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

A.

Facesheet
Please fill in and submit this Facesheet with each waiver proposal, renewal, or amendment request.

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 1, 2017, the MCO program Heritage Health was implemented.
Additionally, effective October 1, 2017, 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:
Initial request for new waiver. All sections are filled.
Ol Amendment request for existing waiver, which modifies Section/Part_A, B, D
[J 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 with 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 permanent copy of the waiver). Sections A and B are
revised to reflect this waiver renewal request.
[[J Document is replaced in full, with changes highlighted.

Renewal request
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.
5| The State has used this waiver format for its previous waiver period.

Section A is  [Jreplaced in full
[[] carried over from previous waiver period. The State:
[] assures there are no changes in the Program Description from the previous waiver
period.
[[] assures the same Program Description from the previous waiver period will be
used, with the exception of changes noted in attached replacement pages.

Section B is replaced in full
[] carried over from previous waiver period. The State:
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[] assures there are no changes in the Monitoring Plan from the previous waiver
period.

[[] 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/renewal/amendment is requested for a period of five years effective July 1,
2019 and ending June 30, 2024. (For beginning date for an initial or renewal request, please choose first day
of a calendar quarter, if possible, or if not, the first day of a 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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B.

Section A: Program Description

Part I: Program Overview

‘I'ribal Consultation

For initial and renewal waiver requests, please describe the efforts the State has made to ensure Federally
recognized tribes in the State are aware of and have had the opportunity to comment 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 dental benefits program through a managed care model by contracting with a PAHP to act as the
Dental Benefits Manager. Long-Term Services and Supports (LTSS) 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 all 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 managed care plans® member services
and/or through the enrollment broker. The Department continues to work directly with FQHCs, Rural
Health Centers and Indian Health Centers to assist these facilities in serving specific populations.

See Attachment A: Tribal 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 Representatives.

Program History

For renewal waivers, please provide a brief history of the program(s) authorized under the waiver. Include
implementation date and major milestones (phase-in timeframe; new populations added; major new features
of existing program; new programs added).

The Medicaid agency in Nebraska [referred to as Medicaid and Long-term Care (“MLTC")| is a part
of the Department of Health and Human Services System. The Medicaid program is known as the
Nebraska Medicaid Program. In 1993, the Nebraska Legislature directed Medicaid (hereafter the
Department) to develop a managed care program. MLTC 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 1, 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 at 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.
As of the JANUARY | FEBRUARY | MARCH | APRIL MAY JUNE JuLy AUGUST | SEPTEMBER | OCTOBER | NOVEMBER
Beginning of the
Month of:

DECEMBER

241,154

242 836

243975

245,668

245,010

244,900

244,132

242472

244,173

243,325

Heritage Health 230,426 233,295 234,293 | 234735 | 233,723 | 233,820 | 231,685 | 231,185 232,621 231,587 231,503 231,200
Members 2018
Heritage Health 215,746 126,286 226,314 226,835 | 226,690 | 227.847 | 228,669 | 226926 227522 228152 229,008 128,555
Members 2017

2
=

242,861

242,19

Medicaid Eligible
Individuals 2017

% of Heritage
Health Members
to Nebraska

Population 2018

237,083

12.62%

237,075

12.77%

237,101

12.83%

239,087

12.85%

237,624

12.807%

238,136

12.80%

239,005

12.69%

237,969

12.66%

239,432

12.74%

238,708

12.68%

239976

12.68%

239,833

12.66%

%o of Heritage
Health Members
1o Nebraska
Population 2017

% of Heritage
Health Members
to Medicaid
Eligible
Individuals 2018

12.36%

95.55%

12.39%

96.07%

12.39%

96.03%

12.42%

95.55%

12.41%

95.39%

12.47%

935 48%

12.52%

94.590%

12.42%

95.35%

12.46%

95.27%

12.49%

95.18%

12.54%

95.32%

12.51%

93.46%

% of Heritage
Health Members
1o Medicaid
Eligible
Individuals 2017

%o of Medicaid
Eligible
Individuals 1o
Nebraska
Population 2018

95.22%

13.20%

95.45%

13.30%

95.45%

13.36%

94.88%

13.45%

95.40%%

13.41%

95.68%

13.41%

95.68%

13.37%

95.36%

13.28%

95.03%

13.37%

95.58%

13.32%

95.43%

13300

95.30%

13.26%

% of Medicaid
Eligible
Individuals 10
Nebraska

Population 2017

12.98%

12.98%

12.98%

13.00%

13.01%

13.04%

13.09%

13.03%

13.11%

13.07%

13.14%

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 Package [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.

MLTC implemented the Basic Benefits package on July 1, 1995 in a limited coverage area (i.e.,
Douglas, Sarpy and Lancaster counties). MLTC 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
physical health, behavioral health, and pharmacy services. LTSS 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 impartial 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, MLTC 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 1, 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 1, 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. LTSS 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
ettective January 1, 2017 and the State Plan was amended accordingly.
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Effective October 1, 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 submitting this renewal to request authority for an additional five years for the
Heritage Health and Dental Benefits Manager program. Additionally, effective July 1, 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
UnitedHealthcare Community), Coventry Health Care of Nebraska, Inc.(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 1, 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. MLTC 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 1, 2013 for a
period of three years with the option of two 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 1, 2012, with the two MCO contracts effective through June 30, 2015. MCO contracts are
effective until June 30, 2013 (existing 10 counties) with the option to renew for two 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
existing contracts) are effective July 1, 2015 through June 30, 2017 with the options to renew for two
additional one year renewals. MLTC 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
physical 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 UnitedHealthecare of Midlands, Inc., WellCare of Nebraska, Inc., and Nebraska Total
Care. These contracts are effective January 1, 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 1, 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 January 1, 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 1, 2016, MLTC 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 1, 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 (DMA)
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 Data Management & Analytics (DMA) project is implementing the Health Interactive
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Analytics (HIA) solution, a modular business intelligence reporting tool with the following
functionality: Operational Reporting; Federal Reporting; Data Warehousing; Encounter Processing,
Program Integrity-Surveillance and Utilization reporting (SURS); Predictive Analytics and outcomes;
and Investigative Case Management. Deliotte provides advisory through end-to-end implementation
services and outsourcing services and is recognized in the marketplace for their strong capabilities
across the spectrum.

Summary of Major Milestones

Children with Special Healthcare Needs Criteria and Reporting

The Department received approval for its special needs criteria and reporting, as required by the
Balanced Budget Act of 1997. Annual reports were submitted and subsequently approved for 2000,
2001, 2002, and 2003. The annual 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 NMMCP utilized one Primary Care Case Management (PCCM)
Network and two Managed Care Organizations (MCOs) for delivery of medical/surgical services.
Effective July 1, 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 change 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 1, 2002, the Department changed the management of the MH/SA component of the
NMMCP from a capitated/risk model (i.e., Prepaid Health Plan) to a non-risk model-Specialty
Physician Case Management (SPCM) model (i.e., Administrative Service Organization) per CFR
431.55(c). Changes to the programmatic and operational structure of the MH/SA component of the
program 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 1, 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 Organization (ASO) for management of the MH/SA Services
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for the State of Nebraska. The RFP contained three programmatic areas of responsibilities: 1)
Management of MH/SA services for members participating 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 Behavioral Health System. The
Department executed its contract with Magellan Behavioral 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 Behavioral 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 1, 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 January 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 January 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 Heritage Health contracts with the MCOs
included pharmacy 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 behavioral 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 has included important
initiatives aimed at improving care coordination, 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.

MLTC has established Committees such as the Quality Management Committees; Behavioral Health
Integration Advisory Committee and the meetings core functions are 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 representation from providers, patient and community advocates,
managed care contractors, state program administrators, and system and policy experts. MLTC also
implemented the Administrative 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, ML'TC worked with the internal Continuity of Care 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
MLTC regulations and had an opportunity to ask questions or raise concerns. This workgroup
disbanded in 2018.

MLTC 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. MLTC 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
Area 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 MLTC related to primary care and behavioral health
integration/coordination and pharmacy management.

Quality Strategy

The Department contracted with (EQRO), Island Peer Review Organization (IPRO) to complete the
development of the Quality Strategy. This Quality Strategy was developed across various units within
MLTC, 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 enrollees. Those involved with creating this strategy intend to make it available for
public comment on MLTC’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 Quality Review Organization (EQRO)

State of Nebraska Department of Health and Human Services, Division of Medicaid & Long-Term
Care, requests Island Peer Review Organization (IPRO) 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 an annual external and independent review
service 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 managed care. The State of Nebraska offers Managed Care
to eligible participants through the 1915 B Waiver and is required to comply with to 42 CFR Part 438,
subpart E (External Quality Review). IPRO Consulting previously prepared and presented full
required EQRO services under this contract since October 1, 2013. The State will be extending the
IPRO 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 1915(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 and American Indians/Alaskan Natives on July 20, 2010.

Statewide Expansion of Physical Health Care Managed Care

The 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

The Department received an amendment 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 additional populations.

Expansion for Additional Populations and Additional Services

The Department received approval to amend the existing 1915(b) waiver effective September 1, 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 1, 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, MLTC 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 1, 1995 through June 30, 1997

First waiver renewal July 1, 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 1, 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 1, 2001

e Sixth waiver renewal was amended for August 1, 2010, to mandatorily enroll Children with
Special 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 1, 2011 through June 30, 2012

Eighth waiver renewal from July 1, 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 1, 2015 to mandatorily enroll children in a
subsidized adoption and to add services for the special needs and AI/AN populations

MH/SA Waiver

Initial waiver approval July 1, 1995 through June 30, 1997

Two 90-day extensions from July 1, 1997 through March 27, 1998

First waiver renewal July 1, 1997 through June 30, 1999

Five consecutive 90-day extensions from July 1999 through September 2000
Second waiver renewal August 1, 2000 through July 31, 2002

Four consecutive 90-day extensions from August, 2002 through July 31, 2003
Third waiver renewal from July1, 2003 through June 30, 2005

Fourth waiver renewal from July 1, 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 1, 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 1, 2015 through June 30, 2017

Ninth waiver was amended for September 1, 2015 to mandatorily enroll children in a
subsidized adoption
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e 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 Benefits 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 1, 2017

¢ Tenth waiver renewal submitted April 1, 2017 requesting renewal for July 1, 2017 through
June 30, 2019

e Eleventh waiver renewal submitted April 1, 2019 requesting renewal for July 1, 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

1. Waiver Authority. The State's waiver program is authorized under section 1915(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.[

b. &

1915(b)(1) — 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).

1915(b)(2) - A locality will act as a central broker (agent, facilitator, negotiator) in assisting
cligible 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.

1915(b)(3) - The State will share cost savings resulting from the use of more cost-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 1915(b)(1) or (b)(4) authority. This applies to
the MCOs and PAHP.

d. 1915(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 431.55(f).
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Nebraska will send a separate FFS waiver application to CMS to request Target Case
Management authority (TCM).

The 1915(b)(4) waiver applies to the following programs
[l ™mco
[] PIHP
[] 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.)

O 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.[]

b.[]

Section 1902(a)(1) - 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.

Section 1902(a)(10)(B) - Comparability of Services--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.

Section 1902(a)(23) - Freedom of Choice--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. [JSection 1902(a)(4) - To permit the State to mandate beneficiaries into a single PIHP or PAHP,

e.[]

and restrict disenrollment from them. (If state seeks waivers of additional managed care
provisions, please list here).

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 1, 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

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

a.[{

b.[]

d[]

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 1905(a), or any three or more
mandatory services in that section. References in this preprint to MCOs generally apply to
these risk-comprehensive entities. As of January 1, 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.

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.

[[] The PIHP is paid on a risk basis.
[] The PIHP is paid on a non-risk basis.

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).

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

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.

Fee-for-service (FFS) selective contracting: A system under which the State contracts with
specified providers who are willing to meet certain reimbursement, quality, and utilization
standards.

[] Reimbursement is the same as stipulated in the state plan

[] 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.

Open cooperative procurement process (in which any qualifying contractor may participate).
Sole source:

00

[] Other (please describe)

C. Choice of MCOs, PIHPs, PAHPs, and PCCMs

1. Assurances.

The State assures CMS that it complies with section 1932(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 1902(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.

HOOO0OE

3. Rural Exception.

] The State secks 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(f)(1)(ii)):
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D. Geographic Areas Served by the Waiver

1. 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 State checks.

[ Statewide -- all counties, zip codes, or regions of the State, this applies to the MCOs and
PAHP.
[J  Less than Statewide

2. Details. Regardless of whether item 1 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, PIHP, 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, B , Blaine, B: .

Box Butte, Boyd, Brown, Buffalo, Burt, Butler, PAHP Mldlx.nds, Inc. (plan

Cedar, Chase, Cherry, Cheyenne, Clay, Colfax, nar‘ne. 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, Harlan, Hayes, Hitchcock, Holt, Hooker, MCO-Nebraska

Howard, Jefferson, Johnson, Kearney, Keith, Keya
Paha, Kimball, Knox, Lincoln, Logan, Loup,
Madison, McPherson, Merrick, Morrill, Nance,
Nemaha, Nuckolls, 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.

Total Care (Centene)

E. Populations Included in Waiver

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

1. 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

NEO3.R11 Renewal Submitted to CMS 04012019 20
CMS approval effective July 1, 2019 — June 30, 2020



MCO/PCCM

Mandatory enrollment
[] Voluntary enrollment

Section 1931 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
[] 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
[] 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
[] Voluntary enrollment

Aged and Related Populations arc 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
(] Voluntary enrollment

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

PAHP
MCO/PCCM
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Mandatory enrollment
[] 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.

[<] PAHP
MCO/PCCM

Mandatory enrollment
[] Voluntary enrollment

In addition to the mandatorily enrolled CHIP population, MLTC 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 Children-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.

PAHP
MCO/PCCM

Mandatory enrollment
[] 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 2701(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.

PAHP
MCO/PCCM

Mandatory enrollment
(] 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, whao are deemed eligible for Medicaid until the child turns age 1.
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* Pregnant Women (42 CFR 435.116) 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 Assistunce (42 CFR 435.227) Children with special needs lor
whom there is a non IV-E adoption assistance agreement in effect.

s Medically Needy Pregnant Women (42 CFR 435.301(b)(1)(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)(1)(ii) Children under age 18 who would
qualify as categorically needy, except for income.

s 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.

e 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.

e Infants and Children under Age 19 (42 CFR 435.118) Infants and Children under age 19 with
household income at or below the states established standard.

e Presumptive for Pregnant Women (42 CFR 435.1103(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.

PAHP
MCO/PCCM

Mandatory enrollment
[[] 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™ within 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)(10) and Section 1902(a)(10)(E))

] PIHP
[] 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 SOBRA
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 Facilities for the Mentally Retarded (ICF/MR).

[] PIHP
] MCO/PCCM

Enrolled in Another Managed Care Program-Medicaid beneliciaries who are enrolled in another
Medicaid managed care program

(] PIHP
[] MCO/PCCM

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

[] PIHP
] MCO/PCCM

Participate in HCBS Waiver—-Medicaid beneficiaries who participate in a Home and Community Based
Waiver (HCBS, also referred to as a 1915(c) waiver).

(] 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)-Medicaid beneliciaries who are special needs

children as defined by the State. Please provide this definition.

] PIHP
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] MCO/PCCM
SCHIP Title XXI Children - Medicaid beneficiaries who receive services through the SCHIP program.

[] PAHP*
L] 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 beneficiaries for the period of retroactive eligibility.
PAHP
[(] MCO/PCCM (CSHCN or AI/AN)

Other (Please define): 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

1) 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

1) 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., IMD) who are between the ages of 21-64.

5) Members participating in an approved DHHS 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 are excluded from managed care cannot voluntarily enroll.
Due to changes in a member’s Medicaid eligibility and managed care status, a member’s status
may periodically change. The Managed care contractor is responsible 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 all services to be offered under the Waiver in Appendices D2.S., and D2.A of Section D, Cost-
Effectiveness.
1. Assurances.

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

e Services will be available in the same amount, duration, and scope as they are under the State
Plan per 42 CFR 438.210(a)(2).

* Access to emergency services will be assured per section 1932(b)(2) of the Act and 42 CFR
438.114.

* Access to family planning services will be assured per section 1905(a)(4) of the Act and 42
CFR 431.51(b)

[C]  The State seeks a 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. (See
note below for limitations on requirements that may be waived).

The CMS Regional Office has reviewed and approved the MCO, PIHP, PAHP, PCCM contracts for
compliance with the provisions of 42 CFR 438.210(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 PEEM:

O 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.

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 1915(b)(1)-(4) of the Act. However, within section 1915(b)
there are prohibitions on waiving the following subsections of section 1902 of the Act for any type of
waiver program:

s Section 1902(s) -- adjustments in payment for inpatient hospital services furnished to infants
under age 1. and to children under age 6 who receive inpatient hospital services at a
Disproportionate Share Hospital (DSH) facility.
Sections 1902(a)(15) and 1902(bb) — prospective payment system for FQHC/RHC
Section 1902(a)(10)(A) as it applies to 1905(a)(2)(C) — comparability of FQHC benefits among
Medicaid beneficiaries

e Section 1902(a)(4)(C) -- freedom of choice of family planning providers
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Sections 1915(b)(1) and (4) also stipulate that section 1915(b) waivers may not waive freedom of
choice of emergency services providers.

2. Emergency Services. In accordance with sections 1915(b) and 1932(b) of the Act, and 42 CFR 431.55
and 438.114, enrollees in an MCO, PIHP, PAHP, PEEM 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 1915(b) of the Act, and 42 CFR
431.51(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.

] The MCO/PTHP/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

[[] The State will pay for all family planning services, whether provided by network or out-of-network

providers.

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

4. FQHC 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:

(]

The program is voluntary, and the enrollee can disenroll at any time if he or she desires access to
FQHC services. The MCO/PTHP/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/PTHP/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 will not
be available. Please explain how the State will guarantee all enrollees will have a choice of at
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
RHC:s in the State. If the MCO or DBM cannot contract a FQHC or RHC, the MCO or
DBM must notify MLTC. The DBPM must reimburse FQHCs and RHCs 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.

[[] 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
1905(a)(4)(b) (services), 1902(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 1915(b)(3) expenditures. The services must be for medical or health-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 eligible, provider type, geographic availability, and reimbursement

method.

Members must access 1915(b)(3) services through their MCO network. Approved
1915(b)(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.

1915(b)(3) services under this waiver are the following:

Service

Population Eligible

Provider Type

Geographic
Availability

Reimbursement
Method

Psychiatric Nursing Services
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

MCO Adult Enrollees

A Nebraska licensed and
enrolled home health agency
that employs or contracts
with Nebraska licensed
registered nurses.

Statewide

Capitation
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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 Psychiatrists (M.D.,D.O.), Statewide Capitation

includes a crisis assessment and psychologists (Ph.D.,

treatment intervention service Psy.D.), provisionally

provided to a Medicaid eligible licensed psychologists (PLP),

member who is in a crisis licensed independent mental

situation and other individuals health practitioners (LIMHP),

needing emergency outpatient licensed mental health

services prior to ongoing practitioners (LMHP),

services being established. provisionally licensed mental

Intervention services are health practitioners (PLMHP)

provided by any licensed and licensed drug and

practitioner who provides a brief alcohol counselors (LADC),
ment and treatment Provisionally licensed drug

planning. The licensed and alcohol counselors

practitioner provides intervention (PLADC), and advanced

services to the member to practice registered nurses

relieve the acute symptoms and (APRN)

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 Enrolled agencies that Statewide Capitation

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 haospital 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.

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.

(LADC), and advanced
practice registered nurses
(APRN).

Adult Crisis Stabilization MCO Adult Enrollees Any Enrolled Agency who Statewide  |Capitation
provides a level of care in a employs Licensed Providers
facility-based residential crisis such as Psychiatrists (M.D.,
service where the Medicaid D.0.), psychologists (Ph.D.
enrolled members in need can Psy/D), provisionally licensed
receive stabilization treatment psychologists (PLP), licensed
services in a safe structured independent mental health
setting for substance abuse or practitioners (LIMHP),
mental health related conditions. licensed mental health
The service provides continuous practitioners (LMHP),
24-hour observation and provisionally licensed mental
supervision up to 72 hours for health practitioners (PLMHP)
individuals who do not require and licensed drug and
assessment and treatment in an alcohol counselors (LADC),
acute inpatient hospital setting. Provisionally licensed drug
The service provides a short and alcohol counselors
term stabilization which includes (PLADC, and advanced
assessment, care management, practice registered nurses
medication management and (APRN)
mobilization of family support Paraprofessionals may be
and community resources. employed under licensed
Room and Board are not professionals as outlined in
included in this reimbursement. State regulations.
Adult Substance Abuse MCO Adult Enrollees Psychiatrists (M.D., D.O.), Statewide Capitation
Treatment includes an array of psychologists (Ph.D.,
medically necessary substance Psy.D.), provisionally
abuse treatment services licensed psychologists (PLP),
consisting of assessment licensed independent mental
services, community support, health practitioners (LIMHP),
intensive outpatient, partial licensed mental health
hospitalization, halfway house, practitioners (LMHP),
intermediate residential and provisionally licensed mental
therapeutic community, short- health practitioners (PLMHP)
term residential, and dual and licensed drug and
diagnosis treatment and alcohol counselors (LADC),
substance abuse social Provisionally licensed drug
detoxification. and alcohol counselors
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(PLADC , and advanced
practice registered nurses
(APRN)

7. Self-referrals.

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:

s Emergency services; MCO

s OQutpatient Dental Emergency services; PAHP

* Family Planning; MCOs

e  FQHC, Rural Health Clinics, Tribal Clinics and Indian Health Services; MCOs and
PAHP
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C.

Section A: Program Description

Part II: Access

Each State must ensure that all services covered under the State plan are available and accessible to enrollees
of the 1915(b) Waiver Program. Section 1915(b) of the Act prohibits restrictions on beneficiaries’ access to
emergency services and family planning services.

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

The State assures CMS that it complies with section 1932(c)(1)(A)(i) of the Act and 42 CFR 438.206
Auvailability of Services; in so far as these requirements are applicable.

| The State seeks a waiver of a 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, or PAHP contracts for
compliance with the provisions of section 1932(c)(1)(A)(i) of the Act and 42 CFR 438.206
Availability of Services. [f 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, or PAHP.

If the 1915(h) Waiver Program does not include a PCCM component, please continue with Part I1.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.[]  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.

1.[[] PCPs (please describe):

2.[] Specialists (please describe):

3.[] Ancillary providers (please describe):

4.[] Dental (please describe):

5.[] Hospitals (please describe):
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6.[] Mental Health (please describe):

7.[] Pharmacies (please describe):

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

9.[] Other providers (please describe):
b.[] 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.

1.[] PCPs (please describe):

2.[] Specialists (please describe):

3.[] Ancillary providers (please describe):

4.[] Dental (please describe):

5.[] Mental Health (please describe):

6.[] Substance Abuse Treatment Providers (please describe):

7.[] Urgent care (please describe):

8.[] Other providers (please describe):

c. [] 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.

1.[] PCPs (please describe):

2.[] Specialists (please describe):

3.[] Ancillary providers (please describe):

4.[7] Dental (please describe):

5.[] Mental Health (please describe):

6.[] Substance Abuse Treatment Providers (please describe):

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

3. Details for 1915(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
1. Assurances for MCO, PIHP, or PAHP programs.

The State assures CMS that it complies with section 1932(b)(5) of the Act and 42 CFR 438.207
Assurances of adequate capacity and services, in so far as these requirements are applicable.

O

The State seeks a waiver of a 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, or PAHP contracts for
compliance with the provisions of section 1932(b)(5) and 42 CFR 438.207 Assurances of adequate
capacity 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 continue with Part II, C.
Coordination and Continuity 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.[]

b.3
e.d

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

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

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.[[] 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 # In Current # Expected in
Waiver Renewal
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Providers # In Current # Expected in
Waiver Renewal

| | | |

e. [] The State ensures adequate geographic distribution of PCCMs. Please describe the State’s
standard.

f. [_] 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.[] Other capacity standards (please describe):

3. Details for 1915(b)(4) FFS selective contracting programs: 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. This analysis should consider increased enrollment and/or
utilization expected under the waiver.
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C. Coordination and Continuity of Care Standards
1. Assurances for MCO, PIHP, or PAHP programs.

E] The State assures CMS that it complies with section 1932(c)(1)(A)(I) of the Act and 42 CFR 438.208
Coordination and Continuity of Care, in so far as these regulations are applicable.

O

The State seeks a waiver of a 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, or PAHP contracts for
compliance with the provisions of section 1932(c)(1)}AXI) 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 MCQ, PIHP, PAHP, and PCCM.

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

The following items are required.

a.[x

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 PIHP/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.

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.

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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d. [

e.[d

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.

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:

1. [<]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. <] Approved by the MCO/PIHP/PAHP in a timely manner (if approval required by plan)

3. []In accord with any applicable State quality assurance and utilization review standards.
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. [

b.[]

c.d
d.[]

e.[d
£

g.

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

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.

Each enrollee is receives health education/promotion information. Please explain.

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

There is appropriate and confidential exchange of information among providers.

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

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.[[] 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.[ ] 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’ files.

4. Details for 1915(b)(4) only 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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D.

Section A: Program Description

1.

Part I1I: Quality

Assurances for MCO or PIHP programs.

The State assures CMS that it complies with section 1932(c)(1)(A)(iii)-(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.

| The State secks a waiver of a waiver of section 1902(a)(4) of the Act, to waive one or more of
more of the regulatory requirements listed above for PIHP 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 1932(c)(1)(A)(iii)-(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. 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.

Section 1932(c)(1)(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.

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 PIHPs is
required beginning March 2004. Please provide the information below (modify chart as necessary):

NEO03.R11 Renewal Submitted to CMS 04012019 39

CMS approval effective July 1, 2019 — June 30, 2020



Activities Conducted
Name of Mandatory Activities Optional Activities
Program Organization EQR study
X ¢ Validation of Performance e Encounter
MCO Island Peer Improvement Projects Validation (MCO
PHAP Review e Validation of Performance Only)
Organization Measures e Focus Studies
(IPRO) * Review of compliance with e 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)(1)(A)(iii)-(iv) of the Act and 42 CFR
438.210,438.214, 438.218, 438.224, 438.226, 438.228, 438.230 and 438.2306, in so far as these
regulations are applicable.

O The State seeks a waiver of a 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 1932(c) (1)(A)(iii)-(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.[] The State has developed a set of overall quality improvement guidelines for its PCCM program.
Please attach.

b.[] State Intervention: If a problem is identified regarding 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.

1. [[] Provide education and informal mailings to beneficiaries and PCCMs;
2.[ ] Initiate telephone and/or mail inquiries and follow-up;
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3. [] Request PCCM responses to identified problems;

4. [] Refer to program staff for further investigation;

5.[ ] Send warning letters to PCCMs;

6. DRefcr to State’s medical staff for investigation;

7. [] Institute corrective action plans and follow-up;

8. D Change an enrollee’s PCCM;

9. [] Institute a restriction on the types of enrollees;
10. D Further limit the number of assignments;

11. [] Ban new assignments;

12. [] Transfer some or all assignments to different PCCMs;

13. [] Suspend or terminate PCCM agreement;

14. [JSuspend or terminate as Medicaid providers; and

15. D Other (explain):
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 information 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

1915(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):

1.[] Has a documented process for selection and retention of PCCMs (please submit a copy of that
documentation).

2.[[] 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.[] Has are-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.[] Initial credentialing

B.[] Performance measures, including those obtained through the following (check all that
apply):

[_] The utilization management system.
[] The complaint and appeals system.
[] Enrollee surveys.

[] Other (Please describe).

4.[] 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.[] Has an initial and re-credentialing process for PCCMs other than individual practitioners (e.g.,
rural 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.[] Notifies licensing and/or disciplinary bodies or other appropriate authorities when suspensions
or terminations of PCCMs take place because of quality deficiencies.

7.0 Other (please describe).
d.[] Other quality standards (please describe):
4. Details for 1915(b)(4) only 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 performance 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/PIHP/PAHP/PCCM administrator marketing (e.g., radio and TV
advertising for the MCO/PIHP/PAHP or PCCM in general) and direct MCO/PIHP/PAHP/PCCM marketing
(e.g., direct mail to Medicaid beneficiaries).

1. Assurances

The State assures CMS that it complies with section 1932(d)(2) of the Act and 42 CFR 438.104
Marketing activities; in so far as these regulations are applicable.

|:| The State seeks a waiver of a 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, REEM contracts for
compliance with the provisions of section 1932(d)(2) of the Act and 42 CFR 438.104 Marketing
activities. 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, PCCM.

O 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

1.[[] The State does not permit direct or indirect marketing by MCO/PIHP/PAHP/PCCM or
selective contracting FFS providers.

2 The State permits indirect marketing by MCO/PIHP/PAHP/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.[] The State permits 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
permitted. Direct Marketing is prohibited.

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

1. The State prohibits or limits MCOs/PIHPs/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 2 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. MLTC must
approve the MCOs’ and PAHP’s marketing materials. If MLTC 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.[] The State permits MCOs/PTHPs/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. The State requires MCO/PIHP/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):

L. The languages comprise all prevalent languages in the service area. Please
describe the methodology for determining prevalent languages. Use of census
and other similar information as well as Medicaid participant information.
Medicaid uses participant information-primary language spoken from the
eligibility system to determine the prevalent languages in the service area.

ii. []  The languages comprise all languages in the service area spoken by
approximately _ percent or more of the population.
iii. []  Other (please explain):
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B. Information to Potential Enrollees and Enrollees

1. Assurances.

The State assures CMS that it complies with Federal Regulations found at section 1932(a)(5) of the
Actand 42 CFR 438.10 Information requirements; in so far as these regulations are applicable.

] The State seeks a waiver of a 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 MCQ, PIHP, PAHP, or PCCM contracts
for compliance with the provisions of section 1932(a)(5) of the Act and 42 CFR 438.10 Information
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.

O 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 will 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.[] The languages spoken by significant number of potential enrollees and
enrollees. Please explain how the State defines “significant.”

2.[] 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.

B 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.

NEO3.R11 Renewal Submitted to CMS 04012019 45
CMS approval effective July 1, 2019 — June 30, 2020



b. Potential Enrollee Information

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

¢. Enrollee Information

The State has designated the following as responsible for providing required information to enrollees:
i. [] The State
ii. [X] State contractor (please specify): Enrollment Broker Services and DBM
iii. 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 Disenrollment

1. Assurances.

O

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.

] The State seeks a waiver of a 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.1.C)

The CMS Regional Office has reviewed and approved the MCO, PIHP, PAHP, and PCCM contracts
for compliance with the provisions of section 1932(a)(4) of the Act and 42 CFR 438.56
Disenrollment 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, PCCM.

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/PIHPs/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.

O 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
program

Please list the functions that the contractor will perform:
[] choice counseling
enrollment
[] other (please describe):

| State allows MCO/PIHP/PAHP or PCCM to enroll beneficiaries. Please describe the process.

| This is a new program. Please describe the implementation schedule (e.g. implemented
Prog p g.1mp
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.

il 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.):

If a 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 Potential enrollees will have 0 days to choose a plan.

ii. [] 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 with same MCO

Preserve existing member/provider relationship

Assign members equitably among MCOs

MCOs are removed from auto-assignment when the MCO exceeds 40% of
total members

* A member who regains eligibility within 60 days of eligibility loss will be
automatically reassigned to their most recent MCO enrollment
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Below is a summary of the auto-assignment algorithm in order of priority:

e  MCO family relationship
o Reviewed/assigned on member basis
o Will consider other family member choices/assignments
o IfMCO 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

[Tl 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.1)

| 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:

] Other:

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

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 eligible for exemption from enrollment. In addition, please describe the exemption process:

The State automatically re-enrolls a beneficiary with the same PCCM or MCO/PAHP if
there is a loss of Medicaid eligibility of 2 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 Enrollee submits request to State/Enrollment Broker.

ii. [_] 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.

iii. [_] Enrollee must seek redress through MCO/PIHP/PAHP/PCCM grievance procedure
before determination will be made on disenrollment request.

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

The State has a lock-in period (i.e. requires continuous enrollment with MCO/PAHP/PCCM)
of 12 months (up to 12 months permitted). If so, 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):

1) 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.

] The State does not have a lock-in, and enrollees in MCOs/PAHPs and PCCMs are allowed to
terminate 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.

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

i. [] MCO/PAHP and PCCM can request reassignment of an enrollee for the following
reasons:

1) 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. [] The State reviews and approves all MCO/PIHP/PAHP/PCCM-initiated requests
for enrollee transfers or disenrollments.

i1, ] If the 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 1ts membership or from the PCCM’s caseload.
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iv. ] The enrollee remains an enrollee of the MCOQ/PIHP/PAHP/PCCM-until another
MCO/PIHP/PAHP/PCCM is chosen or assigned.
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D. Enrollee Rights

1. Assurances.

The State assures CMS that it complies with section 1932(a)(5)(B)(ii) of the Act and 42 CFR 438
Subpart C Enrollee Rights and Protections.

] The State seeks a waiver of a 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, PCCM-contracts for
compliance with the provisions of section 1932(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 MCQ, PIHP, PAHP, or PCCM.

O 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 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

1. Assurances for All Programs. States, MCOs, PIHPs, PAHPs, and States in PEEM, 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 manner 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. The State must also inform enrollees of the
procedures by which benefits can be continued for reinstated, and
c. other requirements for fair hearings found in 42 CFR 431, Subpart E.

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 1932(b)(4) of the Act and 42 CFR 438 Subpart H.

The State assures CMS that it complies with section 1932(b)(4) of the Act and 42 CFR 438 Subpart F
Grievance System, in so far as these regulations are applicable.

| The State seeks a waiver of a waiver of section 1902(a)(4) of the Act, to waive one or more of
more of the regulatory requirements listed above for PIHP 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 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 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 MCO or PAHP programs.

a. Direct access to fair hearing.
The State requires enrollees to exhaust the MCO or PAHP grievance and appeal process
before enrollees may request a state fair hearing.
[[J  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. Timeframes
The State’s timeframe within which an enrollee, or provider on behalf of an enrollee, must file
an appeal is 120 days (between 20 and 90).
The State’s timeframe within which an enrollee must file a grievance is 120 days.

¢. Special Needs
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O

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. These 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 direct access to a fair hearing in instances involving
terminations, reductions, and suspensions of already authorized Medicaid covered services.

O

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):

[0  The grievance procedures is operated by:
the State
[]  the State’s contractor. Please identify:
[0  thepPCcM
[  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).

il 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 review,
which is: (please specify for each type of request for review).

O 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:

] Permits enrollees to appear before State PCCM/ PAHP personnel responsible for resolving the
request for review.

[[J  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

1. Assurances.

The State assures CMS that is complies with section 1932(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.

2.

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

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

The prohibited relationships are:

35
4,

S.

A director, officer, or partner of the MCO, PCCM, PIHP, or PAHP;

A person with beneficial ownership of five percent or more of the MCO, PCCM, PIHP, or PAHP
equity;

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:

1.
2.

3

Could be excluded under section 1128(b)(8) of the Act as being controlled by a sanctioned individual;
Has a substantial contractual relationship (direct or indirect) with an individual convicted of certain
crimes described in section 1128(b)(8)(B) of the Act;

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 1128(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 1128(b)(8)(B) of the Act;

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

e. could be excluded under 1128(b)(8) as being controlled by a sanctioned individual.

2. Assurances for MCO or PIHP programs

The State assures CMS that it complies with section 1932(d)(1) of the Act and 42 CFR 438.608
Program Integrity Requirements, in so far as these regulations are applicable.
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State payments to an MCO or PAHP are based on data submitted by the MCO or PAHP. If so, 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.

M The State seeks a waiver of a 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.

B4 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,
PIHP, PAHP, or PCCM.

NEO3.R11 Renewal Submitted to CMS 04012019 56
CMS approval effective July 1, 2019 — June 30, 2020



Section B: Monitoring Plan

Per section 1915(b) of the Act and 42 CFR 431.55, states must assure that 1915(b) waiver programs do not
substantially impair access to services of adequate quality where medically necessary. To assure this, states
must actively monitor the major components of their waiver program described in Part I of the waiver
preprint:

Program Impact (Choice, Marketing, Enrollment/Disenrollment, Program Integrity, Information
to Beneficiaries, Grievance Systems)

Access (Timely Access, PCP/Specialist Capacity, Coordination and Continuity of
Care)

Quality (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 clear
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 of MCO/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 11 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 all 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 certain
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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1915(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.

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-15 days: encounter acceptance rate; call abandonment rate;
appeal resolution timeliness; PDL 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 quarterly 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:
e MCO, PIHP, and PAHP programs -- there must be at least one checkmark in each column.

e 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.”

e 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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Evaluation of Program Impact Evaluation of Access Evaluation of Quality
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G. Part Il 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:

e 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

e 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, 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)

NCQA

[ ]JCAHO

] AAAHC

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
recredentaling 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
[]JCAHO
[ ] AAAHC
] Other (please describe): URAC for the PAHP

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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[[] state-developed survey
[] Disenrollment survey
[[] Consumer/beneficiary focus groups

CAHPS
» Applicable programs: MCO, DBM
e Personnel responsible: MCO or DBM Staff

s 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).
e 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)

[] Denials of referral requests

] Disenrollment requests by enrollee
From plan
From PCP within plan
Grievances and appeals data
PCP termination rates and reasons
[] Other:

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

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

e 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. Enrollee Hotlines Operated by State

s Applicable programs: MCO and DBM.

s Personnel responsible: Automated Health Systems (AHS) is the Medicaid Enrollment
Broker.

e 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.

s Frequency of use: Quarterly

e 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.[] 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).
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h.[]

i.

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.

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

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; Annually 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

‘I'he 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.0 Network Adequacy Assurance Submitted by Plan [Required for MCO/PIHP/PAHP]

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

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

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

k. Ombudsman

e Applicable programs: MCO and DBM
* Personnel responsible: State Staff

e 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.
e Frequency of use: Annually
e How it yields information about the area(s) being monitored:
s 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 office, geographical
area of contacts, subject of contacts, and referrals for contacts.

1. On-Site Review

e Applicable programs: MCOQO and the DBM

e Personnel responsible: EQRO and State Staff

s 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:
State 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.

e Frequency of use: Annually
e 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

e Applicable programs: MCO and DBM

e Personnel responsible: MCO and DBM Staff

e 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 state. The state identified at a
minimum that the MCO's have to jointly participate. The following are the current
PIPs:

e Clinical PIPs include: Improving Tdap rates in pregnant women;

e Behavioral Health Clinical PIP includes: Follow up after ED visit for Mental
Health/Substance Use Disorder; and

e Joint PIP: Reducing Preterm Births.

e 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.

s Frequency of use: Annually
How it yields information about the area(s) being monitored: Chosen projects enable
the MCO to better monitor:
e Information to Beneficiaries
o Timely Access
¢ Coordination/Continuity of Care
Coverage/Authorization
e Quality of Care

The MCOs and DBM submit the quarterly updates and results of PIP’s to State
staff to assess appropriateness of applied interventions and identify additional
interventions towards improvement. The MCO’s, DBM, Quality Committee, and
the State, with input from the EQRO, will decide new PIP study areas.
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n.] Performance Measures [Required for MCO/PIHP]
[ ] Process
[ Health Status/Outcomes
Access/Availability of Care
(] Use of Services/Utilization
[] Health Plan Stability/Financial/Cost of Care
[] Health Plan/Provider Characteristics
[] Beneficiary Characteristics

Applicable programs: MCO and DBM

e Personnel responsible: MCO Staff and DBM Staff

e 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:

e 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 annually.

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

e PDENT
e Annual Dental Visit
s Frequency of use: Annually
e 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.

The 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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o.[]

p.[J
q.I

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.

Periodic Comparison of Number and Types of Medicaid Providers Before and After
Waiver

Profile Utilization by Provider Caseload (looking for outliers)

Provider Self-Report Data
] Survey of Providers
] 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
MLTC 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.[] Test 24 Hour/7 Days a Week PCP Availability
e Applicable programs:
e Personnel responsible:
¢ Detailed description of activity: Frequency of use:
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s How it yields information 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.
e The DBM will report the data and analysis summarizing the DBM’s annual
evaluation of the UM program.
e Frequency of use: Annually
e How it yields information about the area(s) being monitored:
e 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. [] Other (please describe):
e How it yields information about the area(s) being monitored:

Section C: Monitoring Results

Section 1915(b) of the Act and 42 CFR 431.55 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
initial 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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O 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.

= ‘I'his 1s a renewal request.
] 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 of 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. If it
was not done as described, please explain why.
¢ Summarize the results or findings of each activity. CMS may request detailed results as
appropriate.
e Identify problems found, if any.
e 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

information.
s 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:
ConﬁlEJation it was conducted as described:
Yes

[] No. Please explain:
Summary of results:
Problems identified:
Corrective action (plan/provider level)
Program change (system-wide level)

a.[] 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)

NCQA

[]ICAHO

[]AAAHC

Other (please describe): URAC
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b. Accreditation for Participation (i.e. as prerequisite to be Medicaid plan)
NCQA
[ ]JcAHO
[]AAAHC
[] Other (please describe): URAC

¢.[] Consumer Self-Report Data
CAHPS (please identify which one(s)): (for MCOs)

e 2017 Adult Medicaid Questionnaire

e 2018Adult Medicaid Questionnaire

e 2017Child Medicaid Questionnaire

e 2018 Child Medicaid Questionnaire
<] State-developed survey: Consumer Satisfaction Survey (for PHHE PAHP)
Disenrollment survey
Consumer/beneficiary focus groups

e Confirmation it was conducted as described: Al MCOs CAHPS surveys
L] Yes
[] No. Please explain:

e 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 HEDIS
compliance audit.

WellCare of Nebraska, Nebraska Total Care, and Untied Healthcare, adult and
children CAHPS survey are the basis for the reported data 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 0 to 10, 0 being the worst and 10
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.

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

e 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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s 87.2 % rated their personal doctor an 8, 9, or 10.

s  86.1% rated the specialist seen most often as an 8, 9, or 10.

e 76.9% rated all health care received an 8, 9, or 10.

e 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:

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

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

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

»  79%rated all experience with the health plan an 8, 9, or 10.
Among the Nebraska Total Care adult CAHPS survey respondents who
provided usable responses in 2018, these are the results:

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

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

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

e 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:

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

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

e 75.90% rated all health care received an 8, 9, or 10.

s 78.27% rated 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, these are the results:
e 82.44% rated their personal doctor an 8, 9, or 10.
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e 82.95% rated the specialist seen most often an 8, 9, or 10.
e 76.13% rated all health care received an 8, 9, or 10.

e 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 are 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 all 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:

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

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

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

e 85.8% rated all 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:

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

e 89.71% rated the specialist seen most often an 8, 9, or 10.

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

e 83.83% rated all 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.

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

e 84.6% rated all experience with the health plan an 8, 9, or 10.
Among WellCare child (Children with Chronic Conditions) CAHPS survey
respondents who provided usable responses in 2018, these are the results:

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

*  90.6% rated the specialist seen most often an 8, 9, or 10.

e 87.4% rated all health care received an 8, 9, or 10.

s 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.

s 91% rated the specialist seen most often an 8, 9, or 10.

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

s 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:

e 92% rated their personal doctor an 8, 9, or 10.

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

®  90% rated all health care received an 8, 9, or 10.

e 81% 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 2018, these are the
results:

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

e 91.13 % rated all health care received an 8, 9, or 10.
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e 83.83 % 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 2018, these are

the results:

o 93.77 % rated their personal doctor an 8, 9, or 10.

s 87.67% rated the specialist seen most often an 8, 9, or 10.

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

s 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 10.

s 88.1% rated all health care received an 8, 9, or 10.

s  86.9% 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 2017, these are

the results:

s 88.5% rated their personal doctor an 8, 9, or 10.

s 88.71% rated the specialist seen most often an 8, 9, or 10.

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

e 84.21% 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 2018, these are the
results:

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

e 88.89% rated the specialist seen most often an 8, 9, or 10.
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o 92.47% rated all health care received an 8, 9, or 10.
e 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:
s 93.52% rated their personal doctor an 8, 9, or 10.

e 85.45% rated the specialist seen most often an 8, 9, or 10.
e  90.68% rated all health care received an 8, 9, or 10.

e 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 PHHP Developed Survey-Consumer Satisfaction Survey
Confirmation it was conducted as described:

1 Yes

] No. Please explain:

Summary 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%).

Data Analysis (non-claims)

[] Denials of referral requests
Disenrollment requests by enrollee
[] From plan
(] From PCP within plan
Grievances and appeals data
[ PCP termination rates and reasons
[] Other:
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Strategy: MCO and PAHP Data Analysis
e (Confirmation it was conducted as described:

[l

Yes
No. Please explain:

Summary of results:

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.

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.

No PCP termination trends have been identified.

No Program Integrity reporting concerns. The Department continues to
meet quarterly with the MCO’s on program integrity issues.

Timely Access standards were met.

No coordination/continuity or quality of care issues identified.

Partial Hospitalization, Day Treatment and Intensive OQutpatient services
for both adults and children in the rural parts of the state are below the
access standard. The Department continues to meet with MCOQO's about
the access standards.

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

WHP | 17 18 31 33 12 11 e 17 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

WHP | 16 16 19 31 20 16 12 18 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 13

WHP 0 0 0 0 0 0 1 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 18
WHP 0 0 0 0 0 0 0 0 0 0 0 0

Caveats: WHP Q4 data from Allegent, Boys Town and HRC only WHP Q3 data from
Allegent, Boys Town and HRC only. Jan 2018 data from Allegent, Boys Town and OMNI
only. FEB 2018 data from Boys Town and HRC only. MAR 2018 data from Boys Town
and Allegent only APR 2018 data from Boys Town, HRC and Allegent only. MAY 2018
data from Boys Town, and Allegent only. June 2018 data from Boys Town, and Allegent
only.

MCO Nebraska Total Care (NTC) PRTF/THGH

PRTF RESTRAINTS
Jul- | AUG | SEPT. | OCT. Dec- | JAN. | FEB. | MAR. | APR. | May-
17 | 2017. | 2017 | 2017 | NOV.2017 17 2018 | 2018 | 2018 | 2018 18 Jun-18
NTC | O < 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 | O 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| O 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 2017 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, OMNI 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/THGH
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PRTF RESTRAINTS
Jul- | AUG SEPT. OCT.
17 | 2017. 2017 2017 NOV.2017 | Dec-17 | JAN. | FEB. | MAR. | APR. | MAY | JUNE
UHC 6 23 10 5 12 14 20 18 6 39 29 24
PRTF SECLUSIONS
Jul- | AUG SEPT. OCT. DEC.
17 | 2017. 2017 2017 NOV.2017 | 2017 JAN. | FEB. | MAR. | APR. | MAY | JUNE
UHC 8 16 9 5 11 4 15 13 9 46 35 22
THGH RESTRAINTS
Jul- | AUG SEPT. OCT. DEC.
17 | 2017. 2017 2017 NOV.2017 | 2017 JAN. | FEB. | MAR. | APR. | MAY | JUNE
UHC 0 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 | JUNE
UHC 0 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.

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

e.[] Enrollee Hotlines Operated by State
s Strategy: Enrollment Broker Helpline Report
e Confirmation it was conducted as described:
Yes
] 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
until 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 12/15/16 were enrolled in
one of three participating MCUs effective 1/1/2017.
The following chart presents Heritage Health Enrollment Broker Queue statistics by
calendar years 2016, 2017, and 2018.

e Problems identified: No significant problems were identified.

e Corrective action (plan/provider level): None

e Program change (system-wide level): None

AHS Statistics by Calendar Year

Avg ‘Wait Avg
inbound | inbouna | O | cans | Ave | Abd ) Sealls | g | oyire | Mol | Mo
Period English | Spanish Calls Handled Abandon | Rate | non-HH Time (ASA) Time Time
Offered Rate SLA related {ASA) SA {seq) SLA
2016 Tetals
araos | 7467 | sasm | 41522 | 2433% % 1% : 2. 627 30
(9/1/16-12/31/16) i 5 i -
2017 Totals 27254 | 2,784 | 20008 | 29617 | 127% 5% 3% 0.65 200 7.30 30
2018 Totals 10330 | 929 | 11225 | 11,008 | 1.13% 5% % 0.25 2.00 573 30

e 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 1/14/19
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 2017 ABD 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.

f.[] 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).

2. [0 Geographic Mapping of Provider Network
e Strategy: MCO and PAHP Reporting
o Confirmation it was conducted as described:
Yes
[l  No. Please explain:
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e Summary of results:
s Reports are regularly submitted on a quarterly basis.

e The MCO WellCare, in 2017 reiorted the followini results:

PCP 2 w/in 30 miles 1 w/in 45 miles | w/in 60 miles
Specialists - Other 1 w/in 30 miles 1 w/in 45 miles I w/in 60 miles
Specialists - High Vol 1 w/in 90 miles 1 w/in 90 miles 1 w/in 90 miles
Pharmacy 1 wiin 5 miles I w/in 15 miles I w/in 60 miles
Facilities/Ancillary 1 w/in 30 miles 1 w/in 45 miles 1 w/in 60 miles

1 w/in 30 miles

1 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

e The MCO Nebraska Total Care, in 2017 reicrted the followini results:

PCP

2 w/in 30 miles

1 w/in 45 miles

1 w/in 60 miles

Specialists - Other

1 w/in 30 miles

1 w/in 45 miles

1 w/in 60 miles

Specialists - High Vol

1 w/in 90 miles

1 w/in 90 miles

I w/in 90 miles

1 w/in 5 miles

1 w/in 15 miles

1 w/in 60 miles

Pharmacy
Facilities/Ancillary 1 w/in 30 miles | w/in 45 miles 1 w/in 60 miles
Hospitals 1 w/in 30 miles 1 w/in 45 miles I w/in 60 miles

Behavioral Health

2 w/in 30 miles

2 wiin 45 miles

2 wi/in 60 miles

e The MCO UnitedHealthcare, in 2017 reiorted the followini results:

PCP

2 w/in 30 miles

1 w/in 45 miles

1 wiin 60 miles

Specialists - Other

1 wiin 30 miles

1 w/in 45 miles

1 wiin 60 miles

Specialists - High Vol 1 w/in 90 miles 1 w/in 90 miles 1 w/in 90 miles
Pharmacy 1 w/in 5 miles 1 w/in 15 miles 1 w/in 60 miles
Facilities/Ancillary 1 w/in 30 miles 1 w/in 45 miles 1 w/in 60 miles
Hospitals 1 w/in 30 miles | w/in 45 miles 1 w/in 60 miles

Behavioral Health

2 w/in 30 miles

2 w/in 45 miles

2 wiin 60 miles

CMS approval effective July 1, 2019 — June 30, 2020

e MCNA in 2018 reported the following results:

Provider Type Urban ‘Rural Frontier

2 w/in 45 miles 1 w/in 60 miles 1 wiin 100
Dentists miles

1 w/in 45 miles 1 w/in 60 miles 1 wfin 100
Specialists - Oral Surgeons miles

1 w/in 45 miles 1 w/in 60 miles 1 w/in 100
Specialists - Orthodontist miles

1 w/in 45 miles 1 w/in 60 miles 1 w/in 100
Specialists - Periodontist miles
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1 w/in 45 miles 1 w/in 60 miles 1 w/in 100
| Specialists - Pedodontist miles

s Problems identificd: The rural parts of the State have low density of
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.[[] 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

o Strategy: MCO and PAHP Reporting

e Confirmation it was conducted as described:

Yes
[C]  No. Please explain:

e 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

iE Network Adequacy Assurance Submitted by Plan [Required for MCO/PIHP/PAHP]
s Strategy: MCO and PIHP Reporting
¢ Confirmation it was conducted as described:
B Yes
[]  No. Please explain:
e 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.

e The MCO WellCare, in 2017 reported the following results:

2 w/in 30 miles 1 w/in 45 miles 1 w/in 60 miles
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Specialists - Other

1 w/in 30 miles

1 w/in 45 miles

1 w/in 60 miles

1 w/in 90 miles

1 wiin 90 miles

1 w/in 90 miles

Specialists - High Vol

Pharmacy

1 w/in 5 miles

1 w/in 15 miles

1 w/in 60 miles

1 w/in 30 miles

1 wiin 45 miles

Facilities/Ancillary

1 w/in 60 miles

PCP

2 w/in 30 miles

1 w/in 45 miles

o The MCO Nebraska Total Care, in 2017 reiorted the fol]owini results:

I w/in 60 miles

Specialists - Other

1 wiin 30 miles

1 w/in 45 miles

1 w/in 60 miles

1 w/in 90 miles

1 wiin 90 miles

I w/in 90 miles

Specialists - High Vol

Pharmacy 1 w/in 5 miles 1 w/in 15 miles I w/in 60 miles
Facilities/Ancillary 1 w/in 30 miles 1 w/in 45 miles 1 w/in 60 miles
Hospitals 1 w/in 30 miles 1 w/in 45 miles I wiin 60 miles

Behavioral Health

2 w/in 30 miles

2 w/in 45 miles

2 w/in 60 miles

e The MCO UnitedHealthcare, in 2017 reiorred the fol]owini results:

PCP

2 w/in 30 miles

1 w/in 45 miles

1 w/in 60 miles

Specialists - Other

1 w/in 30 miles

1 w/in 45 miles

1 w/in 60 miles

Specialists - High Vol

1 w/in 90 miles

1 w/in 90 miles

| w/in 90 miles

Pharmacy

1 w/in 5 miles

1 w/in 15 miles

1 w/in 60 miles

Facilities/Ancillary

1 w/in 30 miles

1 w/in 45 miles

1 w/in 60 miles

Hospitals

1 w/in 30 miles

1 w/in 45 miles

| w/in 60 miles

Behavioral Health

2 w/in 30 miles

2 w/in 45 miles

2 w/in 60 miles

e MCNA in 2018 reported the following results:
Provider Type Urban Rural Frontier
2 w/in 45 miles 1 w/in 60 miles 1 w/in 100
Dentists miles
1 w/in 45 miles 1 w/in 60 miles 1 w/in 100
Specialists - Oral Surgeons miles
1 w/in 45 miles 1 w/in 60 miles 1 w/in 100
Specialists - Orthodontist miles
1 w/in 45 miles 1 w/in 60 miles 1 w/in 100
Specialists - Periodontist miles
1 w/in 45 miles 1 w/in 60 miles 1 w/in 100
Specialists - Pedod miles
e Problems identified: None
» Corrective action (plan/provider level): None
e Program change (system-wide level): None
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k. Ombudsman
e Strategy: State Staff-Systems Advocate
e Confirmation it was conducted as described:
Yes
] 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

.[] On-Site Review
e Strategy: EQRO, State Staff
e Confirmation it was conducted as described:
Yes
O No. Please explain:
e Summary of results:

The EQRO conducted the three mandatory EQR activities for WellCare, 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

The 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 MCE’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

Standards Compliance Designation Performance Domain
Care Management Substantial Compliance Access

Provider Network Substantial Compliance Access

Subcontracting Minimal Compliance Quality

Member Services and Education Substantial Compliance Quality

Quality Management Substantial Compliance Quality

Utilization M ment Substantial Compliance Quality and Timeliness
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[ Grievances and Appeals | Substantial Compliance | Quality and Timeliness |

e 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 I/T/U provider adequacy to ensure timely access for eligible
members. Make the Spanish version of the Member Handbook available online to
members. Include information about WellCare’s QAPI program in the Member
Handbook and/or the MCO website. Submit the MAC report to MLTC 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 all appeals files contain results and date of the
appeal resolution. In the case of expedited appeals, ensure that all 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.

s 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.

s Program change (system-wide level): None

Nebraska Total Care-Review Year 2017

Standards Compliance Designation Performance Domain
Care Management Substantial Compliance Access
| Provider Network | Substantial Compliance Access |
NEO03.R11 Renewal Submitted to CMS 04012019 86

CMS approval effective July 1, 2019 — June 30, 2020



Subcontracting Minimal Compliance Quality
| Member Services and Education Substantial Compliance Quality
Quality Management Substantial Compliance Quality
Utilization Management Substantial Compliance Quality and Timeliness
Grievances and Appeals Substantial Compliance Quality and Timeliness

e Problems identified:
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.

s Corrective action (plan/provider level: None

e Program change (system-wide level): None

United HealthCare-Review Year 2017

Performance Domain

Standards Compliance Designation

Care Management Substantial Compliance Access
Provider Network Full Compliance Access
Subcontracting Full Compliance Quality
Member Services and Education Full Compliance Quality
Quality Management Full Compliance Quality

Ltilization Management

Substantial Caompliance

Quality and Timeliness

Grievances and Appeals

Substantial Compliance

Quality and Timeliness
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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
of delay when the timeframe 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 of a written warning
and monetary penalties.
e Program change (system-wide level): None

Performance Improvement Projects [Required for MCO/PIHP]

MCNA Dental EQRO- Review Year 2018

Care Management N/A Access
Provider Network Full Access
Provider Services Full Quality
Subcontracting Full Quality
Member Services/ Education Substantial Quality
Quality Management Full Quality
Utilization M nent 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/substandards were reviewed; all were fully compliant. A total of 51
standards/substandards were reviewed; 47 were fully compliant, three (3) were
substantially compliant, and one (1) 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.

e 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

NEO3.R11 Renewal Submitted to CMS 04012019 88
CMS approval effective July 1, 2019 — June 30, 2020



2 Performance Improvement Projects [Required for MCO/PIHP]

Performance Improvement Projects- PIPs

MCNA Dental PIPs-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 MLTC 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 21+ 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 (1) 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 1/1/18-12/12/18. The preliminary
baseline rates for the percentage of members who received at least one (1) 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 21+ 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
Aleohal ar Other Drug Dependence (FUJA).

2) Tdap in Pregnancy.
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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.

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

e Confirmation it was conducted as described:
Yes
O No. Please explain:

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

The rational for this PIP:

1) 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 lack 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).

o 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).

o Designated time periods 13-17 years of age: a) 7 days, and c) 30 days.
e 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:
e  Measure 1: HEDIS® 2017 measure FUM — Follow-Up after Emergency
Department Visit for Mental Illness
e  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:
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s Non-compliance with follow-up visits

¢ Social determinants of health including:

Transportation

Housing

Community support

Phone access
e Adherence to prescribed medication

Interventions developed to address the identified barriers:

e Care Management member outreach and support for post-ED follow-up
visits within 1 to 7 days
e 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
e Verification of medication refill

-Project Indicators

Indicators Baseline | Q1 Q2 Q3 Final Goal
01-01-17 | 2018 2018 2018
to 12-10-
-2017
Indicator la: Num: Num: 50 | Num: 96 Num: 153 | Goal: 79.8%
7 day follow- | 690 Den: 103 | Den: 207 Den: 321
up (FUM) Den: Rate: Rate: Rate:
1084 48.54% | 46.38% 47.66%
Rate:
63.65%
Indicator 1b: Num: Num: 65 | Num: 133 | Num: 214 | Goal: 79.8%
30 day follow- | 841 Den: 103 | Den: 207 Den: 321
up (FUM) Den: Rate: Rate: Rate: 66.67
1084 63.11% | 64.25%
Rate:
77.58%
Indicator 2a: Num: 8 Num: 0 Num: 0 Num: 0 Goal: 30.4% For total FUA
7 day follow- | Den: 21 Den: 2 Den: 9 Den: 14 7 days
up Rate: Rate: 0% | Rate: 0% Rate: 0%
(FUA age 13- | 38.10%
17)
Indicator 2b: Num: 40 | Num: 1 Num: 3 Num: 10 Goal: 30.4% For total FUA
7 day follow- | Den: 172 | Den: 23 | Den: 54 Den: 93 7 days
up Rate: Rate: Rate: Rate:
(FUA age 18+) | 23.26% 4.35% 5.56% 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: 21 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+) 2791% | 8.00% 11.11% 16.13%

e Problems identified: None
s Corrective action (plan/provider level): None
e 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 PIP:
1) Receipt of Tdap at any point during pregnancy
2) Receipt of Tdap during the optimal 27-36 week gestational age period

The Plan will use the following performance indicators:
e  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
e Member non-compliance with prenatal visits
Interventions were developed to address the following identified barriers for providers:
e Provider lack of knowledge regarding benefit of Tdap immunization during
pregnancy
Interventions developed to address the identified barriers:
e Increase pregnant member education and awareness on Tdap immunization during
pregnancy.
s Pregnant member outreach through Healthy First Steps (HFS) Coordinator for
education on prenatal visits.

NEO3.R11 Renewal Submitted to CMS 04012019 92
CMS approval effective July 1, 2019 — June 30, 2020




s Maternal-Child Health Coordinator and Clinical Practice Consultants outreach to
OB clinics & offices to asses gaps / opportunities to address education for providers
on Tdap immunization

Project Indicators

Indicators Baseline | Q1 Q2 Q3 Final Goal

01-01-17 | 2018 2018 2018

to 12-31-

17
Indicator 1: 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 of 69.73%
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 of 62.08%
27-36 week Rate: by January 2019.
gestational 56.1%
age period
with
continuous
enrollment

e Problems identified: None
» Corrective action (plan/provider level): None
e 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 PIP:
1) 17P administration during pregnancy with women with preterm birth with
Continuous Enrollment in Medicaid

The Plan will use the following performance indicators:

s Measure 1: 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:
e Social determinants - transportation, late enrollments

e Non-compliance with prenatal visits

Interventions were developed to address the following identified barriers for providers:
o Knowledge deficit regarding the billing of 17P medication.

Interventions were developed to address the following identified barriers for the Plan:
e Difficulty identifying women with history of preterm birth

Interventions developed to address the identified barriers:
o ldentify 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

Indicators Baselin | Q1 Q2 Q3 Final Goal

e 2018 2018 2018

01-01-

17 to

12-31-

17
Indicator 1: Num: 28 | Num: 4 Num: 9 Num: 18 Goal: Baseline
17p initiated | Den: Den: 24 Den: 47 Den: 78 measurement will
between the 110 Rate: Rate: Rate: increase each quarter of
16th and 26th | Rate: 16.7% 19.15% 23.08% 2018 to reach a rate of
week of 25.5% 19.63% by January 2019.
gestation

NEO03.R11 Renewal Submitted to CMS 04012019 94

CMS approval effective July 1, 2019 — June 30, 2020



(continuous
enrollment)

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

Nebraska Total Care-PIPs

Nebraska Total Care completed the three mandated PIP’s in 2018 which were:
1) 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

s Strategy: Reducing Avoidable Emergency Department (ED) Utilization
e Confirmation it was conducted as described:
Yes
[J  No. Please explain:

1) Proposed Strategy: 17-OH Progesterone in Eligible Pregnant Women

Nebraska Total Care completed the three mandated PIP’s in 2018 which were:
4) 17-OH Progesterone in Eligible Pregnant Women (17P)
5) 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 (17P).

Goals of this PIP:

s 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:

e For the 17P PIP a barrier that each MCO has identified is the use of
compounded product by the providers.

s 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 of the 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 timeframe of a member who visits the
emergency department visit with a primary diagnosis of alcohol or other drug
dependence.

Barriers:
s 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.
e (Case Management addresses the social determinates barriers that maybe
preventing the member from attending a follow up appointment.
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e Nebraska Total Care has established connection with the Nebraska health
information exchange data base, NeHII.

Results and Analysis:

e Below is a table displaying the results of the MLTC 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.

Weaeae | MLTC TE T My ET i Taay Tday | adday TWday | @3 Tday |7oay |30dsy | Wday
Benchmark | folowup | folowup | Toowup Tolow Basefine | folowup | follow followup | follow | 2018 foliow | fofow | follow | follow
(e, rumerator | rate rumerainr | e | (4147 | numerator | uprate | numerator | up rate up vprate | up up rate|
ﬂm 1283117) numera numera
Dencern Denomin tor tor
ator
FUA &2 3 3% 5 8.1% 2 2 S EB% 4 11.76% | 36 1 2.86% Fl BT1%
13-
17yio
FUA 785 48 6.1% [ 2% 30 1° 576% 25 7.58% 243 7 T0% 2 10.7%
18+
FUM 254 [ 30.3% 1750 538% | 684 409 48.27% | 605 88.44% | 637 304 47.72% | W07 62.80%

3) Proposed Strategy: Tdap during Pregnancy Performance Improvement Project

Goals of this PIP:

s AIM statement: “By the end of 2019, Nebraska Total Care aims to increase the
percentage of Tdap immunizations rate by 12.19 percentage points (from 53%)
in order to exceed Nebraska Total Care’s December 2019 goal of 65.19% for all
pregnant women with continuous enrollment.

Barriers:
o Identifying members with behavioral health issues and those that have entered
into Medicaid later into their pregnancy.
s  Availability of the vaccine at the provider office maybe a barrier in the smaller
communities.

Interventions:

e As with 17P initiatives, the provider incentive promotes early submission of the
plan’s notification of pregnancy.

e Start Smart for Baby (SSFB), which includes target case management processes,
education and timely outreach to members along with postpartum and neonatal
care components.

¢ PACIFY 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:

e 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 the current rates
reflective on the various quarters. Data is based on claims submission and is
updated with each quarter.

z Baseline Q1 Qz Q3
e 2017 2018 2018 2018
Indicator 1: Receipt of Tdap during Mum: 1138 Mum: 311 Num: 404 Num: 361
pregnancy Den: 1930 Den: 539 Den: 598 Den. 572

Rate: 58.96% Rate: 64.19% Rate: 67.56% Rate: 63.11%
Indicator 2: Receipt of Tdap during the Num: 938 Num: 355 pum: 338 Num: 338
optimal 27-36 week gestational age period pen: 1930 Den: 598 Den: 598 Den: 598

Rate: 48.60% Rate: 55.36% Rate: 59 36% Rate: 59.09%

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

WellCare- PIPs

WellCare completed the three mandated PIP’s in 2018 which were:
1) 1. 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.

s Strategy: Following-up after emergency room visit with a diagnosis of mental
health illness or substance use disorder.
e Confirmation it was conducted as described:

Yes
OJ No. Please explain:

1) 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 of care through the Emergency Department (ED) may be a signal of crisis for

NEO3.R11 Renewal Submitted to CMS 04012019 98
CMS approval effective July 1, 2019 — June 30, 2020



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 PIP:
‘I'o facilitate outpatient follow up treatment for patients to increase the rate of 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 of WellCare’s 24/7 Crisis Line.

1. Baseline to interim 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 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
s 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:
e Measure 1: HEDIS® 2017 measure FUM — Follow-Up after Emergency
Department Visit for Mental Iliness
e  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:
e 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.
s Adherence to prescribed medication
Interventions developed to address the identified barriers:

e (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

e Care Management member outreach for community support when event
identified

* Verification of medication refill

Project Indicators

Table 1: NE DHHS Benchmark Data™ Table 2: WellCare of Nebraska Baseline Data™*
Follow-up for ED visit for mental illness Follow-up for ED visit for mental illness
7-day follow-up 30.3% 7-day follow-up 34.0%
30-day follow-up 53.8% 30-day follow-up 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 y/o 3.7% 7-day follow-up 13-17 y/o NIA®**
7-day follow up 18 y/o or 6.1% 7-day follow up 18 y/o or 6.1%
older older
30-day follow-up 13-17 y/o 11.2% 30-day follow-up 13-17 y/o N/A®**
30-day follow-up 18 y/o 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 PIP:
4) Receipt of Tdap at any point during pregnancy
5) Receipt of 'I'dap during the optimal 27-36 week gestational age period

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

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

pregnancy
2014 2014 2015 2015
Characteristics unweighted |weighted | unweighted |weighted
n % n %
Overall 484 100.0 580 100.0
Age group
18-24 years 99 30.0 130 25.9
25-34 years 299 54.4 350 59.1
35-49 years 86 15.6 100 15.1
Race.‘elhnicityT
Non-Hispanic white 334 56.4 345 57.5
Non-Hispanic black 47 18.5 77 17.3
Hispanic 62 18.4 112 17.4
Non-Hispanic other 41 6.6 46 7.8
Education
High school degree or less 89 21.3 130 23.3
Some college 127 28.9 168 29.2
College degree 196 37.6 215 36.3
More than a college degree |72 12.2 67 11.2
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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
complications in their infants.

Goals of this PIP:
2) 17P administration during pregnancy with women with preterm birth with
Continuous Enrollment in Medicaid

The Plan will use the following performance indicators:

e Measure 1: 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:
e 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:
s 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.
e 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
e Problems identified: None
¢ Corrective action (plan/provider level): None
s 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 of a 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 1 (P1) through
Prospective Year 5 (P5). The State must then spend under that projection for the duration of the
waiver, In order for CMS to renew a 1915(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 D1. Member Months

Appendix D2.S Services in the Actual Waiver Cost

Appendix D2.A Admimistration in the Actual Waiver Cost

Appendix D3. Actual Waiver Cost

Appendix D4. Adjustments in Projection

Appendix D5. 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 438.5 and will be submitted to the CMS Regional Office for approval.
Capitated 1915(b)(3) services will be set in an actuarially sound manner
based only on approved 1915(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
Leschinsky and Emi Giles
c. Telephone Number: Heather Leschinsky (402)471-9185; Emi Giles (402) 471-

9365.

d. E-mail: Emi.Giles@nebraska.gov; Heather.Leschinskv@nebraska.gov

o]

The State is choosing to report waiver expenditures based on:

date of payment.
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(] 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
mitial and tinal 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
Sfor the Expedited test, are subject to further review at the discretion of CMS and OMB.
a. The State provides additional services under 1915(b)(3) authority.
b.[] The State makes enhanced payments to contractors or providers.

c.[[] The State uses a sole-source procurement process to procure State Plan services
under this waiver,

d.[] Enrollees in this waiver receive services under another 1915(b) waiver program
that includes additional waiver services under 1915(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 for
transportation services and dental pre-paid ambulatory 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 an 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
PAHP waiver meets the criteria in a, b, or ¢ 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. If you did not mark any of the above, your renewal waiver
(not conversion or initial waiver) is subject to the Expedited Test:
s Do not complete Appendix D3
e Attach the most recent waiver Schedule D, and the corresponding completed quarters of
CMS-64.9 waiver and CMS-64.21U Waiver and CMS 64.10 Waiver forms, and
e Your waiver will not be reviewed by OMB at the discretion of CMS and OMB.

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.Lb.
a. I MCO

The Section D template reflects Heritage Health services being provided via
the MCO delivery system effective January 1, 2017, The start of R1 is July 1,
2017.

b. (] PIHP
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 1, 2017.

d. [] 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.

b.[]

c.[]

Management fees are expected to be paid under this waiver. The management
fees were calculated as follows.

1.[] First Year:

2.[ ] Second Year:

3.[] Third Year:

4.[] Fourth Year:

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.

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.

Other reimbursement method/amount. $ . Please explain the State's
rationale for determining this method or amount.

Appendix D1 — Member Months

Please mark all that apply.

For Initial Waivers only:

a.[]

Population in the base year data
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1.[C] Base year data is from the same population as to be included in the waiver.

2.[] 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.[] 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.[] [Required] Explain the reason for any increase or decrease in member months
projections from the base year or over time:

d.[] [Required] Explain any other variance in eligible member months from BY to P2:

e.[] [Required] List the year(s) being used by the State as a base year: . If multiple
years are being used, please
explain:

f.[] [Required] Specify whether the base year is a State fiscal year (SFY), Federal
fiscal year (FFY), or other period ;

¢.[] [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 R1 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.
e Members who have excess income or who are designated to have a
Premium Due and do not have continuous eligibility.
s Members with Medicare coverage where Medicaid only pays co-
insurance and deductibles.
e Members residing in a Correctional Facility eligible for an emergency
condition only
s 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 P1-P5 time periods:

e ABD0.3%

e CHIP 0.6%

e  Duals 0.3%

o  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 |D1. 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 R1 and
R2 for the Waiver, as it was not covered under the MCO or PAHP programs.
Additionally, membership projections to P1 are 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.[] [Required] Explain any other variance in eligible member months from BY/R1 to
P2:

e. [ [Required] Specify whether the BY/R1/R2 is a State fiscal year (SFY), Federal
fiscal year (FFY), or other period: R1 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 D2.5 - Services in Actual Waiver Cost
For Initial Waivers:
a.[] [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 D5. Explain the differences here and how the adjustments were made
on Appendix D5:

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 P1-P5 of the Waiver, and

NEO3.R11 Renewal Submitted to CMS 04012019 108
CMS approval effective July 1, 2019 — June 30, 2020



the change in expenditures appears as a program change in Section D
Appendix 5.

Additionally, the State began a Dental Benefits Manager effective 10/1/17
providing dental services under a PAHP, thereifore the costs under this
arrangement are not included in the first 3 months of R1 (July — September
2017) but are included from October 2017 forward. The service cost addition
will appear as a program change in Section D Appendix 5.

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 LTSS 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

[Required] The State allocated administrative costs between the Fee-for-service
and managed care program depending upon the program structure. 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 R 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 D5 should reflect any
savings to be accrued as well as any additional administration expected. The
savings should at least offset the administration.

Additional Administration Savings Inflation Amount projected to be
Expense projected in projected spent in Prospective
State Plan Period
Services
(Service Example: Actuary, $54,264 savings 9.97%or | $59,675 or .03 PMPM Pl
Independent Assessment, EORO, or .03 PMPM $5,411
Enrollment Broker- See attached 862,488 or .03 PMPM P2
documentation for justification of
savings.)
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Total

Appendix D5 Appendix D5 should
should reflect reflect this.
this.

The allocation method for either initial or renewal waivers is explained below:

a.[]

b. [

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 MCO/PCCM programs.

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 PIHP/PAHP 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 100% of contract expenses solely applicable
to the waiver program. For example, these include contract expenses for
actuarial services.

¢.[] Other (Please explain).

Appendix D3 — Actual Waiver Cost

a. [ The State is requesting a 1915(b)(3) waiver in Section A.LA.1.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 D5 in
the initial spreadsheet Appendices. Please include a justification of the amount of
savings expected and the cost of the 1915(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 P1 and P2 on Column W in Appendix D5.
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Chart: Initial Waiver State-Specific 1915(b)(3) Service Expenses and Projections

member months
should
correspond)

1915(b)(3) Service Savings Inflation Amount projected to be
projected in projected spent in Prospective
State Plan Period
Services

(Service Example: 1915(b)(3) 854,264 savings 997% or | 859.675 or .03 PMPM Pl

step-down nursing care services or.03 PMPM 35,411

financed from savings from 862,488 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 T x member months should
projected 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. This
amount must be built into the State’s Actual Waiver Cost for Rl and R2 (BY for
Conversion) on Column H in Appendix D3. Please state the aggregate amount of
1915(b)(3) savings budgeted for each additional service in the upcoming waiver
period in the chart below. This amount must be built into the State’s Waiver Cost

Projection for P1 and P2 on Column W in Appendix D5.
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Chart: Renewal/Conversion Waiver State-Specific 1915(b)(3) Service Expenses and

Projections

1915(b)(3) Service

Amount Spent in
Retrospective Period

Inflation
projected

Amount projected
to be spent in
Prospective Period

(Service Example: 1915(b)(3)
step-down nursing care
services financed from
savings from inpatient

81,751,500 or
8.97 PMPM R1

81,959,150 or

8.6% or 3169245

$2,128.395 or 1.07
PMPM in P1

$2,201.216 0r 1.10

hospital care. See attached 8§1.04 PMPM R2 or BY in PMPM in P2

documentation for Conversion

Jjustification of savings.)

Adult Substance Abuse | BY - $1.78 -4.2% Trend for P1 | $1.63 in P1
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 PS5 | $1.97 in P2

Treatment Crisis BY -- $0.00 N/A Trend for P1 $0.00 in P1

Intervention 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 P5 $0.00 in P5

Crisis Stabilization BY -- §0.09 -4.2% Trend for P1 | $0.08 in P1
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 P5 $0.10 in P5

Intensive Outpatient BY -- §0.06 -4.2% Trend for P1 | $0.05 in P1
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 P5

Psychiatric Nursing BY - $0.18 -4.2% Trend for P1 | $0.17 in P1

Services 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 P5 $0.20 in P5

These adjustments vary by MEG.
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b.[] 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. Capitated portion of the waiver only -- Remnsurance 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/PIHPs/PAHPs to purchase reinsurance. Similarly, States may provide
stop-loss coverage to MCOs/PIHPs/PAHPs when MCOs/PIHPs/PAHPs 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. If the 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 frequency 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:

1.[] 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 CY17, 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. [[] Incentive/bonus/enhanced Payments for both Capitated and fee-for-service
Programs:

1.[] [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.

i. Document the criteria for awarding the incentive payments.
ii. Document the method for calculating incentives/bonuses.
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iii. 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.[] For the fee-for-service portion of the waiver, all fee-for-service 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.L.Le and D.LJ.¢)

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 with 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 adjustments are not
permanently incorporated into the projections.

NEO3.R11 Renewal Submitted to CMS 04012019 114
CMS approval effective July 1, 2019 — June 30, 2020



a. State Plan Services Trend Adjustment — the State must trend the data forward to reflect
cost and utilization increases. The R1 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
utilization and cost separately, while other states calculate a single trend rate. The State
must document the method used and how utilization 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.

1. [Required, if the State’s BY or R2 is more than 3 months prior to the beginning of
P1] The State is using actual State cost increases to trend past data to the current
time period (i.e., trending from 1999 to present) The actual trend rate used is:
5.5% for P1, 4.7% for P2, 5.4% for P3, 5.4% for P4, and 5.4% for P5. 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 P1 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. [Required, to trend BY/R2 to P1 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 requirement as capitated rate-setting regulations) (i.e., trending from
present into the future).

i. State historical cost increases. Please indicate the years on which the rates
are based: CY15-16 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 P1 reflects an
overall annual trend of 5.5% applied from the midpoint of the BY
(12/30/17) to the midpoint of P1 (12/30/19). The state plan service
trend factor from the midpoint of P1 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 P5 are each an overall
annual trend of 5.4%. The P1-PS5 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. [ ] 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.[] 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.

Utilization 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 utilization between R2 and P1
and between years P1 and P2.
i. Please indicate the years on which the utilization rate was based (if
calculated separately only).
ii. 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 twice. 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 1/2/01 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 P1 and P2 that affect the overall Medicaid program.
Others:

« Additional State Plan Services (+)
+ Reductions in State Plan Services (-)
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e Legislative or Court Mandated Changes to the Program Structure or fee schedule
not accounted for in Cost increase or pricing (+/-)

e 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 GME payments from the capitation rates. However,
GME payments must be included in cost-effectiveness calculations.

e Copayment Changes - This adjustment accounts for changes from R2 to P1 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.

1.[] 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. An adjustment was necessary and is listed and described below:

i.[] 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.[] The size of the adjustment was based upon a newly approved State
Plan Amendment (SPA). PMPM size of adjustment

B.[] 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

D.[] Determine adjustment for Medicare Part D dual eligibles

E. 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 P1 costs as accurately as possible.

ii.[] The State has projected no externally driven managed care rate
increases/decreases in the managed care rates.

iii. [] 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.[[] Changes brought about by legal action (please describe):

For each change, please report the following:

A.[] The size of the adjustment was based upon a newly approved State
Plan Amendment (SPA). PMPM size of adjustment

B.[] The size of the adjustment was based on pending SPA.
Approximate PMPM size of adjustment
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C.[] Determine adjustment based on currently approved SPA. PMPM
size of adjustment

D.[] Other (please describe):

v.[] Changes in legislation (please describe):

For each change, please report the following:

A.[] The size of the adjustment was based upon a newly approved State
Plan Amendment (SPA). PMPM size of adjustment

B.[] 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
R1/R2 to P1 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 R1 (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 P1-P5 of the
Waiver but is excluded from R1/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 P1 contribute to the overall
impact of program changes.

The overall impact for these changes in P1 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 MEG 5.

Program changes are not included for P2 through PS5 because
it is currently not known what policy changes the State may
pursue,
D.[] Other (please describe):
vi. (] Other (please describe):
A.[] The size of the adjustment was based upon a newly approved State
Plan Amendment (SPA). PMPM size of adjustment
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B.[] 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

D.[] Other (please describe):

vii. [_] Other (please describe):

A.[] The size of the adjustment was based upon a newly approved State
Plan Amendment (SPA). PMPM size of adjustment

B.[[] 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

D.[] Other (please describe):

¢.[] 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.[C] No adjustment was necessary and no change is anticipated.
2 An administrative adjustment was made.
i.[] Administrative functions will change in the period between the beginning
of P1 and the end of P2. Please describe:
. Cost increases were accounted for.
A.[] Determine administration adjustment based upon an approved
contract or cost allocation plan amendment (CAP).
B.[[] Determine administration adjustment based on pending contract or
cost allocation plan amendment (CAP).
C. 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 P1-P5, consistent with historical and reference
administrative cost increases.
D.[] 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 P1 to P5. 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 P1-P5.

iii. [_] [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. 1915(b)(3) Trend Adjustment: The State must document the amount of 1915(b)(3)
services in the R1/R2/BY Section D.I.H.a above. The R1/R2/BY already includes the
actual trend for the 1915(b)(3) services in the program. This adjustment reflects the
expected trend in the 1915(b)(3) services between the R2/BY and P1 of the waiver and
the trend between the beginning of the program (P1) and the end of the program (P2).
Trend adjustments may be service-specific and expressed as percentage factors.

1. [Required, if the State’s BY or R2 is more than 3 months prior to the beginning of
P1 to trend BY or R2 to P1] The State is using the actual State historical trend to
project past data to the current time period (i.e., trending from 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 R1/R2 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 P1 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., trending from
present into the future), the State must use the lower of State historical 1915(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 State historical 1915(b)(3) trend rates:

1. Please indicate the years on which the rates are based:

1915(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 1915(b)(3) trends observed have been variable. A -
4.2% annual trend factor was included for these services for P1,
which is less than the 5.5% state plan service trend used to trend
the base to P1. The trend was applied from the midpoint of the
base period (12/30/17) to the midpoint of P1. P1 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 PS5 of 5.0%, 5.0%, and
5.0% respectively are less than the state plan service trend for P3,
P4, and P5 of 5.4%, 5.4%, and 5.4% 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 R1/2 to P1-5.

ii.[] State Plan Service Trend
1. Please indicate the State Plan Service trend rate from Section
D.L.J.a. above:

e. Incentives (not in capitated payment) Trend Adjustment: Trend is limited to the rate for
State Plan services.
1. List the State Plan trend rate by MEG from Section D.L.J.a above:
2. List the Incentive trend rate by MEG if different from Section D.1.J.a above:
3. Explain any differences:

f. Other Adjustments including but not limited to federal government changes. (Please
describe):

« Ifthe federal government changes policy affecting Medicaid reimbursement, the
State must adjust P1 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 1915(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 100% of the institutional UPL in the cost
effectiveness process.

- For all other payments made under the UPL, including supplemental
payments, the costs should be included n 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:

1.[[] 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.[C] 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.[] Other (please describe):

1.[CJ No adjustment was made.
2.[] This 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.LI and D.L.J above.

Appendix D6 — RO Targets
The State should complete these appendices and include explanations of all trends in enrollment
in Section D.LE. above.
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Appendix D7 - Summary
a. Please explain any variance in the overall percentage change in spending from BY/R1
to P2.
1. Please explain caseload changes contributing w the overall annualized rate of
change in Appendix D7 Column 1. This response should be consistent with or
the same as the answer given by the State in Section D.LE.c & d.

We have included the following member month quarterly increase to capture
anticipated enrollment changes between the base and the P1-P5 time periods:

* ABD0.3%

s CHIP 0.6%

e Duals 0.3%

 Family 0.6%

s Ward 0.6%
There is a slightly larger increase in membership for certain MEGs shown in
July 2019 — June 2020 (column I on the |D1. 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 R1 and
R2 for the Waiver, as it was not covered under the MCO or PAHP programs.
Additionally, membership projections to P1 are 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.

2. Please explain unit cost changes contributing to the overall annualized rate of
change in Appendix D7 Column L. 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.LI and D.LJ.

The state plan service trend factor from the base year to P1 reflects an
overall annual trend of 5.5% applied from the midpoint of the BY (12/30/17)
to the midpoint of P1 (12/30/19). The state plan service trend factor from
the midpoint of P1 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 P5 are each an overall annual trend of 5.4%. The P1-P5
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
PMPM trends include changes in practice patterns, units of service, and
uftilization.
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The historical 1915(b)(3) trends observed have been variable. A -4.2%
annual trend factor was included for these services for P1, which is less than
the 5.5% state plan service trend used to trend the base to P1. The trend was
applied from the midpoint of the base period (12/30/17) to the midpoint of
P1. P1 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 P5 of 5.0%, 5.0%, and 5.0%
respectively are less than the state plan service trend for P3, P4, and PS5 of
5.4%, 5.4%, and 5.4% respectively.

3. Please explain utilization changes contributing to the overall annualized rate of
change in Appendix D7 Column 1. 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.LI and D.LJ:

The state plan service trend factor from the base year to P1 reflects an
overall annual trend of 5.5% applied from the midpoint of the BY (12/30/17)
to the midpoint of P1 (12/30/19). The state plan service trend factor from
the midpoint of P1 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 P5 are each an overall annual trend of 5.4%. The P1-P5
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
PMPM trends include changes in practice patterns, units of service, and
uftilization.

The historical 1915(b)(3) trends observed have been variable. A -4.2%
annual trend factor was included for these services for P1, which is less than
the 5.5% state plan service trend used to trend the base to P1. The trend was
applied from the midpoint of the base period (12/30/17) to the midpoint of
P1. P1 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 P5 of 5.0%, 5.0%, and 5.0%
respectively are less than the state plan service trend for P3, P4, and PS5 of
5.4%, 5.4%, and 5.4% respectively.
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Please note any other principal factors contributing to the overall annualized rate of change in
Appendix D7 Column 1.

Part II: Appendices D.1-D.7

Please sec attached Excel spreadsheets.
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Attachment A

Tribal Consultation

Please see attached:

1. Copy of e-mail: Nebraska 1915(b) Waiver, Tribal Notice sent from the DHHS Medicaid
SPA account to Tribal representatives (Attachment 1A)

2. Tribal Cover Letter 1915(h) Waiver (Attachment 2A)

3. Tribal Summary 1915(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 Treatment (IET)

Medical Assistance with Smoking and Tobacco Use Cessation (MSC)

Antidepressant Medication Management (AMM)

Follow-Up After Hospitalization for Mental lliness (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 (PQI15)

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-Deficit/Hyperactivity Disorder (ADHD)
Medication (ADD)

Follow-Up After Hospitalization for Mental lliness (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 ltems)
(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 Utilization

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 is not complete for analysis.
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