p01iem $1.~9. H06,. 
14e.'ifJ.1U1,t et.u·e. See a.t.1t.1e.'ied $1.04 P.MP-M R2 8•· Bl' i11 
d-ee1,,ne.1,1.8#0nf0,•· U)/1\•el'.9.(Jd 
,. .. ,~ , 

A.dt1lt St1bst1111ee A.ht1se 8¥ $1.78 

Tfe11tme11t Grisis 8¥ $(1.00 
IHten•ention 

Crisis Stehili~etion 8¥ $0.09 

lntensi¥e Ot1tpetient BY S0.06 

Psyehi11trie Nt1rsing 8¥ $0.18 
Services 

These edjt1stments 1.'11ry by MEG. 
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Inflation Amot1nt prejeeted 
projected to he spent in 

- - . 
8,6% 0,· $.'69,2'5 $2, 128.J9j ti,· .'.07 

AHP-Af ;,, P.' 

$2, 29,1, 2.'6 er/.. it() 

PA#P-Af bl P? 

S.S% '.frend fer Pl $I.S7 in Pl 
4.4% Trend fer P2 $1.64 in P2 
SJ}% '.frend fer P3 $1.73 in P3 
S.1% '.frend fer P4 $1.81 in P2 
S.1% Trend fer PS $1.91 ill P2 

N,IA Tfend fer Pl $0.00 ill Pl 
N,'A. '.frend fer P2 $0.00 in P2 
NIA l=rend fer P3 $0.00 in P3 
N,,,~. '.frend fer P4 $0.00 in P4 
N,IA. l=rend fer PS $0.00 in PS 

S.S% '.frend fer Pl $0.08 in Pl 
4.4% Trend fer P2 $0.08 in P2 
S.0% '.frend fer P3 $0.08 in P3 
S.1% Trend fer P4 $0.09 in P4 
S.1% '.frend fer PS $0.09 in PS 

S.S% '.frend fer Pl $0.0S in Pl 
4.4% Trend fer P2 $0.05 in P2 
S.0% Trend fer P3 S-0.06 in P3 
S.1% Trend fer P4 $0.06 in P4 
S.1% '.frend fer PS $0.06 in PS 

5.S% '.frend fer Pl $0.16 in Pl 
4.4% Trend fer P2 $0.17 in P2 
5.0% '.frend fer P3 $0.18 in P3 
S.1% '.frend fer P4 $0.18 in P4 
S.1% Trend fer PS $0.19 in PS 
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b. D Tile Slate is inel1:1Eling \'Oltnllary pop1:1la1ions in the wah'er. Deseribe below how 
the iss1:1e ofseleetion bias !las been acldressecl in tile Acrual Waiver Gest 
ealetilations: 

e. E] Capnetea portion oftlie ·ua1ver only lleinsuranee or Stop/boss Co\·erage: 
Please note hew the State 'Nill be pro·,iEling er requiring reinsurance er stepAess 
eoverage as required 1:1nEler tlie regulation. Sfflles mB)' reEjuire 
MCOs/PIHPs/PAHPs te purchase reinsurance. Simi larly, States may proviee 
stop loss eo','efflge to MCOs/PII IPs/PAI-IPs when MCOs/PIIIPs/PAIIPs e11eeeEI 
certain payment threslioles fur inEli•,ie1:1al enrollees. Stop loss provisions usually 
set li1nits on ma11i1n1:1ni EIB)'S ofeoYerage or 1rnniber ofserYiees fer whiell the 
MCO/PIHP/PAHP will be responsible. lftlie State plans 10 proviee stopAoss 
eo\'erage, a description is reEjuiree. The State niust Eloet1nient the 1irobabili-ty-e,f 
ine1:11Ting easts in e1rness ef the step/less level ancl the frequency ef such 
occuFFence basee on FFS eitperience. Tlie ei<penses per capita (also lrnewn as the 
S!Ofl loss fJfetffltlf!Hlfflel:lftttShould be Eleeuetee from the CBf)itation )'ear 1irojee1ee 
easts. In the initial aflf)lication, the effuct shm1IEI be neutral. In the renewal report, 
tlie eerual reins1:1raHee cos! aHEI elaims cos! should be repartee iH Aetuel 'Nai•,,er 
GeSl'c 

Basis ane Method: 
I. D The State Eloes not proYide slof)l loss protection fer MCOs/PII-IPs/PAI-IPs, 

but req1:1 ires M CO s/PII-IPs/PAHPs te purchase reinsurance ce,,erage 
priYately. No aEljustnie1il was necessary. 

2. ~ The State provides step/less protection (please describe): Rislc eorridor 
13roteetion e11ists in the Heritage Health program sueh that (a) 13rolit 
shall not exeeed three pereent per year 11nd (b) losses sh11II not exeeed 
three pereent per year in CYl7, as a pereentage of the aggregate afall 
ineome 11nd re~·enue e11rned by the eontrnetor 11nd rel11ted 1rnrties, 
ineluding parent and subsia,· eompanies and rislt be11ring partners 
under the eontrnet. 

El. D lncen1i,;e/bonus/enhanced Payments fer both Capilated and fee fer ser.•iee 
Pro grains: 

I. D [For the eapitatee pert ion ef the waiver] the total payments llnder a 
eaf)itated eontraet inelude any ineenti\·es the State iiroviEles in aEIElition to 
caf)itated payments llncler the waiver f)rogram. The costs associa!ecl with 
811)' bonlls arrangenients mt1st be aeeounteEI fer in tke eapilated eosts 
(Column D of Appendi11 D3 Aetual W11iver Cost). Regular State Plan 
serviee eaf)ilated aEljust,nents woulEI Oflfl ly. 

1v. Doeument tke eriteria fer awarding the ineenti,·e fl&ymenls. 
v . DaeumeAt the methae fur ealeulatiAg iAee,~tiYestbaAHSes. 
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,·i. Dee1:1me1H the ArnRiteriAg the State will lia,·e in place te eAsure that letal 
J;)ayments te the MCOs/PIHPs/PAHPs de Aet eiteeed the Wai,,er Gest 
PrejeetieR. 

'.!. D !'er the fee for sep,·iee pertrnR eftlie wawer, ell fee fer seF¥iee Rmst ee 
aeee,mted fer in the fee fer serviee iAeentive eests (Column C of 
A11penifo.: IB Aet1:1al \.\'eh eF Cost). rer PCCM 13reviders, the 01T1et1nl 
listeEl shetild mateh iRfenflatien 13rn,·ideEl iA D.1.1> Reimbursement of 
PFo•lideFs. An)' aEl:jt1st1T1ents api:,lied we1:11El need ie FReet tlie si:,eeial 
criteria fer fee fer service iHeeAtives iftlcle Stale elects 10 i:,revide 
i1leenti .. ·e 13ay1T1e1llS iA adElilieA le 1T1a1111geFRent fees !:!Ader !Re wai .. ·er 
pregram (See l>.U.e and l>.1.J.e) 

" '· DeeliHleAt !lie oriteria fer owarEling the iReeAfr,·e 1ioy1'l'leA-ts, 

v. Dee1:1meRI the methed fer ealeulaliRg iReeRliveslbeAuses. 

vi. Dec1:11'1'1eRl tlie meRitering !he State •n•ill ha·,·e iA 13lace le eRs1:1re that tetal 
flB)'lflCHts 10 tlw MCOs/PII-IPs/PAIIPsWCCMs de A0l eiweeEl the 'NoiYer 
Gest ProjectieA. 

CurFent Initial WaiYeF Adf11s tmems-itHI~ 

AppeAdix g4 IAilial Wai•.<er .A,!ljustmeRIS iA the 1-mjeGtiOR 
OR Con~·ersion Wai¥er for DOS within l>OP 

This is a ReRewal wai,·er fer DOP; ski,:, le J . 

• "ippeAdix g4 C0A110rsi0A er ReAewal Waiver Cost 1-rejeGlieA aAd A!ljuslmeRI& 

lftliis is aA IAitial waiver st1bmissieR, ski,:, this sectieA. States may Reed te make certaiA 
eElj1:1stFReRts ta the Wei,·er Gest PrejeetieR iR erEler te eeeuFOtel)' ref:leet the waiver i:,regraRl. If 
tile State has nlade aA aEl:justmeAI ta its Waiver Gest ProjectieA, the State shetild Aete the 
adjustmeAI aAd its leeatieA iA At1fleAdi1t D4, aAd iAel1:1de iAfeAflatieA eA the basis aAd methed, 
aRd 1T1allleFRotieally aee01:1RI fer the aEl:j1:1stmeRt iR /\13,:,eRtfoc D5. 

CMS sli01:1ld ei,amiRe the Ae11:1al Wai,·er Casts ta eRs1:1re that if the State did Aet im13le1'l'IORI a 
13regrammatie aEl:jlistmeAt b1:1ilt iAl.e the i:,revi01:1s Waiver Gest PrejectieA, that the State did Rel 
e1c130Rd fuREIS asseeiated with the aEl:j1:1stFReRt that was H01 imi:,lenleRted. 

If the State i1'l'l13le1'l'leRtS a SRO ti1T1e ORiy i:,re,·isieR in its t'l'laRaged eare i:,regra1T1 (tyi:,ieall)' 
admiAistrati\·e cests), the State sh01:1ld Aet ref:lect the adjttstmeAt iA a i:,eFmaAeAt maAAer. CMS 
sllelilEI enamiRe futttFe '.l.'ai,·er Gest PFejeetieRs te eHSliFe ene tin~e eAly aEl:jlist,neAIS are Ret 
J;)ermaAeAtly iRe0F);10Fated iHte tile J;)FejeetieAS. 
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a. State Plan Sen 'iees Trend Alijustment the State must trenEI the Ela1a ferward te refleet 
east 011d t1tilizati011 iiiereases. Tl'le RI ans R2 (BY fer eenversi011) aata alreaay inehiae 
tAe aenial Medieaia east ehanges fer tl'le pepulatien enrelleEI in the pregram. Tl'lis 
E1cljus1men1 retlee!s tl'le ei,peeled ees! enEI ulihza110n 111ereeses m tile n1E1nageEI eEtre 
program frem R2 (BY fer eenversien) te tl'le enEI eftl'le wai•;er (P2). Trena aajustments 
l'AB)' l!e ser,·iee speeifie Etna enpressea as pereentege faeters. S01'11e stEttes ealet1lete 
uti lization ans east separately, while etl1er states ealeulate a single Irena rate. Tl'le State 
lllust aeeullletlt tl1e 111etl10a uses enEI kew utilizetien enEI east inereeses ere net 
Eluplieative iftl1ey are ealeulatea separately. T his adjustment must be mutually 
e*elusi,·e of programn1efie,1f1oliey/prieing ehe nges end CANNOT he tel,en tw iee. 
The State must doeument how it ensures there is no dupliee tion with 
progremmetielpoliey/prieing ehenges. 
I. D [ReqHired, if the State's BY er R2 is mere tl1an 3 menths prier te the beginning ef 

PI) Tl'le State is using aefual S1ate east inereases te Irena past Elate te the eHrre111 
time perieEI (i.e., 1rend-ir1gfr0m !999 10 present) Tl1e aetual trend rate used is: 
S.S% f:or Pl , 4.7% for P2, 5.4% f:or P3, S.4% f:or P4, and S.4% for PS. WIien 
~ible eetual menages care eepitetion rates '"'·ere used to e·.'eluMe-tlte-eeff 
of sen •iees covered under the waiver. The rafing trend inherent in these 
~i~n rates sen•es es the bes-irf:or«te-11~el trend rates used to project 
the hose e""perienee f:orwerd to Pl for eepitated sen ·iees. for ser-, iees 
~ ided ,·ie a FFS deli,·ery s~·st~eRtal east date o•ier time-was e nel~·zed 
to determine the trend rate. Trend development utilizes 3, (i, and 12 month 
mo,·ing a·.'erages (MMA) O'.'Cr the course of 01e base data f!eriod. 

2. Q [Reqt1irea, te tre11d BYJR2 te Pl ans P2 i11 the fott1Fe) Wl1e11 east i11ereases are 
u11lmew11 end in the future, the State is using a preaietive tre11EI ef either Stale 
histerieel eost inereases er national or regional faeters that are preElietiYe effuture 
easts (sa111e re€jHire111ent as eopitotea rote setti11g reg1:1leti011s) (i.e., fre11di11gfr0m 
prese111 i1110 .•hefwureJ. 
i. G] Stale historieal east inereases. Please i1ulieate the years en wl1ieh the rates 

are based: CYI S l (i FFS and MCO/PIHP data, es well es CYl 7 MCO 
date underlying the Heritage Health rate de,•elopment was used to 
develop trends. T he trend rotes used fer waiver proj eetiou are the 
some es these used in the eetuerielly sound CBflitefiOfl---l'ftte 
de~·elof! ment. IA aaaiti011, fllease i11aieate the 1'11othe1'11atieal metlrnEI t1sea 
(multiple regressie11, linear regressie11, chi sqHare, least sqtiares, 
expene1ltial smeethi11g, ete.). Fi11ally, f!lease 110te a11EI explei11 if the State's 
east inerease ealculatien i11eludes mere faeters than a priee inerease such 
os eheRges iA teelrnelegy, praetiee flBtterns, anelfer 1:mits efserviee PMPM. 
The state pion sen-ice trend factor from the bese yeer to Pl reAects en 
o,•erall annual treed of S.S% eppliee from the midpoint of tl1e BY 
(9/30117) t o the midf18int of Pl (12/30/19), T h e state fllan sen ·iee t rend 
faete r from tbe midpoint of Pl to the mid1JOint of P2 reAeets en 
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o~·er11II annual trend of 4.7%. The state plan serviee trend raetor l'rom 
the midpoint of P2 to PJ, PJ to P4, end P4 to PS are eeeh en o,·erall 
nnnual trend of 5.4%. The Pl PS trends are eonsistent with trend 
assumptions used in the deYelopment of eepitation rates fer Heritage 
Henlth. These trends ~·ery l!y rating eohort and he•,<e Ileen mapped 
into the respeeti,·e MEGs in the ·,-.ai·,er template. Similar to the 
Heritage Health epproeeh, the l)ental Benefits Manager trends , ·ary 
by rnting eohort end he,·e been mapped into the respeethe MEG in 
the weh·er template. Medical PMPM trends include ehanges in 
practice patterns, units of serYiee, and utilization. 

ii. D National or regional fuelers lhat are 13redietive of this waiver's fttlure 
eosts. Please inaieate the serviees antl-iflaieaters usea ______ . hi 
addition, 13lease indieate how this foe!or was determined 10 ee 13redietive 
of this wai-.·er's l'i.11ure eosts. Finally, 13lease note and ell13lain if the State's 
eost inerease ealet1la1ien-i-ne-l-uE!es-mOfe-faetors than a 13riee iHerease sueh 
as changes in leehnology, 13raetiee 13atterns, and/or t111 ils ofserviee PMPM. 

3. D The State estiniated tlie PMPM east changes in units ofser-.·iee, leelrnology and/or 
13raetiee patlerns that would eeeur in the •,vaiver separate froni eosl increase. 
Utilization ac!just·nieHts maae ,·rere ser-.·iee speeifie ena e11J:Jressea as J:lereentage 
feelers. The Slate lies deetHnenled liew uti lization aiid east inereases were net 
EluJ:Jlieated. This ac!jushne1ll reflects 1he eliaiiges iii uti li2atien eetweeii R2 aiid PI 
and eetweeo years PI and P2. 

111. Please inaieate the years on whieh Hie utiliretion rate was easea (if 
ealeulated se13arately only). 

•~·- Please doeu1nent how the utilization did not du13 lieate se13arate east 
increase trends. 

e. 0 State Plan Sen·iees Pregrnmmatie/Poliey/Prieing Change Adjustment: These 
adjustments should accomll fer OR)' programmatic changes that are not cost iieutral and 
that affect the Waiver Cost Prajection. For eimmple, changes in rates, changes erought 
aeout ey legal action, or changes erought aeout 8)' legislation. For e1(am13le, Federal 
mandates, changes in hOSJ:lita l 13ayment from per diem rates to Diagnostic Related Grou13 
(DRG) rates or changes in die henefit co•,•erage of the FFS 13rogram. This eajllstment 
must be mlltually e1<elusi,·e of trend and CANNOT be tel, en tv.iee. The State must 
doellment hew it ensllres there is ne dllplieetion with trend. lfd1e State is ehanging 
one of the as13eets noted aeove in the FFS State Plan then the State needs to estimate the 
im13aet of tliat aajusH'ReHt. N-0:e: f'FP 011 re/es eam101 he elaime« t,t,•1,•il CMS a-pp;·0ves the 
SPA per the 1/YOJ SMD lei/er. Prior approwil efeepi,<a.'ion m ies is eo11.'inge11I 11po11 
a-pp..-01'{1/ of#w SPA. The R2 data was adjustea fer changes that will oeeur after the R2 
(BY for conversion) and during PI and P2 that affect the overall Medicaid 13rogram. 
~ 

Additia,rnl Slate Plan Sen·iees (+) 
Reauetions in State Plaii Serviees ( ) 
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Legislative er Ceurt ManEialeel Changes le the Pregram Strueture er fee sekeE!ttle 
net aeeeunteEi fer in Gest inerease er prieing (+/ ) 
Graeluate MeEiieal eelt1ea1ien (GMe) Changes Tl1is aeijustn1ent aeeet111ts fer 
ehanges in 811)' GME payments in the pregram. 42 CFR 43&.e(e)(S) speeifies that 
81a1es een 1neh,1de er e1telude UMl:i payn1en1s fre111 1l1e eep1teue11 mies. 1-lewe~•er, 
GM E payments must ee i11eluEleEi i11 east efl'eetive11ess ealeulatie11s. 
Cepey111ent Cl'la11ges This acljustme11t eeeeu11ts fer el'lenges fre1fl R2 te PI in any 
eepayments that are eelleeteEi u11Eier the FFS pregram, llut 1101 eelleeteEi in the 
MCO/PII IP/PAI IP eapitateEi progrA1R States must e11sure ll1et tlleso eepay111enls 
are i11elt1EieEi i11 Ille Waiver Casi Prejectien if11et le Ile eelleeteEI in tl1e eapitateel 
pregra111. lftl1e State is el1enging tl1e eepay111enls i11 tl1e FFS pregram tl1eA-tke 
State 11eeEis le estimate tl'le impaet ef tl1a1 acljustme111. 

I. D Tl1e Stale has ehesen net le make a11 aEljustment lleeause there 'n'ere ne 
pregrammatie er pelicy el1a11ges i11 tl'le FFS pregram after tl'le MMIS claims tape 
was ereateEI. 111 aEl~ie11, tl1e State e11tieipates 110 pregran11flatie er peliey ehanges 
Eittring the wai·,•er porieEI. 

2. [J A11 aeijust111e11t was neeesser)' a11el is listeel e11Ei eleserilleEI llelew: 
i. [::] The State prejeels afl eicternally Eirive11 State MeEiieaiEI 1fla11ageEI eare rate 

i11ereases/-eeereases aotween tho ease anel rate perieels. 
Fer eael1 eha11ge, please re13ert !lie fellewi11g: 
A. D The sii!e eftl1e aEljustn1ent •uas aeseel upen a 11ewly appF8~•eel State 

Pla11 Ame11Eime11t (SPA). PMPM size efaEl-justme111 
B. D Tl1e siie efthe aeijustn1011t was aaseel en peneling SPA. 

Apf)reximate PMPM size efaEljustme11t 
C. D Detenfli11e aeijustn1e11t easeEI 011 eurre11tly af)f)reveEI SPA. PMPM 

size ef aEljustme11t 
D. D DeteAfline aEi-justment fer MeEiieare Part D elual eligieles 
E. [::] Other (please Eleserille): The f)regram changes nre based en 

deYeleped managed eare rates (HeFitage Health and PAHP) feF 
different time periods. When possible, lmewn eapitatien rates 
weFe 11sed te pFejeet Pl easts as eee11Fately as pessible. 

ii. D The State has prejecteel 110 externally Eirive11 ma11aged eare rate 
i11ereases,IEleereases in the 111a11ageEI eare rates. 

iii. D The aEl-just111eAt is a e11e time enly aElj11stment that she11IEI ee EieEiueteel eut 
ef s11aseque1'lt wai,•er Fe newel prejeetie11s (i.e., start Ufl easts). Please 

i·· • explaiw. 
Gha11ges areught aeeut 9)' legal aetien (fllease EieseFiae): 
Fer eaeh chaAge, fllease Fef!ert the fellewiAg: 
A. D The sit!e efthe aEi-just111eAt 'NBS easeel upe11 a 11ewl)· BflflF8Yeel State 

PlaA AmeAEimeAt (SPA). PMPM size efaeijustment 
B. D The sii!e efthe eeijust1fle11t •,•,·es llaseel en pe11di11g SPA. 

Appro><imate P~4PH size ofae:justmeAt 
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C. D DetefffliAe aelj11stA-1ent based 0A e11rreAtly appr0Yed SPA. PMPM 
size efaeljustmeAt 

D. D Other (please deSeFteef.-
v. 0 Changes iA legislatien (please deseribe): 

,,.ar eaeli ehaAge, 13lease re130rt !lie fflllawiAg: 
A. D Tlie size efthe aeljustment was based upeH a Hewly ap13re•;ed State 

PlaH AA-1eAd1fleAt (SPA). PMPM si2e 0faelj11stA-1eRt 
B. D The size 0f1lie aeljustmeHt was based 0R 13eHdiHg SPA. 

A1313r011iA-1ate PMPM siie 0fadj11stment 
C. [J DetenfliAe aelj11slAient based 0A etirrently appra~•ed SPA. PMPM 

siie 0fadj11shnent _ 
Progrnmmatie ehanges refleeted in the 111ijustment feetor from 
Rl.lR2 ta Pl inelude: 

~ 
e EIToeti~•e 7/1117, the State ehanged its poliey fer 

reimlrnrsiog eress ever elaims fer Duals. Therefere, 01e 
first Ii months of R1 inelude the previeus 
ffffft-oo-rseme1tt---m~logy, whereas the remainder ef 
the BY and Pl PS refleet the lower "lessor ef'' logie. 

e----Smt~-1-Bfflems Manager e1Tocti¥e I 0/1/ 17 
pro•,iding dental ser,iees under a PA.HP, theref-Ore the 
eosts-ttniler4his arrangenient ere not included in the 
first J.9 months of RI (January-h!!Y September 2017) 
but are included fro1n Oeteber 2017 fen,;ard. 

o Effeefr,e 7/1/ 19, the State will preYide NEMT Nan 
Ambulan~ees under the Heritage Health 
Managed Care pregram. The east fer these serviees is 
included in the eapitatien rotes used fer Pl PS efthe 
Wah•er but is enluded frem R1/R2. 

o Periodic p1·o~·ider fee changes fer specific pre~·ide,·s and 
seniees, including APR DRG reweighting and previder 
rote increase that 0ec111..-ed :;t/1/18, clinical lab fee 
changes, and rates fer FQHC/RHC/IHS facilities, 
eeeurriog between tl1e base and Rl eoetribute to the 
o•,erall impact ef pregram ehoeges. 

The e~•erall impact fer these changes in Pl is 4.0% ta MEG 1, 
4.4% ta MEG 2, +.Ii% to MEG 3, li.8% to MEG 4 end 13.0% 
to MEG S. 

Pregnm changes ere net inel11ded fer P2 thr011gh PS because 
it is eurrentl~· not l.i10wn what policy elrnnges the State may 
~ 

D. D Otller (please deseribe): 
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,·i. D Otl1er (please eleserib~: 
A. D The size eflhe aEijustmeAt was based upeA a Aewly appreved State 

PlaA An1eAelmeAt (SPA). PMPM size 0faelj~1stmeAt 
B. D The size efllle aEijustment ,..,.as based en pending SPA. 

Apf.lFOIIIAl!lle l'Ml'M sna.e efa8jllSfffleR!: 
C. 0 DetermiAe aEijttstment based 0A ettrreAtly appreved SPA. PMPM 

Sii'!e ef aa;it1stn1ent 
D. D Other (please deseribe): 

vii. 0 Otl1er (please eleseribe): 
A. D The si2e efthe aEijusl111eAt was based upeA a Aewly appreved Stale 

PlaR A111endn1e11t (SPA). PMPM size 0fadjllst111e1H 
B. D The size efthe adjllstmeAt was baseel en pe11eliAg SPA. 

Apprmcin1ate PMPM size 0faeljllst111eRt 
C. D De1en11iAe ad:ittslmeAI based eA ettrreAtly apprnved SPA. PMPM 

size ef aEijustmeAt 
D. D 01l1er (f.llease deseribe): 

e. [J Aelministrethe Cast Aeljustment: This adjustment aee0t1Als fur ehanges in the 
FRanaged eare pregram. Tl1e adn1iRis!fative ei,peRSe faeter i11 tl1e rene•Nal is based en the 
adminislfali11e easts fur lAe eligible peptilatien partieipating in lee waiver fur managed 
eare. E1taR1ples eftkese easts iRelllde per elaim elain1s preeessing easts, additi011al per 
reeerd PRO review casts, and additienal St1rveilla11ee and Utili~lien Review System 
(SURS) easts; as ,..,·ell as aetl:tarial eentraets, e011slllti11g, eneetmter daft! pr0eessi11g, 
imle19eneent assessments, EQRO reviews, ete. Nete: tme Eime tttl-mi11is/,a/1e11 ee:9/S shettki 
net he huill ime 1,¼e eest <ffeeti~·eness les.' ens leng .'em, hBSis. Sltttes sheultl- use tt!I 
rel-e,•tt!il M-ed-ietti« tttl-111i11islrt.·lie11 e~ttimi11g rt,·l-e:Y)VJI' ttd-mi,·1istrttNe,•1 ees/:9 they ttNrih11/e le 
the manttgetl- eare pn>gram. If the State is ehangi11g the admiAistratien in the managed 
eare pregram tken the State neees 10 estimate the im19aet eft"1at aEijtistment. 
I. D Ne aEijllslment was neeessar)' anEI ne ehange is antiei19atee. 
2. ~ An aElmiAistrati11e aEljllsl111ent was maee. 

i. 0 AElministrative fllnetieAs will ehaAge iA the f)eried betweeA the begiAAiAg 
ef Pl anEI the enEI ef P2. Please Eleseribe: 

ii. IS?] Gest increases were aeeellntea ier. 
A. D Detem1iAe admiAistratieA aEljtistment based tipen an appreved 

eentraet er east alleeatien plan at11enament (CAP). 
B. D Detem1ine administratieA aEljt1stn1eAt based eA pending eeAtraet er 

east alleeatien f)lan amendment (CAP). 
C. [gj State Histerieal State AamiAistratiYe IAtlatien. The aenial treAa 

rate llSed is: 
Please a0em11eAt hew that treAa ·,,as ealelllated: 
An annllel trenel rate of S% was used ta f1Fajeet base f1eriael 
easts ta Pl PS, eansistent with histaFieal and FefuFenee 
eelmiuistreti11e east i11ereases. 
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el. 

D. [SJ Otlier (please deseriee): 
An edjustment ta inereese edministreti~·e east wes ineluded KIF 
a standerd administreti-.·e east grewth between the hose peried 
end Pl te PS. The east grewth is hosed en pre•i ieus experienee 
and referenee lnformatle11 a11d ensures that the admlnlstretlve 
easts en e pereentege el' tetel wei~·er easts remeins eensistent 
Klr eeeh ef Pl PS. 

iii. D [Retjuired, when Slate Plan SeP,ices were purehased llirough a sole seuree 
preeure1'Fle1H with a govemmenial entily. l>Jo other State 
ati1'flinis!fati•;e acijust1'fleAt is allov,.ed.] If eost inerease trends are 
unknown and in the future, the State must use the lower of: Aetual 
State ad1niHistratioH easts tre11ded forward at tl1e State liistorieal 
administration Irene! rate or Aetual State aelminislratio11 costs 
treneleel feFY;ard at the State Plan ser.·ices trenel rate. Please 
doeument eoth trend rates and indicate wllieh treHe Fate was useEh 

A rt. 

B. 

Acbml Stale Administration easts treneleel for.varel at tile State 
liistorieal ad111iHistra1io11 trend rate. Please i11dieate tl1e yeaFS en 
whiell the rates are aaseel: liase years In 
addition, please indicate tl1e mathe1'Flatical 1'fletl1od used (1'Flt1ltiple 
regression, li11ear regression, clii square, least squares, enponential 
smoe1l1i11g, ete.). P:i11all;·, please 11ete a11d enplai11 iftl1e State's east 
increase calculation inelueles more factors than a price increase. 
Actual State Ad1'fli11istratioH costs tre11ded for,•;ord at tlie State Pla11 
Service Trenel rate. Please inelicate the State Plan Service Irene! rate 
fro1'FI Seetien 0.1.J.e . aao\·e __ _ 

191 S(b)(3) Trend Adjustment: The State must elocument the amount of I 9 I 5(a)(3) 
services in the RI /R2/BY Seetien 0.1.H.a aaove. The RI /R2/BY already ineludes the 
actual trend for the 1915(8)(3) ser\·ices in the program. This acijustmeAt refleets the 
eKpeeteel trend iA the l915(b)(3) services between the R2/BY anel Pl of the wai~·er anel 
the treAEI betweeA the begiAning of the program (Pl ) anel the enel of the program (P2). 
TreAEI acijustnieAts may be ser.·iee specifie a11el eKpressed as perceAtage faetors. 
I. [g'] [Retjuired, if the State's BY or R2 is l'FI0Fe tha11 3 l'FIORdis prier to the lieginni11g of 

Pl to trend BY or R2 to Pl ] The State is using the aetual State historieal trend to 
projeet past data to tlie eurre11t ti1'Fle period (i.e., Ere11fi.i11gfrem 1999 Ee p1·e:'ie111). 
The actual elocumeAteel trenel is: S.S%. When possible aetual meneged eare 
eapitatien rates were used to evaluate the eest of serviees eevered under the 
wai~•er. The ehenge from eapitatiaA rotes effeeti•;e during R1/R2 based en 
MCO/PIHP eitperienee, ta the eapitatien rates de¥eleped using Heritage 
Heelth eliperienee ser¥cs as the besis to prajeet the base experience Klrv,ard 
te P 1 fer eapitateel services. 
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2. [S3 [Reeittired, when the State's BY er R2 is trenEleEI ta P2. Ne ether I 915(b)(3) 
ae:ittstment is allowed] lftrenEls are unknown anEI in the fut11re (i.e., 1rendi11gfrnm 
p,··e.wn,' inle .•!iefi1.'1we}, tl1e State lllUSt tise tile I ewer ef State histerieal I 915(b)(3) 
trend or the State's lrend for State Plan Ser.·iees. Please doeument eoth trend rates 
anEI llldieo!e wl11eh trend rate WEIS ttsed. 
i. IS] State historieal I 9 15(b)(3) !rend ra1es: 

3. Please indieate tl1e years en wl1iell tile rates are based: 

191S(b)(3) trends use CY17, 111/17 12,lJ l /17. 

4. Please indieate the lllotlielll!ltieal Hietlied t1sed (multiflle regressien; 
linear regressien, ehi SEjttare, least SEjtiares, ei,p0ne11tial sm00thing, 
ete+. 

The historieal 191S(b)(3) trends obseried ha~·e been variable. A 
S.S% annual trend t:aeter was ineluded fer tbese sen •iees fer Pl, 
whieh is less than the S.S% stote plan ser•liee trend used ta trend 
Ute-!tase ta Pl. The t rend was apfllied f:rem the nlidpe int efthe 
base peried (9130/ 17) ta the midpeint of Pl . Pl was trended 
f&Fwft.Fd-f6-4he-midf)&int ef P2 a~~tt~ 
trend in P2 remains less then the state pion serviee trend ef 4.7% . 
b+kewise, the b(J) trend in P3, P4, end PS of 5.0%, S. I%, a lttl 
S. I% respeefriely ore less then the state pion senciee trend fer 1'3, 
P4, and PS ef 5.4%, 5.4%, and 5.4% r espeeth·el~•· In order to 
de~·elep the trend eompenent ef the b(3) inAotien t:aete rs, 
Op~~eped-ttt-tbe Heritage Healt-lt-ffMe 
de¥elopment ta projeet b(3) easts f:rem Rl /2 to Pl S. 

ii . 0 State Plan Serviee Trend 
I . Please indieate the State Plan Serviee trencl rate from Seetion 

D.I.J.o. above: 

g. lnee11fr1es (net in eapitated pay ment) Treed Adjustment: Trend is li111ited ta the rate fer 
State Pla11 serviees. 

4. List tlie State Plan trend rate b~· MEG frem Seetien D.I.J.e ob0¥e: 
S. List the IHeenli,,,e trend rate ey M6G if different from Seetien D.I.J.e aeove: 
6. e11plai11 ally differenees: 

h. Other Adjustments inelttdiHg ettt net limited ta federal ge~•emment elm1ges. (Please 
deseriee): 

I f the federal goYemme,~t ehaRges fl0liey effeeting Medieaid rei111bt1rsement, the 
Stale Arnst aaj .. s t P I amt P2 te refleot a ll ohaRges. 
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O,iee the State's FFS iRstitutio,ial e11eess UPL is pliaseEI out, CMS will Ho lmiger 
match e1wess ins1i1:11i0Ral UPL payments. 

e11eess pa)'meiits aEIElresseEI tlireugh transitio11 perioEls sho11IEI not be 
ineluEles in the 191 S(b) eosl effectiveness proeess. Any State with ei(eess 
payments slw11!El i:meluae tl1e trneess an1ouRt ens oAly 1AeluEle i11e 
supplemeRtal amouRt unEler 100% of the institutioRal UPL iR tlie cost 
effeefr,eAess proeess. 

• F'.or all oilier pa)'ments mase uiiaer the UPL, incl11sing suppleniental 
13ey1l!ents, tl1e easts skoulEI be iAel11ses in tl1e eest effeetiYeiiess 
ealeulatioAs. This woulEI apply 10 PCCM eArollees anEI lo PA.HP, Pl la!P or 
MCO e1uollees ihhe i1istinttional serviees were pro.,·ises as r,:1-,S 
wrap arot1As. Tlie reeipieRl of the su13plemeR!al payment sees Rot maner 
for tlie p11r13oses of tliis aiialysis. 

Pkarmaey Rebate factor Adjustment (Conversion Wah·ers Only)*: Rebates 
tlial States reeei•,e !rem srng maR11faelurers shet1ls be EleElueteEI frem Base Year 
easts if13henl!aey services are i11el11aes in tl1e eapitates base,--1.f.+he base year ces1s 
are ROI reEluees by Ike rebate faetor, aR iRAales BY wouls resull. Pliarmaey 
rebates sheuls else be EleElueteEI FF8Al fl,£ easts if 13karmaey services are iA113ae1eE1 
by tlie ·.vaiver but Rot eapitateEI. 

Basis and Mei,¼od: 
I. D Delen'AiAe the pereeAtage ofMesieaiEI phamiaey eosls that t,he rebates 

represent ans aEl;j ust tlie base year easts by tliis pereentage. States niay waAt to 
mal~e separate adjustments for 13reserip1iee versus o.,·er ll1e eetmler srugs aRs 
for EliffereRt rebate pereeRtages by 13opulati0H. States 1'Aay assume that the 
rebates for the targetes po13ulatioe oeeur in the same 13ro13ortion as the rebates 
for the total MeElieaia 13013ulati0R, whieh iAeluEles aeeounting for Part D aual 
eligibles. Please aeeount for this adjustment in Appendix DS. 

2. D The State has not mase this aEl;justment because 13harmaey is not an inelused 
ea13i1ation serviee ana the ea13itated eonlroelor's 13roviaers do not 13reseribe 
srugs that are 13ais for by the State in FFS er Part D for the sual eligibles. 

3. D Other (please seseribe): 

I . D No asjustmenl was maEle. 
2. ~ This adjustment was mase (Please Eleseribe). This adjuslnieAt must be mathe1llalieall)· 

aeeountea for in Appendi!t DS. 

-~II figures reported en Appendh D3 and Appendili DS are net of Phermeey rebates, 
thus ne pregram ehange appeers in Appendix DS ta remeve rebates. Pharmaey 
rebetes are reme,·ed frem eepitetien rates prier ta the ealeulatien ef Wai'ler 
expenditures in the prespeetive peried, and pharmaey rebates are remand frem 
actual elt13endimres in the retrospeeti'le peried. 

•~~AAni• Oa W~i><Ar C:A~I PrnjesliAA 

The State shet1ld eom13lete lhese a13pendiees ans inelude e)(planations efall aajustments in 
Seet~n D.1,1 and D,I.J above. 
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AppeAdix D6 RO lar~els 
The State sh011l0 eemplete these appeneiees ane inel110e eKpla,iatiens e fall Ere1ies in enre llment 
i11 Seetian E>,1.K 1108\'e. 

AppeAdix D7 Summary 
b. Please eKplain any Yarianee in !lie everall pereentage ehange in speneing fioem 8¥/R I 
~ 
4. Please e1<plain easeleee ehanges eentributing te tke everall annualiiee rate ef 

ekange in Appendh.: E>7 Celumn I. Tli is respense sheule be eensistenl witk er 
tlie same es tke answer given by tlie State in Seetien D.I.E.e & d. 

We he·;e included the follewing member menth querterly iner eese te eepture 
entieipeted enrellment ehenges between the base and the Pl PS time perieds: 

• ARD 0.3% 
• CHIP 0.6% 
• E>uals 0.3% 
• l<amily 0.6% 
• Ward 0.6% 

There is II slightly lerger increase in membership for certain MEGs shewn in 
Jul, · 2019 June 2020 (eeh1mn I en the IE>l. Member Menthsl teh) due in 
part ta reflecting the ee¥erage ef Shere ef Gest Members in eertein lh<ing 
eFFengements, thet hed previeusl, · net been enrelled in meneged eere. 
Member month information for this pepuletien was not included in RI and 
R2 for the Weiver, as it was net eo\·ered-u-nde,· the MCO o~~l~ 

Additione lly, membership projections to Pl are prajected off ef the 
CftF8J.l.meA+4fflm-t-11e CY17 Q4 (Od oher December 2017) which w ill eouse 
slight \'erielion in implied pereentege growth from the eggregete hose. 

5. Please e1~plain unit east elianges eentributing le the everall aooualicee rate of 
elie11ge in Appendix 9 7 Celumn I. This respense slrnuld be eensistent with e r 
tlie same as tke answer given by !lie State in llie State's eKplanatien efeesl 
increase g iven in Seetien D.1.1 and D.I.J. 

The state plan service trend feeter frem the hose year to Pl reflects en 
e¥erell annual tre11d ef 5.5% applied frem the midpeint ef the RY (9/30/17) 
te the midpeint e f Pl (12/30/19). The state plan sen·iee trend feeter frem 
the midpeint ef Pl te the midpeint ef P2 relleets en 0)'Crell annual trend ef 
4.7%. The state plan sen·iee trend faeter frem the midpeint ef P2 te PJ , PJ 
te P4, end P4 te PS ere each en e~·erell annual trend ef 5.4% . The P l PS 
trends ere eensistent with trend essumptiens used in the de•telepment ef 
eapite tien rates for the Heritage Health and Denta l 8enet:its Manager 
Program. T hese trends "IIF)' hy rating eohort e nd h11ue b een mapped into the 
respective MEGs in the weiYer template. Simila r to the Heri tage Health 
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opprooeh, the Dental Benefits Manager trends ,•ory by rat ing eohort and 
ho..-e been mopped into the respeeti..-e M!';G in the woi,·er template. Medieol 
PM PM trends in elude ehanges in praetiee patterns, units of sen •iee, and 
u Rli,rntion. 

The historieol 191S(b)(3) trends ebsen·ed ho,•e been ,·orioble. A S.5% 
annual trend ffietor was ineluded far these sen•iees far Pl, whieh is less than 
the 5.5% state pion serviee trend used to trend the hose ta Pl. The trend •;;as 
applied from the midpoint of the base period (9,£30/17) to the midpoint of Pl. 
Pl was trended farward ta the midpoint of P2 at a 4.4% annual trend. The 
b(3) trend in P2 remains less than the state plan ser'liee trend of 4.7%. 
bil(ewise, the b(3) trend in P3, P4, end PS of 5.0% , 5.1 % , and S. I% 
respeet'h<el~• are less than the sta te plan ser,•iee tr end far P3, P4, and PS of 
5.4%, S.4%, end 5.4% respeeti'lely. 

e. Please eicplain uti li2atian ehanges eantri!crnting ta the a•;erall ann1c1alized rate af 
ehonge in Appendbi D7 Column I. Tltis respense slieuld ee eens istent with er 
tlte same as the answer given ey the State in the State's eKplanatian af 1c1tilizatian 
given in Seetion D.1.1 end D.I.J : 

The state plan sen •iee trend fneter f:Fom the base year to Pl refleets an 
overall annual trend of 5.5% applied from the midpoint of the BY (9/30/17) 
to the midpoint of Pl (12/30/19). The stete plan seF'iiee tre11d feeter from 
the midpoint of P I ta the midpoint of P2 re fleets 1111 o·/erall annuol trend of 
4.7%. The state pion sen•iee tn1td-fn~idpeint of P2 to P3, P3 
to P4, and P4 to PS are eaeh on o'/erall annual trend of 5.4% . The Pl PS 
trends ore eonsistent with trend assumptions used in the de,·elopment of 
eopitotion rotes far the Heritage Health and Dental Benefits Manager 
PregFBm. T hese trends , ·0 1·~· by roting eohort and ho..-e been mapped into the 
respeetiYe MECs in the wah•er template. Similar to the Heritage Health 
eppreaeh, the Dentel Benefits Manager tre11ds YOF)' b~· roting eehe,·t end 
ha'le been mapped into the respeeti'le MEG in the wah•er templa te. Medieal 
PM PM trends ieelude ehonges in praetiee potteres, units of serviee, and 
utiliu tion. 

T he historieel 191S(h)(3) t rends observed lta..-e been ,·orioble. A 5.5% 
on11u11I tr end fnetor was i11eluded far these serviees far Pt, whieh is less than 
the 5.5% state pion serviee trend used to trend the base to Pl. T he trend was 
applied from the midpoint of the base period (9/30/17) to the midpoint of Pl. 
Pl was trended farword to the midpoint of P2 at o 4.4% annual tr end. T he 
b(3) t rend in P2 remains less than the sta te plan sen •iee treed of 4.7%. 
b il,e•,•l ise, th e b(3) trend in P3, P4, end PS of S,0 % , 5,1 % , end 5,1 % 
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respeeth1ely are less than the state plan serviee trend fer P3, P4, and PS ef 
S.4%, S.4%, end S.4% respeen·1ely. 

l'lease nofe an;· otlier prme1pal fuelers eonmeufing to !he overall annuall~ee ra!e of ella1ige in 
Appendb: D7 Column I. 

Part II: Appendices D. l D.7 

Please see al'taeliea ei,eel Sflreaaslieets. 

Attachment A 

Tribal Consultation 

Please see attached: 
I. Copy of e-mail; Nebraska 191 S(b) Waiver, Tribal Notice sent from the DHHS Medicaid 

SPA account to Tribal representatives (Attachment I A) 
2. Tribal Cover letter 191 S(b) Waiver (Attachment 2A) 
3. Tribal Summa,y 191 S(b) Waiver (Attachment 3A) 
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Attachment B Heritage Health Performance Measures 

Adult Core Measures 

Cervical Cancer Screening (CCS) 

Chlamydia Screening in Women (CHL) 

Flu Vaccinations for Adults Age 18 and Older (FVA) 

Screening for Clinical Depression and Follow-Up Plan (CDF) 

Breast Cancer Screening (BCS) 

Adult Body Mass Index Assessment (ABA) 

PC-01: Elective Delivery (PC01) 

PC-03: Antenatal Steroids (PC03) 

Prenatal & Postpartum Care: Postpartum Care Rate (PPC) 

Initiation and Engagement of Alcohol and Other Drug Dependence T reatment (IET) 

Medical Assistance with Smoking and Tobacco Use Cessation (MSC) 

Antidepressant Medication Management (AMM) 

Follow-Up After Hospitalization for Mental Illness (FUH) 

Adherence to Antipsychotics for Individuals with Schizophrenia (SAA) 

Controlling High Blood Pressure (CBP) 

Comprehensive Diabetes Care: Hemoglobin A1c (HbA1c) Testing (HA1C) 

Comprehensive Diabetes Care: Hemoglobin A1c (HbA1c) Poor Control (>9.0%) (HPC)* 

PQI 01: Diabetes Short-Term Complications Admission Rate (PQI01) 

PQI 08: Heart Failure Admission Rate (PQI08) 

PQI 05: Chronic Obstructive Pulmonary Disease (COPD) or Asthma in Older Adults 
Admission Rate (PQI05) 

PQI 15: Asthma in Younger Adults Admission Rate (PQl15) 

Plan All-Cause Readmissions (PCR) 

HIV Viral Load Suppression (HVL) 
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Annual Monitoring for Patients on Persistent Medications (MPM) 

Timely Transmission of Transition Record (Discharges from an Inpatient Facility to 
Home/Self Care or Any Other Site of Care) (CTR) 

Consumer Assessment of Healthcare Providers and Systems (CAHPS®) Health Plan 
Survey, Version 5.0 (Medicaid) (CPA) 

Child Core Measures 

Child and Adolescents' Access to Primary Care Practitioners (CAP) 

Chlamydia Screening in Women (CHL) 

Childhood Immunization Status (CIS) 

Well-Child Visits in the First 15 Months of Life (W15) 

Immunizations for Adolescents (IMA) 

Developmental Screening in the First Three Years of Life (DEV) 

Well-Child Visits in the Third, Fourth, Fifth and Sixth Years of Life (W34) 

Human Papillomavirus Vaccine for Female Adolescents (HPV) 

Adolescent Well-Care Visit (AWC) 

Pediatric Central Line-Associated Bloodstream Infections - Neonatal Intensive Care 
Unit and Pediatric Intensive Care Unit (CLABSI) 

PC-02: Cesarean Section (PC02) 

Live Births Weighing Less Than 2,500 Grams (LBW) 

Frequency of Ongoing Prenatal Care (FPC) 

Prenatal & Postpartum Care: Timeliness of Prenatal Care (PPC) 

Behavioral Health Risk Assessment (for Pregnant Women) (BHRA) 

Follow-Up Care for Children Prescribed Attention-DeficiUHyperactivity Disorder (ADHD) 
Medication (ADD) 

Follow-Up After Hospitalization for Mental Illness (FUH) 

Child and Adolescent Major Depressive Disorder: Suicide Risk Assessment (SRA)* 

Weight Assessment and Counseling for Nutrition and Physical Activity for 

Medication Management for People with Asthma (MMA) 

Ambulatory Care - Emergency Department (ED) Visits (AMB) 

Consumer Assessment of Healthcare Providers and Systems (CAHPS®) 5.0H (Child 
Version Including Medicaid and Children with Chronic Conditions Supplemental Items) 
(CPC) 

HEDIS Measures 

Comprehensive Diabetes Care 

Medication Management for People with Asthma (Adults) 

Lead Screening in Children 
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Appropriate Testing for Children with Pharyngitis 

Race/Ethnicity Diversity of Membership 

Appropriate Treatment for Children with Upper Respiratory Infection (URI) 

Use of Spirometry Testing in the Assessment and Diagnosis of COPD 

Pharmacotherapy Management of COPD Exacerbation 

Use of Appropriate Medications for People with Asthma 

Annual Monitoring for Patients with Persistent Medications 

Adults' Access to Preventative/Ambulatory Health Services 

Antibiotic Util ization 

Frequency of Ongoing Prenatal Care 

Timeliness of Prenatal Care 

Attachment C Dental Benefits Manager Performance Measures 

Child Core Measures 

Percentage of Eligibles Who Received Preventive Dental Services (PDENT) 

HEDIS Measures 
Annual Dental Visit 

Dental Quality: 

Percentage of enrolled children who received at least one dental service within the 
reporting year. 

Percentage of enrolled children who received a treatment service as a dental service 
within the reporting year. 

Percentage of enrolled children who received a comprehensive or periodic oral 
evaluation as a dental service within the reporting year. 

Percentage of children enrolled in two consecutive years who received a 
comprehensive or periodic oral evaluation as a dental service in both years. 

*The Dental PAHP implemented October 2017, therefore data rs not complete for analysts. 
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