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RE:  Analysis of Prop 206 Impact on Provider Network Adequacy, Task Order No. YH18-0031

Dear Mr. Kowren:

On behalf of Navigant Consulting, Inc. (Navigant), | thank you for the opportunity to present this
proposal to the Arizona Health Care Cost Containment System (AHCCCS) for assistance with the
Analysis of Prop 206 Impact on Provider Network Adequacy.

We look forward to continuing to partner with AHCCCS on Arizona’s critical healthcare
transformation initiatives. Our proposed team brings the skills and experience to work with AHCCCS
to provide a comprehensive network adequacy study of the impact of Proposition 206. Our team
members have worked with health plans, providers, and states to perform provider network analyses
and evaluate overall access to various types of services.

As requested in the RFP, please see the other Required Elements below:

8.A.1 Company Name Navigant Consulting, Inc.
8.A.1 Contract Number ADSP013-058528 or YH14-0033-09
8.A.3 Contact Information Catherine Sreckovich, csreckovich@navigant.com, 312.583.5747

We are confident our approach and experience will deliver the needed resources to support
AHCCCS in this endeavor. Do not hesitate to contact me directly at 312.583.5747 with any
guestions or if we can otherwise be of assistance. We look forward to discussing the next steps with
you both.

Sincerely,
Catherine Sreckovich
Managing Director
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Section | Experience and Capacity

a. Experience of the Firm

Navigant is a specialized professional services firm focusing on markets and clients facing
transformational change and significant regulatory or legal pressures. Our healthcare
professionals include public policy experts; medical professionals; hospital, life sciences, health
plan, government, and healthcare operations professionals; finance executives; analysts; and
clinicians. Our project team has experience with the design and delivery of behavioral health
services and programs, provider network analyses, and provider surveys.

We also have more than 20 years of experience working with Arizona state agencies, including
Arizona Health Care Cost Containment System (AHCCCS). This unique combination of
experience will allow us to effectively conduct a comprehensive study of the network adequacy
of behavioral health services provided to children enrolled in the Comprehensive Medical and
Dental Care Program (CMDP) statewide. We further describe our experience in each of these
areas below.

Experience Assessing the Adequacy of Provider Networks

In Medicaid programs throughout the country, provider access has been in the forefront of
issues of concern to stakeholders. Navigant has been working with states for many years to
better define and assess access, and to make recommendations to improve access. Over the
years, our consultants have provided support related to the “equal access provision,” found at
42 U.S.C. 81396a(a)(30)(A). The equal access provision requires that state Medicaid
provider payments be “consistent with efficiency, economy, and quality of care and...
sufficient to enlist enough providers so that care and services are available under the plan at
least to the extent that such care and services are available to the general population in the
geographic area.”

Now that managed care regulations have provided guidance regarding access to services in
managed care plans, states must update their managed care contracts as well as evaluate their
methodologies for developing network adequacy requirements, processes for monitoring
provider networks and exceptions, and enforcement tools. See Appendix B for a white paper
written by the Navigant team describing the Final Rule and its impact on states.

Consistent with federal regulations, we have worked with our state clients to evaluate provider
access issues, develop MCO network standards, evaluate MCO compliance with network
standards, and develop plans for monitoring access going forward. On the following pages, we
describe selected projects representative of our provider access experience.

Navigant assisted the Wyoming Department of Health with development of its Access
Monitoring Review Plan (AMRP) in compliance with 42 CFR 447.203, which requires states to
analyze access to care among Medicaid beneficiaries. We reviewed available data to assess
access for six service types: behavioral health, primary care, physician specialty, maternity,
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home health, and dental. The AMRP provided information about the extent to which Medicaid
beneficiaries’ needs are met (based on self-reported survey data), availability of Medicaid-
enrolled providers (based on enrollment data), providers’ willingness to accept Medicaid
patients (based on self-reported survey data), and changes in utilization of covered services
over a three-year period (based on claims data). In addition, we compared Wyoming Medicaid
fee-for-service reimbursement rates to payment available from Medicare, private payers, and
Medicaid in other states to identify services where reimbursement could negatively affect
access.

Navigant conducted a Federally-mandated independent assessment of North Carolina’s
managed care behavioral health program, Piedmont Behavioral Health, for the Division of
Medical Assistance (DMA). The program operates under concurrent section 1915(b) and
1915(c) Federal waivers. Our consultants assessed access to care, quality of services, and
cost-effectiveness of the 1915(b) waiver. We conducted interviews with DMA staff and Piedmont
Behavioral Health in the areas of mental health, substance abuse, and mental retardation /
developmental disabilities to gain an understanding of how the waiver program operates. We
developed evaluation measures for access and quality, as well as a methodology for assessing
the cost-effectiveness of the waiver. We conducted focus groups of Piedmont Behavioral Health
providers and stakeholders and surveys of consumers to gain information about how
implementation of the waiver program affected access to and quality of behavioral health
services from consumers’, providers’, and other stakeholders’ perspectives. We reviewed
documentation related to access and quality provided by Piedmont Behavioral Health and
determined the cost-effectiveness of the waiver. We summarized the results of these reviews
and included them in the final assessment report, which the State submitted to the Centers for
Medicare and Medicaid Services (CMS).

Our consultants provided technical assistance to the Texas Health and Human Services
Commission (the Commission) to evaluate provider network composition compliance for all of its
Medicaid and Children’s Health Insurance Program (CHIP) managed care organization (MCO)
contracts. The assessment included an evaluation of the accuracy of provider directory
information, a geo-access assessment of the provider network files, and an evaluation of the
MCOs’ strategies for monitoring provider network compliance.

Navigant was engaged to assist the Commission in answering a number of key questions, such
as: “Are there adequate providers in each of the STAR, STAR+, and CHIP networks? Do MCOs
provide accurate information about their providers? Do members have reasonable access to
providers?” We reviewed structured data found in MCO provider files as well as unstructured
data (e.qg., provider contracts and results of phone interviews and surveys). We also produced
automated audit tools to standardize some of the less structured data to quantify results and
again offer a full-spectrum solution to the inquiry. Our analytics involved the use of ArcGIS
software for robust geo-mapping analyses, SAS programming to review and quantify audit
results, and use of other relational database tools to guide the program team in completing
these tasks. In the evaluation of the accuracy of provider directory data, we sampled each
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MCOQO'’s network, stratifying by program and service delivery area. Our consultants compared the
sampled records to the hard copy provider directories and submitted provider contracts and
Department of Insurance applications (or other approved submissions). Results were logged in
a customized database that automated comparative analysis for each evaluation. The telephone
surveys evaluated primary care physician (PCP) open panel status and specialists’ appointment
scheduling times. The Commission used our reports to evaluate ongoing monitoring efforts and
to report to the Texas Legislature and other stakeholders regarding the network composition of
Medicaid and CHIP MCOs.

Navigant has assisted various state clients in broad range of services to build, monitor, and
sustain suitable networks for a variety of Medicaid programs. Our services range from creating
state network adequacy standards and developing the administrative service rules for network
adequacy to developing reporting requirements and databases and assisting with audits
resulting from consent decree suits regarding limits in the access of care. Our experience
includes states such as Texas, Indiana, Pennsylvania, Alabama, and Mississippi.

In Alabama, Navigant is supporting the Alabama Medicaid Agency (AMA) to plan for and
implement a new care delivery model that will improve beneficiary outcomes and address
fragmentation in Alabama’s Medicaid program. Under the new model, risk-bearing, provider-
based Regional Care Organizations (RCOs) will be paid on a capitated basis to provide the full
scope of Medicaid benefits, including primary, acute, behavioral, maternal, pharmacy, and post-
acute services. We assisted the AMA to develop managed care contractual requirements
related to enrolliment and enrollee services, provider network and services, covered services,
and care coordination. We developed contract language in accordance with State laws,
administrative rules, and Federal regulations and presented contract language to RCO
representatives and other stakeholders. We worked jointly with AMA and stakeholders to refine
contract language based on stakeholder comments.

We similarly assisted Georgia in developing provider network access and availability standards
for multiple Medicaid managed care programs, including enhanced ongoing network adequacy
oversight requirements. We developed pre-implementation network adequacy standards and
participated in workgroup meetings with the State, sister agencies, and MCOs to evaluate
provider network adequacy prior to implementation.

To support many of our access studies, we have completed geo-mapping exercises in several
states. For example, we have served as the prime contractor assisting with readiness reviews in
several states, including Alabama, Georgia, Indiana, Kansas, Mississippi, Texas, Indiana, and
Pennsylvania.

Our experience includes the following evaluations:

e Analyze detailed Geo-Access Reports mapping the number of providers available by zip
code and member location, and member-to-provider ratios

e Monitor member and provider access complaints
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e Analyze provider reluctance to contract with the MCO and prioritize resources to
negotiate or maintain contracts

e Determine why PCPs are closing panels and if the MCO can encourage PCPs to keep
their panels open

e Analyze member utilization of preventive services

e Analyze member utilization of inpatient or emergent services so that these encounters
are appropriately managed

e Conducting telephonic surveys to evaluate appointment availability

e Audit of provider contracts and data files to validate information shared via provider
directories, member services, and enrollment broker information regarding the
composition of networks

As we conduct readiness reviews of managed care plans in states — assessing whether they are
“ready” to accept enrollment of Medicaid beneficiaries into at-risk Medicaid programs — we
require health plans to submit for review geo-access studies.

In the development of a Rural Health Care Model for the State of Wyoming on behalf of the
Wyoming Health Care Commission, we used ArcGIS mapping software to create visual aids for
analysis and presentation of Wyoming'’s healthcare resources for its core healthcare services.

Provider Resource Analyses

Our consultants assisted the State of Vermont in preparing a Health Resource Allocation Plan.
We designed and developed a health resource inventory database, which is a comprehensive
listing of health practitioners, practice locations, and health facilities available to Vermont
residents. To design and develop this database, our consultants administered surveys,
performed research, and collected data, which we then synthesized into a database designed
specifically to handle complex information. Throughout the design process, we took steps to
create a flexible, accurate database that could easily produce counts of the number of
practitioners or facilities available to residents in a certain locality by type of healthcare service.
In addition to including practitioners and facilities, we made efforts to include the services
provided at each facility, as well as the major medical equipment available throughout the State.

Navigant is considered one of the industry leaders in designing, developing, and
operationalizing partner networks inclusive of clinically integrated networks (CINS),
accountable care organization (ACO), and risk-based contracting entities. Unlike other
advisory firms, the multidisciplinary Navigant team includes strategy, operations, analytics,
and physician experts. For example, we have:

e Conducted more than 30 ACO and CIN projects across the country giving our team the
requisite experience to design and develop the full range of CIN strategies
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e Assembled a deep bench of strategy, operations, analytics, physician, and financial
experts who uniquely position our team to address the full spectrum of design and
implementation issues inherent in building and capitalizing an ACO and/or CIN

e Selected partner of choice to a dozen leading organizations building and deploying new
care models that focus on managing episodes and populations

o Developed a comprehensive methodology to identify quality and efficiency
improvements to guide initial value based care programs

e Acquired a broad understanding of key healthcare reform drivers and steps required
to build and implement a successful partner network strategy

o Developed an inclusive approach to engage physicians and health system leaders to
align network and health system objectives and quantitative analysis to identify individual
physician performance and drivers of performance variation

e Used a variety of vendor tools (Crimson, Milliman, Medventive, Verisk, Truven, Aetna,
Optum, etc.) and understands both what works and what does NOT work for clients
building capabilities to deliver value based care

e Conducted planning, financial feasibility and application assistance for 6 of the 32
Pioneer ACOs; assisted with daily project management for one of the nation’s largest
Pioneer ACOs

Navigant has a 20-year history of providing clients with medical staff planning and physician
strategy consulting assistance. Clients regularly turn to us for services ranging from single-
specialty provider needs assessments to more comprehensive system-wide provider needs
assessments and resource development planning including network adequacy assistance. We
provide our health system clients analyses of market supply and demand levels using
Navigant's proprietary Physician Requirements Model, a state-of-the-art, highly customizable
model. We help our clients understand the current and emerging needs in the community and to
establish a foundation for physician recruitment / resource initiatives that support larger strategic
planning efforts on the part of the organization.

Our well-defined methodology determines current and future physician requirements and offers
a continuum of consulting services to clients relative to physician resource planning. Working in
concert with a leading healthcare actuarial firm, Navigant has developed an actuarially driven
model that allows us to project physician demand for more than 30 specialties based on market
demographics, payer mix, and other factors. For this type of analysis, we typically produce a
fully verified physician roster and a final report containing geo-access maps.

For example, Navigant recently assisted a large national health plan (Part C, Part D, Medicare-
Medicaid) with the overhaul of its existing policy infrastructure and developed a comprehensive
set of policies addressing Medicare and Medicare-Medicaid products. Tasks included policy life
cycle management design, development of a policy template, policy research and development,

Page 5



NAVIGANT AHCCCS Task Order No. YH18-0031 Analysis of
Prop 206 Impact on Provider Network Adequacy

and procedure review. The policy research and development component incorporated a review
of all relevant regulatory frameworks, including federal and state regulations, federal and state
guidance, and contracts with government purchasers. At the conclusion of the project, led the
review and update of over 400 policies.

(2)(30)(A) Litigation Experience

Navigant has assisted states with (a)(30)(A) equal access claims and Olmstead plans and
litigation by developing and analyzing access metrics and comparing utilization and
macroeconomic indicators between publicly financed and general populations (including work
with the States of California, Illinois, New York, Maine, Montana, Pennsylvania, Oregon,
Washington, Ohio, and others). In earlier years, this included work on more than a dozen Boren
Amendment litigations, which included defining and demonstrating efficiency, economy, quality
of care, and access compliance. Through our work on (a)(30)(A) litigation and more recent
technical assistance we have provided CMS with regard to evaluating HCBS rate sufficiency,
we have developed an understanding of the issues that states face in addressing these
statutory requirements.

We conduct performance reviews of long term supports and services programs for state clients
and health plans, evaluating access to care, quality of services and cost-effectiveness, and
identifying opportunities for improvements in operations and service delivery. Consistent with
federal regulations, we have worked with our state clients to evaluate provider access issues
and develop plans for monitoring access going forward.

Navigant has also assisted various state clients in a broad range of services to build, monitor,
and sustain suitable networks for a variety of Medicaid programs. Our services range from
creating state network adequacy standards and developing the administrative service rules for
network adequacy to developing reporting requirements and databases and assisting with
audits resulting from consent decree suits regarding limits in the access of care. To support
many of our access studies, we have completed provider geo-mapping exercises in several
states.

For example, the Washington State Department of Social and Health Services (DSHS) engaged
Navigant to conduct studies of the Medicaid reimbursement rates for nursing facility, assisted
living, adult family home, and supported living services. We completed these studies to evaluate
DSHS’ compliance relative to the efficiency, accessibility, and the quality of care standards
established under federal requirements as described in U.S.C. 8 1396a (a)(30)(A).

To determine if the Medicaid reimbursement rates were consistent with these federal
requirements, Navigant reviewed current and historic data related to access and quality of the
services in the state and also supplemented the analysis with independent research where data
was available. In addition, Navigant calculated payment-to-cost ratios for each of these services
to determine the current level of cost coverage for providers. Navigant has been engaged by
DSHS to complete various reports since 2010. Our findings are described in reports submitted
to DSHS for each of these services.
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More recently, Navigant was engaged to develop additional rate comparison reports for the
Washington DSHS for each of these services. The purpose of these rate comparison reports is
to compare the Medicaid reimbursement rates for services in Washington to the Medicaid
reimbursement rates paid in other states for similar services. To develop these reports,
Navigant first evaluated services provided to Medicaid recipients in other states to identify the
services that were most similar to the services provided in Washington. We then evaluated the
rate methodology employed by each of the states and the most recently published Medicaid
reimbursement rates in those states and compared the rates to Washington’s reimbursement
rates for these services.

Readiness Assessment and On-going Monitoring

As a leader in Medicaid consulting, Navigant is recognized for hands-on experience in Medicaid
managed care program support, including the design, implementation, monitoring, and
administration of Medicaid delivery systems. We believe this experience will further enhance the
ability of our team to deliver on this engagement within the desired timeframe. Our consultants
bring “real world” experience to every engagement. We bring extensive experience with risk-
based managed care program planning and procurement, including drafting waiver applications
and administrative code, cost projections, requests for proposals, and proposal evaluation
criteria and conducting contract negotiations and readiness reviews to assess a health plan’s
readiness to accept enrollment and to perform all required functions such as transmitting
encounter data, filing required reports, operating TPL/TPR units, and program integrity (PI)
functions. We support states with ongoing monitoring of contractors for Medicaid delivery
systems by providing staff training, establishing monitoring processes, procedures and
reporting, developing reporting requirements, and conducting monitoring on behalf of the state.

We have extensive experience supporting states with conducting readiness reviews for risk-
based managed care, enhanced primary care case management, disease management, and
medical coordination programs, among others. We also supported Texas with a systems
readiness review for their foster care program. We have conducted systems readiness reviews
and assessments of information technology strategies for major health insurers as well. These
reviews incorporate thorough technical reviews of the joint interface plans, disaster recovery
plans, business continuity plans, risk management plans, and systems quality assurance plans,
testing prior to implementation and compliance with HIPAA requirements.

We have served as the prime contractor assisting with readiness reviews in several states,
including Alabama, Georgia, Indiana, Kansas, Mississippi, and Pennsylvania. Readiness review
tasks we have conducted for our state clients include:

e Defining the review criteria and developing readiness review tools
e Developing readiness review protocols, schedules, and work plans
e Training state staff and vendor staff on the review process

e Establishing and maintaining data exchange options, such as SharePoint sites
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e Conducting desk reviews and on-site reviews
o Developing final recommendations reports and corrective action plans

While a vast majority of the work of our team has been on behalf of states, many of our projects
require us to work directly with Medicaid MCOs. We have conducted systems readiness
reviews, assessments of information technology and reporting strategies, performance
assessments of HEDIS reporting, and risk adjustment reviews for major health insurers. These
reviews incorporate thorough technical reviews of the Joint Interface Plans, Disaster Recovery
Plans, Business Continuity Plans, Fraud Waste and Abuse Plans, and Risk Management Plans
and Systems Quality Assurance Plans, testing prior to implementation and compliance with
HIPAA requirements.

The Navigant team brings a wealth of experience from our engagements with numerous states
to design, implement, and support operations of their Medicaid managed care programs. We
assist state Medicaid programs to become high-performing purchasers of efficient care. Over
the last 15 years, our engagements have ranged from focused reviews of specific program
areas, to serving as the sole independent monitor of MCOs for state Medicaid programs.
Through the development and documentation of mission-critical protocols, policies, practices,
and training agency staff, Navigant has empowered many states to more effectively manage
their MCOs.

After completing the design and implementation of a new program, states must transition to
ongoing monitoring. This is where Navigant’'s experience differs from that of many consulting
firms — we help our clients not only to design new initiatives, but also to execute their initiatives.
Our work has also involved analyzing significant amounts of survey data; facilitating stakeholder
meetings; coordinating data collection and conducting on- and off-site reviews of the relevant
documentation; and developing recommendations for areas where vulnerabilities or
opportunities for improvement are identified.

Over the years, Navigant has supported program monitoring activities for clients in a wide
variety of ways. In some cases, we have been engaged to perform the ongoing monitoring
activities. In others, we have developed the monitoring procedures and defined the performance
standards. We have monitored program and contract compliance, operational performance,
financial performance, and quality. We have looked at specific areas of focus such as provider
network adequacy, encounter data reporting completeness and accuracy and payment
accuracy. We have measured performance in meeting EPSDT standards, quality standards,
reporting requirements, claims processing timeliness, member services response times, and
compliance in processing grievances and appeals, to name a few. Our work has involved
analyzing actual data files, setting up monitoring databases, developing monitoring procedures
and tools, reviewing hardcopy documents and files, conducting interviews and onsite reviews,
and validating information via multiple sources.
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Provider and Consumer Engagement — Focus Group Experience

The Navigant team has extensive experience working with internal and external
stakeholders, including healthcare providers and consumers. We have facilitated the work of
State, Provider, and Health Plan Boards of Directors, steering committees, advisory groups, and
other work groups convened to develop policies and implement programs. We have been
trusted advisors to these groups, providing them with information necessary to resolve issues
and address healthcare reform and transformation. Virtually every one of our rate methodology
projects has included information gathering through the facilitation of advisory groups, work
groups, or steering committees consisting of a variety of stakeholders.

We have facilitated public stakeholder meetings to gather information from consumers, families,
and advocates regarding rate setting methodologies. We develop presentations for use in public
meetings and provider meetings, technical analysis, and rate methodology documentation for
use by the state agency, as well as for use in presentations with other state policy makers.

In addition to facilitating meetings, we help prepare our clients when they must serve as the
facilitators. We proactively establish then execute tactics to gain participation in these studies
and to address contention. We have expertise in tailoring discussions based on the audience —
understanding how to engage individuals with limited to extensive knowledge of the topics at
hand. Our team members are ideal facilitators due to our strong leadership and interpersonal
skills and our ability to relate to a wide spectrum of individuals and groups such as legislators,
state leaders, physicians, hospitals and other constituents involved with Medicaid and CHIP
services. We also have conducted and gathered stakeholder feedback through various
approaches, including focus groups, large and small stakeholder forums, listening sessions,
structured interviews, online surveys, and project email addresses / websites for gathering input
and questions.

We have organized and managed robust stakeholder engagement processes in Arizona.
Through our work with DES and DDD, we organized and facilitated focus group meetings with
stakeholders across the State through three phases of the project: assisted the Division to
review and understand the benchmark rate recommendations, present the benchmark rates to
the provider community, and estimate budget impact and implement the final rates.

Surveys, Sampling, and Stakeholder Support

Our team members have extensive experience developing, administering, and evaluating
surveys to gather a variety of different types of feedback. For example, we have used surveys to
measure the impact of services provided through waivers to analyze trends in the program. We
also collect data from consumers through satisfaction surveys, which provide us with an
understanding of the system or program being evaluated from the consumer’s perspective. We
often fold this into other state-provided stakeholder and focus group feedback and incorporate it
into our final reports. Navigant's expertise includes the design and implementation of statistically
valid methods for random sampling. Our consultants have experience with this type of research
and analysis to support a range of state initiatives.
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Data Analytics

Through the course of this project, we may need to review and analyze paid claims and
encounter data. Navigant's current work with AHCCCS has allowed us to become experts in the
analysis of AHCCCS claims and encounter data. Navigant has unsurpassed experience and
qualifications related to healthcare data analysis. We conduct analyses that help inform policy-
making decisions and define public health priorities in a quantitative, evidence-based manner
and in the evaluations of the effectiveness of the programmatic activities. For example, we
regularly work with a variety of clients including state agencies, Federal agencies, health plans,
and most types of providers.

We often provide policy and planning support in connection with public and private healthcare
delivery systems and payment mechanisms. For many projects, we develop and organize
available datasets including claims data sets, cost report data, state hospital discharge
database, and all-payer claims databases, among others. We then incorporate program data
analyses, including utilization, cost, and quality indicators to develop recommendations for
improving current systems including options to improve access to care and increase cost
effectiveness. We develop and execute focus studies on healthcare delivery system purchasing,
as well as delivery impact studies assessing probable outcomes in the design and
implementation of new / revised policies, procedures, and programs. We bring the technology to
support clients in automating and running advanced reports to inform strategic thinking, create
“what-if” scenarios, and conduct predictive modeling. Through a combination of our seasoned
staff and best-in-class analytic tools and approach we routinely offer clients:

e Experience using human services data from states — eligibility and demographic data,
service utilization data, and provider data — to develop databases of claims, cost,
demographic, financial, and other data and prepare reports for issue identification and
solutions development. For example, we have identified for some clients unnecessary
services and avoidable costs, then translated such analytics into new operational models
designed to improve care efficiencies.

e Experience defining analytic reports to evaluate spend trends, identify cost savings,
translate reports into operating models, and to model the consequences of policy
initiatives that might influence health and healthcare spending. We also conduct
retrospective outcomes evaluations of policy decisions based on historical claims data.

e A proven process to integrate input from key stakeholders so that reports solve key
business problems and surface innovative, forward-thinking ideas.

e Expertise in integrating financial analysis and quality metrics from claims data to identify
performance trends and benchmark comparisons.

e Payment Activation Measure (PAM) and Payment Error Rate Measure (PERM) studies.

Navigant has hundreds of analytic models, including a library of reports and performance
metrics that we use in our consulting engagements. We have developed, for example, analytic
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tools used by our clients, which are customized to meet their needs in evaluating cost and
utilization trends against benchmarks, simulate future state scenarios, and allow for drill-down
analysis to support day-to-day operations. In addition to Navigant's proprietary analytic
products, we have access to resources and tools that support our analytics and data mining
efforts. For example, we frequently use SAS Analytics Solutions (SAS), which provides an
environment for predictive and descriptive modeling, data mining, text analytics, forecasting,
optimization, simulation, and experimental design. SAS provides a range of techniques and
processes for the collection, classification, analysis, and interpretation of data to reveal patterns,
anomalies, key variables, and relationships.

Experience with Arizona Programs

Over the last 20 years, Navigant or its predecessor firms have worked with AHCCCS, the
Arizona Attorney General, the Division of Behavioral Health (DBH), and the Division of
Developmental Disabilities (DDD) on a variety of projects. These include:

¢ Navigant was recently awarded a task order to analyze and update existing AHCCCS
managed care contracts, rules, and policies related to the implementation of the new
CMS Medicaid Managed Care Regulations.

e Navigant assisted the Arizona Department of Corrections with its evaluation of proposals
for outsourcing inmate correctional health services. We are assisting with data and
benchmarking relative to a Market report for healthcare professionals, an inpatient /
outpatient utilization study, an EHR system implementation study, and a report of other
state prison pharmacy models, utilization (including HepC), and delivery methods.

e For AHCCCS and DBH, we recently served in a project management function to support
the transition of DBH into the AHCCCS organization.

e For AHCCCS, we assisted developing and submitting its State Innovation Model design
and testing application and with the development of a streamlined State Medicaid Health
Information Technology Plan for the Medicaid Electronic Health Record Incentive program.

e For AHCCCS, we assisted in the design and implementation of a prospective payment
reimbursement system, to transition the legacy per diem payment model to a per
discharge using the APR-DRG patient classification system.

o For Regional Behavioral Health Authorities (RBHAS), we have developed integrated
physical and behavioral health services programs.

e For DDD, we established payment methodologies for all providers of community-based
services for people with developmental disabilities by conducting a cost survey, analysis
of survey responses, numerous stakeholder meetings, and impact analyses of new
payment rates to estimate budgetary implications. We developed rebased benchmark
rates for developmental disabilities services that we used to estimate an impact of
recommended benchmark rates compared to expenditures at current rates.
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We are experienced with the Arizona healthcare community and its stakeholders, many of
whom are involved in the delivery of behavioral health services. We worked with Banner Health
System and Aetna to develop a Phoenix-based commercial ACO. We have worked with
Maricopa Integrated Health System (MIHS) on a number of projects, including an evaluation of
the certified public expenditure program within the context of hospital services delivered to both
Medicaid and uninsured individuals; an evaluation of potential strategic options related to the
Maricopa Health Plan and Maricopa Care Advantage; and assistance to management and the
Board with implementation planning for Proposition 480.

Because of our Arizona-specific experience, we have a multi-dimensional perspective of the
market and Arizona’s unique Medicaid delivery system and program objectives.

b. Experience of the Proposed Staff

Our team has the experience and qualifications to fully meet your needs and provide you with
exceptional deliverables. Below, we provide a skills matrix to show the depth and breadth of our
team’s experience in the subject areas of this RFP:

Personnel

Areas of Work Porter Abdouch Hallum Kim Pederson Bulot

Provider Access
Assessment

Network Adequacy

Network Standards

Document and Policy
Review

Survey Design

Geo-Mapping

Stakeholder Engagement
/ Focus Groups

Data Analytics

Arizona Experience

We are pleased to propose the following team:

Team Composition: Tamyra Porter will be the Engagement Director, working with Greg
Abdouch as the Project Manager. Their bios are included below.
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Tamyra Porter | Director | Engagement Director

Tamyra has nearly 16 years of experience working on the design, implementation, and
oversight of Medicaid programs and initiatives in many states, including Alabama, Pennsylvania,
North Carolina, Indiana, Mississippi, Texas, the District of Columbia, Maryland, Kansas, Ohio,
lowa, lllinois, and Georgia. Her experience provides clients with subject matter expertise to
interpret legislation, develop administrative service codes, and conform to various other Federal
requirements and opportunities. In addition, Tamyra has worked with Pennsylvania, Mississippi,
and Alabama in the developing or refining their quality strategy. As part of these efforts, Tamyra
assists Medicaid Agencies in evaluating MCO program policies, incentive programs, and quality
work plans to determine best practices align pay-for-performance incentives and drive program
outcomes. Tamyra has also worked closely assisting clients in administering and amending
1915 (c) waivers. In these engagements, Tamyra has worked to develop improved internal
operations regarding oversight and quality improvement of these waivers, assisting with CMS-
issued corrective actions, and discussing the needed changes to consolidate these waivers to
integrate these services into more comprehensive managed care delivery systems.

As the Engagement Director, Tamyra will provide be responsible for the quality review of all
deliverables and provide oversight and direction to the team. She will address contract and
scope of work issues and other corporate matters, should these issues or matters arise.

Greg Abdouch | Managing Consultant | Project Manager

Greg focuses on managed care, behavioral health, and project management oversight for
clients who are making large-scale transitions in their Medicaid programs. Greg has managed
program transformation teams within both state agencies and Medicaid managed care plans. In
addition, Greg has assisted state clients with development and review of managed care report
submissions so that contractors are meeting requirements including network adequacy, case
management, and member outreach. In addition, Greg has worked with MCOs to identify gaps
in compliance and develop and implement policies, procedures, and operations that meet or
exceed contract requirements.

In addition, Greg assisted in the implementation of a managed long term services and supports
program. This included working with staff to develop a statewide provider network that met or
exceeded the contractual requirements for network sufficiency. He has also worked directly with
providers in an effort to expand the provider network in areas where there was increased
member needs for a particular set of services.

Greg served as project manager to support the transition of Arizona’s Division of Behavioral
Health Services (DBHS) into the AHCCCS organization. He led and facilitated the operational
and personnel integration of the two agencies to support a seamless Administrative
Simplification transition. Most recently Greg is helping AHCCS to analyze and update existing
managed care contracts, rules, and policies related to the implementation of the new CMS
Medicaid Managed Care Regulations.

Page 13



NAVIGANT AHCCCS Task Order No. YH18-0031 Analysis of
Prop 206 Impact on Provider Network Adequacy

As project manager, Greg will use this experience to lead the analysis and deliver on this quick
turnaround project. He will be involved in the coordination, development, and quality review of
all deliverables. He will talk frequently with the AHCCCS Project Manager so that resources are
deployed efficiently. Greg will be responsible for bringing in our Subject Matter Experts, as
needed. He will manage the delivery of quality work products and provide status updates to
AHCCCS on a monthly basis.

Together with Tamyra, he will oversee the completion of each task, review project deliverables,
and participate in discussions with AHCCCS staff regarding progress of the project, draft, and
final deliverables and other issues as they arise. Greg is located in Phoenix, so will serve as an
on-site presence for the project. He will be available in-person to meet with AHCCCS, as well as
to conduct focus groups and DDD and MCO interviews, as necessary.

Annie Hallum | Associate Director | Data Team Lead

Annie has seven years of experience and is a Fellow of the Society of Actuaries and a Member
of the Academy of Actuaries. She is experienced in developing Medicaid rate methodologies,
plan design, and implementing policy. Her actuarial experience includes advising Medicaid
agencies, commercial health plans, and providers related to Medicaid rates, value-based
purchasing, and cost-saving strategies.

Recently, Annie assisted with home- and community-based service review and rate analysis for
a state’s children’s mental health waiver. She used actuarial training to apply expert data
analytics and evaluation skills. She assisted our CMS project team to develop a detailed
example of how to develop a statistically-sound fee-for-service tiered rate, using individual
assessment scores as the basis for determining tiers.

Annie has several years of experience managing the rate-setting process for the States of
Nevada and Washington. As the Project Manager for these and other tasks, Annie was
responsible for developing work plans and timelines, identifying the appropriate sources of data,
developing and tracking data requests, managing internal and external project resources,
ensuring the timely completion of project tasks, reviewing and monitoring budgets, supervising
data analyses, developing rate models, preparing final results and deliverables, and presenting
results to appropriate stakeholders.

Annie will lead our data team and be responsible for the survey development, sample
determination, and data collection. She will also support the team with data analytics of claims
and encounter data, should that be necessary.

Nancy Kim | Managing Consultant | Managed Care Team Lead

Nancy has more than eight years of experience working in the healthcare industry, most
specifically with government payers and programs. Nancy has led efforts to conduct readiness
reviews of MCOs for several states, including Georgia, Mississippi, lowa, and Alabama. As part
of these engagements, she reviewed states’ contracts against CMS guidelines for readiness,
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developed readiness review tools, and reviewed MCOs’ policies, procedures, and
corresponding documents to determine alignment with the state’s program. She has also
conducted onsite reviews to verify preparedness for go-live. She has conducted desk reviews of
contractors’ policies and procedures for alignment with state contract requirements or new
programmatic changes. Additionally, as part of readiness, she has assisted states in identifying
federal network adequacy requirements, conducting a scan of other states’ network adequacy
standards, and assessing the state’s current network standards for compliance with federal
requirements. Nancy is currently assisting AHCCCS with a review of managed care contracts.

Nancy will support project tasks under the direction and supervision of the Engagement Director
and Project Manager and perform activities such as leading the qualitative review of ALTCS
network impact of Prop 206, development of the network standards summary, and analysis and
report writing.

Andrea Pederson | Director | Subject Matter Expert

Andrea has more than 16 years of experience with policy analysis, program assessment and
data analysis supporting Medicaid, Medicare and commercial insurers, with a focus on HCBS
programs for individuals with developmental disabilities, behavioral health and long-term care.
She has worked extensively in the development, implementation and impact analysis of rate
setting methodologies. She has developed legislative reports, presented to legislative
committees and has facilitated stakeholder meetings for DES/DDD in Arizona. Andrea led the
Navigant team in 2013 to develop rebased HCBS rates for DES/DDD. Through that
engagement, Andrea gained a thorough understanding of the Arizona landscape. She currently
serves as a manager and subject matter expert for the 1915(c) HCBS waiver reviews Navigant
conducts for CMS. Her role includes directing the development of trainings for CMS and
presenting trainings on nationwide technical assistance webinars alongside CMS. The issue of
provider network adequacy has been an area her team has provided guidance to CMS about
with regards to 1915(c) waivers.

James (“Jay”) Bulot, PhD | Associate Director | Subject Matter Expert

We are pleased to propose Dr. Jay Bulot as a Subject Matter Experts who will supplement our
team as appropriate to address AHCCCS' analysis, planning, and implementation needs
relative to this contract. Jay is nationally recognized expert on Aging and Disability Services,
Assistive Technology, and LTSS. Prior to joining Navigant, Dr. Bulot served as the State
Director for Aging and Adult Services for three governors, managing hundreds of millions of
dollars in budget and hundreds of employees. He has provided expert testimony to federal
agencies, Congress and the White House regarding aging and disability issues. In his roles as
consultant, state government leader, professor, and President of the National Association of
State Units on Aging and Disability, Jay has worked closely with clinical and performance
benchmarking data, particularly in relation to long-term care supports and services. He’'s
assisted state clients developing and enhancing traditional and managed LTSS programs. Dr.
Bulot provides clients with valuable insight, policy consulting, grants management, budget
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analysis, and technical assistance, while empowering them to realize success in areas such as
organizational development, revenue enhancement, enhancing federal match, interagency
collaborations, and state planning services.

Support Staff — Navigant will assign support staff as appropriate to support project tasks and
activities.

c. Capacity / Availability of the Firm

Our team is available to initiate services beginning in October 2017. In addition, our proposed
Project Manager is located in the Phoenix area, which allows us to more easily meet with you in
person when needed.

d. Resumes

We have included resumes for the entirety of our proposed team in Appendix A, in the order
found in Section I.b. Experience of the Proposed Staff, on the previous pages.
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Section Il Methodology and Approach

We understand that Proposition 206, the Fair Wages and Healthy Families Act, requires Arizona’s
minimum wage to increase to $12 per hour by 2020 and require paid sick leave for employees working
greater than 30 hours per week. AHCCCS has requested consulting services to analyze and review the
impact of the implementation of Proposition 206. An increased minimum wage has led AHCCCS to
increase fee-for-service (FFS) rates for Home- and Community-Based (HCBS) and Nursing Facility
Services. In addition to FFS, many AHCCCS Arizona Long Term Care System (ALTCS) members receive
their services from managed care organizations (MCOs) who contract with these same or similar HCBS
and Nursing Facility providers. Navigant understands that setting sufficient HCBS rates is key to ensuring
individuals receive quality care and have access to an adequate pool of providers.

While we know from our vast experience of waiver rate analyses that insufficient rates can contribute to
access and availability concerns and changes such as those mandated by Proposition 206 seem a
natural solution to network concerns, we appreciate there are other factors that states must consider in
implementing such changes. As state and Medicaid budgets are fixed, these increases can have
unforeseen impacts on quality and availability of services. Our comprehensive analysis will begin with a
more quantitative assessment of changes to the network composition before and after the implementation
of Proposition 206 and will further seek to understand rationale for these changes using document
reviews, surveys and focus groups.

Given the quick turnaround of an analysis and report development, it will be important for AHCCCS to find a
contractor with substantial understanding of the services and population of the ALTCS and familiarity with
the State of Arizona, while also experienced in conducting provider network analysis. Navigant can provide
all of this expertise and does not have any conflicts of interest that would impact our work on this project.
To complete this work, we propose the following tasks:

Task 1: Initiate Project and Define Data Requirements

Task 2: Review and Analyze ALTCS Networks

Task 3: Review and Analyze Reports and Policies

Task 4: Collect and Analyze Provider Survey Data

Task 5: Facilitate Focus Groups Discussions

Task 6: Develop Comprehensive Network Report
In the work approach that follows, we describe our plan for completing our analysis of the impact of

Proposition 206 on provider network adequacy. Our work approach provides a number of advantages that
we believe will contribute to the success of this quick-turnaround project:

e Experienced staff with subject matter expertise in network adequacy analysis, Managed Long
Term Services and Support (MLTSS), and Developmental Disabilities (DD)

e Proactive approach to collect and gather information immediately from AHCCCS to hit the ground running

e Robust methodology to analyze data to determine network sufficiency and identify any gaps,
based on data provided by AHCCCS

On the following pages we describe in detail our proposed approach to conduct the tasks described in
Section 4.0 of the RFP. Our methodology and approach to the analysis requested by AHCCCS is outlined
in tasks one through seven. Furthermore, each task will have subtasks and associated deliverables.
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Task 1: Initiate Project and Define Data Requirements

Analysis of

Prop 206 Impact on Provider Network Adequacy

Navigant will schedule a project kick-off meeting with the AHCCCS-designated Project Manager and
Navigant's Engagement Director and Project Manager upon contract execution. The kick-off meeting is
an effective way to foster communication with the project team. Our experience is that discussions like
these help the project team anticipate and even head-off possible project challenges or barriers before
they arise. Prior to the meeting, we will request that AHCCCS’ Project Manager provide any materials that
would be relevant for our review and are not publicly available. During kick-off we will discuss:

e Project Schedule and Work Plan: We will review the proposed work plan with AHCCCS’ Project
Manager to answer questions about our work approach and make any changes necessary to
finalize the work plan. Due to this compressed timeline, it will be important to agree to deadlines
so as to complete the final report by January 2, 2018. We anticipate the following timing for the
main components of the project. This timeline assumes a project start date of October 11, 2017,
within one week of anticipated contract award; however, we will adjust this timeline based on

contract start.

Figure 1. Proposed Project Timeline

Initiate Project

and Define Data Conduct

Requirements Surveys Analyze Data

* Oct' 17 * Nov'l7 * Nov'l7

() () () () () ()

Review and Conduct Develop
Analyze Reports Focus Groups Report
and Policies « Nov'i7 . Dec'l7
* Oct-Nov'17

e Data Request Processes and Submissions: Based on our review of the RFP and supporting
files, we have developed a preliminary list of anticipated data needs, including PAT files, Network
Development Management Plans, and Minimum Network Requirement Verification deliverables,
as well as current network provider lists for the ALTCS and DDD programs. We will be ready to
provide this list to AHCCCS upon contract award, but also intend to review this list during the
kick-off meeting to further refine its content. We anticipate that we will identify additional items to
request from AHCCCS. Given the accelerated timeframe, our aim will be to use as much existing
information as possible, while supplementing with survey and focus group information. As such,
we will look to use MCO reports rather than create our own primary analysis. Immediately after
the kick-off meeting, we will submit all remaining data requests to AHCCCS.

Figure 2. Preliminary List of Data Needs

Item Purpose Source
1. Provider Affiliation Transmission Analyze statewide network of individual providers | AHCCCS
(PAT) file within AHCCCS Contractor’s networks
2. Network Management and Review previous network analysis, use as basis AHCCCS
Development Plans for comparison and validation of assessment
results
3.  Minimum Network Requirement Review previous network analysis, use as basis AHCCCS

Verification

for comparison and validation of assessment
results
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Item Purpose Source
4. ACOM 415 Provider Network Analyze providers that have made a reduction in AHCCCS
Development Attachments D and E | service provision
5. ACOM 413 Non Provision of Analysis of timely delivery of services AHCCCS
Service Report
6. Claims data*, optional Report impact of provider rates AHCCCS
7. Encounter data*, optional Report impact of provider rates AHCCCS
8. Provider contracting policies and Conduct analysis AHCCCS
practices
9. Network Standard Policy Conduct analysis AHCCCS
10. Annual Title XIX Rate Review previous network analysis, use as basis DDD
Reimbursement Studies (2010- for comparison and validation of assessment
2017)** results

*Navigant has a long history working with AHCCCS (including DDD) claims and encounter data. We have used claims data to
examine provider networks by counting providers by type, location, and specialty. Such analyses allow us to do heat maps to show
not only volume of providers but the specific providers and subset providing most of the services. We have used this data to create
maps for clients that provide the visualizations needed to show stakeholders the issue at hand. We note this data analysis is
optional; however, Navigant will work with AHCCCS to determine the appropriate use of paid claims and encounter data, and will be
prepared to deploy our experts to quickly perform the necessary analyses within the timeframe of this engagement; however, we will
look to streamline analyses and take advantage of existing MCO reports whenever possible.

** Navigant is very familiar with the rates and rate methodology used by DDD, as we assisted DES with its rate rebase in 2013. The
issues identified in the Annual Title XIX Rate Reimbursement Study foreshadow larger potential issues for the provider network
since provider rates have not historically been funded to 100 percent of the benchmark rates. Navigant will use the historical
information from the Annual Title XIX Rate Reimbursement Study as a resource for understanding the issues, e.qg., the specific
services or providers that are most at risk for provider network inadequacy, and to inform all areas of the study.

e Monthly Status Reports: We will recommend to AHCCCS a format for delivering monthly status
reports and suggest that the status report be reviewed with the AHCCCS Project Manager. We
will deliver the monthly status reports by the 5™ of each month.

e Deliverable Submissions: We will work with the AHCCCS Project Manager to confirm the
expectations for the content, format and timing of deliverables for this contract, and use that
format for our deliverables due to AHCCCS by January 2, 2018.

The subtasks associated with this task are:

Subtask Description

1.1 Schedule and conduct project kick-off meeting; provide meeting agenda to AHCCCS
prior to kick-off meeting

1.2 Address any questions about the work plan

1.3 Review data request processes

1.4 Submit data requests, including requests for aggregate member and provider data

The deliverables associated with this task are:

Deliverable Description
1.1 Data requests
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Task 2: Review and Analyze ALTCS Networks

Network adequacy is an important component of the successful delivery of healthcare. It is common for
states to compare networks before and after a major change in the program or delivery system such as
the rate changes for the ALTCS providers. We propose gathering the provider network data that
represent timeframes before and after the rate changes., Then we will examine the network data to
complete a snapshot analysis of the ALTCS network one month prior to the implementation of the rate
changes, and six months following the rate change. Understanding that the MCO rate changes may have
different effective dates compared to the HCBS and nursing facility rates, we will adjust the timeframes for
the comparison analyses as needed.

We will organize the data so we can isolate changes based on geography, provider types and service
provision level. Through these analyses we will identify changes and deficiencies in the ALTCS network
that appear to be resulting from the changes to the rates. Our analysis will identify:

e  Number of providers and members
e Geographic dispersion of providers and members
e Appropriateness of provider types

e Given that for HCBS the providers come to the consumer, travel times and standards on provider
timeliness are very important

We will summarize our analyses identifying the Percent of Adequacy, which represents how often
services were delivered within the “Adequacy Standard” timeframe.

The following table provides sample data of this type of analysis. We will provide stoplight illustrations to
demonstrate when the percent of adequacy meets current adequacy benchmark requirements (green), is
close to meeting adequacy benchmark requirements (yellow), and fails to meet adequacy benchmarks (red).

Service Adequacy Adequacy Percent of Adequacy
timeliness Standard Benchmark
Visit to PCP 15 minutes/10 miles

Maricopa Visit to Dentist 15 minutes/10 miles | 90% ‘

Maricopa

Maricopa Visit to Pharmacy | 15 minutes/10 miles | 90%

As part of this current analysis, we will also create member-to-provider ratios. This ratio will also reflect
the utilization patterns and clinical needs of the ALTCS population. We will likely want to group providers
into larger categories to streamline the analysis. These groups may include: Nursing Facilities, HCB
Services, Assisted Living, and DD Group Homes. These groupings will allow us to evaluate network
adequacy for each of the types of service. The current provider ratio will be important in determining how
many members are being diagnosed by providers.

The following table provides sample data of this type of analysis. Again, we will be using stop-light
illustrations to identify adequacy.

County Provider Minimum Provider Ratio Current Provider Ratio
Maricopal PCP 1.75/1,000 1.88/1,000

Maricopa| Crisis Provider 1.5/1,000 1.48/1,000
Maricopa| Behavioral Health Residential Facility | .75/1,000

Page 20




NAVIGANT AHCCCS Task Order No. YH18-0031 Analysis of
Prop 206 Impact on Provider Network Adequacy

The member-to-provider ratio, as well as the assessment of adequacy, will provide a general
understanding of whether the current network supports the delivery of needed services. As we determine
the member-to-provider ratios that exist, we can evaluate whether these ratios are sufficient considering
the mix of providers by comparing them to the overall population-to-provider ratio in the area.

Navigant will create a brief summary of its findings from this analysis to share with AHCCCS that will also
be included as an appendix to the report.

The subtasks associated with this task are:

Subtask Description

2.1 Gather and review provider network data
2.2 Summarize observations from provider network data

The deliverables associated with this task are:

Deliverable Description
2.1 Summary of provider network observations

Task 3: Review and Analyze Reports and Policies

For Task 3, we will review and analyze various reports, policies, and other information to determine the
impact of rate reimbursements on ALTCS provider retention or termination reasons. Our review of these
sources will contribute to understanding reasons for provider terminations that may have resulted from
the rate changes and to identify solutions that are meaningful and relevant to the current service delivery
landscape.

Review of AHCCCS Non Provision of Service Report trending for HCBS provided in the home of
the member and any other available metrics related to whether services are being delivered timely

Navigant will review this report and evaluate non provisions of services. During the kick-off meeting we
will seek to determine if there are other standardized reports or metrics to evaluate timely delivery of
services. For example, we will discuss EVV data that might be available or other complaints that point to
untimely services, provider no-shows, or other variations in care plans vs. actual services provided.
Should this data not be available, we will include more detailed questions related to this in our focus
group discussions. We will review reports on non-provision both before and after the proposition 206 rate
changes to assess changes that might be associated with the change.

Strategies / methodologies for establishment of new and/or additional network standards

During the data review phase, we will summarize current network standards across the country, including
AHCCCS current policies related to provider network standards. We will summarize these findings and
meet to discuss additional considerations for AHCCCS. Our research and related summaries will serve
as a basis for proposed strategies and methodologies for AZ to consider adopting as network standards.

Review and analysis of ALTCS MCOs’ policies and practices related to provider contracting and
of MCOs’ Network Management and Development Plan

e Policies and Practices related to Provider Contracting and Network Standards: We understand
that MCOs are required to develop and maintain a provider network that is sufficient to provide all
covered services to AHCCCS members [42 CFR 438.206(b)(1)]. The network standards policy
establishes network standards. MCOs are required to assess their network against their entire
membership for the purposes of complying with these standards. If established network standards
cannot be met, it must be explained in the Network Development and Management Plan. Therefore
prior to reviewing the Network Management and Development Plan Navigant will analyze these
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policies to conduct gap analysis of MCOs current network standards. We will then review the
Network Management and Development plan to understand MCOs approach to close the gaps.

e Network Management and Development Plan: This requires MCOs to provide a plan to close the
network gaps. Additionally, Navigant will scrutinize the MCO practices concerning ALTCS covered
services such as their activities to ensure: 1. Services are accessible to AHCCCS members in terms
of timeliness, amount, duration, and scope as those are to non-AHCCCS persons within the same
service area; 2. Prompt and reasonably accessible services in terms of location and hours of
operation; 3. Sufficient personnel for the provision of all covered services; and 4. Provisions for the
availability of services on a 7-day a week basis, and for extended hours, as dictated by member
needs.

Review of other reports related to provider terminations

Navigant proposes to use the data provided in ACOM 415 Attachment D (Provider Termination due to
Rates) and Attachment E (Providers that diminished their scope of service and/or closed their
panel due to rates). We will review and analyze the data by:

Provider Type: We will analyze the data using the code utilized in the Prepaid Medical
Management Information System (PMMIS). The data will be further delineated by Geographical
Service Areas (GSA) 1, 2, and 3.

Provider Capacity: As available, we will review the number of members assigned to, residing in,
or regularly receiving services from the terminated provider. For nursing facilities and alternative
residential HCBS we will include the number of members residing in the facility at the time of
termination notice by the provider. We will assess if there are utilization changes in these
services or if that member continues to receive services from a new provider. Furthermore, we
can assess member satisfaction or other changes that impact this.

Reason for Termination: We will analyze the reasons for provider termination and overall
impact in these terminations on network composition. We will analyze terminations that are due
to reimbursement rates, capacity, and other sustainability factors.

Scope of Service diminished: We will conduct analysis to determine if specific at-risk services
have experiences a disproportionate share of provider terminations that may escalate that risk.
Reason for diminishing service or closing panel: We will determine if reduction of services
are more commonly affiliated with providers who are terminating or closing their panels due to
any of the following reasons: Increased rate requested (provider initiated), AHCCCS FFS rate
reduction (pass-through), MCO rate reduction (not associated with an AHCCCS reduction), and
other significant patterns.

Review of Gap in Critical Services (ACOM 413)

We understand the critical services include Attendant Care, Personal Care, and Homemaking and
Respite care. Using the definitions for critical services, we will summarize our assessment comparing
critical services to other services. The summary reports will include: 1. Percent of critical providers
terminating as compared to non-critical providers and 2. Trends by GSA, County, and provider-specific
issues.

The review of these reports and documents, and perhaps others discussed during our kick off meeting,
will provide greater insights to our gap analyses lending further understanding to factors contributing to
these identified gaps in Task 2. Navigant will use our findings from Tasks 2 and 3 analyses to assist us
with survey develop and focus group strategies, all leading up to our final report.

The subtasks associated with this task are:

Subtask Description

3.1 Conduct review and analysis of non-provision of services report for MCOs and DDD
3.2 Conduct MCO and DDD provider report data analysis (415 Attachments D and E)
3.3 Conduct review of policies and procedures on provider contracting
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Subtask Description

3.4 Conduct review of Network Management and Development Plan
35 Conduct review of any other reports or documents supporting the analysis

Task 4: Collect and Analyze Provider Survey Data

Navigant will develop and conduct a provider survey of a statically significant sample of providers to
gather information about workforce capacity to support our analysis of the impact of Prop 206. Given the
need to collect the survey data quickly, we will design a survey using a web-based tool, such as
SurveyMonkey, to administer the survey to the sample and collect responses in an electronic format that
will be simple to analyze.

Workforce planning and analysis is critical to structure the provider workforce to ensure there is sufficient
capacity to meet future needs. In the white paper, “The Need for Monitoring the Long-Term Care Direct
Service Workforce and Recommendations for Data Collection”, the National Direct Service Workforce
Resource Center (DSW-RC)! recommends the following key pieces of workforce data:

Workforce Volume Number of full-time and part-time direct-care workers
Workforce Stability Turnover rate and job vacancies
Workforce Compensation | Average hourly wages and availability of benefits

Having completed a workforce survey for DES, we know firsthand the challenges with addressing all of these
objectives through survey tools. For example, in our prior survey for DES, we considered the issues around
health insurance costs, as the ACA was just being implemented. Further surveyors must consider response
rates in relation to costs and value to overall findings. Based on our experience with DES and with others, we
propose our sample be for the entire ALTCS provider population. We estimate we will achieve a 10-20
percent response rate that will offer meaningful insights regarding changes in provide rates.

Additionally, we recommend including the categories of survey questions outlined in Figure 3 to analyze
the workforce data and to allow for summary conclusions of responses:

Figure 3 — Sample Data to Collect through Surveys

Workforce Volume Workforce Stability Workforcg WOkaOI’C? recrwtme.nt
Compensation and retention strategies
e Number of Nursing e Average annual e Percentage of providers | e Percent of providers
Facility and HCBS turnover Rate offering overtime offering paid sick Leave
employed or contracted | e Average number of e Impacts of Proposition to full-time employees
e Average number of employees leaving in 206 on compensation e Percent of providers
workers per provider last 12 months structures (none, little, offering health
o Average number of significant) insurance to workforce
employees dismissed ¢ Member satisfaction
due to challenges with rates
quality of services, e Quality bonuses
complaints, etc.

1 The National Direct Service Workforce Resource Center (DSW-RC) supports efforts to improve recruitment and retention of direct service workers
who help people with disabilities and older adults to live independently and with dignity. This Resource Center provides state Medicaid agencies,
researchers, policymakers, employers, consumers, direct service professionals, and other state-level government agencies and organizations easy
access to information and resources they may need about the direct service workforce. The Center brings together the nation’s premier resources on
the topic of the direct support workforce. The DSW Resource Center is funded and supported by the Centers for Medicare & Medicaid Services (CMS)
under the U.S. Department of Health and Human Services.
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1. Develop the focus group guide: The focus group guide will have a series of questions and
prompts for the facilitator to use. Navigant will have a facilitator who will direct questions to the
group and allow time for participants to respond to each other’'s comments. The focus group
guide will also serve as a “road map” and memory aid for the facilitator. When developing the
focus group guide, we will identify the following:

e Type of information that should be obtained: This will include collecting information to identify
issues and challenges of the MCOs and DDD and determining the impact of Prop 206.

e What will be the information gathered: Examples of information that will be collected includes
access and availability, member choice, member satisfaction, and other.

The same focus group guide will be used for each focus group. The questions in the guide will be

geared such that they will assist Navigant in proposing strategies to identify and evaluate

projected workforce capacities and strategies to establish a new network standard.

2. Number and type of participants: Navigant will then identify what types of participants are needed for
each focus group. Each individual focus group will be made up of similar individuals, so the number of
focus groups will depend on how many different types of groups from whom we want to gather information.
We propose representatives from the following functional areas as participants of focus groups:

e Network / Provider Development — to identify issues with access and availability of services

e Member Services / Provider Assignment — to identify issues pertaining to member choice

e Quality Assurance — to identify issues related to member satisfaction

e Care Management — to identify issues pertaining to identification of member needs and
receiving the services thereafter

Furthermore, we propose to bring together six to nine people to discuss issues and concerns or

respond to semi-structured questions.

3. Conducting a focus group: Navigant proposes the following individuals conduct the focus group.

e Facilitator: will guide the group through discussion and keep the group focused and on-topic.
e Note taker: will be an observer. The notes should include a sense of what each person said;
identify how comments were said.
e Recorder: will record the focus group and create a transcript of the event.
We recommend the focus groups to last for 60-90 minutes. Furthermore, we understand it is ideal to
conduct a focus group in person; however, to ensure that everyone participates in the discussion it is
possible to conduct a focus group by phone.
Given the timeframe, we propose the following set of focus groups: (1) DES/DDD, as MCO; however,
we may cover questions about DES/DDD as administrative agency (Phoenix); (2) MCO (Phoenix); (3)
MCO (Tucson), and (4) MCO (Webinar).
4. Results of the focus group: Focus group results will be considered qualitative rather than
guantitative. We will provide focus group results in the comprehensive report requested by AHCCCS.

The subtasks associated with this task are:

Subtask Description

5.1 Develop focus group guide

5.2 Identify focus group participants for MCOs and DDD
5.3 Conduct the focus group

5.4 Analyze the results of the focus group
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Task 6: Develop Comprehensive Network Report

The final task will be to document our findings from the ALTCS network assessment in a final report. After
analyzing the survey data and research, Navigant will develop a report that highlights the following:

e Discussion of goals and objectives of the Network Adequacy study
e Description of methodology used to gather information on the impact of Prop 602
e |dentification of network gaps or access to care deficiencies, identified by provider type

o |dentify potential opportunities, strategies, or methodologies to build capacity or enhance network
structure and workforce needs

We will create a report outline for AHCCCS' review to agree upon the structure and components of the
report. The report will describe the methodology and will provide the results in an easily digestible
manner, including maps, tables, and charts.

Using our experience conducting similar work in other states, we will conclude the report with an
identification of potential opportunities to build capacity or enhance the network structure. Depending on
our findings, we may want to provide AHCCCS with recommendations for how the MCOs can expand
their provider networks to improve access. These recommendations might include requiring MCOs to
conduct outreach to try to enroll more providers, examining whether there are additional provider types
who can provide behavioral health services, and potential changes to RBHA and CRS contracts with
AHCCCS to support and align with the network standard requirements.

In other access studies we have conducted, we have made recommendations for establishing new or
revised standards that are consistent with the goals of the program. We also examine other state
standards to provide context to states. For example, for our Alabama client, we researched access
standards in six states, including California, Oregon, and Texas, to provide information about mental
health services and more. As part of our report development, we will provide information to AHCCCS in
instances where we recommend enhancements. Where applicable, we will provide our recommendations
for any necessary improvements in network standards, taking account standards that exist across similar
programs in the State.

Navigant will ask AHCCCS for comments on the report and ask that the comments be gathered into a
single document for our consideration. We will develop the draft report based on the agreed upon outline,
update the draft based on the comment received from AHCCCS, and create one last version of the report
in its final format.

The subtasks associated with this task are:

Subtask Description

6.1 Develop draft report outline

6.2 Develop draft report

6.3 Review report with AHCCCS

6.4 Finalize report based on comments from AHCCCS

The deliverables associated with this task are:

Deliverable Description

6.1 Draft report outline
6.2 First draft report
6.3 Final report
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AHCCCS

Section Ill Pricing Proposal

Task Order No. YH18-0031

Analysis of

Prop 206 Impact on Provider Network Adequacy

We believe the pricing proposal outlined below conveys our willingness and organizational
commitment to continue our successful relationship with AHCCCS. Our proposed fees reflect
reduced hourly rates in recognition of this ongoing partnership and our interest in investing in
your AHCCCS. We are happy to discuss the pricing proposal with AHCCCS to adjust the level
of effort upwards or downwards based on the level of support needed across the tasks.

Staffing Resource Level per Contract Hours HSEﬂ;C::te Total Cost
None proposed Managing Director 0 $257 $0
Tamyra Porter Director 104 $231 $24,024
Annie Hallum Associate Director 156 $231 $36,036
Greg Abdouch Managing Consultant 260 $212 $55,120
Nancy Kim Managing Consultant 182 $212 $38,584
To be determined Senior Consultant 312 $189 $58,968
To be determined Consultant 390 $167 $65,130
Jay Bulot Subject Matter Expert 24 $250 $6,000
Andrea Pederson Subject Matter Expert 24 $250 $6,000
Total Hours 1,452
Total Fees $289,862
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Appendix A Biographies of Proposed Navigant Team

We have provided resumes of our proposed Navigant team on the following pages.

[Balance of page intentionally blank.]
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Nancy Kim

Managing Consultant

Selected Recent Presentations and Publications

e Goldwater, J.; Kwon, N.; Nathanson, A.; et al. (2013). The Use of Open Source Electronic Health
Records within the Federal Safety Net. Journal of American Medical Informatics Association, 0; 1-5.

e Goldwater, J., Kwon, N., Nathanson, A., et.al. (2013). Open Source Electronic Health Records and
Chronic Disease Management. Journal of American Medical Informatics Association, 0; 1-5.

e Wild, D.; Kwon, N.; Dutta, S.; Tessier-Sherman, B.; Woddor, N.; Sipsma, H.; Rizzo, T.; Bradley, E.
(2011).Who's Behind an HCAHPS Score? Joint Commission Journal of Quality and Patient Safety,
37(10), 461-468.

e “Quality Oral Health Care in Medicaid through Health IT: Background Report. Report to the Agency
for Healthcare Research and Quality (co-authored with Cheryl Austein Casnoff, Lisa Rosenberger,
Nancy Kwon, and Hilary Scherer). January 2011. Available at:
http://www.norc.org/PDFs/QualityOralHealthCareMedicaid%5B1%5D.pdf

e Using Open Source Health IT for Chronic Disease Management. Academy Health, Seattle, WA. July
2011. Available: http://www.academyhealth.org/files/2011/monday/kwon.pdf
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Appendix B White Paper: “Provider Network Adequacy Changes
in Medicaid Managed Care Final Rule Leave States
with Much to Address”

We have included the white paper on the following pages.
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NAVIGANT RESEARCH INDICATES:

*  Only two states (7%) include time and distance standards
for all seven specified provider types in their contracts

* Only 16 states (53%) include both time and distance
standards for at least one of the provider types

States retain the flexibility to develop their own unique time and
distance standards for various geographic regions rather than
follow specified national standards. To date, most states include
time and distance standards in their managed care contracts

to some extent. Our research indicates that 27 state contracts
(90%) include a time or distance standard for at least one of
the required provider types. However, only two states (7%) have
both time and distance standards for all seven specified provider
types. As shown in the chart below, states most frequently
include time and distance standards for PCPs, and most
frequently fail to include them for OB/GYN providers.

Count of State Contracts that Include Time and Distance
Standards for Each Provider Type (30 States Reviewed)
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The final rule also requires states to delineate time and distance
standards for both adults and children for three provider

types: PCPs, behavioral health, and specialists. We found that
approximately one in three states (32%) include both adult and
child breakouts for any provider type, and only four states (14%)
meet the new requirements for all required provider types.®

EXCEPTIONS TO PROVIDER
NETWORK STANDARDS

CMS acknowledges that local patterns of care, such as a lack

of providers in a given region, may require a contractor to seek
an exception to the established provider network standard.
Federal regulations require that, to the extent a state permits an
exception, states must:®

* Specify in the contract the standard for evaluating the exception;

¢ Base the standard, at a minimum, on the number of healthcare
professionals in that specialty practicing in the service area; and

¢ Outline how the state will monitor enrollee access to providers
in networks that operate under an exception and report to
CMS annually.

73% of states grant exceptions
to provider network standards.

Only 10% of states included
contract provisions meeting all of
CMS’s requirements listed above.

Q
While some states may already use these approaches in their
internal exceptions and monitoring processes, states should
also specify these elements in contracts to enhance their ability
to enforce exceptions and hold managed care organizations
accountable for meeting requirements.

REQUIRED ELEMENTS FOR ESTABLISHING
PROVIDER NETWORK STANDARDS

CMS requires that states consider nine elements when
developing network adequacy standards and establishing
provider networks. Although CMS does not require inclusion
of these elements in contracts (i.e., states can also include
these in other documentation outside of the contract), states
generally require contractors to consider these elements,
and thus should consider including them in their risk-based
contracts. No state included all nine of the required elements

in its managed care contracts.

5. Two contracts examined covered population ages 21 and over only, thus would not be required to delineate adult and child breakouts for time and distance standards. Therefore,

the total contracts examined for this section of the analysis was 28 instead of 30.
6. Managed Care, 42 CF.R. § 438.68 (d) 1-2 (2016).



CMS REQUIRED ELEMENTS FOR ESTABLISHING NETWORK STANDARDS

NUMBER OF STATE CONTRACTS
CONTAINING ELEMENTS

1. Anticipated enroliment

2. Expected utilization of services

3. Characteristics and healthcare needs of specific populations

4. Numbers and types of network providers required

5. Numbers of network providers not accepting new Medicaid patients

(30 STATES REVIEWED)
24 (80%)
23 (77%)
25 (83%)
24 (80%)

22 (73%)

6. Geographic location of network providers and enrollees, considering distance, travel time,

and transportation

7. Ability of network providers to communicate with enrollees in their preferred language

29 (97%)

18 (60%)

8. Ability to ensure physical access, reasonable accommodations, culturally competent

communications, and accessible equipment for enrollees with disabilities

25 (83%)

9. Auvailability of triage lines or screening systems, as well as the use of telemedicine, e-visits,

and/or other evolving and innovative technological solutions

Additional State Considerations

* How does the state assess the impact of provider network
standards and provider outreach?

* Do Medicaid contractors classify provider types consistently?

« How does the state assess population healthcare needs?

* How does the state or contractor assess Americans with
Disabilities Act and language accessibility at provider offices?

* How does the state monitor provider panel status and size
across contractors?

*  What are the state’s policies for allowing exceptions, and how
will those exceptions be monitored?

* Do the state’s reimbursement guidelines account for
telemedicine?

As a result of the growing Limited English Proficiency (LEP)
population and to comply with CMS regulations, many states
should require that contractors consider the ability of providers
to communicate with LEP enrollees in the development of
provider networks. In particular, 12 state contracts (40%) do
not include provisions requiring network standards to account
for a provider’s ability to communicate with LEP enrollees.
Federal Medicaid managed care regulations previously required
consideration of LEP in enrollee communication. As a result,
most states already have a starting point for compliance. The
new regulations now require this consideration when developing
network adequacy standards.

1(3%)"

As of 2012, people with LEP made up 12% of the Medicaid
population, but as the ACA continues to expand Medicaid
coverage, we anticipate that the number of enrollees with LEP
will likely grow.®

Only one state contract (3%) addressed the consideration of
triage lines, telemedicine and other technology solutions in the
development of network adequacy requirements. Given the
expansion of Medicaid managed care to rural areas in many
states, contractors will increasingly rely on technology-related
solutions to improve access to care and thus should consider this
when developing network adequacy standards.

PROVIDER NETWORK DOCUMENTATION

CMS’s new regulations codified practices that states
— | commonly use to verify appropriate enrollee access.
= | A majority of states (83%) require contractors to

submit documentation to demonstrate that their
networks provide access to an appropriate range
of services and are sufficient in terms of mix and
geographic distribution.

7. Fourteen states (47%) encourage MCOs to use telemedicine to improve access to care; however, only one state specifically indicated that these elements are to be considered in

the development of network adequacy standards.

8. Robert Wood Johnson Foundation, State Estimates of Limited English Proficiency (LEP) by Health Insurance Status, 2014, http:/www.rwjf.org/en/library/research/2014/06/state-

estimates-of-limited-english-proficiency--lep--by-health-i.ntml


http://www.rwjf.org/en/library/research/2014/06/state-estimates-of-limited-english-proficiency--lep--by-health-i.html
http://www.rwjf.org/en/library/research/2014/06/state-estimates-of-limited-english-proficiency--lep--by-health-i.html

In addition, states must also require documentation in special
situations such as:®

+ At the time a contractor enters into the contract with a state;
* Annually; and

* Anytime there is a significant change in the contractor’s
operations that would affect the adequacy and capacity
of services (e.g., changes in benefits and service area or
enrollment of a new population).

States must publish network adequacy standards clearly
on their website and make them available at no cost to
enrollees with disabilities in alternate formats or through
auxiliary aids and services.®

Although most states already follow this practice and may
request reports from contractors at any time, 19 states (63%)

do not have explicit requirements that contractors must submit
documentation in all of the required circumstances. Specific
conditions under which states may request this detailed reporting
would reduce ambiguity and clarify contractor expectations.

NETWORK ADEQUACY REPORTING
States routinely require geographic access maps,
provider addition/deletion reports, and enrollee

surveys to monitor MCO provider networks.

WHAT’S NEXT? ACTIONS SPEAK LOUDER
THAN WORDS...

Most states will need to update their managed care contract
language and related state requirements (e.g., regulations, policy,
and reporting manuals) to fully comply with the new network
adequacy requirements, particularly with regard to time and
distance standards and the exceptions process. Adding related
contract requirements is only a small fraction of the work that

is needed. States must also develop and document appropriate
methodologies for determining these network adequacy
requirements. For example, how will states decide when a
30-minute/30-mile versus a 60-minute/60-mile requirement

is appropriate? When and how should requirements differ by
physician type and specialty? How will policies and requirements
vary for adults and children? Will there be exceptions, and if so,
how will they be implemented and monitored?

9. Managed Care, 42 C.FR. § 438.207(c) (2016).
10. Managed Care, 42 C.FR. § 438.68(e) (2016)

States should
begin to evaluate their

current provider network monitoring

and oversight practices in light of the
new focus on transparency, pediatric access,
and documentation requirements. States will
likely need to aggregate available provider
network data across contractors to gain an
understanding of overall enrollee access
under Medicaid managed care and to
demonstrate value to stakeholders.

Ready for 2018?

To prepare for the new regulations, states should consider:

1. What information do we need to assess our current service
network adequacy and standards?

2. How can we leverage existing data analytics to verify our
methodology for developing provider network standards?

3. What does the data say about the need for exceptions?

4. How can we strengthen our processes and tools to more
effectively monitor compliance with provider network
standards?

- How do we monitor exceptions?

- What feedback and support do we provide to
contractors?

— Are internal monitoring processes comprehensive
enough to identify potential problems?

— Have we issued any corrective action plans related to
network adequacy?

5. How “compliant” is the program’s overall network with
adequacy standards across contractors?

- Where do we have gaps and how can we address them?

- How will the External Quality Review Organization
validate network adequacy for the Medicaid managed
care program?

6. How do our enrollees choose providers?

- Do contractors require enrollees to select a primary
care physician or clinic?

— Is choice limited due to appointment availability?



For more information about state-specific findings or for further
assistance with your Medicaid managed care program, including
provider network development, please contact Hanford Lin (hlin@
navigant.com) or Randal Whiteman (rwhiteman@navigant.com).

About Navigant Government Healthcare Solutions

Navigant’s Government Healthcare Solutions (GHS) advisors work with
healthcare decision makers in key state and federal agencies, supporting
government clients with advice on service delivery, financing, and
operations. Our consultants collaborate with experts from all areas of
our healthcare practice, giving our government clients access to thought
leaders in the healthcare industry, and providing valuable insight into the
challenges facing payers and providers.

©2016 Navigant Consulting, Inc. All rights reserved. 00005895

Navigant Consulting is not a certified public accounting firm and does not provide audit, attest, or public accounting services.
See navigant.com/Licensing for a complete listing of private investigator licenses.
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