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Phoenix, AZ 85034

Re: Solicitation No. YH12-0001
Dear Ms. Schultz:

Southwest Catholic Health Network Corporation, d/b/a Mercy Care Plan (MCP), is pleased to
present this proposal to continue coordinating integrated managed care services for Elderly and
Physically Disabled members under the Arizona Long Term Care System (ALTCS), as specified
in Request for Proposal (RFP) YH12-0001,

Our proposal meets all RFP requirements and demonstrates our commitment to assisting ALTCS
in delivering the highest quality long term care by continuously improving program efficiency
and effectiveness while supporting member choice. This proposal includes continuing to provide
ALTCS members with member-centric services in Maricopa County while expanding our
effective systems and services to serve members in the Pima, and Santa Cruz GSA.

We offer extensive networks of qualified providers, convenient member access, consistent
integrated services, member-centered case management and a wide array of proven medical
management tools and techniques designed to holistically approach and fulfill the diverse needs
of ALTCS members, including older adults and physically disabled members. Qur expertise in
these areas is amplified by our long experience in serving AHCCCS programs.

History of Successful Service

Mercy Care Plan and its owners have a long and successful history of service in Arizona.
Established in 1985 exclusively to provide Medicaid Services to the State of Arizona through a
contract with the Arizona Health Care Cost Containment System (AHCCCS), MCP is one of the
first AHCCCS health plans. We have worked closely with AHCCCS for more than 26 years and
currently provide services to all AHCCCS programs. To further enhance our commitment to the
behavioral health needs of our members, we have partnered with the Community Partnership of
Southern Arizona (CPSA). CPSA is one of the State’s premier behavioral health organizations
with extensive experience serving AHCCCS and the Arizona Department of Health Services
(ADHS) members.



MCP has supported AHCCCS programs from the beginning and we continue to work with the
State of Arizona to meet the evolving health care needs of Arizonans.

Our owners, Carondelet Health Network and Catholic Healthcare West, have been serving the
health care needs of Arizonans for an even longer period of time, The Sisters of St. Joseph of
Carondelet opened Arizona’s first hospital, St. Mary’s Hospital, in 1880. In addition to St.
Mary's Hospital, Carondelet sites in Tucson today include St. Joseph's Hospital, the Cerelle
Center for Mammography and Carondelet Imaging Services Central. Southern Arizona’s leading
health care services provider, Carondelet currently serves more than 1.3 million Arizona
residents. Catholic Healthcare West (CHW) also has a history of service in Arizona. The Sisters
of Mercy opened St. Joseph’s Hospital and Medical Center in Phoenix in 1895 and today, CHW
is the eighth largest hospital provider in the nation, employing more than 60,000 caregivers in
Arizona, California, and Nevada.

Mercy Care Plan is a unique ALTCS program contractor. As the only non-governmental, not-for-
profit plan with provider sponsors, our very foundation was designed specifically to fulfill the
mission and meet the requirements of AHCCCS. MCP and our provider sponsors have a deeply
rooted and direct presence in the major urban and rural areas of Arizona, As an Arizona
organization, we have established successful coilaborative relationships with all stakeholders
serving AHCCCS members. Our resources are devoted to improving the health and quality of
life for Arizonans through our longstanding relationship with AHCCCS and our dedication to
meeting its goals.

Seamless Transition of Members

As noted in the table below, Mercy Care Plan, through its contracted health plan manager,
Schaller Anderson, LLC, (Schaller), an Aetna company, has experience in accomplishing a
smooth and streamlined transition of elderly and physically disabled enrollees for ALTCS, as
well as on a national level as noted in the table below.

State (Program)  Previous Program Services Performed During Transition  Transition
Year and Enrollees Period
Arizona Managed Long- « Transition Planning for frail elderly 4 months
(Arizona Long Term Care Heaith and older adults with disabiiities
Term Care Plan » Institutional and HCBS Assessment
Program) 4,000 at-risk « Continuity of Care including service
2005 Members authorization, medication
transitioned maintenance and review of Member
Care Pians

Delaware Fee-for-service «  Continuity of Care inciuding service | 60 Days
(Delaware 90,000 Members authorizations and medication
Medical transitioned maintenance
Assistance » Risk Stratification, inciuding Health
Program) Risk Questionnaire (HRQ)

+ Member PCP Selection
2004 « Member Assessment and Care

Planning

»  Provider Network Training

« Member Education and Qutreach
Missouri Fee-for-service « Continuity of Care inciuding service | 90 Days
(Northwest 42,000 Members authorizations and medication




Transition
Period

State (Program)  Previous Program Services Performed During Transition

Year and Enrollees

Missouri ASQ) transitioned maintenance
« Risk Stratification, including
2008 « Health Risk Questionnaire (HRQ)
« Member PCP Selection
» Member Assessment and Care
Planning
«  Provider Network Training
o Member Education and Qutreach
Indiana (indiana | Fee-for-service «  Continuity of Care including service | 90 days
CareSelect2) 12,727 Members authorizations and medication
transitioned maintenance
2008 » Risk Stratification, including Health
Risk Questionnaire (HRQ)
e Member PCP Selection
» Member Assessment and Care
Planning
» Provider Network Training
« Member Education and Qutreach

Expansion Performance Guarantee

Mercy Care Plan (MCP) is proud and pleased to propose expansion of our programs of high
quality and responsive care and services to the Pima and Santa Cruz GSA. We currently provide
the full range of AHCCCS covered services to almost 30,000 members in Pima County. Through
our Medicare Advantage Special Needs Plan we also serve 15,669 state-wide dual eligible
members, with 1,800 in the Pima and Santa Cruz GSA. Our history and experience in Pima and
Santa Cruz, beginning in 1984, gives MCP market insight while we actively build a
comprehensive network. For instance, one of our owner hospitals — St. Mary’s Hospital — has
been serving the poor and disadvantaged in Tucson since 1880 and Holy Cross Hospital has been
serving Nogales since 1987. This gives MCP a unique understanding of the provider community
and this GSA.

In the event we receive a contract to serve ALTCS members in the Pima and Santa Cruz GSA,
MCP is proposing a performance guarantee as a contractual commitment of our satisfactory
completion of certain activities related to our Pima and Santa Cruz GSA proposal. This
performance guarantee will be in the form of a two part performance bond. Part one is MCP's
successful transition and timely entry into the Pima and Santa Cruz GSA measured by agreed
upon transition standards. Part two will be that MCP fulfills certain agreed upon service standards
in the first year. MCP will post both performance bonds, each in the amount of one million
dollars ($1,000,000) at the beginning of the readiness review phase. The terms and conditions of
these performance bonds will be discussed during contract negotiations and will be based on our
mutual agreement of a contract amendment between AHCCCS and ALTCS. These performance
bonds are in addition to the performance bond requirements as stated in RFP YH12-0001 Section
D, paragraph 46 or ACOM Chapter 300, section 306.

Member-Centric Systems and Services

Our member-centric systems and services are designed to empower members and their families to
make informed health care choices. From initial risk assessment through ongoing care, MCP
provides timely, responsive quality services. We encourage members to actively participate in
the design and implementation of individualized plans of care to meet their specific needs. Our



goal is to assist members in achieving the best possible health outcomes and the most
independent, healthy lifestyles.

We will expand the successful patient-centered medical homes initiative launched for ALTCS
members in Maricopa County, collaborating with additional provider practices in Maricopa and
Pima Counties to engage and support members in maintaining good health. We will implement a
number of outreach initiatives to improve the quality of care for members. We will launch a
diabetes management program in collaboration with the Carondelet Medical Group in 2011 and
we have agreements with PCPs in Maricopa, Pima, and Santa Cruz GSAs to make house calls to
members in their homes or residential settings. We will continue to work with AHCCCS to meet
ALTCS members’ evolving needs.

Contact Information

We welcome any questions AHCCCS may have regarding our proposal, experience,
capabilities or expansion plans. Please contact me at (602) 453-6027 or email:
FisherM5{@Aetna.com to discuss our proposal further.

Mercy Care Plan appreciates this opportunity to present our proposal for assisting
AHCCCS in serving she diverse health care needs of Arizona’s Medicaid population and
we look forward/td ontinuing our commitment to meeting the goals of the ALTCS
program.

Sincerely,

Prestdent and Chief Executive Officer
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Notice of Request for Proposal AHCCCS

Arizona Health Care Cost Containment System

PAGE
SOLICITATION NO.: YH12-0001 2 701 East Jefferson, MD 5700
AHCCCS 1061:) Phoenix, Arizona 85034

OFFER
The undersigned Offeror hereby agrees to provide all services in accordance with the terms and requirements stated herein,
iﬂcl}l{diéllg ai_l exhibits, amendments, and best-and-final offers (if any). Signature also acknowledges receipt of all pages indicated in
¢ Table of Contents.

Arizona Transaction (Sales) Privilege Tax License No.: For clarification of this offer, contact:

Name: Mark Fisher

Federal Employer Identification No.:

86-0527381 Phone: (602) 453-8317

E-Mail Address: FisherM5@aetna.com Fax: (602) 263-2048

Southwest Catholic Health Network Corporation dba Mercy Care Plan /J // m’

Company Name ~ Signatyée’of Person Authorized to Sign Offer
/ -
4350 E. Cotton Center Blvd., Building D Vst Fshce.
//

Address Printed Name
Phoenix AZ 85040 President and CEO
City State Zip Title
CERTIFICATION

By signature in the Offer section above, the bidder certifies:

The submission of the offer did not involve collusion or other anti-competitive practices.

The bidder shall not discriminate against any employee or applicant for employment in violation of Federal Executive Order 11246,
State Executive Order 99-4 or A.R.S. §§ 41-1461 through 1465.

The bidder has not given, offered to give, nor intends to give at any time hereafter any economic opportunity, future employment, gift,
loan, gratuity, special discount, trip, favor, or service to a public servant in connection with the submitted offer. Failure to provide
a valid signature affirming the stipulations required by this clause shall result in rejection of the offer. Signing the offer with a
false statement shall void the offer, any resulting contract and may be subject to legal remedies provided by law.

The bidder certifies that the above referenced organization is/ X is not a small business with Iess than 100 employees or
has gross revenues of $4 million or less.

ACCEPTANCE OF OFFER (to be completed by AHCCCS)

Your offer, including all exhibits, amendments and best-and-final offer (if any), contained herein, is accepted.

The Contractor is now bound to provide all services listed by the attached contract and based upon the solicitation, including all
terms, conditions, specifications, amendments, etc., and the Contractor’s Offer as accepted by AHCCCS.

This contract shall henceforth be referred to as Contract No. YH12-0001-

Awarded this day of 2011

Michael Veit, as AHCCCS Contracting Officer and not personally

2 CYE 12 ALTCS RFP
January 31, 2011

RFP No. YH12-0001
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Page 1 of 1 plus attachment

Arizona Health Care Cost Containment

o System (AHCCCS)
Solicitation Number: RFP YH12-0001] 701 East Jefferson, MD 5700

Phoenix, Arizona 85034

SOLICITATION AMENDMENT

Amendment Number | (One)
AHCCCS

. e . Contract Management Specialist:
Solicitation Due Date:  April 1, 2011

3:00 PM (MST) Jamey Schultz, CMS
E-mail: Jamey.Schultz{@azahcccs.gov

A signed copy of this amendment shall be included with the proposal, which must be received by AHCCCSA no
later than the Solicitation due date and time. This solicitation is amended as follows:

1. The attached Answers to Questions are incorporated as part of this solicitation amendment.

Offeror hereby acknowledges receipt and This Solicitation Amendment is hereby executed this the 24"
understanding of ﬁys Solicitation Amendment. day of February, 2011, in Phoenix, Arizona.

/ .

[ 4

Sig/?%;/f /‘M’(/ [;s’%é'/:f?p/! Méj

Ty]?éd Name and Title Mark Fisher Michael Veit
173

President & CEQ Contracts and Purchasing Administrator

Name of Companygothwest Catholic Health Network

Corporation, d/b/a Mercy Care Plan

RFP No. YH12-0001



Page 1 of 1 plus attachment

Arizona Health Care Cost Containment
System (AHCCCS)

701 East Jefferson, MD 5700

Phoenix, Arizona 85034

SOLICITATION AMENDMENT
Solicitation Number: RFP YH12-0001

Amendment Number 2 (Two)

AHCCCS . . Contract Management Specialist:
Solicitation Due Date:  April 1, 2011

3:00 PM (MST) Jamey Schultz, CMS
E-mail: Jamey.Schultz@azahcces.gov

A signed copy of this amendment shall be included with the proposal, which must be received by AHCCCSA no
later than the Solicitation due date and time. This solicitation is amended as follows:

1. The attached Answers to Questions are incorporated as part of this solicitation amendment.

This Solicitation Amendment is hereby executed this the 1 "

Offeror hereby ackngwledges receipt and
9’2 day of March, 2011, in Phoenix, Arizona.

understanding of this Solicitation Amendment.

/

v L4

S/i'7 %/w/t/ " Ej/a;,?/é; i M/
v/

Fyped Name and Title Mark Fisher Michael Veit

President & CEO Contracts and Purchasing Administrator

Name of Company g, shwest Catholic Health Network

Corporation, d/b/a Mercy Care Plan

RFP No. YH12-0001
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OFFEROR’S CHECKLIST Contract/RFP No. YH12-0001

OFFEROR’S CHECKLIST

Offerors must submit all items below, unless otherwise noted. In the column titled “Offeror’s Page #,”
the Offeror must enter the appropriate page number(s) from its proposal where the AHCCCS
Evaluation Panel may find the Offeror’s response to the specified requirement. AHCCCS will only
consider the information provided within the allotted page limit and permitted attachments, if any, in
response to a specific submission requirement when evaluating the Offeror’s proposal. At no time will
AHCCCS consider information outside the allotted page limit and permitted attachments, or any other
information provided elsewhere in the proposal when reviewing a specific response to an individual
submission requirement.

A. GENERAL MATTERS

Subject Reference Offeror’s Page #
Offeror’s signature page (Front Page) N/A
Offeror’s Checklist (this attachment) N/A N/A
Completion of all items in Section G of the RFP | Section G N/A

B. CAPITATION

Subject Reqmt. # Offeror’s Page #
Capitation Rate Bid (via EFT/SFTP and hard 1 21
copy)

C. ORGANIZATION

Subject Reqmt. # Offeror’s Page #

Moral and Reliiious Obi'ection 2 39

Organization and Staffing 3 40
4 78
5 81

Sanctions

Claims 7 87
8 101
9 103

Information Systems 11 113
12 121
13 124
14 127

Corporate Compliance 16 137

RFP No. YH12-0001



OFFEROR’S CHECKLIST

C. ORGANIZATION - CONTINUED

Contract/RFP No. YH12-0001

-
Finance and Liability Management 17 140
18 141
19 142
D. PROGRAM
Subject Regmt. # | Offeror’s Page #
Case Management 20 144
21 147
22 150
23 153
24-A 156
24-B 159
24-C 161
24-D 164

Medical Management 25 166
26 173
27 176
28 179
Quality Management 29 182
30 185
31-A 188
31-B 191
32 194
33 197
34 200
Oral Presentation 35 203
E. PROVIDER NETWORK
Subject Regmt. # | Offeror’s Page #
Provider Network 36 205
37 300
38 303
39 306
40 309
41 312
42 315
43 317
44 320
Network Summary via EFT/SFTP 45 323

RFP No. YH12-0001
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SECTION G. REPRESENTATIONS Contract/RFP No. YH12-0001

SECTION G. REPRESENTATIONS AND CERTIFICATIONS OF OFFEROR

The Offeror must complete all information requested below.
1. CERTIFICATION OF ACCURACY OF INFORMATION PROVIDED

By signing this offer the Offeror certifies, under penalty of law, that the information provided herein is true,
correct and complete to the best of Offeror's knowledge and belief. Offeror also acknowledges that should
investigation at any time disclose any misrepresentation or falsification, any subsequent contract may be
terminated by AHCCCS without penalty to or further obligation by AHCCCS.

2. CERTIFICATION OF NON-COERCION

By signing this offer the Offeror certifies, under penalty of law, that it has not made to any provider any requests
or inducements not to contract with another potential Contractor in relation to this solicitation.

3. CERTIFICATION OF COMPLIANCE - ANTI-KICKBACK / LABORATORY TESTING

By signing this offer, the Offeror certifies that it has not engaged and will not engage in any violation of the
Medicare Anti-Kickback or the “Stark I’ and “Stark II” laws governing related-entity and compensation there-
from. If the Offeror provides laboratory testing, it certifies that it has complied with and has sent to AHCCCS
simultaneous copies of the information required to be sent to the Centers for Medicare and Medicaid Services.
(See 42 USC §1320a-7b, PL 101-239, PL 101-432, and 42 CFR §411.361.)

4. AUTHORIZED SIGNATORY

Authorized Signatory for Southwest Catholic Health Network Corporation d/b/a Mercy Care Plan
[OFFEROR’S Name]

Mark Fisher President & CEO

[INDIVIDUAL'S Name] [Title]
is the person authorized to sign this contract on behalf of Offeror.

5. OFFEROR'S MAILING ADDRESS

AHCCCS should address all notices relative to this offer to the attention of’

Mark Fisher President & CEO
Name Title

4350 E. Cotton Center Blvd., Building D (602) 453-8317
Address Telephone Number
Phoenix AZ 85040

City State ZIP

6. OFFEROR GENERAL INFORMATION

a. If other than a government agency, when was your organization formed? 11/26/1985

b. License/Certification: Attach a list of all licenses and certification (e.g. federal HMO status or State
certifications) your organization maintains. Use a separate sheet of paper listing the license requirements and the
renewal dates. NONE

Have any licenses been denied, revoked or suspended within the past 10 years? Yes [ | No [X]

RFP No. YH12-0001



SECTION G. REPRESENTATIONS Contract/RFP No. YH12-0001

If yes, please explain.

c. Civil Rights Compliance Data: Has any federal or state agency ever made a finding of noncompliance with
any civil rights requirements with respect to your program? Yes [ | No [X] Ifyes, please explain.

d. Accessibility Assurance: Does your organization provide assurance that no qualified person with a
disability will be denied benefits of or excluded from participation in a program or activity because the Offeror's
facilities (including subcontractors) are inaccessible to or unusable by persons with disabilities? (Note: Check
local zoning ordinances for accessibility requirements). Yes [X] No [ ] Ifyes, describe how such assurance
is provided or how your organization is taking affirmative steps to provide assurance.

MCRP is in full compliance with Title II of the Americans with Disabilities Act (ADA) and Section 504 of the
Rehabilitation Act of 1973. We are aware that no qualified individual with a disability shall, by reason of such
disability, be excluded from participation in or denied access to the benefits of services, programs or activities
or be subject to discrimination. MCP is aware that other federal, state and local statutes and regulations also
prohibit discrimination on the basis of disability and is in compliance with these requirements in addition to
those established under ADA. Further, it is MCP’s standard operating procedure that each of its facilities,
provider’s sites (offices, hospitals, clinics, pharmacies, emergency rooms and urgent care centers), Web sites,
written materials and member service resources (Member Service and PA phone numbers) are accessible and
useable by members regardless of disability. We monitor network compliance with these standards through,
including but not limited to, pre-contracting site audits, subsequent site visits and quality reviews. Such
standards are included in contracts as well. It is our standard operating procedure and policy that

communication with members with disabilities is as effective and meaningful as communication with others.

e. Prior Convictions: List all felony convictions within the past 15 years of any key personnel (i.e.,
Administrator, Medical Director, financial officers, major stockholders or those with controlling interest, etc.).
Failure to make full and complete disclosure shall result in the rejection of your proposal.

None

f. Federal Government Suspension/Exclusion: Has Offeror been suspended or excluded from any federal
government programs for any reason? Yes [ | No [X] Ifyes, please explain.

g. Provide the name(s) of the in-house or independent actuary, or actuarial firm used to assist in developing
capitation rates and / or reviewing published capitation rate information.
Jason Strandquist, FSA, MAAA

Name
4645 E. Cotton Center Blvd., Bldg. #1 Phoenix AZ
Address City State

h. Did any other firm or organization provide the Offeror with any assistance in making this offer (to include
developing capitation rates or providing any other technical assistance and/or reviewing published capitation
rates)? Yes [ | No [X] Ifyes, what is the name of this firm or organization?

Name

Address City State

RFP No. YH12-0001 12



SECTION G. REPRESENTATIONS Contract/RFP No. YH12-0001

i. Has the Offeror contracted or arranged for Management Information Systems, software or hardware, for the
term of the contract? Yes [X] No [ ] Ifyes, is the Management Information System being obtained from a
vendor? Yes [X] No [ ] Ifyes, please provide the vendor's name, the vendor's background with AHCCCS,
the vendor's background with other HMOs or managed care entities, and the vendor's background with other
Medicaid programs.

Vendor: Southwest Catholic Health Network Corporation, d/b/a Mercy Care Plan, is a not-for-profit
organization jointly sponsored by Catholic Healthcare West and Carondelet Health Network. Mercy Care Plan
(MCP) has worked with our contracted health plan manager, Schaller Anderson, LLC (Schaller), an Aetna
company* for the past eight years to deliver services to Arizona members. All health plan management
services are subcontracted to Schaller, with oversight by MCP, through an agreement effective May 1, 2002.
Included, as part of this agreement, is the provision of management information system services.

*Schaller Anderson, LLC, is a wholly-owned subsidiary of Aetna Health Holdings, LLC, which is a wholly-
owned subsidiary of Aetna Inc.

Background with AHCCCS: Founded in 1985, Mercy Care Plan (MCP) provides Medicaid services in the
state of Arizona through a contract with the Arizona Health Care Cost Containment System (AHCCCS). MCP
has a long and successful history of working with Medicare and Medicaid federally funded programs and was
one of the first AHCCCS health plans, working closely with AHCCCS for more than 20 years. Over these two
decades, MCP has worked with the Arizona Legislature, in cooperation with AHCCCS, to improve the quality
of health services and care coordination for Medicaid enrollees and to improve the financial management of
Medicaid funding. MCP provides health care services to over 330,000 Medicaid members.

Background with Other Medicaid Programs: Schaller, one of the nation’s leading Medicaid managed care
companies, has more than 20 years of experience in providing the offered services to Medicaid populations.
Schaller, together with its affiliates, serves aged, disabled and special needs populations, as well as traditional
populations including Temporary Assistance for Needy Families (TANF) and State Children’s Health
Insurance Program (SCHIP) populations. Schaller currently administers MCO benefits to over one million
members in ten states (Arizona, California, Connecticut, Delaware, Illinois, Florida, Maryland, Missouri,
Pennsylvania and Texas) and manages MCO benefits for over 85,000 older adults and adults with disabilities
in six states (Arizona, California, Delaware, Florida, Maryland and Pennsylvania). Schaller also works with
MCP to manage care for more than 15,000 dual eligibles in our MCA Special Needs Plan (SNP).

At the core of MCP’s application architecture lies QNXT™, a rules based information processing system that
includes 28 integrated modules. Schaller contracts with TriZetto for the use of QNXT™. QNXT™ maintains
and processes the following data:

QNXT™
At the core of MCP’s application architecture lies QNXT™, a rules-based information processing system that
includes 28 integrated modules, which maintain and process the following data:

e Claims data, including payment, coordination of care and third party liability
e Demographic and enrollment data (including prior coverage)

e Provider contract data, including network and services

e  Prior authorization and special needs data

e Electronic Data Interchange (EDI) and maternity care payments

e Medicaid eligibility records, quality management (QM) and utilization management (UM) via prior
authorizations (PA) and concurrent reviews

QNXT™ provides a high degree of flexibility, scalability, and integration with other systems.

RFP No. YH12-0001



SECTION G. REPRESENTATIONS Contract/RFP No. YH12-0001

7. FINANCIAL DISCLOSURE STATEMENT

The Offeror must provide the following information as required by 42 CFR 455.103. This Financial Disclosure
Statement shall be prepared as of December 31, 2010. However, continuing Offerors who have filed the required
Financial Disclosure Statement to AHCCCS within the last 12 months need not complete this section if no
significant changes have occurred since the last filing.

a. Ownership: List the name and address of each person with an ownership or controlling interest, as defined
by 42 CFR 455.101, in the entity submitting this offer:

Percent of
Name Address Ownership or Control
N/A

b. Subcontractor Ownership: List the name and address of each person with an ownership or control interest
in any subcontractor in which the disclosing entity has direct or indirect ownership of 5% or more:

Percent of
Name Address Ownership or Control
N/A

Names of above persons who are related to one another as spouse, parent, child or sibling:
N/A

RFP No. YH12-0001
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SECTION G. REPRESENTATIONS Contract/RFP No. YH12-0001

c¢. Ownership in Other Entities: List the name of any other entity in which a person with an ownership or
control interest in the Offeror entity also has an ownership or control interest:
N/A

d. Long-Term Business Transactions: List any significant business transactions, as defined in 42 CFR
455.101, between the Offeror and any wholly-owned supplier or between the Offeror and any subcontractor
during the five-year period ending on the Contractor’s most recent fiscal year end:

Describe Ownership Type of Business Dollar Amount
of Subcontractors Transaction with Provider of Transaction
N/A

e. Criminal Offenses: List the name of any person who has ownership or control interest in the Offeror, or is
an agent or managing employee of the Offeror and has been convicted of a criminal offense related to that
person's involvement in any program under Medicare, Medicaid or the Title XX services program since the
inception of those programs:

Name Address Title
N/A

f. Creditors: List name and address of each creditor whose loans or mortgages exceed 5% of total Offeror
equity and are secured by assets of the Offeror’s company.

Description Amount
Name Address of Debt of Security
N/A

g. Outstanding Legal Actions:

1. Are there any lawsuits, judgments, tax deficiencies or claims pending against your organization?
Yes [] No [] Ifyes, provide details including the dollar amount.

2. Has your organization ever gone through bankruptcy? Yes [ | No [ ]| Ifyes, provide the year.

N/A

RFP No. YH12-0001
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SECTION G. REPRESENTATIONS Contract/RFP No. YH12-0001

8. RELATED PARTY TRANSACTIONS

a. Board of Directors: List the names and addresses of the Board of Directors of the Offeror.

Name/Title Address

Ruth Brinkley Carondelet Health Network, 2202 N. Forbes Blvd., Tucson, AZ 85745

Linda Hunt St. Joseph’s Hospital and Medical Center, 350 W. Thomas Rd. Phoenix,
AZ 85013

Gary Conner Saliba Salo CHW, 251 S. Lake Ave., 7th Floor, Pasadena, CA 91101-
4842

Margaret Mary McBride, St. Joseph’s Hospital and Medical Center, 350 W. Thomas Rd. Phoenix,

RSM AZ 85013

Scott Nordlund Catholic Healthcare West, 2300 N. Central Ave., 10th floor Suite 1020,

Phoenix, AZ 85012

Fran Roberts, RN, PhD

Catholic Healthcare West, 185 Berry St., Ste. 300, San Francisco, CA
94107-1739

Garry Maisel

Western Health Advantage, 2349 Gateway Oaks Dr., Ste. 100,
Sacramento, CA 95833

JoAnn A. Webster

Ascension Health, 4600 Edmundson Rd., P.O. Box 45998, St. Louis, MO
63145-5998

John M. Wray

Catholic Healthcare West, 185 Berry St., Suite 300, San Francisco, CA
94107-1739

Rita B. Bourgeois

Healthcare Consultant, 1340 West Via Tierra, Tucson, AZ 85704

Doug Kell Carondelet Health Network, 2202 N. Forbes Blvd., Tucson, AZ 85745
Dr. Patricia Martinez Carondelet Health Network, 2202 N. Forbes Blvd., Tucson, AZ 85745
John Evler Special Assistant to the Ministry, 1345 Philomena St., Austin, TX 78723

John Peters

St. Joseph’s Hospital and Medical Center, 350 W. Thomas Rd. Phoenix,
AZ 85013

Paula Register

Carondelet Medical Group, 2202 N. Forbes Blvd., Tucson, AZ 85745

RFP No. YH12-0001
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SECTION G. REPRESENTATIONS

Contract/RFP No. YH12-0001

b. Related Party Transactions:

Describe transactions between the Offeror and any related party in which a

transaction or series of transactions during any one fiscal year exceeds 2% of the total operating expenses of the
disclosing entity. List property, goods, services and facilities in detail noting the dollar amounts or other
consideration for each transaction and the date thereof. Include a justification as to (1) the reasonableness of the
transaction, (2) its potential adverse impact on the fiscal soundness of the disclosing entity, and (3) that the
transaction is without conflict of interest:

provides management services to
the Health Plan. Services provided
include:

Provision of plan personnel

Medical management,
including concurrent review,
case management, disease
management, and quality
management

Credentialing

Claims processing and
adjudication

Network management and
contracting

Member and provider services
Operations management

Information systems and
technology

Financial services and
reporting

Type of Services/Related Party Consideration Date of Justification
Agreement for FYE 10 Agreement

Plan Mercy Care Plan holds a $134,230,000 4/11/2002 Administrative costs,
Management | management agreement with provided within the
Services Schaller Anderson of Arizona, management services
Agreement L.L.C., in which Schaller Anderson agreement, are

allocated based upon
direct services
provided to the line of
business plus an
allocation of indirect
costs.

Administrative
services in addition to
the Health Plan
management service
agreement costs (i.e.,
marketing and
insurance) are
allocated to lines of
business based on
direct methodologies
whenever possible.

Mercy Care Plan’s
management services
agreement, including
the cost allocation
methodology described
above was approved by
AHCCCS on April 11,
2002.

RFP No. YH12-0001
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SECTION G. REPRESENTATIONS

Contract/RFP No. YH12-0001

Type of Services/Related Party Consideration Date of Justification
Agreement for FYE 10 Agreement

Provider St. Joseph’s Hospital & Medical $98,556,000 10/01/1997 | Transactions with
Agreement Center sponsor facilities are

reimbursed at 96
percent of AHCCCS
inpatient rates, and at
standard cost-to-charge
ratios mandated by
AHCCCS. The rates at
which sponsor
facilities are
reimbursed represent
market competitive
reimbursement levels
consistent with rates
paid to other hospital
entities. Since the
basis for
reimbursement is
AHCCCS mandated
rates, the related party
transactions are
without conflict of
interest.

i) Describe all transactions between Offeror and any related party which includes the lending of money,
extensions of credit or any investment in a related party. This type of transaction requires review and approval in
advance by the Office of the Director:

Description of Name of Related Party Dollar Amount for
Transaction and Relationship Reporting Period
None

Justification:

N/A

RFP No. YH12-0001
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SECTION G. REPRESENTATIONS Contract/RFP No. YH12-0001

ii) List the name and address of any individual who owns or controls more than 10% of stock or that has a
controlling interest (i.e. formulates, determines or vetoes business policy decisions):

Has Controlling
Owner Or Interest?
Name Address Controller Yes/No

None

9. OFFEROR'S OFFSHORE PERFORMANCE OF WORK PROHIBITED

Due to security and identity protection concerns, direct services under this contract shall be performed within
the borders of the United States. Any services that are described in the specifications or scope of work that
directly serve the State of Arizona or its clients and may involve access to secure or sensitive data or personal
client data or development or modification of software for the State shall be performed within the borders of
the United States. Unless specifically stated otherwise in the specifications, this definition does not apply to
indirect or “overhead” services, redundant back-up services or services that are incidental to the performance
of the contract. This provision applies to work performed by subcontractors at all tiers. Offerors shall declare
all anticipated offshore services in the proposal.

None

END OF SECTION
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Question 1 — Capitation Rate Bid

Southwest Catholic Health Network, d/b/a Mercy Care Plan (MCP), in response to RFP No. YH12-0001, is submitting the
required capitation bid submission for Geographic Service Areas; 50 (Pima and Santa Cruz) and 52 (Maricopa). The
required capitation rate bid submission for the three components; a medical component, a case management component
and an administrative component can be found on the following pages.
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RFP No. YH12-0001

Mercy Care Plan ALTCS Oct 2011 - Sept 2012 Bid - GSA_50

Policy Year 30 Bid Rate Development

Gross Mix Net
Nursing Facility S 5,507.77 33.24% 1,830.78
Share of Cost (265.64)
Net Nursing Facility 1,565.14
HCBS Home and Community S 1,633.65 66.76% 1,090.63
Net HCBS 1,090.63
Acute Care Prior to Reinsurance 549.76
Reinsurance Offset (195.45)
Net Acute Care 354.31
Medical Component 3,010.08
Case Management $113.15
Admin 2.50% 82.97
|Sub—TotaI of Scored Components 3,206.20
Risk/Contingency @ 1% 34.02
Net Capitation 3,240.22
Premium Tax (2% of Final Cap) 66.13
Net Capitation w/ Premium Tax 3,306.35
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Mercy Care Plan ALTCS Oct 2011 - Sept 2012 Bid - GSA_50

ALTCS EPD Case Management Assumption Model Capitation Worksheet

GSA GSA_50
Number of ALTCS EPD enrollment as of current date 4,388
Assumed HCBS Mix %: 66.76%
Assumptions: 1 Case Manager base pay: $49,361
2 Case Manager supervisor base pay: $68,656
3 Case Management clerical-case aides base pay: $42,653
4 Employee Related Expense % 33%
5 Case Manager/Supervisor ratio 8.7
6 Institutional Clients/Case Mgr 120
7 Home and Community Based Service (HCBS) clients/case mgr 48
8 Case Management (CM) FTEs per vehicle 1
9 Vehicle cost per mile (GSA.gov website POV mileage rates) $0.510
10 Vehicle miles per day 20
11 Vehicle days per year 156
12 Case Aid (Secretary) / Case Manager (supervisors) 0.5
Calculations: Case Management Clerical-case Aides FTEs required 4.2
Case Management Clerical -case Aides FTEs rounded 4.5
Case Management Clerical-aid Salary and ERE $255,278
Case management FTEs required 73.2
Case management FTEs required - rounded 73.2
Case management salary and ERE $4,804,492
Case management supervisor FTEs required 8.4
Case management supervisor salary and ERE $768,117
Vehicles required 81.6
Vehicle costs $129,835
Total Annual Case Management Cost $5,957,723

Case Management PMPM Calculated for CYE $113.15
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GSA_50 Bid Rate Development
Contract Year: October 2011 — Sept 2012

Base Experience Period
The base experience period includes incurred claims from October 2008 through

September 2009 with runout through June 2010. Completion factors, provided by
AHCCCS, were used to develop an estimate of the ultimate incurred claims and the
incurred but not paid (IBNP) claim liability.

During the base experience period, the enrollment averaged 4,179 members per month.

This is a reasonably credible number of members, therefore only the experience of
GSA_50’s Arizona Long-Term Care System (ALTCS) eligible individuals was used in the
development of the bid. GSA_50’s experience was not blended with any other data.

The incurred claims experience was segmented by rate cell and detailed claims expense
category in order to apply known adjustments by rate cell or claims expense category.

Claim Trend

We continually analyze the change in historical medical costs for all our lines of business
controlling for known changes to benefits, provider reimbursement, membership mix
and risk profile. We also analyze and review published literature from consultants,
federal government agencies and state government agencies.

The ALTCS line of business has shown to be very stable over the years therefore we
relied predominately on the observed claim trends of MCP’s experience along with
expected future changes in trend to determine the trend assumptions for each claims
expense category.

RFP No. YH12-0001
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GSA_50 Bid Rate Development
Contract Year October 2011 — Sept 2012

Table I: Trend Assumptions

Claim Expense Category Util per 1k Unit Cost PMPM
Emergency 2.0% 0.3% 2.3%
Home Health 1.5% 0.3% 2.8%
Inpatient Facility 4.5% 0.3% 4.8%
Laboratory/Radiology 1.5% 0.3% 1.8%
Mental Health 9.5% 0.3% 9.8%
Misc Medical 2.0% 0.3% 2.3%
Primary Physician 2.5% 0.3% 2.8%
Outpatient Facility 2.0% 0.3% 2.3%
Specialist Physician 2.0% 0.3% 2.3%
Dental 3.5% 0.3% 3.8%
Retail Rx 1.5% 0.3% 1.8%
HCBS 2.7% 0.3% 3.0%
Nursing Facility 1.4% 0.3% 1.7%
Total 2.4%

We are using an assumption of 2.4% annual combined pmpm trend. The number of
months between the base experience period and contract period, October 2011 through
Sept 2012, is 36 months. Therefore the trend factor applied to the base experience
period claims is 1.072 (1.024 ~ (36/12)). The trend factor is only applied to fee-for-
service claims and does not apply to expenses paid to subcapitated providers. The trend
applied to subcapitated providers is 0.0%.

Claim Adjustments

Adjustments to the base period claims are made when there is a known change that has
been or will be made between the end of the base experience period and the contract
period. These can take the form of changes to covered benefits, elimination of covered
benefits, changes to provider reimbursement, and/or changes to the acuity of the
enrolled members.

Beginning in October 2010, there were a number of changes made to covered benefits.
We have estimated the impact of the changes to the Dental benefit as a 60% decrease
to dental expenses. We have also estimated the impact of changes to behavioral health,
podiatry, wellness and therapies as a 20% decrease to specialty physician expenses.

RFP No. YH12-0001
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GSA_50 Bid Rate Development
Contract Year October 2011 — Sept 2012
It is our understanding that beginning in April 2011, the state’s Medicaid fee schedule
will be reduced for most medical services. Mercy Care Plan anticipates contracting with
providers in GSA_50 at the Medicaid fee schedule that will be current beginning in
October 2011.

Table II: Fee Schedule Change Assumptions

Claim Expense Category 10/2009  10/2010 04/2011
Emergency 0.0% 0.0% -5.0%
Home Health 0.0% 0.0% -5.0%
Inpatient Facility 0.0% 0.0% -5.0%
Laboratory/Radiology 0.0% 0.0% -5.0%
Mental Health 0.0% 0.0% -5.0%
Misc Medical 0.0% 0.0% -5.0%
Primary Physician 0.0% 0.0% -4.7%
Outpatient Facility 0.0% 0.0% -5.0%
Specialist Physician 0.0% 0.0% -5.0%
Dental -5.0% 0.0% -5.0%
Retail Rx 0.0% 0.0% 0.0%
HCBS (Home) -5.0% -2.5% -2.5%
HCBS (Community) 0.0% 0.0% 0.0%
Nursing Facility 0.0% 0.0% 0.0%

Case Management Load
The case management load is set to $113.15 as shown in the Case Management
Assumption Model Capitation Worksheet.

Administrative Expense Load
The administrative expenses load is set to 2.5% of the bid rates. The resulting pmpm
load is $82.97.

Risk/Contingency Load
The risk/contingency load is set by AHCCCS to 1.0% of the bid rates. The resulting

pmpm load is $34.02.

Premium Tax Load
The premium tax load is set by AHCCCS to 2.0% of the bid rates. The resulting pmpm
load is $66.13.
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GSA_50 Bid Rate Development
Contract Year October 2011 — Sept 2012

Capitation Rate Change
The bid capitation rates are fully loaded to include the case management, administrative

expense, risk/contingency and premium tax loads.
The combined capitation rate pmpm is a -8.7% change from the rates currently in place

for April 2011 to September 2011. The acute capitation rate is a -31.3% change from
the rates currently in place for April 2011 to September 2011.

RFP No. YH12-0001
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Mercy Care Plan

Arizona Long-Term Care System / Elderly and Disabled Program

GSA_50 Bid Rate Development
Contract Year October 2011 — Sept 2012

Actuarial Memorandum

I, Jason Strandquist, am an employee of Schaller Anderson, an Aetna Company and a
member of the American Academy of Actuaries. | have examined the assumptions and
methods used to develop the capitation rates in the bid submission by Mercy Care Plan.

My examination included review of the actuarial assumptions and methods and of the
underlying historical experience data as | considered necessary.

In my opinion, the capitation rates are developed in accordance with accepted actuarial

standards consistent with Actuarial Standards of Practice Nos. 5, 23, 25, 26 and 41 and
are reasonable in relationship to the benefits provided.

%ﬁb

March 28, 2011

Jason Strandquist, FSA, MAAA Date
Director, Actuarial Services

Schaller Anderson, an Aetna Company

(602) 659-1759

Strandquistl@aetna.com

Page 5 of 5
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RFP No. YH12-0001

Mercy Care Plan ALTCS Oct 2011 - Sept 2012 Bid - GSA_52

Policy Year 30 Bid Rate Development

Gross Mix Net
Nursing Facility S 5,566.80 25.82% 1,437.35
Share of Cost (223.08)
Net Nursing Facility 1,214.27
HCBS Home and Community S 1,514.50 74.18% 1,123.45
Net HCBS 1,123.45
Acute Care Prior to Reinsurance 705.16
Reinsurance Offset (229.85)
Net Acute Care 475.31
Medical Component 2,813.03
Case Management $119.10
Admin 5.20% 164.42
[Sub-Total of Scored Components 3,096.55 |
Risk/Contingency @ 1% 33.26
Net Capitation 3,129.81
Premium Tax (2% of Final Cap) 63.87
Net Capitation w/ Premium Tax 3,193.68
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Assumptions:

Calculations:

RFP No. YH12-0001

Mercy Care Plan ALTCS Oct 2011 - Sept 2012 Bid - GSA_52

ALTCS EPD Case Management Assumption Model Capitation Worksheet

GSA_52

Number of ALTCS EPD enrollment as of current date
Assumed HCBS Mix %:

1 Case Manager base pay:
2 Case Manager supervisor base pay:
3 Case Management clerical-case aides base pay:
4 Employee Related Expense %
5 Case Manager/Supervisor ratio
6 Institutional Clients/Case Mgr
7 Home and Community Based Service (HCBS) clients/case mgr
8 Case Management (CM) FTEs per vehicle
9 Vehicle cost per mile (GSA.gov website POV mileage rates)
10 Vehicle miles per day
11 Vehicle days per year
12 Case Aid (Secretary) / Case Manager (supervisors)

Case Management Clerical-case Aides FTEs required
Case Management Clerical -case Aides FTEs rounded
Case Management Clerical-aid Salary and ERE

Case management FTEs required

Case management FTEs required - rounded

Case management salary and ERE

Case management supervisor FTEs required
Case management supervisor salary and ERE

Vehicles required
Vehicle costs

Total Annual Case Management Cost

Case Management PMPM Calculated for CYE

8,622
74.18%

$49,361
$68,656
$42,653
33%
8.7
120
48
1
$0.510
20
156
0.5

8.7

8.7
$494,896

151.8

151.8
$9,965,404

17.4
$1,593,217

169.2
$269,302

$12,322,818

$119.10
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GSA_52 Bid Rate Development
Contract Year: October 2011 — Sept 2012

Base Experience Period
The base experience period includes incurred claims from January 2010 through

December 2010 with runout through February 2011. Completion factors were used to
develop an estimate of the ultimate incurred claims by month and the incurred but not
paid (IBNP) claim liability.

During the base experience period, the enrollment averaged 8,453 members per month.
This is a reasonably credible number of members, therefore only the experience of
Mercy Care Plan’s (MCP) Arizona Long-Term Care System (ALTCS) eligible individuals
was used in the development of the bid. MCPs experience was not blended with the bid
data available from AHCCCS.

The incurred claims experience was segmented by rate cell and detailed claims expense
category in order to apply known adjustments by rate cell or claims expense category.

Claim Trend

We continually analyze the change in historical medical costs for all our lines of business
controlling for known changes to benefits, provider reimbursement, membership mix
and risk profile. We also analyze and review published literature from consultants,
federal government agencies and state government agencies.

The ALTCS line of business has shown to be very stable over the years therefore we
relied predominately on the observed claim trends of MCP’s experience along with
expected future changes in trend to determine the trend assumptions for each claims
expense category.

RFP No. YH12-0001
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GSA_52 Bid Rate Development
Contract Year October 2011 — Sept 2012

Table I: Trend Assumptions

Claim Expense Category Util per 1k Unit Cost PMPM
Emergency 1.0% 0.3% 1.3%
Home Health 2.0% 0.3% 2.3%
Inpatient Facility 3.0% 0.3% 3.3%
Laboratory 2.0% 0.3% 2.3%
Medical Pharmacy 1.0% 0.3% 1.3%
Mental Health 10.0% 0.3% 10.3%
Misc Medical 1.0% 0.3% 1.3%
Primary Physician 3.0% 0.3% 3.3%
Radiology 1.0% 0.3% 1.3%
Select Ambulatory Facility 1.0% 0.3% 1.3%
Specialist Physician 1.0% 0.3% 1.3%
Dental 4.0% 0.3% 4.3%
Retail Rx 2.0% 0.3% 2.3%
HCBS 1.3% 0.3% 1.6%
Nursing Facility -0.3% 0.3% 0.0%
Total 1.2%

We are using an assumption of 1.2% annual combined pmpm trend. The number of
months between the base experience period and contract period, October 2011 through
Sept 2012, is 21 months. Therefore the trend factor applied to the base experience
period claims is 1.021 (1.012 A (21/12)). The trend factor is only applied to fee-for-
service claims and does not apply to expenses paid to subcapitated providers. The trend
applied to subcapitated providers is 0.0%.

Claim Adjustments

Adjustments to the base period claims are made when there is a known change that has
been or will be made between the end of the base experience period and the contract
period. These can take the form of changes to covered benefits, elimination of covered
benefits, changes to provider reimbursement, and/or changes to the acuity of the
enrolled members.

Beginning in October 2010, there were a number of changes made to covered benefits.
We have estimated the impact of the changes to the Dental benefit as a 60% decrease
to dental expenses. We have also estimated the impact of changes to behavioral health,
podiatry, wellness and therapies as a 15% decrease to specialty physician expenses.
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GSA_52 Bid Rate Development
Contract Year October 2011 — Sept 2012

It is our understanding that beginning in April 2011, the state’s Medicaid fee schedule
will be reduced for most medical services. Mercy Care Plan anticipates implementing
the same fee schedule change with the providers contracted to provide medical services
to ALTCS members.

Mercy Care Plan has also re-contracted with a few specific providers in their network
separate from the changes in the Medicaid fee schedule. Radiologists were re-
contracted for a 15% reduction to the unit cost for radiology services effective October
1, 2010. Adult Foster Care, Assisted Living Homes and Assisted Living Centers were re-
contracted for an average +17.6%, +1.8% and +11.4%, respectively. The Adult Foster
Care and Assisted Living Homes changes were effective beginning November 1, 2010.
The change in the Assisted Living Centers reimburse was effective March 1, 2011.

Table II: Fee Schedule Change Assumptions

Claim Expense Category 10/2010  11/2010 04/2011
Emergency 0.0% 0.0% -5.0%
Home Health 0.0% 0.0% -5.0%
Inpatient Facility 0.0% 0.0% -5.0%
Laboratory 0.0% 0.0% -5.0%
Medical Pharmacy 0.0% 0.0% -5.0%
Mental Health 0.0% 0.0% -5.0%
Misc Medical 0.0% 0.0% -5.0%
Primary Physician 0.0% 0.0% -5.0%
Radiology -15.0% 0.0% -5.0%
Select Ambulatory Facility 0.0% 0.0% -5.0%
Specialist Physician 0.0% 0.0% -5.0%
Dental 0.0% 0.0% -5.0%
Retail Rx 0.0% 0.0% 0.0%
HCBS (Home) -2.5% 0.0% -2.5%
HCBS (Community) 0.0% 7.1% 0.0%
Nursing Facility 0.0% 0.0% 0.0%
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GSA_52 Bid Rate Development
Contract Year October 2011 — Sept 2012

Case Management Load
The case management load is set to $119.10 as shown in the Case Management

Assumption Model Capitation Worksheet.

Administrative Expense Load
The administrative expenses load is set to 5.2% of the bid rates. The resulting pmpm

load is $164.42.

Risk/Contingency Load
The risk/contingency load is set by AHCCCS to 1.0% of the bid rates. The resulting
pmpm load is $33.26.

Premium Tax Load
The premium tax load is set by AHCCCS to 2.0% of the bid rates. The resulting pmpm
load is $63.87.

Capitation Rate Change
The bid capitation rates are fully loaded to include the case management, administrative
expense, risk/contingency and premium tax loads.

The combined capitation rate pmpm is a 0.0% change from the rates currently in place
for April 2011 to September 2011. The acute capitation rate is a -9.9% change from the
rates currently in place for April 2011 to September 2011.
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Mercy Care Plan

Arizona Long-Term Care System / Elderly and Disabled Program

GSA_52 Bid Rate Development
Contract Year October 2011 — Sept 2012

Actuarial Memorandum

I, Jason Strandquist, am an employee of Schaller Anderson, an Aetna Company and a
member of the American Academy of Actuaries. | have examined the assumptions and
methods used to develop the capitation rates in the bid submission by Mercy Care Plan.

My examination included review of the actuarial assumptions and methods and of the
underlying historical experience data as | considered necessary.

In my opinion, the capitation rates are developed in accordance with accepted actuarial

standards consistent with Actuarial Standards of Practice Nos. 5, 23, 25, 26 and 41 and
are reasonable in relationship to the benefits provided.

%ﬁb

March 28, 2011

Jason Strandquist, FSA, MAAA Date
Director, Actuarial Services

Schaller Anderson, an Aetna Company

(602) 659-1759

Strandquistl@aetna.com

Page 5 of 5
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Question 2 — Moral and Religious Objections

Southwest Catholic Health Network, d/b/a Mercy Care Plan (MCP) was formed as a not-for-profit organization in 1985,
after representatives of the state’s Medicaid agency (the Arizona Health Care Cost Containment System — AHCCCS)
invited Catholic hospitals to participate in the state’s Medicaid program.

MCP was jointly formed by Carondelet Health Network, a member of Ascension and St. Joseph’s Hospital and Medical
Center and a member of Catholic Healthcare West. The sponsors of the hospitals strongly believed that the formation of
MCP was an important extension of the Catholic mission to serve the poor and persons with special needs.

Federal law mandates that state Medicaid agencies provide coverage for family planning services. Some of these services
are in conflict with traditional Catholic values and MCP has religious and moral objection to providing family planning
services listed in the AMPM Section 420. In the early years of Arizona’s Medicaid program, AHCCCS contracted
directly with providers for family planning services. However, AHCCCS discontinued this direct contracting in 1997 and
moved responsibility for family planning benefits to the health plans contracted with AHCCCS to administer Medicaid
benefits.

At that time, MCP presented a plan to engage a third-party administrator for family planning services to Arizona Catholic
leaders and AHCCCS. A third-party administrator was engaged in April 1997, and began providing services on Oct. 1,
1997. A third-party arrangement continues today.

MCP holds a separate contract with Schaller Anderson, LLC (Schaller), an Aetna company to administer all family
planning services that MCP objects to for religious or moral reasons. This is a continuation of an arrangement
implemented in 2003 that was approved by AHCCCS. Therefore, all covered and medically necessary services will be
available to AHCCCS’ members by MCP or its subcontractor Schaller to meet the covered services requirement. Any
payments due to Schaller for the activities defined in their contract will be the responsibility of MCP.

In accordance with A.R.S. 36-2907(A)(8) MCP’s election does not disqualify MCP from delivering all other covered
health and medical services and MCP elects Schaller for administrative family planning and certain OB/GYN services.
Therefore, all covered and medically necessary services will be available to AHCCCS’ members.

RFP No. YH12-0001
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Question 3 — Organization and Staffing

Mercy Care Plan (MCP) maintains the organizational, operational, managerial, and administrative systems, fully staffed
by experienced personnel, to fulfill all contract requirements. All MCP personnel responsible for day-to-day critical
activities reside in Arizona and are available 24 hours-a-day, seven days-a-week. These personnel have both on-site and
remote access through a secure server to all information required to identify and assist members who may be at risk,
verify their current health/service status, authorize any medically necessary services (including initiating
placements/services), as necessary. They are also available to perform status checks and ongoing monitoring at facilities,
as required. MCP has notified AHCCCS and provided contact information for three of our key staff positions that are
available 24 hours-a-day, seven days-a-week. These key staff positions are: 1) Chief Medical Officer (aka: Medical
Director/CMO); 2) Vice President of Long Term Care (aka: Case Management Administrator/Manager); and 3) Vice
President of Quality Management (aka: Quality Management Coordinator).

It is MCP’s Policy and Procedure (P&P) that a background investigation be conducted on all candidates for MCP regular
and contract employment. Employment offers are contingent upon the candidate’s successful completion of a background
check. The background investigation includes criminal history and part of this background investigation is to validate that
individuals are not debarred, suspended, or otherwise lawfully prohibited from participating in Medicare or Medicaid in
accordance with Executive Order 12549 or under guidelines implementing Executive Order 12549 [42 CFR 438.610(a)
and (b), 42 CFR §1001.1901(b), 42 CFR §1003.102(a)(2)]. An independent third party performs these mandatory
background screenings. Our Human Resources Department conducts an annual examination of required government
databases to confirm that any employee or contractor is eligible to participate in federal health care programs. MCP has
P&Ps governing the hiring and retention of minority and disabled individuals in accordance with AHCCCS, State, and
Federal requirements.

The Southwest Catholic Health Network (SCHN) Board of Directors (the Board) is our governing body and has ultimate
accountability for the sufficient staffing and utilization of appropriate resources to achieve contractual compliance. The
Board delegates to the Chief Executive Officer (CEO) accountability for developing and executing a staffing approach so
that sufficient staff and appropriate resources are available to meet contractual compliance. Under the direction of the
Board, MCP maintains a Business Continuity Plan that addresses continuity of management and administrative personnel,
including but not limited to, our executive management team and critical positions (e.g., Case Managers). The CEO
delegates to the Chief Operating Officer (COO) authority and responsibility for executing the staffing strategy. A major
component of our staffing strategy is that we have adequate staff to achieve outcomes as required by the AHCCCS RFP
YH12-0001 (hereinto referred to as RFP) and compliance with AHCCCS contractual and policy requirements. The COO,
in conjunction with the Chief Financial Officer (CFO) and the CMO, perform an annual review of MCP’s compliance
with AHCCCS’ standards, requirements, and policy.

MCP develops and maintains written P&Ps, and job descriptions for each functional area, which are reviewed, updated,
and approved at least annually by the appropriate MCP manager, coordinator, director, or administrator. In addition,
medical and quality management policies are reviewed, approved, and signed by our CMO. MCP revises any P&Ps that
may be improved upon based on member or provider feedback. MCPs job descriptions incorporate all AHCCCS
requirements for each position and are updated annually or as needed to reflect current responsibilities.

All key staff, with the exception of our Claims Administrator, who is based at a centralized claims systems location, are
residents of Arizona and perform their MCP functions in the State of Arizona. Only two individuals hold more than one
key staff position (one (1) employee serves as both the Contract Compliance Officer and the Compliance Officer; and
another employee serves as both the Business Continuity Planning and Recovery Coordinator and the Dispute and
Appeals Manager). The majority of our staff has experience working with AHCCCS programs for a number of years.

In the event of any key staff changes, MCP notifies the AHCCCS Division of Health Care Management in writing within
seven days, and includes contact information for the interim personnel as part of the notification. The name and resume
of the permanent key staff member is submitted to AHCCCS, together with an updated organization chart indicating key
staff time allocation. MCP provides the appropriate key personnel and staff representation to attend and participate in all
meetings and/or events scheduled by AHCCCS. Current resumes of all key staff, outlining their educational
qualifications, career history, and current responsibilities, as required by RFP Section D, Paragraph 25, follow this
response.
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Additional Required Staff

In addition to the key staff identified, MCP maintains sufficient qualified staff to perform all contract duties,
including: 1) Prior Authorization Staff, including Arizona-licensed nurses, who work under the direction of an
Arizona-licensed registered nurse, to authorize health care 24 hours-a-day, seven days-a-week; 2) Concurrent
Review Staff, including Arizona-licensed nurses, who work under the direction of an Arizona-licensed registered
nurse, to conduct inpatient concurrent review; 3) Clerical and Support Staff for proper functioning of MCP’s
operations; 4) Provider Services Staff to enable providers to receive prompt responses and assistance; 5) Claims
Processing Staff for the timely and accurate adjudication of claims; 6) Encounters Staff for the timely, accurate, and
complete submission of encounter data to AHCCCS; 7) Case Management Supervisors, who have the qualifications
of a Case Manager (CM) as defined in section D, paragraph 16 of the RFP, to oversee Case Management staff; §)
CMs who meet all RFP qualifications to perform assessment and care planning services for all enrolled members;
and 9) Member Services staff who respond to member and provider telephone inquiries on a 24/7 basis and arrange
transportation services for members, as needed.

MCP Staff Training

MCP requires that all new staff members have appropriate education and experience to fulfill their functions and
thoroughly screens the background of each candidate prior to hiring. Our Learning and Performance (L&P) Department
Manager has responsibility for the development, implementation, and management of our company-wide training
program. L&P Department personnel dedicate 100 percent of their resources and time so that employees receive
appropriate orientation, education, and training to succeed in their positions.

The L&P Department employs user friendly, comprehensive orientation, initial and ongoing training curricula to meet the
different learning styles of our employees. Our curricula are developed using the Analysis, Design, Development,
Implementation, and Evaluation (ADDIE) model of instructional design and are readily available within the online
resource libraries located on the MCP intranet. Curricula are maintained by the L&P Department and are updated and
republished biannually using interim training memorandumes.

Trainings are conducted through instructor led classroom sessions, online courses and on the job training, supported by
online assessments, which are evaluated daily, using a criteria checklist to determine knowledge retention and/or the need
for further training. Training course attendance is captured and monitored through our learning management system and
reports for all courses are available on demand.

e  Orientation and Initial General Training: Orientation to MCP and initial training through our learning management
system begin upon hire. This initial phase provides new employees with foundational information including, but not
limited to: MCP’s organization and internal operations, an overview of AHCCCS, AHCCCS’ policy and procedure
manuals, CMS requirements, cultural competency/health literacy, compliance and systems navigation, as well as
contract, state, and federal requirements specific to individual job functions. This phase is essential to the
comprehensive development of our staff in understanding their roles and responsibilities.

e Position Specific Training: Upon successful completion of initial training and prior to having contact with members,
providers, or AHCCCS, employees attend specific training on the performance of their individual duties. During this
phase, new employees must demonstrate knowledge, retention, and understanding of the material covered in the initial
training. All personnel having contact with members or providers receive initial and ongoing training regarding the
appropriate identification and handling of quality of care/service concerns.

For instance, Prior Authorization Representatives, Member Services Representatives and any employee working on
potential transportation issues are trained in the geography of all GSAs where MCP holds a contract. These personnel
have access to GeoAccess reports and mapping search engines for the purposes of authorizing services,
recommending providers, or arranging transport for members in the most geographically appropriate location. This
training phase provides employees with tools, supports, and instructions that can be applied to successful performance
in their specific positions.

e ALTCS Training: Following the completion of their position specific training, employees are required to attend and
participate in ALTCS specific training. During this phase, personnel must demonstrate knowledge, retention, and
understanding of the material covered in the initial and position specific trainings. ALTCS specific training
familiarizes our employees with the diverse needs of the ALTCS population and the roles and responsibilities of staff
members, types of services provided, and challenges facing our members and providers. Staff members working with
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members and providers are mentored and evaluated through on-the-job training at the outset of their service, receiving
additional training as necessary.

e Case Manager Training: New CMs are required to complete a two month long specialized training program prior to
receiving a caseload. This training program begins with two weeks of field observation visits. This is followed by
three weeks of classroom training; that includes 68 hours of instruction time, 30 hours of which are spent studying
MCP’s P&Ps. CMs are assigned a senior case management mentor, who is available to answer questions. One
hundred percent of new CMs’ work is monitored by their supervisors for the first three months. In addition, CMs are
required to participate in mandatory quarterly training courses and receive weekly electronic training reminders and
updates regarding MCP’s P&Ps. Our CMs must attend at least six critical community resource training events per
year.

e Ongoing Training: Employees participate in ongoing training, which is mandatory for compliance, business
continuity planning, quality of care issues and service concerns, cultural competencies/health literacy, reporting
member/provider complaints and AHCCCS program changes resulting in regulatory updates to our training
curriculum. Additional ongoing training needs are determined by trends in business operations, the tracking, and
trending of issues in specific areas, feedback from managers, and new requirements/procedures/policies. Ongoing
training includes, but is not limited to, instructor-led training sessions, online memo reviews, in-services, e-learning
courses, and presentations. Additionally, all staff receive weekly electronic training reminders and updates regarding
MCP’s P&Ps.

Culturally Competent/Health Literacy Services

MCP develops, annually updates, and implements a company-wide cultural competency/health literacy plan. All
employees receive initial cultural competency/health literacy training and attend, at minimum, an annual refresher course.
Additional training is provided to our Member Services Representatives, Provider Services Representatives, and Medical
Management personnel, and CMs to increase awareness of diverse cultural and religious practices, racial disparities in
treatment and strategies for removing cultural and linguistic barriers to care. Cultural competency/health literacy
information is available in our training manuals, on our website, and in ongoing employee training and education.

In addition to employee training, MCP educates providers and other stakeholders (e.g., Area Agency on Aging, Adult
Protective Services, and County Public Fiduciary Office) on the importance of cultural sensitivity/health literacy to
meeting members’ needs. Providers receive initial and ongoing training on cultural sensitivity, health literacy, and diverse
health care disparities through orientation, the provider manual, provider meetings, and in the provider section of our
website. Our personnel work with providers on a daily basis to provide member-centered care that meets the needs of
each member on a holistic basis and incorporates cultural competency/health literacy. MCP also produces culturally
sensitive member education materials at appropriate reading levels, advising members of the tools available to assist them
in navigating the health system, and informing them of their right to culturally-competent care. All materials are
translated for members with Limited English Proficiency (LEP) for languages spoken by 3,000 members or 10 percent of
MCP’s member population, whichever is less. Vital materials are translated for LEP members when 1,000 or five percent
of MCP members speak a language other than English.
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Mark Fisher, B.A.

a. Administrator/Chief Executive Officer
Years of Long Term Care Experience: 9.25
Years in Current Position: 2.25

Location: Phoenix, AZ

Corporate Experience

Administrator/Chief Executive Officer (CEQ)

Mercy Care Plan, 2009 - Present

A highly experienced health care executive with 30 years of management experience in managed health care and

managed behavioral health care for public and private sector organizations. Experienced in managing

professional, clinical, technical and administrative staff and in major start-ups and project implementations.

Responsibilities:

e Establishes and maintains a system for reviewing and assessing the Arizona Health Care Cost Containment
System (AHCCCS) contract, for reporting regarding the contract and for suggesting actions to improve
services to the AHCCCS Administration

e Is available during working hours to fulfill the responsibilities of the administrator and to oversee the entire
operation of Mercy Care Plan (MCP)

¢ Devotes sufficient time to ensure adherence to program requirements and timely responses to AHCCCS

e  Communicates AHCCCS requirements for program implementations then leads internal resources to
implement contract requirements

¢ Communicates ongoing implementation progress with AHCCCS representatives, the state and regulatory
agencies

o Assists AHCCCS representatives, as requested, regarding issues related to all administrative services

¢ Achieves and maintains full understanding of the contract and its requirements; programs and policies,

including service scope; special service features; history of service issues and contact with AHCCCS

representatives

Implements contract requirements

Oversees the day-to-day operations of the staff, including chief medical officer and compliance officer

Manages operations within the prescribed budget

Attends multiple state-level meetings

Maintains a macro-environmental view of the competitive landscape and the regulatory and legislative impact

to Mercy Care Plan

o Develops provider relations, provider services, community involvement and promotes awareness of Mercy
Care Plan

e Supports business operation with strategic planning and development of operating plans

e  Works with the management team to develop quality improvement and cost savings initiatives

e Motivates and leads a high-performance management team, which includes recruiting, training, developing
and retaining experienced staff

Chief Operating Officer
Mercy Care Plan, 2008 - 2009

Responsibilities:

e Overall responsibility for Mercy Care Plan operations

o Direct responsibility for adherence to program requirements and timely responses to AHCCCS Administration
e Led and managed all hands-on operational aspects and activities of various functional areas within the Plan
o Assisted the chief executive officer in the successful growth and performance of the Plan
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Mark Fisher, B.A.

a. Administrator/Chief Executive Officer

Senior Vice President and Chief Operating Officer
Fallon Community Health Plan (FCHP), Worcester, MA, 2002 — 2008

Responsibilities:

e Led development and implementation of a strategic plan that redefined the organization’s business model as a
result of a major governance change from a physician run, group model HMO to an independent, diversified
not-for-profit health care services organization

Led the creation of a comprehensive commercial product development department

Led the creation of a formalized Business Process Management function

Led the creation and implementation of an acquisition strategy

Completed selection of an EMR technology vendor to support FCHP’s Program for All Inclusive Care for the
Elderly (PACE)

Vice President, Operations
Massachusetts Behavioral Health Partnership (ValueOptions), Boston, MA, 1996 — 2002

Responsibilities:

e Managed start-up of operations and implementation of MBHP, the organization formed to administer the
Massachusetts Medicaid program behavioral health carve-out

¢ Planned and oversaw a re-procurement of the inpatient provider network

e Managed the implementation, enhancement and maintenance of an integrated care management and claim
processing system

o Led effort and oversaw the management and implementation of key IT infrastructure enhancements

o Led statewide effort to successfully establish the Massachusetts Consumer Satisfaction Team (Massachusetts
CST)

Director, Managed Care Operations
United HealthCare, Hartford, CT, 1990 — 1996

Responsibilities:

e Was responsible for large national account and national medical managed care implementations, also
coordination of clinical and administrative activities

o Led efforts in an on-going bid process on $1.4B national account, also awarded managed care point of service
business with direct responsibility for 44 network site implementations

Education

e B.A, English, Cleveland State University, Cleveland, OH

RFP No. YH12-0001

45



Mercy Care
+ Plan

Lorry Bottrill, B.S., C.P.A.

a.1

. Chief Operating Officer/Medicare Administrator

Years of Long Term Care Experience: 4.25
Years in Current Position: 2.25
Location: Phoenix, AZ

Corporate Experience

Chief Operating Officer/Medicare Administrator
Mercy Care Plan, 2009 - Present

Responsibilities:

Works with the Administrator/CEO to provide day-to-day leadership, management and oversight of Mercy
Care Plan’s (MCP’s) operations, interfacing with corporate office staff as required

Ensures adherence to program requirements and provides timely responses to the division administration;
interfaces with corporate office staff as required

Is available during working hours to fulfill the responsibilities of the position and to oversee the entire operation
of MCP

Responsible for driving MCP to achieve and surpass performance metrics, profitability, and business goals
and objectives

Provides timely, accurate, and complete reports on MCP’s operating condition

Develops policies and procedures for assigned areas, ensuring that other impacted areas, as appropriate,
reviews new and changed policies and assists in collaborative efforts related to the development,
communication and implementation of effective growth strategies and processes

Is available, if required, to spearhead the implementation of new programs, services and preparation of bid
and grant proposals

Collaborates with the MCP management team and others to develop and implement action plans for the
operational infrastructure of systems, processes, and personnel designed to accommodate the rapid growth
objectives of the organization

Assists in defining marketing and advertising strategies within state guidelines and participates in the
development and implementation of marketing policies for MCP, and ensures their compliance with program
regulations

Provides assistance in preparation and review of budgets and variance reports for assigned areas
Oversees the development of MCP’s provider network, and the provider contracting function

Acts as client-care officer through direct contact with all stakeholders

Serves as a liaison with regulatory and other state administration agencies

Motivates and lead a high performance management team; attracts, recruits, trains, develops, coaches, and
retains staff; and fosters a success-oriented, accountable environment within MCP

Assures compliance to and consistent application of law, rules and regulations, company policies and
procedures for all assigned areas

Chief Financial Officer
Mercy Care Plan, 2008 - 2009

Responsibilities:

Was responsible for oversight of budget and accounting system

Ensured that MCP met AHCCCS’ contractual financial performance

Was responsible for decision making on significant matters that impacted financial reporting and accounting
policy matters

Evaluated the accounting and reporting aspects of key business strategies
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a.1. Chief Operating Officer/Medicare Administrator

Regional Finance Officer
Health Net of Arizona and Government Programs, 2007 — 2008

Responsibilities:

o Was accountable for forecasting and budgeting, with over $1 billion in revenue and 200,000 fully-insured
commercial and Medicare members

e Led the finance team for the National Senior Products Division

e Managed Arizona underwriting and actuarial pricing departments

Vice President, Network Management
Ovations, United Health Group, Phoenix, AZ, 2006 - 2007

Responsibilities:

e Was responsible for all provider operations
e Managed internal business unit contracting efforts

Senior Program Director, Customer Care
Uniprise, United Health Group, Phoenix, AZ, Jan. — Aug. 2006

Responsibilities:
e Led member and provider call centers in three locations with over 500 FTEs
e Managed integration efforts between PacifiCare and Uniprise

Vice President of Operations
PacifiCare of Arizona, Phoenix, AZ , 2003 - 2006

Responsibilities:

e Was accountable for over 600 employees providing claims, customer service, billing and enroliment services
for the Arizona, Nevada and Colorado markets

Director of Strategic Development
PacifiCare of Arizona, Phoenix, AZ, Jan. - Oct. 2003
Responsibilities:

e Was accountable for Preferred Provider Organization (PPO) issue resolution for Arizona Region
e Coordinated audit of Response Information Management System PPO transaction databases and led cross-
functional sales meetings

Director of Network Management
PacifiCare of Arizona, Phoenix, AZ, 2000 - 2003

Responsibilities:

e Was accountable for provider contract negotiations and managed ongoing relationships with provider partners
o Managed staff of 25 responsible for servicing over 4,000 directly contracted providers

Education

e B.S., Accounting and Finance, University of Arizona, Tucson, AZ

Background (training, certifications, licenses, special skills)

o  Certified Public Accountant
e Completed over 40 hours of continuing professional education per year in accounting, audit, tax, software
systems, and management skills
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Gina M. Conflitti, M.D., F.A.C.P., C.P.E.

b. Medical Director/Chief Medical Officer
Years of Long Term Care Experience: 7.25
Years in Current Position: 2.25

Location: Phoenix, AZ

Corporate Experience

Medical Director/Chief Medical Officer (CMO)
Mercy Care Plan, 2009 - Present

Physician executive with extensive clinical knowledge and diverse professional expertise. Adept at integrating

delivery systems, implementing and improving medical management programs. Expertise includes oversight of

plan medical operations, reporting directly to the CEO. Currently active Arizona-licensed physician with over 10

years of medical management experience, including experience with Medicaid populations.

Responsibilities:

e Administers all Mercy Care Plan (MCP) major clinical programs, as well as quality management (QM) and
medical management (MM) components and activities

e Ensures timely medical decisions, including after-hours consultation, as needed

e Attends AHCCCS Medical Directors’ meetings; responsible for clinical and administrative leadership for all
aspects of the health plan, including program and policy development, clinical interface with regulatory
agencies, legislators and the governing board

o Provides direct oversight and direction for quality committees, medical directors and nurses, as well as functions
including utilization management (UM) and prior authorization, as well as the development and implementation of case
management, disease management and quality improvement (Ql) initiatives

e Oversees and is involved in provider recruitment activities, reviewing all providers’ applications, submitting
recommendations regarding credentialing/reappointment of all professional providers under MCP’s scope of authority
prior to the physician’s contracting or contract renewal

e Oversees and is involved in provider education, in-service training and orientation

¢ Oversees and is involved in provider relationship development, provider profiling, clinical issue and provider issue
resolution

e Oversees and directs provisional, initial and organizational credentialing and recredentialing and reviews and
approves all related policies and procedures

e Responsible for continuous assessment and improvement of the quality of care provided to members (e.g., through
oversight of quality of care issues, AHCCCS performance measures, Performance Improvement Projects and periodic
medical studies/audits)

e Develops and implements the quality management/medical management plan and serves as the Chairperson of the
Quality Management, Credentialing Committee, Medical Management and Peer Review Committees

o  Oversees the Medical/Utilization Management Committee and data reporting

o Assures that adequate staff and resources are available to provide proper medical care to members and that
physician staff is available to provide competent medical direction

o Oversees clinical staff, including evaluation, data analysis and the development of interventions that improve
access to care, including adult preventive health, EPSDT, family planning and maternity care

o Works collaboratively with the quality management department and the Quality Improvement Committee (QIC)
to identify and implement multi-departmental interventions leading to real and sustained care improvements;
investigates, resolves and documents all identified quality of care concerns

¢ Monitors credentialing/recredentialing processes, and initiates corrective actions, as needed; directs and
participates in the Fair Hearing process, which includes appeals related to adverse actions to suspend or terminate a
provider's credentials
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. Medical Director/Chief Medical Officer

e Responsible for utilization data, as well as oversight of the prior authorization, concurrent and retrospective
review processes

e Has overall responsibility for members’ behavioral health care, including clinical oversight of behavioral health
subcontractors

¢ Directs and oversees management of MCP’s pharmacy services with the advice and participation of the
Pharmacy and Therapeutics (P&T) Committee

Associate Chief Medical Officer

Mercy Care Plan, 2008 — 2009

Responsibilities:

o Assisted in the oversight of the MCP Medical Management Program operations

e Responsible for the development, implementation and integration of medical director functions, as well as for
UM, case/disease management and QM

Hospitalist

Scottsdale HealthCare Thompson Peak, Scottsdale, AZ, 2007 — 2008

Responsibilities:

¢ Provided comprehensive evidence based care and was responsible for the admission through discharge of patients
admitted to the hospitalist service

Chief Medical Officer

Maryvale Hospital, Phoenix, AZ, 2006 — 2007

Responsibilities:

e Reported directly to CEO and had oversight of QM, UM and case management programs

Medical Director

HealthChoice Arizona Health Plan, Tempe, AZ, 2004 - 2006

Responsibilities:

¢ Responsible for medical management and oversight of 115,000 Medicaid lives, and 4,500 Medicare
Advantage/Special Needs Plan lives

Physician Advisor, Office of the Medical Director (part-time position)

Phoenix St. Luke’s Medical Center, Phoenix, AZ, 2002 - 2004

Responsibilities:

e Provided education and support of case management staff and hospitalists

e Implemented Core Measures Pilot Program and developed policies and processes for core measures
including CHF, pneumonia, and acute Ml

Medical Director, Quality Assurance

Phoenix St. Luke’s Medical Center, Phoenix, AZ, 2001 - 2001

Responsibilities:

e Provided education, support and oversight of case and QM departments, and physician oversight for QM and
case management

Education

e Residency, Internal Medicine, St. John Hospital & Medical Center, Detroit, Ml
¢ M.D., Wayne State University School of Medicine, Detroit, Ml
e B.A, Chemistry, Wayne State University, Detroit, MI

Background (certifications, licenses, special skills, etc.)

¢ Board Certified, American Board of Internal Medicine; permanent Arizona Medical License AZ28650; DEA
License, BC1554523; Fellow, American College of Physicians (ACP); Member, American College of Physician
Executives (ACPE); Certified Physician Executive (CPE)
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c. Chief Financial Officer

Years of Long Term Care Experience: 4.25
Years in Current Position: 1.25
Location: Phoenix, AZ

Corporate Experience

Chief Financial Officer
Mercy Care Plan, 2010 - Present

Experienced and dynamic executive with 20 years of progressive experience primarily in the health care industry.

Wide-ranging background in the areas of health plan operations, hospital management and public accounting.

Areas of expertise include: financial and strategic planning, contract analysis, provider reimbursement

methodology, business development and contract negotiation.

Responsibilities:

e Oversees the budget, accounting systems and financial reporting implemented by Mercy Care Plan (MCP)

e Ensures that MCP meets all contractual financial performance and reporting requirements set forth by the
Arizona Health Care Cost Containment System (AHCCCS)

o Directs the activities of a group of managers and integrates execution of activities across these managers

e Makes decisions on significant matters that impact financial reporting and accounting policy matters, both on a
Generally Accepted Accounting Principles (GAAP) and statutory basis, as well as overseeing operational
aspects stemming from such issues

e Evaluates and analyzes the accounting and reporting aspects (GAAP and statutory) of key business strategies

o Oversees the implementation of effective processes to achieve business goals

e Represents the company on issues of importance by meeting with accounting and regulatory standard setters,
professional groups and community organizations

¢ Builds effective teams across the organization and assists in ensuring appropriate staffing and development
for staff succession

o Partners with the controller to execute short- and long-range strategic plans and integrate execution among
various other units

e Communicates effectively in both verbal and written formats

President and CEO
Health Net of Arizona, 2007 - 2010

Responsibilities:

e Served as market leader and was accountable for all aspects of Health Net's Arizona operation with total
annual revenues exceeding $850 million

e Oversaw 240 local associates, including 20 management team members, and served as consultative leader to
corporate executive management regarding Arizona financial results, contracting trends, forecasting, strategic
planning and the local regulatory environment

¢ Responsibilities included oversight of personnel management, sales and marketing, product development,
pricing and underwriting, community affairs, network management, compliance, medical management and
financial reporting
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c. Chief Financial Officer

Chief Financial Officer
Health Net of Arizona, 2003 - 2007

Responsibilities:

e Served as market leader for the functional areas of financial planning, underwriting, actuarial services, contract analysis
and financial data systems

e Drove the Arizona business unit to record financial results in fiscal year 2006

¢ Implemented a bottom-up forecasting process to clearly project provider trends and impact of strategic
adjustments and initiatives

e Provided leadership and technical guidance for the development of experience-based employer group

reporting to enhance commercial renewal process and revenue opportunities, as well as network, contracting
and negotiating strategies

Director of Financial Planning and Analysis — Desert Region
PacifiCare of Arizona, 2000 - 2003

Responsibilities:

e Served as regional leader for the functional areas of contract analysis, provider reporting and the forecasting
and analysis of health care costs

e Served as key leader in the development of long-term network management contracting strategies and
reimbursement methodologies

o Led the effort to create an automated Data-Mart system to produce all-inclusive regional profit and loss
schedules

Director of Reimbursement and Financial Analysis
Chandler Regional Hospital- CHW, 1996 - 2000

Responsibilities:
e Was responsible for health system contract analysis and negotiation
e Prepared and presented monthly contract analysis to the hospital’'s Finance Committee and Board of Directors, as well as

all monthly reporting, accounting entries and analysis related to the patient financial services department
o Negotiated risk settlements and prepared non-delegated claims audits for capitated contract arrangements

Senior Financial Analyst, FHP of Arizona
FHP, Inc., 1991 - 1996

Responsibilities:

¢ Responsible for monitoring overall evaluation of risk and medical costs, including estimation of the claims
incurred but not reported for both PacifiCare risk-claims and for claims administered by PacifiCare on behalf of
service providers

Education

e B.A, Accounting, Arizona State University, Tempe, AZ
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Mark H. Clark, Pharm.D.
d. Pharmacy Coordinator/Director
Years of Long Term Care Experience: 29.25

Years in Current Position: 9.25
Location: Phoenix, AZ

Corporate Experience

Pharmacy Coordinator/Director
Director, Medicaid Pharmacy Benefits
Schaller Anderson LLC, Phoenix, AZ, 2002 - Present

Health care executive and Arizona licensed pharmacist with extensive background in AHCCCS administration with
23 years of experience in the areas of pharmacy and home health management.

Responsibilities:

e Oversees and administers prescription drug and pharmacy benefits, including management of pharmacy
benefits, centralization of pharmacy prior authorizations, analysis of pharmacy utilization, oversight of
pharmacy benefit manager (PBM) relationships, development of drug utilization guidelines and policies and
assistance for health plans in pharmacy-related activities/programs

e Provides overall leadership, oversight, direction and performance management for the corporate pharmacy
department; accountability to the MCP chief medical officer (CMO) for the support of MCP values, mission and
vision; and support to the CMO in carrying out quality measure/ indicator (QM/QI) functions related to
pharmacy services

e Reviews health plan census material for pharmacy utilization trends then provides data analysis for quality
management and utilization management (QM/UM) to detect and documents patterns; identifies poly-
pharmacy and inappropriate prescribing for members/populations then recommends quality improvement and
resource management measures to reduce waste, unnecessary treatment, and margin of error

e Oversees development and submission of pharmacy prior authorization and step therapy policies, procedures
and criteria to the Prior Authorization Review Panel for approval

e Ensures compliance with clients’ prospective and retrospective drug utilization review (RDUR) guidelines;
oversees participation in RDUR programs; participates in RDUR annual planning; and serves as main RDUR
program coordinator

e Supports disease management program construction/ implementation for high-risk populations with case
managers and the departments of disease management and medical management

e Maintains, reviews and revises the preferred drug list (PDL), analyzes physician drug utilization performance
and provides feedback

e Monitors programs and procedures for compliance with AHCCCS, state and federal utilization, and quality and

risk management regulations

Initiates programs to identify and correct fraud and abuse, also encourages quality improvement and efficiency

Facilitates employee and provider training/ continuing education

Assists case managers in efforts to resolve member issues as needed

Monitors local and national pharmacy trends, analyzes patterns to effectively manage utilization and service

quality then examines policy development in managed health care, pharmaceutical management

e  Works with the CMO to facilitate quarterly Pharmacy & Therapeutics Committee meetings to evaluate potential
formulary additions

Pharmacy Director

Mercy Care Plan, Phoenix, AZ, 1994 - 2002

Responsibilities:

e Managed the pharmacy benefit and pharmacy prior authorization units
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d. Pharmacy Coordinator/Director
Independent Healthcare Consultant
River Healthcare Services, Phoenix, AZ, March — Nov. 1994
Responsibilities:

e Consulted to HMOs, infusion providers and home health agencies
e Reviewed, developed and analyzed formularies, inpatient concurrent review, review treatment regimens and
prior authorization requests

Center Manager
Roche Professional Service Center, Phoenix, AZ, 1992 - 1994

Responsibilities:
e Managed all aspects of home care infusion and managed care contracting

General Manager
Caremark Connection — AIDS Treatment Centre, Phoenix, AZ, 1990 — 1992

Responsibilities:

e Developed, implemented and managed a center for HIV-positive patients to receive infusion services,
nutritional counseling and supportive care

Manager
Caremark, Phoenix, AZ, 1989 - 1990

Responsibilities:
¢ Managed all aspects of home care infusion and managed care contracting

Director
Physician Care/Caremark Partnership, Phoenix, AZ, 1988 — 1989

Responsibilities:
¢ Managed all aspects of home care infusion and managed care contracting

Education

e Pharm.D., Creighton University, Omaha, NE
e B.S., Pharmacy, Creighton University, Omaha, NE
e B.A, History, Indiana University, Bloomington, IN

Background (training, certifications, licenses, special skills)

o Postdoctoral clinical residency, Albert B. Chandler Medical Center, University of Kentucky, Lexington, KY
e AZ State Board of Pharmacy license #8698
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Robert K. Thielen, D.D.S., M.B.A.

e. Dental Director/Coordinator

Years of Long Term Care Experience: 11.25
Years in Current Position: 11.25

Location: Phoenix, AZ

Corporate Experience

Dental Director/Coordinator
Mercy Care Plan, 2000 - present

Health care executive and Arizona licensed dentist with extensive background in Arizona Health Care Cost

Containment System (AHCCCS) administration. Brings over 28 years of experience in the areas of dentistry,

quality management and utilization review.

Responsibilities:

e Reviews and approves or denies dental services

¢ Coordinates dental activities of Mercy Care Plan (MCP) and provides required communication between MCP
and the AHCCCS

¢ Develops standards governing the availability of acceptable dental services within MCP

¢ Develops policies and procedures that impact dental care, and evaluates proper utilization and quality of
dental services

e Serves as MCP dental liaison between providers of care, AHCCCS Administration, and other dental agencies
at county, state, and federal levels

e Supports the chief medical officer (CMO) in fulfilling quality measure/indicator (QM/QI) functions related to

dental services

Manages dental prior authorization department with direct staff reports

Educates network dentists on dental coverage and meets to resolve any issues

Collaborates with the CMO to promote and deliver health services to EPSDT-eligible members

Works with the quality management preventive and wellness (P&W) unit and the CMO to identify, develop and

implement effective strategies to further improve utilization of EPSDT oral health services

e Develops outreach strategies to enhance member utilization of oral health services

Dental Consultant
Wolfe Consulting Group, Phoenix, AZ , 1998 - 2006

Responsibilities:
e Implemented dental division within established medical consulting group

e Provided comprehensive consulting in dental practice management, including sales, acquisitions, marketing,
and new practice startups

Independent Dental Consultant, National Provider Review Unit
Aetna Insurance, Hartford, CT, 1998 — 2005

Responsibilities:
¢ Provided on-site facility and chart audits of practices in eight western states

e Directed input and quality improvement recommendations
e Hired, trained, evaluated and managed professional staff
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Robert K. Thielen, D.D.S., M.B.A.

e. Dental Director/Coordinator

Practitioner and Staff Dentist
CIGNA HealthCare of Arizona, Phoenix, AZ , 1997 — 1999

Responsibilities:

e Responsible for planning, scheduling, and treating senior patients in large HMO setting
e Interacted with dental management at all levels

Practitioner/Supervising Dentist/Consultant
Paralign Staffing Services, Phoenix, AZ, 1995 - 1997
Responsibilities:

e Provided technical skills, management, and consulting services to dental practices in transition due to sale,
iliness, or disability of owner/dentist

Private Practice
Scottsdale and Youngtown, AZ, 1982 — 2005

Responsibilities:

o Designed and built private practice with emphasis on comprehensive, quality care and adherence to current
medical and legal standards
e Maintained significant patient populations from CIGNA Dental, Blue Cross/Blue Shield, and Delta Dental

Managing Dentist/Staff Instructor

Crestwood Career Academy, Tempe, AZ, 1982 - 1985

Responsibilities:

e Provided dental services while training students in clinical dental assistant program

¢ Maintained financial viability of clinic through a number of capitation/PPO insurance plans

Education

e D.D.S., Loyola University School of Dentistry, Chicago, IL
e M.B.A. with emphasis in health care management, Arizona State University, Tempe, AZ
e B.A,, Psychobiology, University of California, Los Angeles, Los Angeles, CA

Background (training, certifications, licenses, special skills)

o Licensed to practice dentistry in Arizona and Colorado, Western Dental Licensing Board, 1982 (holds current
licenses in both states)

e AZlicense # - 2903

e COlicense # - 105273
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Matt Cowley, M.B.A.

g. Dispute and Appeal Manager
h. Business Continuity Planning and Recovery Coordinator

Years of Long Term Care Experience: 10.25
Years in Current Position: 2.25
Location: Phoenix, AZ

Corporate Experience

Business Continuity Planning and Recovery Coordinator
Dispute and Appeals Manager

Vice President, Medicare Products and Appeals

Mercy Care Plan, 2009 - Present

A health care executive with 15 years of experience in managed care and systems development. Extensive
background in product management, planning and strategic development. Product head for Mercy Care
Advantage (MCA), a Medicare/Medicaid dual-eligible special needs plan.

Responsibilities:

Responsible for cross-functional operations and business results for the MCA business

Leads the development, coordination and maintenance of a comprehensive business contingency plan and
validation methodology to ensure Mercy Care Plan (MCP) ability to recover in the event of an unforeseen
disruption to facilities, technology systems or applications

Has overall responsibility for business continuity planning, focused on maintaining business continuity with
business unit plans for critical business areas, functions and applications then works with business unit
management to enhance contingency planning

Guides the development, implementation and administration of the business continuity and recovery planning
policy

Ensures adherence to ACOM’s Business Continuity and Recovery Planning Policy

Performs all departmental administrative activities, including staff meeting attendance, monthly status
reporting, budgeting, strategic planning, expense processing, documentation and other activities in a timely
manner and in accordance with Arizona Health Care Cost Containment System (AHCCCS) guidelines
Manages the MCP appeals department, manages and adjudicates member and provider disputes arising
under the grievance system including member grievances, appeals and State Fair Hearing requests and
provider claims disputes

Builds strong functional teams through formal training, diverse assignments, coaching, mentoring and other
developmental techniques

Manages to performance measures and standards for quality service and cost effectiveness and coaches
team/individuals to take appropriate action

Manages team productivity and resources, communicates productivity expectations and balances workload to
achieve customer satisfaction through prompt/accurate handling of customer concerns

Works with the compliance officer and Compliance Committee to ensure adherence to the compliance plan,
which is designed to guard against fraud and abuse

Ensures work of team meets AHCCCS, federal and state requirements and quality measures, with respect to
letter content and turnaround time for complaints and appeals and grievance handling
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. Dispute and Appeal Manager
h. Business Continuity Planning and Recovery Coordinator

Vice President of Planning and Strategy
Schaller Anderson Incorporated, Phoenix, AZ, 2008

Responsibilities:

¢ Developed company-wide operating and strategic plans and reporting results as part of Aetna’s management
process

e Drove analytical efforts to identify and prioritize opportunities to improve operations, and better support the
health plans administered by Schaller Anderson

Director of Integration
Schaller Anderson, Phoenix, AZ, 2007

Responsibilities:

o Worked with managers across functions to plan and implement Schaller Anderson’s transition to its new role
as Aetna’s Medicaid Business Unit

Engagement Manager

L.E.K. Consulting, San Francisco, CA, 2001 - 2007

Responsibilities:

e Served as strategic advisor to managed health care industry clients

e Led consultant and client teams through a range of corporate advisory assignments in the commercial,
Medicaid and Medicare markets, providing analytical and research services, creating and driving strategic
initiatives to implementation and developing and communicating answers to clients’ most critical strategic
problems

e Focused on several aspects of improving clients’ competitiveness, including medical cost-related issues,
helping both businesses and health plans to successfully recognize and count counter trends and adopt best
practices

Information Technology Consultant
Accenture (formerly Andersen Consulting), San Francisco, CA, 1996 - 1999

Responsibilities:

e Led software product development teams of consultants and clients through design and implementation
phases

¢ Developed systems and processes for Fortune 500 clients in the financial services industries

¢ Defined new product business and regulatory requirements to support new territory expansion into difficult
Massachusetts car insurance market

e Conducted detailed analysis of processes and regulations

e Designed data model and user interaction for JAVA-based insurance policy issuance application

Education

e M.B.A, Harvard Business School, Cambridge, MA
e B.A, English, Brigham Young University, Provo, UT
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Brian A. Horgeshimer, B.S.

f. Compliance Officer
i. Contract Compliance Officer

Years of Long Term Care Experience: 18.25
Years in Current Position: 4.25
Location: Phoenix, AZ

Corporate Experience

Compliance Officer / Contract Compliance Officer
Mercy Care Plan, 2007 - Present

Health care executive with extensive knowledge of Arizona Health Care Cost Containment System (AHCCCS)

requirements and standards, having worked with AHCCCS for 18 years (11.5 years with the Agency and 6.5 years

with contracted health plans).

Responsibilities:

e Serves as the primary point-of-contact for all operational issues

e Coordinates the tracking and submission of all contract deliverables; fields and coordinates responses to all
AHCCCS inquiries and coordinates the preparation and execution of contract requirements

e Provides leadership and oversight including supervision, compliance monitoring, file management, regulator
communications and reporting

¢ Implements and oversees Mercy Care Plan’s (MCP) compliance program

¢ Designs, maintains, administers, monitors and oversees the daily functioning of the compliance program and
conducts or directs mandatory compliance training and annual refresher courses for employees

e Encourages employees, members, providers and other stakeholders to report fraud and abuse without fear of
retaliation

¢ Investigates, directs and manages internal monitoring and auditing of the compliance program, tracking
compliance issues and maintaining a compliance log that is used to monitor issue resolution

e s available to all employees as a management official and has designated and recognized authority to access
records and make independent referrals to the AHCCCS Office of the Inspector General

o Initiates corrective actions by assessing compliance issues received through any compliance mechanism
(including the compliance hotline) that relate to operational functions not delegated to subcontractors

e Prepares and forwards fraud and abuse reports to regulatory and governmental agencies as required,
including written notification to the AHCCCS Office of Program Integrity within 10 working days of discovery of
suspected fraud and abuse

e As contract compliance officer, serves as the primary point of contact for all operational issues

¢ Coordinates the tracking and submission of contractual compliance deliverables and monitors tracking, investigation
and reporting of contract compliance issues in accordance with regulatory and policy requirements

e Meets with any employee, member, provider or stakeholder to resolve contract compliance issues

o Fields and coordinates responses to all regulatory inquiries, as well as all electronic, telephonic and written inquiries
and/or requests from the Division

e Coordinates the preparation and execution of contract requirements, including Operational and Financial
Reviews (OFRs), random and periodic audits and ad hoc reports and visits

e Serves as a resource to MCP personnel, providers, members and other parties for issues, inquiries and
requests including providing information regarding contract compliance
e Investigates, directs or manages internal monitoring and auditing of contract compliance
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Brian A. Horgeshimer, B.S.

f. Compliance Officer
i. Contract Compliance Officer

Director of Compliance
Arizona Physicians IPA, 2005 - 2007

Responsibilities:

e Responsible for the oversight of the APIPA compliance program for the Medicare and Medicaid lines of
business

e Conducted Health Insurance Portability Act (HIPAA) training and education and directed HIPAA compliance
audits

e Responsible for coordination and direction of CMS and AHCCCS on-site audits, reviews and subsequent
corrective action plans

Operations and Compliance Officer
Arizona Healthcare Cost Containment System (AHCCCS), 2003 - 2005

Responsibilities:

¢ Provided administrative oversight and compliance monitoring for two acute care health plans, as well as the
Comprehensive Medical and Dental Program (CMDP) and Children’s Rehabilitative Services

e Coordinated OFRs of assigned health plans and programs from initial scheduling through final report write-up

e Served as liaison to health plan staff for program compliance issues

Executive Staff Assistant, Office of Managed Care
Arizona Healthcare Cost Containment System (AHCCCS), 1997 — 2003

Responsibilities:

e Coordinated, reviewed, and revised the Arizona Department of Health Services Behavioral Health and Arizona
Long Term Care System contracts

o Assisted in the development and implementation of new programs, policies and procedures resulting from
federal and state initiatives

o Provided technical assistance on complex behavioral health policy issues to contracted health plans, clients,
AHCCCS and Arizona Department of Health Services personnel

Administrative Services Officer ll, Office of Policy Analysis and Coordination
Arizona Healthcare Cost Containment System (AHCCCS), 1993 - 1997

Responsibilities:

e Monitored and tracked state and federal legislation and researching and analyzing pertinent issues that impact
the agency

e Represented AHCCCS executive management at the governor’s office, Legislature, and external policy and
advocacy meetings

Education

e B.S., Speech Communication, Northern Arizona University, Flagstaff, AZ
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Juman Abujbara, M.B., B.S., M.P.H.

j- Quality Management Coordinator

Years of Long Term Care Experience: 20.25
Years in Current Position: 11.25

Location: Phoenix, AZ

Corporate Experience

Quality Management Coordinator
Vice President, Quality Management
Mercy Care Plan, 2000 - Present

Health care executive with extensive background in Arizona Health Care Cost Containment System (AHCCCS)

administration and a Diplomate of the American Board of Quality Assurance and Utilization Review Physicians.

Has over 28 years of experience in the areas of medical management, quality management, utilization review and

compliance.

Responsibilities:

e Has experience in Quality Management and Improvement (QM/QI) and directs the activities of the QM
department staff

e Monitors and audits the health care delivery system to meet the goal of providing health care services that
improve member health status and health outcomes

e Ensures individual and systemic quality of care

e Integrates quality throughout the organization and implements process improvements

e Oversees and directs the credentialing and re-credentialing processes then reviews all related policies and
procedures

e Ensures a credentialed provider network, monitoring credentialing and re-credentialing processes then
initiates corrective actions, as needed

e Assimilates information to proactively develop quality activities aligned with Mercy Care Plan (MCP) strategies
and values

e Ensures compliance with AHCCCS, Arizona Long Term Care Services (ALTCS) and Division of
Developmental Disabilities (DDD) regulations and requirements for QM/QI activities and links the QM activities
to business goals

e Proactively builds strong teams and business relationships, both internally and externally

e Serves as a resource and subject matter expert on aspects of the QM program to develop and influence
business strategies

e Makes QM decisions based on the results of research and data analysis and has responsibility for decision
making regarding the design, development, and implementation strategy of QI projects and initiatives

e Resolves, tracks and trends quality of care grievances, ensures a credentialed provider network and manages
a QM functional department including development and oversight of performance metrics and application of
human resources policies and procedures

e Forms and leads cross-functional teams to assist business units in integrating quality into their strategic and
operational plans

e Evaluates and prioritizes recommendations for quality improvement to senior management and/or customers

e Partners with sales and marketing across all segments in their efforts to acquire and retain customers (e.g.,
responding to RFPs), quality presentations, request for measurement information

o Develops and implements the infrastructure of the QM/QI program and the patient safety strategy

e Develops, implements, and evaluates the organization’s policies and procedures to meet business needs

¢ Directs/provides enhancements to business processes, policies infrastructure to improve operational efficiency
across the organization
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Juman Abujbara, M.B., B.S., M.P.H.

j- Quality Management Coordinator

¢ Influences department business owners and leaders to reach solutions to meet the needs of plan sponsors,
regulators and other customers while meeting departmental objectives

e Performs strategic analysis of business performance data to address plan sponsor needs

¢ In partnership with business owners, supports design and development of new or enhanced products and
services and translates knowledge of subject and business needs into clear strategic business plans

e Serves as a technical, professional and/or business expert that may cross multiple business functions

Administrator, Office of the Medical Director
Arizona Healthcare Cost Containment Center (AHCCC) Administration, 1994 — 2000

Responsibilities:
e Developed, implemented and managed all acute care health programs
e Negotiated and awarded contracts for independent review organizations and monitored health plans for

compliance with all federal and state requirements
e Analyzed and approved all clinical studies submitted by health plans

Manager, Maternal and Child Health Program
Arizona Healthcare Cost Containment Center (AHCCC) Administration, 1991 — 1994

Responsibilities:
e Developed, implemented and evaluated maternal and child health programs

Primary Care Physician
Amman, Jordan, 1982 - 1988

Responsibilities:
e Provided primary care medical services to the underserved population

Education

e Medical Baccalaureate, Ain Shams University, Cairo, Egypt
e Baccalaureate in Surgery, Ain Shams University, Cairo, Egypt
e Master in Public Health, University of California, Los Angeles, Los Angeles, CA

Background (training, certifications, licenses, special skills)

e Diplomate of the Health Care Quality and Management (CHCQM) by the American Board of Quality
Assurance and Utilization Review Physicians
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Faye Lockwood, M.S.
k. Performance/Quality Improvement Coordinator

Years of Long Term Care Experience: 4.25
Years in Current Position: 4.25
Location: Phoenix, AZ

Corporate Experience

Performance/Quality Improvement Coordinator
Health Care Quality Management Consultant
Mercy Care Plan, 2007 - Present

Responsibilities:

Focuses organizational efforts on improving clinical quality performance measures
Develops and implements performance improvement projects

Utilizes data to develop intervention strategies to improve outcomes

Reports quality improvement and performance outcomes

Manages mailings to constituents

Writes Structured Query Language (SQL) code for reports and mailings

e Creates and maintains applications

Remedy Administrator
COMSYS, Inc., Phoenix, AZ, 2001 - 2007

Responsibilities:

e Designed and implemented crystal reports such as service level agreement reports, quality reports and ticket
reports

Managed remedy projects

Documented financial and accounting processes

Administered remedy applications

e Trained and mentored the users of the applications after creating user guides and training documents

Remedy Administrator
Leap Source, Inc., Tempe, AZ, 2000 - 2001

Responsibilities:

e Designed and implemented crystal reports

e Documented and tracked our clients’ accounting and financial issues
e Maintained and upgraded the call center application

Senior Operations Specialist

Honeywell, AlliedSignal Aerospace Engines
Phoenix, AZ, 1998 — 2000

Responsibilities:

Created and implemented an Excel- and Access-based application

Organized and coordinated Six Sigma projects

Mentored Black Belt and Green Belt candidates through Six Sigma training and projects

Participated in rewriting the “thought process map” documentation
Facilitated Six Sigma Green Belt training
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k. Performance/Quality Improvement Coordinator

Systems Engineer
Honeywell, AlliedSignal Aerospace Engines
Phoenix, AZ, 1995 - 1998

Responsibilities:
e Manage assigned projects

e Gather and display metrics by querying the data warehouse using SQL
o Administer the data warehouse the data warehouse in a UNIX environment using Oracle

Education

e M.S., Applied Statistics, W.P. Carey School of Business, Arizona State University, Tempe, AZ

e B.S, Information Systems, W.P. Carey School of Business, Arizona State University, Tempe, AZ
o AA, Project Management, ESI International, Arlington, VA

o Six Sigma Black Belt Certification, Honeywell

Background (certifications, licenses, special skills, etc.)

Silver Award Winner, Aetna

Accomplishment Award, COMSYS

Performance Award, LeapSource Incorporated

Six Sigma Tool Methodology presentation, Society Of Women Engineers
Toastmaster presentations, AlliedSignal

“Going For the Gold” and Operational Excellence Awards, AlliedSignal

Alpha lota Delta, National Honor Society of the Decision Sciences Institute, ASU
Quantitative Business Analysis, Faculty Award, ASU

Dean's List (1989 and 1990)

Management Leadership Training, AlliedSignal
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Daniel P. Jansen, M.S.A., M.S.W,, C.P.H.Q.

. Maternal Health/EPSDT Coordinator
Years of Long Term Care Experience: 7.25
Years in Current Position: 7.25

Location: Phoenix, AZ

Corporate Experience

Maternal Health/ EPSDT Coordinator
Director, Quality Management
Mercy Care Plan, 2004 - Present

Experienced health care professional with over 20 years of progressive experience in quality management.
Possesses a Master’'s degree in both administration and social work and is a Certified Professional in Healthcare
Quality.
Responsibilities:
e Oversees prevention and wellness unit whose primary focus is delivery of Early Periodic Screening, Diagnosis
and Treatment and Maternal and Child Health (EPSDT/MCH) services, including member family planning
e Develops, implements and evaluates the Mercy Care Plan (MCP) quality management program to ensure:
- Member receipt of maternal care, postpartum care and EPSDT services
- Member awareness of family planning services and preventive health strategies
- Identification of member needs and provision of coordination assistance
- Interface with community partners
e Directs EPSDT/MCH processes such as:
- Outreach to members and providers regarding EPSDT/MCH, including health promotion
- Monitoring of EPSDT/MCH performance measures
- Review and improvement of EPSDT and pediatrics forms, processes and protocols
- Provision of prenatal care and family planning services
e Oversees preparation of monitoring and data trend reports that are reviewed by Quality Improvement
Committee and Quality Management/ Utilization Management Committee
e Participates in Quality Improvement Committee meetings
e Supervises a staff of quality management outreach specialists and quality consultants to meet quality and
performance measure goals

Quality Manager, Bureau of Quality Management & Evaluation
Division of Behavioral Health Services
Arizona Department of Health Services, 2000 - 2004

Responsibilities:

e Supervised a staff of quality analysts

e Managed the successful implementation of a quality management system for the Tribal Regional Behavioral
Health Authorities

Manager, Membership Accounting
PacifiCare of Arizona, 1998 — 2000

Responsibilities:
e  Supervised three supervisors and oversaw the work of 20 staff members

¢ Significantly improved the reconciliation process for Health Care Financing Administration accounts
e Acted as the key management representative for successful implementation of the Balanced Budget Act
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I. Maternal Health/EPSDT Coordinator

Manager, Administration

Insurers Administrative Comp., Phoenix, AZ, 1996 — 1998

Responsibilities:

e  Supervised two supervisors, a trainer and oversaw the work of 30 customer service representatives

e Managed the successful implementation of a HIPAA compliance program, affecting the member enroliment
and claims adjudication process

Manager, Quality Review
Employers Health Insurance, Green Bay, WI, 1987 — 1995

Responsibilities:
Supervised two supervisors and oversaw the work of 12 quality analysts
Managed a department of research analysts

Successfully implemented an external customer feedback process and internal key indicators
Identified key service variables affecting retention and overall customer satisfaction

Director, Adolescent Treatment Program
Brown County Mental Health Center, Green Bay, Wi, 1982 — 1987

Responsibilities:

e Directed a dynamic outpatient treatment program for adolescents and their families as an alternative to
inpatient psychiatric care
e Significantly expanded the program to serve a larger number of clients within the community

Education

e M.S.A,, Administration, University of Wisconsin, Green Bay, WI
e M.S.W., Social Work, University of Wisconsin, Madison, WI
e B.S. Social Work, University of Wisconsin, Oshkosh, WI

Background (training, certifications, licenses, special skills)

o Certified Professional in Healthcare Quality (CPHQ): CPHQ ID# 13353
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Deidre Woods-Walton, R.N., M.S.N., J.D.

m. Medical Management Coordinator
Years of Long Term Care Experience: 22.25
Years in Current Position: 2.25

Location: Phoenix, AZ

Corporate Experience

Medical Management Coordinator
Vice President, Utilization Management
Mercy Care Plan, 2009 - Present

Arizona-licensed registered nurse and experienced clinical health care professional with over 20 years of experience in

medical management and Medicaid/Medicare regulatory compliance.

Responsibilities:

o Makes medical necessity determinations with the education and experience of an Arizona-licensed registered
nurse

e Manages all required Medicaid medical management activities under Arizona Health Care Cost Containment
System (AHCCCS) policies, rules and contract

e Leads medical management activities to promote quality of care for members, including the development and
implementation of programs and policies

e Coordinates, manages and directs the daily activities of the medical management department, including care
coordination, utilization review, concurrent review, authorizations, discharge planning, case management,
disease management and medical claims review

e Ensures adoption and consistent application of appropriate inpatient and outpatient medical necessity criteria as well as
appropriate concurrent review and inpatient discharge planning

e Develops, implements and monitors the provision of care coordination, disease management and case management
functions

¢ Monitors, analyzes and implements appropriate interventions based on utilization data, including identifying and
correcting over- or under-utilization of services

¢ Monitors prior authorization functions and assures that decisions are consistently made based on clinical criteria and
meet timeliness standards

o Oversees the efficiency and effectiveness of Mercy Care Plan’s medical management activities by directing daily
activities and operation of the quality department and the accreditation department, including quality oversight,
and Healthcare Effectiveness Data and Information Set reporting and National Committee for Quality
Assurance metrics

e Serves as liaison with regulatory and accrediting agencies and other Medicaid business units

Director, Concurrent Review
Mercy Care Plan, 2008 - 2009

Responsibilities:

¢ Managed the concurrent review department and was responsible for the implementation of department
policies and procedures, which includes developing new policies and the revision of policies

Care Management Nurse Supervisor
Aetna, Inc., Thousand Oaks, CA, 2004 - 2008

Responsibilities:

e Provided oversight for the implementation of Aetna medical management services and was responsible for
management of medical services staff and implementation of medical management services policies and procedures
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m. Medical Management Coordinator

Case Management Nurse Consultant
Aetna, Inc., Woodland Hills, CA, 2004 - 2004

Responsibilities:

e Developed and implemented care plans, applying case management concepts to complex issues and problem
solving techniques to promote optimum patient outcomes
e  Conducted comprehensive clinical assessments of member care needs

Supervisor, Appeals and Grievances

Kaiser Permanente, Pasadena, CA, 1999 — 2002

Responsibilities:

e Supervised the day-to-day activities of the appeals and grievance staff

e Assisted in preparation and presentation of cases for the regional appeals committee, administrative law judge
hearings, state hearings and small claims court

Medicare Regulatory Compliance Nurse Consultant
Kaiser Permanente, Pasadena, CA, 1996 — 1999

Responsibilities:
e Responsible for auditing, investigating, training and education and enforcement

e Provided consultation on compliance issues impacting the organization
e Interpreted regulatory materials

Medicare Contract Administrator
Kaiser Permanente, Pasadena, CA, 1994 — 1996

Responsibilities:
e Responsible for compliance with all state and federal Medicare and Medi-Cal regulations

o Identified and analyzed significant laws and regulations and impact on the plan’s operations then identified,
recommended and monitored company actions for compliance

Education

M.S., Nursing, University of Phoenix, Phoenix, AZ

J.D., West Los Angeles School of Law, Los Angeles, CA
B.S., Nursing, California State University, Los Angeles, CA
A.A., Nursing, Los Angeles City College, Los Angeles, CA

Background (training, certifications, licenses, special skills)

Arizona Board of Registered Nursing- RN 162230

California Board of Registered Nursing- RN 235352

California Board of Registered Nursing Public Health Certificate
Critical Care Certification- Kaiser Foundation Hospital

U.S. Army Critical Care Additional Skill Identifier
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Margaret J. Little, M.S.W, L.C.S.W.

n. Behavioral Health Coordinator

Years of Long Term Care Experience: 11.25
Years in Current Position: 2.25

Location: Phoenix, AZ

Corporate Experience

Long Term Care Behavioral Health Coordinator
Mercy Care Plan, 2009 - Present

Licensed clinical social worker with over 25 years of experience in social work and counseling. Has extensive

knowledge of Arizona Health Care Cost Containment System (AHCCCS) behavioral health services standards for

the long term care population. Possesses expertise in performing utilization review and coordination of care, as

well provider network development and contracting. Has excellent verbal and written skills.

Responsibilities:

o Devotes sufficient time to assure that the Behavioral Health Program is implemented per AHCCCS
requirements

e Is responsible for ensuring Mercy Care Plan (MCP) remains in compliance with AHCCCS standards for the
provision of member behavioral health services for members

¢ Coordinates member behavioral care needs with behavioral health providers, participates in the identification
of best practices for behavioral health in a primary care setting and coordinates behavioral care with medically
necessary services

e Develops processes to coordinate behavioral health care between primary care providers (PCPs) and
behavioral health providers to provide and track timely referrals for outpatient services and acts as consultant
for case managers regarding member behavioral health needs

e Trains staff and contract providers on access to covered behavioral health services for members

o Completes utilization review for higher level of care outpatient services and is responsible for ensuring timely
transition of members from the Regional Behavioral Health Authority (RBHA) to MCP Arizona Long Term Care
System (ALTCS) when member is enrolled with ALTCS

e Develops and implements behavioral health policies and procedures

e Serves as a clinical liaison for contracted providers, as well as the RBHA

e Works to identify and maintain behavioral health network

Clinical Case Management
Schaller Anderson, Inc., Phoenix, AZ, 2005 - 2009

Responsibilities:

e Provided case management services which included pre-admission, concurrent, discharge and/or retro review,
follow-up assessment or outreach by phone

¢ Monitored clinical care services provided to members related to mental health and substance abuse treatment
to optimize clinical outcomes

e Provided telephone triage, crisis intervention and emergency authorizations as assigned, as well as
information to members and providers regarding mental health and substance abuse benefits, community
treatment resources, mental health managed care programs, and behavioral health policies, procedures and
criteria

¢ Interacted with physician advisors to discuss clinical/authorization questions and concerns regarding specific
cases

e Participated in QI activities including data collection, tracking, and analysis
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n. Behavioral Health Coordinator

Clinical Case Management Coordinator

First Health Group Corp/Coventry Healthcare, Scottsdale, AZ, 2001 - 2005

Responsibilities:

e Performed clinical assessments to evaluate the medical necessity for mental health and substance abuse
services for self insured benefit plans

¢ Consulted with company psychiatric and psychological Medical Directors

e Maintained familiarity with numerous benefit plans to assist providers and members with managing often
complex benefits

o  Worked with account management to obtain plan exceptions on behalf of members

e Resolves mental health claims and billing issues

o Negotiated rates for out of network facilities providing acute and sub-acute levels of care and document
company savings

o Developed guidelines for mental health certification criteria

Clinical Services Coordinator
Catalina Behavioral Health Services, Mesa, AZ, 2000 - 2001

Responsibilities:
Completed inpatient utilization management functions in the contracted psychiatric hospital
Assessed patients for appropriate levels of care

Performed discharge planning
Coordinated physician visits, consults and ancillary services

Medical Social Worker

Casa Blanca Medical Group, Mesa, AZ, 1995 - 2000

Responsibilities:

o Coordinated and implemented a depression and anxiety disease management program for a large primary
care setting

Education

e M.S.W., Social Work, Arizona State University, Tempe, AZ
e B.S.W,, Social Work, University of Northern lowa, Cedar Rapids, IA

Background (training, certifications, licenses, special skills)

o Certified Independent Social Worker, Arizona Board of Behavioral Health Examiners, LCSW-3553
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Jennifer Sommers
o. Provider Services Manager

Years of Long Term Care Experience: 14.25
Years in Current Position: 2.25
Location: Phoenix, AZ

Corporate Experience

Provider Services Manager/ Representative

Mercy Care Plan, 2009 - Present

A highly experienced health care manager with over 20 years of provider relations and billing management
experience in managed care. Experience spans individual physician practices, hospitals, medical groups and
health plans.

Responsibilities:

e Responsible for provider services staff located throughout Arizona

e Coordinates communications between Mercy Care Plan (MCP) and subcontractors

¢ Implements organizational restructure: hires personnel for new job descriptions and functional responsibilities,
develops regulatory desktop procedures

e Manages sufficient provider services staff to enable providers to receive prompt resolution to their problems or

inquiries and appropriate education about participation in Arizona Health Care Cost Containment System

(AHCCCS) programs

Maintains a sufficient provider network

Manages performance improvement plans for underperforming staff

Coordinates Joint Operating Committee meetings for hospital networks and ancillary providers

Collaborates across departments to develop and implement new desktop procedures for addressing issues

Facilitates quarterly meetings with Mercy Care long term care and Arizona Long Term Care System (ALTCS)

provider networks

Monitors and reports all provider complaints as mandated for compliance

Develops and monitors a tracking system for appointment availability and accessibility audits

Participates in all regulatory audits and reviews

Coordinates the annual AHCCCS Network Plan

Facilitates meetings with industry professional associations

Provider Management Transformation
Independent Consultant - HTMS, Mercy Care Plan, 2008 - 2009

Responsibilities:

¢ Developed and implemented action plans to address health plan deficiencies within the provider network
department

o Established training tools and protocols for provider network staff and materials for Joint Operating Committee
meetings

e Oversaw of day-to-day activities for assigned account executive staff

Quality Assurance Director/Branch Manager
Acclivity Healthcare, Scottsdale, AZ , 2007 — 2008

Responsibilities:

e Managed sales and service staff in Scottsdale branch
e Oversaw all testing and evaluations of candidate qualifications and established guidelines for confirming
candidate competencies
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Jennifer Sommers
o. Provider Services Manager

Regional Billing Director
InSight Health Corp., Phoenix, AZ, 2005 - 2007

Responsibilities:

e Managed billing services provided at 58 centers throughout the Southwest and California
e Developed and implemented a new policy and procedure manual

Revenue Services Director/Billing Manager

Sonora Quest Laboratories, LLC, Tempe, AZ, 2000 — 2005

Responsibilities:
¢ Managed billing and revenue services for Arizona’s largest clinical lab
e Managed supervisory staff, including hiring, training and counseling

Provider Relations Manager
Intergroup of Arizona, Phoenix, AZ, 1996 — 2000

Responsibilities:

e Managed provider relations staff located throughout Arizona

Provider Relations Supervisor
Intergroup of Arizona, Tucson, AZ, 1995 — 1996
Responsibilities:

e Supervised staff in Southern Arizona
Provider Relations Representative
Intergroup of Arizona, Tucson, AZ, 1993 — 1995

Responsibilities:

e Educated providers on contract and regulation compliance
Benefits Analyst
Intergroup of Arizona, Tucson, AZ, 1992 - 1993

Responsibilities:

e Led company-wide training on the system’s capabilities
Provider Relations Assistant/Claims Processor
American Health Insurance - St. Francis Medical Group, Tucson, AZ, 1990 - 1992

Responsibilities:
e Maintained database of all physician certifications and licensures
Education

e Attended Pima Community College, Tucson, AZ
Background (certifications, licenses, special skills, etc.)

e Member, Health Care Financial Management Association (HFMA)
e Six Sigma Green Belt
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Perry Orange, B.S.

p. Claims Administrator

Years of Long Term Care Experience: 1.25
Years in Current Position: 1.25

Location: New Albany, OH

Corporate Experience

Claims/Encounters Administrator
Vice President, Claims Administration
Schaller Anderson, LLC, New Albany, OH, 2010 - present

Experienced professional with over 15 years of experience in the health care industry, including claims

administration, provider and customer service.

Responsibilities:

o Develops, implements and administers comprehensive claims processing systems

¢ Primary functions include: development and implementation of claims processing systems capable of paying
claims in accordance with state and federal requirements; development of cost avoidance processes;
minimization of claims recoupments; expedient claims processing timelines; and compliance with Arizona
Health Care Cost Containment System (AHCCCS) encounter reporting requirements

e Responsible for claims, call center and other operations related to Aetna Medicaid business in Phoenix,
Arizona

e Coordinates business policies, procedures and strategy in support of financial, operational and service
requirements

e  Oversees training for claims processing, inquiries, disputes, advanced research, provider requirements and
satisfaction, customer service, grievance processes and call center

Provider Service Center Region Head
Aetna, New Albany, OH, 2008 - 2010

Responsibilities:

e Led the north, central and southeast regions of the provider call center organization

e Managed and oversaw health care related call centers in New Albany, Ohio; High Point, North Carolina and
Jacksonville, Florida

Provider Service Center Site Lead
Aetna, New Albany, OH, 2002 - 2008

Responsibilities:

e Led a provider call center that was responsible for delivering best-in-class customer service to physicians,
hospitals and other health care providers in the Midwest
e Coordinated business policies and procedures in support of financial, operational and service requirements

Manager, Medical Claims and Customer Service
Aetna, Jacksonville, FL, 2000 - 2002

Responsibilities:

e Oversaw the development, implementation, and on-going execution of the strategic and operational business
plan for both HMO and traditional claim and customer service areas
e Coordinated business policies and procedures in support of financial, operational and service requirements
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Perry Orange, B.S.

. Claims Administrator
Manager, Dental Claims and Customer Service
Aetna, New Albany, OH, 1996 - 2000
Responsibilities:

e Oversaw the development, implementation, and on-going execution of the strategic and operational business
plan for both HMO and traditional claim customer service areas
o Coordinated business policies and procedures in support of financial, operational and service requirements

Education

e B.S., Business Administration, Rider University, Lawrenceville, NJ

Background (training, certifications, licenses, special skills)

e Designation: Chartered Property and Casualty Underwriter
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Lynn E. Kruk, C.P.C.

q. Provider Claims Educator

Years of Long Term Care Experience: 5.25
Years in Current Position: 2.25

Location: Phoenix, AZ

Corporate Experience

Provider Claims Educator
Mercy Care Plan, 2009 - Present

Health care professional with 30 years of experience in the areas of claims and provider services management.

Responsibilities:

o Fully integrates provider claims education with the Mercy Care Plan (MCP) grievance, claims processing, and
provider relations systems

o Facilitates the exchange of information between providers and the MCP claims processing, grievance and
provider relations systems

e Educates and trains providers on Arizona Health Care Cost Containment System (AHCCCS) participation and
updates the provider manual to ensure compliance with AHCCCS, Health Care Group of Arizona (HCGA) and
the NCQA

e Educates contracted and non-contracted providers regarding requirements for submitting timely and
appropriate claims, coding updates, electronic claims transactions and electronic fund transfers through the
provider manual, newsletters, training programs and office visits for writing

e Educates all providers concerning MCP resources including provider manuals, website, fee schedules and
other educational avenues

¢ Communicates frequently and effectively with providers and obtains feedback on provider awareness about
claims submission practices

o  Works with the MCP call center to compile, analyze, and disseminate provider call information to appropriate
MCP departments for prompt resolution of provider issues

¢ |dentifies trends then guides strategy development to improve provider satisfaction

Expedites business operations and assists in organizational audits as liaison with other department directors,

managers and administration

Develops in-service talking points for internal staff to for ongoing provider training and issue resolution

Develops desktops, policies, procedures and internal documents for the provider relations department

Prepares settlement documents and assists in monitoring the settlement process

Works cross-departmentally with provider relations, member services and claims injury/claims research

(CICR) to provide health plan updates and assist with training needs

e Oversees the MCP member grievance processes in provider services to educate providers, as well as
improvements to the provider education process as providers submit issues for resolution

o Assists with coding analysis, claims and encounter issues, etc., as needed

Provider Services Manager
Mercy Care Plan/Schaller Anderson of Arizona, 2007 — 2008

Responsibilities:
e Directed the provider relations department for AHCCCS acute care

o Evaluated and developed provider network and educated and trained providers on participation in the
AHCCCS program
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Lynn E. Kruk, C.P.C.

q. Provider Claims Educator

Claims Research and Adjustment Manager, Claims
Schaller Anderson of Arizona, 2006 — 2007

Responsibilities:
e Managed skilled nursing facility and ALTCS aspects of MCP

e Managed Mercy Care Advantage claims processing
e Developed claims department databases to improve workflows

Claims Manager, Claims
PacifiCare, Phoenix, AZ, 2000 - 2005
Responsibilities:

o Directed the decentralization of accounting, underwriting and enrollment and managed adjustments of claims,
recoveries and analysis of claims detail
e Oversaw claims audit team to ensure audits met corporate standards

Claims Director
Nexus, Phoenix, AZ, 1998 - 1999

Responsibilities:
e Supervised all aspects of the claims department

Claims Manager
FPA Management of Arizona, Inc., Phoenix, AZ, 1995 — 1998

Responsibilities:
e Supervised all aspects of the claims department

Claims Supervisor
MetLife, Rolling Meadows, IL, 1981 - 1995

Responsibilities:
e Supervised a team of 43 claim approvers

Education

e Attended Glendale Community College, Glendale, AZ
o Attended Harper Community College, Palatine, IL

Background (certifications, licenses, special skills, etc.)

o Certified Professional Coder (C.P.C.)
e Member, Health Insurance Association of America (HIAA)
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Chad Dean Corbett, M.P.A.
r. Case Management Administrator/Manager

Years of Long Term Care Experience: 19.25
Years in Current Position: 2.25
Location: Phoenix, AZ

Corporate Experience

Case Management Administrator/Manager
Vice President of Long Term Care
Mercy Care Plan, 2009 - Present

Over 22 years experience, including 11 years of management and supervisory experience in social services, care
management, and education with excellent counseling skills. Ability to communicate with people of diverse ages,
backgrounds and skill levels. Experience in planning and program design. Possesses all of the qualifications of a
case manager required by Arizona Long Term Care System (ALTCS).

Responsibilities:

e Oversees case management functions, has the qualifications of a case manager, and fuffills all case manager
responsibilities, coordinating care across all facets of the delivery system

e Authorizes appropriate services and/or refers members to appropriate services and provides members with
flexible and creative service delivery options, assisting them to identify their health and independent living
goals

e Fosters a member-centered approach to case management and respects maximum member and family self-
determination while promoting the values of dignity, independence, individuality, privacy and choice;
advocates for the member/family/significant other as the need arises

¢ Involves the member and member’s family in strengths and needs identification and in decision making,
respecting their preferences, interests, needs, culture, language and belief system

e  Obtains member, family and significant other input into the development and implementation of the care plan

o Utilizes a holistic approach in member assessment, taking both ALTCS covered services and other needed
community resources into consideration in care planning; provides a continuum of service options and
facilitates access to non-ALTCS services available throughout the community

e Educates and informs members/families about all care and service options available through the ALTCS
program and advises them on how to report issues so they can be resolved in a timely manner

e Develops, implements, oversees and evaluates Mercy Care Plan long term care programs

e Provides information to providers about changes in members’ functioning to assist the provider in planning,
delivering and monitoring services

Case Management Manager

Mercy Care Plan, 2006 — 2009

Responsibilities:

e Managed case management services staff including the organization and development of high performing
teams

Case Management Supervisor
Mercy Care Plan, 2004 — 2006

Responsibilities:

e Implemented day-to-day case management services, including recruiting, hiring, and training new case
managers
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Chad Dean Corbett, M.P.A.

r. Case Management Administrator/Manager

Case Management Manager
Maricopa Long Term Care Plan, 2000 - 2004

Responsibilities:
e Trained, mentored, supervised and evaluated 18 case managers

Program Coordinator/ Trainer
Maricopa Long Term Care Plan, 1998 - 2000

Responsibilities:
e |Ledthe ALTCS alternative residential programs

Case Manager Il
Maricopa Long Term Care Plan, 1995 - 1998

Responsibilities:

e Was responsible for: admissions assessment, service planning, reassessments, maintaining records for
compliance, reporting statistical information

Case Manager Il

Yavapai County Long Term Care, Prescott, AZ, 1993 - 1995

Responsibilities:

o Performed admission assessments, developed service plans and maintained records for compliance

Executive Director

Meeting the Challenge — Home for Boys, Prescott, AZ, 1990 - 1993

Responsibilities:

o Administered all aspects of the educational program and developed yearly budget and supervised lined staff

Case Manager Il

Yavapai Big Brothers/ Big Sisters, Prescott, AZ, 1989 - 1990
Responsibilities:

e Recruited, trained, and placed volunteers in appropriate community settings

Education

e M.P.A, Public Administration, Western International University, Phoenix, AZ
e B.A, Psychology, University of Arizona, Tucson AZ

Background (certifications, licenses, special skills, etc.)

e Member, Public Policy Committee of the Alzheimer’s Association
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Question 4 — Organization and Staffing

All Mercy Care Plan (MCP) key staff are full-time employees of Schaller Anderson, LLC (Schaller), an Aetna company,
our health plan administrator. All key personnel required to serve the current ALTCS program are currently fulfilling the
required functions of each position. Our highly qualified personnel have extensive experience in performing required
services for all AHCCCS programs.

The majority of our key personnel are exclusively devoted to administering AHCCCS programs and Mercy Care
Advantage [MCA, a CMS special needs plan (SNP)]. MCP product lines include: 1) ALTCS, 2) Acute Care, 3) Mercy
Healthcare Group, 4) ADES/DDD, and 5) MCA. Additionally, to improve quality and accessibility of care for our dually
eligible ALTCS, acute care, and members enrolled in the DD program, key personnel serving ALTCS may also serve
other AHCCCS programs during periods when their services are not required on a full-time basis for ALTCS.

a. Administrator/CEO, Mark Fisher, B.A.: is responsible for overseeing all MCP administration and operations.
He dedicates 10 percent of his time to ALTCS and 90 percent to the other MCP product lines. Mr. Fisher is supported by
three executives [Chief Operating Officer (COQO), Chief Financial Officer (CFO), and Chief Medical Officer (CMO)] with
oversight and management control of the ALTCS program who report directly to him. Each of these staff members has
extensive experience, program credibility and acceptance in the community. Mr. Fisher’s other duties include compliance
with all ALTCS/AHCCCS program requirements and the overall operational and financial performance of MCP.

a.l.  Chief Operating Officer, Lorry Bottrill, B.S., C.P.A.: works with the Administrator/CEQ, providing day-to-
day leadership, management and oversight of MCP operations. She dedicates 20 percent of her time to ALTCS and 80
percent to the other MCP product lines. Ms. Bottrill is supported by 691 FTEs, including a Member Services Manager,
Provider Services Manager, Claims Administrator, Case Management Administrator/Manager, Management Information
Systems Manager, Dispute and Appeal Manager/Business Continuity Planning Coordinator and Health Plan Operations
Vice President.

b. Chief Medical Officer/Medical Director, Gina Conflitti M.D., F.A.C.P., C.P.E.: is responsible for medical
policy and operations for all MCP product lines and is actively involved in all major clinical, quality management, and
medical management components of MCP. She dedicates 20 percent of her time to ALTCS and 80 percent to other MCP
product lines. Dr. Conflitti is supported by a Medical Management Director, a Quality Management Director, an ALTCS
Medical Director, and six additional Medical Directors, including physicians who are assigned to each of the major
hospitals to administer concurrent review activities. Dr. Conflitti’s other duties include the overall direction of medical
management, utilization management, quality management, prior authorization, concurrent review, case management,
disease management and retrospective review for MCP.

c. Chief Financial Officer, Chuck Sowers, B.A.: is responsible for the oversight of MCP’s budget, accounting
systems and financial reporting. He dedicates 20 percent of his time to ALTCS and 80 percent to the other MCP product
lines. He is supported by a finance director who is knowledgeable in all AHCCCS programs and by a full accounting
staff located on site. His staff members have a complementary financial skill set, including financial statement accounting
and regulatory reporting and reinsurance, which allow for maximum efficiency and accuracy in plan accounting and
reporting. Mr. Sowers’ other duties include the overall direction of the following financial activities for MCP: accounting,
medical economics, budgeting, strategic planning support, reinsurance, regulatory interface, treasury functions, and long-
term financial strategy.

d. Pharmacy Coordinator/Director, Mark Clark, Pharm.D.: is responsible for the administration and oversight
of MCP prescription drug and pharmacy benefits. He dedicates five percent of his time to ALTCS; 45 percent to MCP’s
other programs and 50 percent to Schaller Medicaid business. His duties are centered on preferred drug list management,
Drug Utilization Review (DUR), and step therapy functions for all Medicaid related programs. As pharmacy benefit
director, he works closely with Express Scripts, Inc. (MCP’s PBM) in pharmacy management. Mr. Clark also works in
cooperation with Express Scripts to manage and direct the pharmacy network for all of MCP’s Medicaid related
programs. Other MCP duties include the overall direction of pharmacy prior authorization, pharmacy utilization, PBM
relationship, and oversight of the pharmacy benefit for all contracted plans. He is supported by a staff of 31 FTEs,
including eight (8) Clinical Pharmacists and a Prior Authorization Manager.

e. Dental Director/Coordinator, Robert Thielen, D.D.S, M.B.A.: is responsible for the coordination of MCP
dental activities and providing required communication between MCP and AHCCCS. He dedicates five percent of his
time to ALTCS and 95 percent to the other MCP product lines. He is supported by six (6) FTEs in his administration and
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oversight of dental activities, including prior authorization, provider education, evaluation of proper utilization and quality
of dental services, and the development of Policies and Procedures (P&Ps) that impact dental care.

f. Compliance Officer, Brian Horgeshimer, B.S.: is responsible for the implementation and oversight of MCP’s
compliance program. He dedicates 20 percent of his time to ALTCS and 80 percent to the other MCP product lines. Mr.
Horgeshimer’s management skills are applied across all of MCP’s lines of business to allow for consistency in
management for each Medicaid program, and to identify patterns of fraud and abuse. He is available to all employees and
has the designated and recognized authority to access records and make independent referrals to AHCCCS, Office of the
Inspector General. He is supported by a compliance manager in compliance program administration, which includes: 1)
supervision, 2) regulator communications, 3) compliance monitoring, 4) detection, investigation, and reporting of fraud
and abuse, 5) file and record management.

g. Dispute and Appeal Manager, Matt Cowley, M.B.A.: is responsible for the management and adjudication of
member and provider disputes arising under the Grievance System including member grievances, appeals, and requests
for hearing and provider claim disputes. He dedicates 20 percent of his time to ALTCS and 80 percent to the other MCP
product lines. Mr. Cowley identifies systemic issues for all Medicaid programs and utilizes the Appeals Database to track
cases to monitor compliance with AHCCCS requirements. His other MCP duties include management of the appeals
process, quality and compliance review of appeals files and appeals staff supervision. He is supported by an experienced
staff of grievance and appeals specialists, including an appeals attorney, supervisor of complaint and appeals, complaint
and appeals analysts, and three (3) paralegals.

h. Business Continuity Planning and Recovery Coordinator, Matt Cowley, M.B.A.: is responsible for the
development, implementation, and administration of MCP’s comprehensive business continuity plan and validation
methodology in compliance with ACOM’s business continuity and recovery planning policy. He dedicates 20 percent of
his time to ALTCS and 80 percent to the other MCP product lines. He is responsible for continuity across all MCP
product lines. Mr. Cowley is supported by a core group of leaders consisting of eight (8) critical process owners that
support him in his business continuity planning and recovery activities.

i. Contract Compliance Officer, Brian Horgeshimer, B.S.: serves as the primary point-of-contact for all MCP
operational issues related to AHCCCS contracts. He dedicates 20 percent of his time to ALTCS and 80 percent to the
other MCP product lines. He is responsible for the coordination, tracking, and submission of all contract deliverables;
fielding and coordinating responses to AHCCCS inquiries, coordinating the preparation and execution of contract
requirements, random and periodic audits, and ad hoc visits. He is supported by a Compliance Manager.

je Quality Management Coordinator, Juman Abujbara, M.B., B.S., M.P.H.: is responsible for individual and
systemic quality of care; integrating quality throughout the organization; implementing process improvements; resolving,
tracking and trending quality of care grievances; and confirming a credentialed network. She dedicates 30 percent of her
time to ALTCS and 70 percent to the other MCP product lines. Ms. Abujbara supervises medical policy and quality
oversight for all MCP product lines and has direct oversight for quality management initiatives and programs designed to
improve the quality of member care. Supporting her in these roles are a Director of Prevention and Wellness (aka:
Maternal Health/EPSDT Coordinator), a Credentialing Manager and a Quality Management Manager.

k. Performance/Quality Improvement Coordinator, Faye Lockwood, M.S.: is responsible for focusing
organizational efforts on improving clinical quality performance measures; developing and implementing performance
improvement projects; utilizing data to develop intervention strategies to improve outcomes; and reporting quality
improvement/performance outcomes. She dedicates 10 percent of her time to ALTCS and 90 percent to the other MCP
product lines. Ms. Lockwood develops and implements quality improvement projects across all MCP product lines.

1. Maternal Health/EPSDT Coordinator, Dan Jansen, M.S.A., M.S.W., C.P.H.Q.: has oversight for EPSDT
services, maternal and postpartum care and family planning services, as well as promoting preventive health strategies.
The Maternal Health/EPSDT Coordinator is also responsible for identifying and coordinating assistance for identified
member needs and interfacing with community partners. He dedicates 20 percent of his time to ALTCS and 80 percent to
the other MCP product lines. He manages MCH/EPSDT processes and quality improvements across all product lines,
including member and provider outreach, monitoring performance measures and oversight of data trend reports. He is
supported by supervisory staff and quality consultants.

m. Medical Management Coordinator, Deidre Woods-Walton, R.N., M.S.N., J.D.: is responsible for managing
all required Medicaid medical management requirements under AHCCCS policies, rules and contracts. She dedicates 20
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percent of her time to ALTCS and 80 percent to the other MCP product lines. Her medical management activities
promote consistency across all product lines, including: 1) adoption and consistent application of appropriate inpatient and
outpatient medical necessity criteria, 2) appropriate concurrent review and discharge planning for inpatient stays, 3)
development, implementation and monitoring of care coordination, disease management and case management functions,
4) monitoring, analyzing and implementing appropriate interventions based on utilization data (while identifying and
correcting over- or underutilization of services), and 5) monitoring prior authorization functions to maintain consistent
decisions based on clinical criteria and adherence to timeliness standards. She is supported by one (1) RN manager and
several RN supervisory support.

n. Behavioral Health Coordinator, Margaret Little, M.S.W., L.C.S.W.: is responsible for providing MCP
personnel and providers guidance and support to address members’ behavioral health needs. Ms. Little is responsible for
training CMs, other MCP personnel, and providers regarding Behavioral Health (BH), including the identification and
screening of members’ BH needs. She clinically reviews all BH referrals. Ms. Little participates in the writing and
revision of the ALTCS case management BH P&Ps. Ms. Little, in collaboration with the Network Development and
Contracting Department, monitors the sufficiency of the MCP BH network and facilitates provider education regarding
BH. She dedicates 100 percent of her time to ALTCS.

0. Provider Services Manager, Jennifer Sommers: is responsible for provider services across all MCP lines of
business. She dedicates 20 percent of her time to ALTCS and 80 percent to other MCP product lines. Ms. Sommers
monitors consistency of provider services procedures and timely responses across all product lines. She coordinates
communications between MCP and our subcontractors, directing sufficient staff to offer providers prompt resolution to
problems or inquiries and maintains a sufficient provider network to serve members. She also manages the education,
training and communication for the provider network. Ms. Sommers’ other MCP duties include the management of
provider contracts, provider participation data, service monitoring and contracting, provider notification materials,
network adequacy and cost effectiveness. She is supported by two (2) provider services managers and multiple network
account managers.

p. Claims Administrator, Perry Orange, B.S.: is responsible for administering MCP’s comprehensive claims
system that adjudicates claims in accordance with state and federal requirements. He supervises MCP’s claims volume,
dedicating five percent of his time to ALTCS, 45 percent to other MCP product lines, and 50 percent to other Schaller
Medicaid business. He administers claims editing protocols (i.e.: cost avoidance) consistent with State and Federal
regulations so that MCP claims system meets AHCCCS timely, accuracy, and encounter reporting requirements. He is
supported by a Claims Director and four (4) Claims Managers.

q. Provider Claims Educator, Lynn Kruk, C.P.C.: reporting to the provider services manager, is responsible for
educating contracted and non-contracted providers regarding all provider contract requirements, including proper claims
submission, electronic claims transactions and access to MCP provider resources. She dedicates 20 percent of her time to
ALTCS and 80 percent to other MCP product lines. Her responsibilities are to fully integrate claims education between
MCP’s grievance, claims processing and provider services systems to facilitate the exchange of timely information
between MCP and providers. Ms. Kruk interfaces with MCP’s call center to compile, analyze, and disseminate
information from provider calls; identifies trends and guides the development/implementation of strategies to improve
provider satisfaction; and communicates frequently with providers by telephone and on-site to facilitate effective
communications.

r. Case Management Administrator/Manager, Chad Corbett, M.P.A.: is responsible for the Long Term Care
Case Management Department, providing day-to-day management and oversight of operations. Mr. Corbett is 100
percent dedicated to ALTCS. He is supported by five (5) managers and 13 supervisors.
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Question 5 — Organization and Staffing

The following functional organizational charts highlight Mercy Care Plan’s (MCP) key program areas, which are fully
integrated into a cohesive structure specifically designed to fulfill all ALTCS program requirements. Our organizational
structure provides the flexibility for timely and individualized responses to member and provider needs while also
meeting or exceeding AHCCCS’ quality and operational performance standards. Our Administrator/Chief Executive
Officer reports directly to the Board of Directors and is responsible for all administration and operations. He is supported
by a highly qualified leadership team, which has direct oversight of all functional areas.

Functions subcontracted through delegated agreements, management service agreements and service level agreements are
also reflected on the chart: 1) Schaller Anderson, LLC (Schaller), an Aetna company for health plan administration, 2)
Express Scripts Inc. for pharmacy benefit management, and 3) delegated credentialing and network agreements. MCP
oversees, monitors and evaluates all subcontracted and delegated functions on a continuous basis, and is responsible for
meeting all AHCCCS requirements in these areas.

Functional Organizational Chart

Key Program Areas Southwest Catholic Health Network
Operations oand of Diectors

Delegated responsibilities: All Mercy
Care Plan functions are delegated to

Schaller Anderson LLC

HUMAN MEDICARE
COMPLIANCE
RESOURCES Andrew Conkovich,
M.BAA,CH.C.

Deborah Hillman,
B.A. Medicare Compliance
Human Resources icer
Business Partner Carondelet Health
Network

ENCOUNTERS
Colleen Gurule
Director, Operations
Process and Knowledge
Management/Encounters

TEs

GRIEVANCE SYSTEM
(MEMBER GRIEVANCES)
PRIOR AUTHORIZATION

Cathy Waldbillig, B.A.
Vice President, Member Services
TEs

INFORMATION SYSTEMS
Greg Krause, M.B.A.
Vice President,
Information
Systems
48 FTEs

STRATEGY & BUSINESS
DEVELOPMENT
Christi Lundeen, M.B.A.
Vice President,
Strategy & Business
Development

FTEs

HEALTH PLAN OPERATIONS
Alice Johnson, M.S.W., LM.S.W.
Vice President,

Health Plan Operations
37 FTEs

CONTRACTING
Kevin Phelan, B.S.
Director,

Contracting
7 FTEs
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Functional Organizational Chart

Key Program Areas
Medical Management

Southwest Catholic Health Network

Delegated responsibilities: All Mercy Care
Plan functions are delegated to Schaller

Corporation (SCHN)
Board of Directors

Anderson LLC

==

MEDICAL MANAGEMENT
(Pending Hire)
Medical Director/Associate
Chief Medical Officer
5FTEs

CASE MANAGEMENT
Tad Gary, M.Ed., M.A,,
C.RC., LP.C
Director, Integrated Care
Management — Case
Management
41 FTEs

1

Mark Russell, M.D.,
M.P.H.
Medical Director
ALTCS
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Terri Wolfgang, B.A.

Manager, Credentialing
3 FTEs

82



Plan

l Mercy Care

Functional Organizational Chart
Key Program Areas

Long Term Care

Southwest Catholic Health Network Corporation

Board of Directors

Delegated responsibilities:

All Mercy Care Plan functions are delegated to

Schaller Anderson LLC

Mark Fisher, B.A.
Administrator/Chief
Executive Officer

MEDICAL MANAGEMENT
Gina Conflitti, M.D., F.A.C.P.,
C.P.E.

Medical Director/
Chief Medical Officer

R

OPERATIONS
Lorry Bottrill, B.S., C.P.A.
Chief Operating Officer

Shelley Doumani-Semino, M.D.
Medical Director,
Behavioral Health

CASE MANAGEMENT
Tad Gary, M.Ed., M.A.,
C.RC,L.P.C.
Director, Integrated Care
Management — Case
Management
41 FTEs

Chad Corbett, M.P.A., HS-BCP
Case Management Administrator
(Vice President, Long Tem Care)

CASE MANAGEMENT

Brenda Conditt,
B.A.
Manager,
Long Term Care
5 FTEs

Pat Haren, B.A,,

Karen Bargerhuff, M.A.,
L.AS.AC., HS-BCP
Manager,

Care Management
Behavioral Health
11 FTEs

Margaret Little, M.S.W.,
L.C.S.W.
Behavioral Health
Coordinator
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Melanie Flitcraft
Sr. Trainer

Henry Blanco, M.S.W.,

Manager, Manager,
Long Term Care Long Term Care
| 7
Bryan Sabinsky, MB.A. Priscilla Seibel,
| Supervisor, BSW.
Lon%:;r;r_TECare — Supervisor,
s Long Term Care
Joel Greer, BA. 12 FTEs
Supervisor, Long Term
Care Judy Welshenbaugh,
13 FTEs RN.
Nichole Santiago, | Supervisor,
M.BA. Long Term Care
— Supervisor, 12 FTEs
Long Term Care
13 FTEs Valerie Thomas,
Rene Litfle, M S.WV. M.S.W.
Supervisor, — Supervisor,
™| Long Term Care Long Term Care
13 FTEs 12 FTEs
Michael Grimes, B.A. -
Supervisor, Henry Murguia, B.S.
| Long Term Care | Supervisor,
13 FTEs Long Term Care
13 FTEs
Sharla Personey, B.S.
Supervisor, Su ;
- pervisor,
Long Term Care
13 FTEs Long Term Care

Pam Moreno, M.A.
Supervisor,
Long Term Care
12 FTEs

— Behavioral Health
(Pending Hire)
13 FTEs

Administrative

Bambi Hall, B.S.W.,
L M.Ed.
Project Manager

e Assistants
12 FTEs

Scott Early, R.N,,
B.S.N.
Manager,

Long Term Care RNs

Shauna Sly, R.N.,
B.S.N.
Supervisor,
Long Term Care RNs
7 FTEs

Highlighted positions are
"key staff' as defined
by the RFP
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Question 6 — Sanctions

Except for the sanctions disclosed herein, there have been no additional sanctions or regulatory actions imposed against
Southwest Catholic Health Network Corporation (SCHN). Following is a summary of sanctions imposed since January 1,
2008, including reasons for each sanction and the actions taken to resolve issues and correct any deficiencies. In each
instance, Mercy Care Plan (MCP) responded promptly, taking effective action to resolve issues and comply with
AHCCCS standards.

Monetary Sanctions Imposed Since January 1, 2008
Sanction Received Type of Sanction Sanction Amount

March 2008 Grievance System Sanction — Acute Care $300,000*

April 2008 Notice of Action Sanction — Acute Care $10,000
Further Sanction for Failure to Comply with Grievance

May 2008 System Requirements — Acute Care $150,000*
Amendment to Grievance System Sanction — Acute

June 2008 Care $100,000

Final Omission, Correctness and Timeliness Error
Results for the Acute “A” and “B” Encounter Data

November 2009 Validation Studies — Acute Care $15,067
Violation of Grievance System Guidelines Sanction -
January 2010 ALTCS $10,000

*Per AHCCCS June 2008 Amendment to Grievance System Sanction, these sanction amounts were held in abeyance
pending reporting of MCP performance metrics. MCP promptly implemented actions plans to resolve these issues
and the sanctions were never levied.

Grievance System Sanction

On March 24, 2008, MCP received an AHCCCS notice imposing a $300,000 sanction for concerns related to grievance
system performance. The sanction letter identified four specific areas of non-compliance: 1) grievance correspondence
management, 2) management of overturned claims disputes, 3) claims dispute inventory management, and 4) grievance
system data entry. Two of these issues were initially raised in the October notice of concern and the subsequent on-site
review. In addition to corrective actions taken in October 2007, we implemented the following:

e Inventory Management Action Plan: 1) created an appeals SWAT team consisting of representatives from the Claims,
Appeals, Prior Authorization, Network Development/Provider Services, Business Application Management (BAM)
and Provider Data Services (PDS) Departments to review and resolve system issues causing incorrect claim denials;
2) reviewed appeals models and drivers, adjusting staffing levels to accommodate the increase in member appeals and
provider claim disputes, and 3) added seven FTEs to handle the increased caseload and hired and trained temporary
workers to handle intake and data entry. This action plan included reducing total inventory and effective May 2008,
resulted in MCP’s compliance with required processing timelines.

e Grievance Correspondence Management Action Plan: 1) revised Policies and Procedures (P&Ps) for the intake and
processing of provider claim disputes to accept bulk and incomplete claim disputes, 2) enhanced training for appeals
employees, including review of revised P&Ps, and 3) implemented additional oversight and monitoring of
correspondence. This action plan was implemented following the December 2007 site visit and we were in
compliance by January 15, 2008.

e Action Plan for Grievance System Data Entry: 1) revised the procedure to assign a dispute category at the point of
intake instead of at the time of decision and 2) re-trained intake employees to identify and log the dispute category
when the dispute is entered into the Appeals Database. MCP has been fully compliant with the requirement that
appeals/claims disputes are acknowledged within five days of receipt since January 15, 2008.

On May 5, 2008, AHCCCS issued a further sanction for Failure to Comply with Grievance System Requirements in the

amount of $150,000 based on findings from an on-site review conducted in April 2008 regarding inventory levels.

On June 19, 2008, AHCCCS notified MCP that the entire Grievance System sanction would be reduced to $100,000 with
the remaining $350,000 held in abeyance pending performance results for the months August 2007 through January 2008.
AHCCCS waived the remainder of the sanction on the condition that MCP meets certain performance measures for the
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months of August 2008 through January 2009. MCP successfully met or exceeded the performance metrics and the
sanction was reduced to $100,000 in March 2009.

Notice of Action (NOA) Sanction

On April 7, 2008, MCP received a sanction from AHCCCS in the amount of $10,000 for an NOA letter that did not meet
AHCCCS standards. MCP implemented an action plan to monitor and correct, if necessary, NOAs sent to members. This
action plan included the following:

e MCP developed, implemented and staffed a secondary clinical review of all denial letters to facilitate the translation
of medical terminology and language to the AHCCCS-required reading level

e MCP implemented prior authorization process changes:

— Pharmacy Department obtained necessary clinical information at the beginning of the prior authorization (PA)
process as opposed to recommending a denial for lack of documentation and referral to the medical director

— Pharmacy Department must document the clinical decision rationale in sufficient detail, including formulary
alternatives

e  MCP conducted an end-to-end review of current processes in medical management and pharmacy PA mapping each
step of the pharmacy PA process. This end-to-end review included all appropriate actions from initial intake to
generation of denial letter (including processes, policies, procedures, hand-offs, communications, and timeframes).
Functions of this process included the identification of efficiencies, areas of improvement and staff retraining. In May
2008, medical management developed detailed flow charts of the PA processes, which are currently part of training
materials and pharmacy procedures.

— Developed denial letter language training guide in mid-April; staff training conducted on April 28, 2008.

Final Omission, Correctness and Timeliness Error Results for the Acute “A” and “B”
Encounter Data Validation Studies

In 2007 and 2009, AHCCCS completed its review and analysis of professional and facility services reported on Acute “A”
Health Plan and Acute “B” Health Plan medical records, respectively. The review was conducted in connection with
MCP’s management of certain acute care services provided to AHCCCS enrollees during contract year 2004 (review
conducted in 2007) and contract year 2005 (review conducted in 2009), following MCP’s self-reporting of submission
errors. The Acute “A” study examined professional services reported on medical records, comparing them to encounter
data submitted by MCP. The Acute “B” study examined facility services reported on medical records, comparing them to
encounter data submitted by MCP. Three types of data errors were reviewed in both studies; omissions, correctness, and
timeliness.

On November 24, 2009, AHCCCS advised MCP that $15,067 would be withheld from the December capitation payment
and instructed MCP to set aside $42,307 for provider education and training.

MCP amended the encounter corrective action plan to reduce correctness errors for professional services to meet or
exceed CMS standards. The CAP was submitted to and accepted by AHCCCS.

Violation of Grievance System Guidelines Sanction

On January 14, 2010, MCP received a sanction from AHCCCS in the amount of $10,000 for a long term care NOA letter
that did not meet AHCCCS standards. MCP implemented an action plan to monitor, and correct, if necessary, NOAs sent
to members. The action plan included staff education and training regarding NOA letter language. MCP also reviewed
the service approval criteria with clinical staff and medical directors and documented the training.
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Final Aged Pended Encounter Sanctions

Pursuant to its Acute Care contract with AHCCCS, MCP is required to resolve all pended encounters within 120 calendar
days of the processing date. The following sanctions have been imposed since January 1, 2008 in connection with
encounters that were not resolved within the 120-day timeframe. AHCCCS has suspended all monetary sanctions for
aged pended encounters since 2007. We continually work to improve our internal processes (e.g., claims adjudication,
pharmacy, provider file set-up, and enrollment) to resolve pended encounter issues.

Sanction Received Type of Sanction Reporting Period Sanction Amount

Final Aged Pended

September 2009 Encounter Sanction June 2009 $256,930*
Final Aged Pended

January 2010 Encounter Sanction September 2009 $346,740*
Final Aged Pended

March 2010 Encounter Sanction December 2009 $635,010*
Final Aged Pended

June 2010 Encounter Sanction March 2010 $743,920*
Final Aged Pended

August 2010 Encounter Sanction June 2010 $494 560*
Final Aged Pended

December 2010 Encounter Sanction September 2010 $602,285*
Final Aged Pended

March 2011 Encounter Sanction December 2010 $873,785*

*Sanction was suspended by AHCCCS
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Question 7 — Claims

Mercy Care Plan (MCP) through a subcontract arrangement with Schaller Anderson, LLC (Schaller), an Aetna company,
and by virtue of our existing contract with AHCCCS maintains a centralized, HIPAA compliant claims processing and
payment system capable of processing, cost avoiding and paying claims in accordance with A.R.S. §§ 36-2903 and 2904
and AHCCCS Rules R9-22 Article 7. In fact, QNXT ', the cornerstone of our claims adjudication process, was upgraded
to version 3.4 as recently as July 2010 and passed an independent post-migration audit. Future plans include another
upgrade to version 4.8 in anticipation of approaching ICD-10 requirements. This HIPAA compliant, rules-based claims
adjudication system has processed more than 956,500 claims for our ALTCS line of business from March 1, 2010 through
February of 2011 alone. The system is so effective that, for the 10 months ending February 2011, an average of 98.8
percent of claims were finalized within 30 calendar days or less and 99.5 percent within 60 calendar days. Using the Plan-
Do-Study-Act (PDSA) protocols, MCP continues to make process improvements that increase our financial and payment
accuracy. For example during calendar year 2010, audit results have averaged 99.3 percent (financial) and 98.3 percent
(payment) accuracy rates.

Schaller, as part of its management subcontracting agreement, provides full claims administration through a claims
management organization. This organization is led by a local director of claims operations; centralizing claim processing
functions at Schaller allows MCP to take advantage of economies of scale and quality efficiencies Schaller’s claim
processing team adjudicates for over a million Medicaid members. MCP’s Chief Operating Officer (COO) and Vice
President of Health Plan Operations have responsibility and authority over Schaller’s claims performance. The COO
oversees the system’s full compliance with all applicable AHCCCS and federal requirements, maintaining processes that
meet claims processing timelines, maximize cost avoidance and minimize claims recoupment. Our Vice President of
Health Plan Operations and claims director reviews, approves, dates and signs all claims Policies and Procedures (P&Ps)
annually to confirm their agreement with current practices and support continued compliance with applicable AHCCCS
standards and requirements.

Schaller’s claim system runs on a high-speed Local Area Network (LAN) and Wide Area Network (WAN) and cluster of
servers with built in redundancy. This system, including system configuration, provides all necessary computing power,
redundancy, and is scalable to meet both enrollment growth and increases in AHCCCS specifications or requirements.
Schaller is able to add servers to increase performances vertically and our servers are designed to accept increases in
RAM and processing power to grow horizontally. This scalability allows the claims system to match any escalation in
volume associated with enrollment growth while maintaining responsiveness, uptime and performance.

Claims Adjudication

MCP accommodates both electronic and paper claims submission. However, we prefer and actively encourage providers
to take advantage of our HIPAA compliant electronic transaction capabilities. These capabilities include electronic claims
submission (EDI), Electronic Remittance Advice (ERA) distribution, and Electronic Funds Transfer (EFT). In fact, for the
rolling 12 months ending February 2011, an average of 68.8 percent of our ALTCS claims were received through our
HIPAA compliant Electronic Data Interchange (EDI) system. For the month of February 2011, we achieved an improved
rate of 70.4 percent.

For claims that are received in a paper format, the claim is scanned by Future Vision Technologies, a Schaller vendor.
These claim files are then loaded into the QNXT" system for adjudication. Claims received electronically via one of
MCP’s clearinghouse partners are loaded directly into the QNXT system. Once the electronic files are loaded into the
QNXT" system, a daily batch process is run by the IT Department to auto adjudicate 75.5 percent (average contract year
to date) of our ALTCS claims. During the auto adjudication process a series of CCI compliant claims edits are applied
based on QNXT ', ClaimCheck® and iHealth software applications. These applications consistently and uniformly apply
comprehensive edits to automatically pay, pend, or deny each claim.

As a function of the auto adjudication system, QNXT " applies claims adjudication logic to reimburse non-participating
providers at no more than the established AHCCCS Fee-For-Service rate at the time the service was rendered based on the
location of service. This is done by automatically applying AHCCCS’ reimbursement schedules and reference files,
authorization requirements, provider configuration, and processing rules to the claim as part of the adjudication process.

Claims that fail to auto adjudicate, regardless of reason, are automatically pended for manual review. With exception of
those that pend for medical or HCBS review, the manual review is performed by a claims analyst who has experience,
knowledge, and training to effectively review and adjudicate the claim. The claims analyst, using a comprehensive set of
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claim P&Ps, analyzes and resolves the edits in order to adjudicate the claim. The goal is to resolve all clean claims
pended for manual review within 30 days.

Claims pend for medical review due to: 1) outliers, 2) facility authorization mismatch, and 3) reconsiderations based on
additional medical information. These claims are pended to a medical management team under the direction of the VP of
Medical Management for further review. An RN, with appropriate training and expertise, reviews the claim applying our
P&Ps and clinical practice guidelines or similar medical criteria to determine final adjudication status of the claim. A
Medical Director is available to assist the RN if necessary. The goal is to resolve all clean claims pended for manual
review within 30 calendar days.

Claims pend for HCBS review due to: 1) mismatch of HCBS authorizations, 2) member share of cost clarification, and 3)
member room and board clarification. These claims are pended to a specialized HCBS unit, reporting to the VP of Health
Plan Operations for further review. An MCP claims analyst, with appropriate training and experience in both case
management and claims adjudication, applies MCP’s P&Ps to determine final status of the claim. The goal is to resolve
all claims pended for manual review with 30 calendar days.

Claims are set to finalized status if they are auto adjudicated or have had a manual intervention that sets the claim to pay.
MCP then conducts weekly check runs or makes EFT payments to providers that are sent with a remittance advice for all
finalized claims. MCP monitors internal claims reports to make certain claims payment is within AHCCCS timeliness
standards. Additional information on our claims adjudication process can be found in an illustration following our
response.

Coordination of Benefits (COB) and Third Party Liability (TPL)

It is MCP’s standard operating procedure to coordinate benefits with primary insurance or recover payments from other
liable parties before applying Medicaid as a source of payment. As 85 percent of ALTCS members are dually eligible, we
apply claims specific edits to maximize cost avoidance according to ACOM Medicare Cost Sharing policies.

MCP identifies potential COB opportunities through information received from: 1) AHCCCS, 2) Health Management
Systems (HMS), 3) internal staff, including CMs, 4) members, 5) claims, and 6) Explanation of Benefits (EOB). Once
MCP verifies the Other Insurance (OI), we move to the secondary payor position and adjudicate the claim in accordance
with our COB protocols. When a claim is received without an EOB attached and the member’s eligibility record
identifies OI, we deny the claim. MCP’s internal training department provides training to all staff with exposure to claims
and encounters, to identify and report COB and TPL opportunities.

Once Ol is confirmed, the member’s eligibility record is updated. If OI is retroactive, the member’s claims history is
researched by a claims analyst and any funds paid as primary are recovered.

MCP operates a CMS Medicare special needs plan called Mercy Care Advantage (MCA). For members who are dually
eligible and enrolled with MCP and MCA, we auto adjudicate the claim to apply first to the Medicare benefit and then
apply the remainder to the Medicaid benefit.

We refer MCP members who may be eligible for Children’s Rehabilitative Services (CRS) and who also have private
insurance or Medicare coverage to CRS for determination of eligibility for CRS Service. The member benefits profile is
updated as necessary, and their care coordination and payment responsibility handled accordingly.

Our member services COB team, utilizing the AHCCCS protocol, reports verified OI that has not been received via
AHCCCS files to AHCCCS no later than 10 calendar days from the date of discovery. In addition, AHCCCS is notified
of any known change in coverage, including Medicare, via the appropriate technical interface.

For TPL, our standard operating procedure is to “pay and chase”. We contract with Recovery Management Services
(RMS) to recover payment when applicable. Claims that are received with indication of potential TPL opportunities,
based on diagnosis codes, are routed to RMS for recovery. RMS will investigate and pursue recoveries and will return to
MCP any recoveries from other payors or insurers. MCP contracts with Health Management Systems (HMS) to recover
payments that were made by MCP as primary when the member had Ol. The recoveries that HMS pursues on behalf of
MCP are for claims payments that are older than a year. HMS works directly with the identified insurance carrier, not the
provider.

MCP submits, on a quarterly basis, a summary of our cost avoidance/recovery activity as specified in the AHCCCS
Program Integrity Reporting Guide. MCP, applying its standard operating procedures, recovered and avoided over $72
million in calendar year 2010. A flowchart of our TPL/COB process can be found following our response.
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Claims Monitoring and Resolution of Deficiencies

MCP created our Health Plan Operations (HPO) team in April of 2009 to address provider complaints and claims
processing issues. The team, led by our Vice President of Health Plan Operations, is responsible for the approval and
validation of all system changes related to claims adjudication activities. Under the COO’s oversight, the team follows the
Plan-Do-Study-Act (PDSA) model for continuous improvement, identifying opportunities for improvement via: 1)
monthly meetings on clinical edits, 2) weekly cross functional meetings, 3) claim reports that target, track, and trend
claims-related issues, 4) direction and validation of any new system configurations and contracts, 5) regular monitoring of
AHCCCS website for required updates, 6) research and resolution of all provider complaints about claims payment, 7)
issues identified in claim audits, 8) encounter pends and denials, 9) audits of the system benefits by the HPO Department,
and 10) HCBS claims review. The HPO team research all issues identified from the various sources and implement
system changes, provider record changes or claims P&Ps changes and corrective action plans, validating all changes,
evaluating the results, and repeating the process to promote continuous improvement. All issue or corrective action plans
are tracked in a QuickBase database until the issue is resolved. Recent successes include the transition from manual
downstream provider file maintenance to an automated front-end process that downloaded provider files directly from
AHCCCS, resulting in significantly higher claims processing accuracy.

MCP’s provider claims educator supports the HPO team by facilitating the inter-departmental exchange of information
and the external exchange of information between these departments and our providers. We then inform providers of,
among other things, any issue(s) potentially impacting claim adjudication or any opportunities for provider education.

MCP utilizes a suite of tools, including but not limited to, scheduled and ad hoc reports to monitor claim receipts,
automated claims processing, manual claims adjudication, and check and remittance advice production/distribution.
These tools and reports include, but are not limited to:

Pended Claims and Aging Report — the pended and aging claim report allows management to effectively intervene when
and where necessary to improve accurate and timely adjudication of claims. Populated hourly and reviewed daily, the tool
presents claims counts and billed dollars by pend reason and claim age, with drill down capabilities to gather for review
detailed claims information.

In-Process Claim Reports — MCP’s Claims and Health Plan Operations Department each day reviews and monitors the in-
process claims report to allow management to effectively track and manage all claims in process so that needed
interventions may be applied to improve the accuracy and timeliness of claim adjudication.

Claims Payment Processing Reports — This is a set of retrospective claims adjudication reports that are produced and
reviewed weekly to provide claims, health plan operations and finance with data to support reconciliation of claim volume
and adjudicated dollars including information to support the reinsurance process.

Monthly Claims Dashboard —This management tool submitted to AHCCCS is used to identify trends related to critical
claims metrics. The claims dashboard is reviewed monthly by compliance, encounters, health plan operations, and
finance personnel to identify appropriate action plans.

On a daily basis, MCP uses these reports to proactively manage claims workflow. Based on this analysis, health plan
operations takes appropriate action to address any trends that indicate a potential issue such as turnaround times or
inventory levels for aging claims. It is our standard operating procedure to immediately determine a root cause and
develop and implement the appropriate action plan. In the past, these plans have included one or more of the following:
1) system reconfiguration, 2) staff overtime, 3) workload balancing, 4) training of staff and providers, and 5) hiring and
training temporary workers to assist with the reduction of claim inventories. Based on our claims volume, we adjust
hiring to accommodate any increased trends. Additional information on our claims monitoring and resolution of
deficiencies process can be found in an illustration following our response.

Claim Quality Reviews and Claim Audits

We fully audit the work of all new claims analysts, after orientation and training, for at least one month. The audit starts at
100 percent of their work product and decreases to a standard two percent by the fifth week, provided the new claims
analyst continues to meet claims accuracy standards. Finally, we review 16 provider calls per claims inquiry
representative per month, assessing the quality of service interaction and accuracy of information provided. Individual
quality reports are presented to the representative and their supervisor for corrective action (e.g., live call monitoring) if
appropriate.
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MCP’s Claims Audit Department conducts a series of pre-payment audits including: 1) a one percent random sample of
system-adjudicated claims, 2) a two percent random sample of all analyst-adjudicated claims, and 3) 100 percent of all
claims with billed charges over $50,000. When pre-payment errors are discovered during these audits, claims are pended
for analysis and adjusted as required for final adjudication. If an error in adjudication of the claim indicates a system
configuration problem, the issue is routed to health plan operations personnel for further review, analysis, testing, and
correction. If adjudication errors are identified relative to manually adjudicated claims, a review of P&Ps and additional
training is performed. If our audit identifies a provider billing issue, the information is forwarded to provider services
personnel for provider outreach and education as necessary.

To further support quality reviews of claims processing accuracy for acute, HCBS, and Nursing Facility (NF) claims, an
independent (does not report to claims leadership) post-payment audit department is responsible for conducting stratified
random samples and focused audits of paid and denied claims. The purpose of these activities is to audit compliance of

claims adjudication with AHCCCS regulatory requirements, and provider contracts. Audit findings are distributed to the
Health Plan Operations Department for root cause analysis and corrective action.

Per the ACOM Verification of Receipt of Services Policy, MCP surveys a sample of our membership on a quarterly basis
to verify that reimbursed services are, in fact, delivered. Any service authorized but not performed within the allotted
time is flagged for investigation by quality management staff.

Provider Claims Inquiries

Local provider services staff, including a provider services director, two provider services managers, and Provider
Services Representatives (PSRs), to assist providers in resolving problems, respond to provider inquiries, complaints and
educate providers. In addition, the Claims Administration Department has full-time Claims Inquiry and Claims Research
(CICR) representatives to respond to provider questions, status inquiries, and claims payment issues via our claims
inquiry line. The claims inquiry line is staffed from 8:00 a.m. to 5:00 p.m., Monday through Friday (excluding holidays),
and an automated telephone system allows callers to speak with a representative or leave a detailed message regarding
their inquiry. MCP maintains a written claims dispute policy, with additional P&Ps supporting compliance with the
associated provisions in attachment B(2) of this RFP.

A record of any provider inquiry, request, or complaint is maintained within QNXT" s call tracking module. All reported
issues are researched, resolved, or responded to within 10 business days, with response timeliness and resolution
monitored by way of call management tracking reports. Whenever possible, reported issues are resolved immediately.
Issues requiring in-depth research and resolution are submitted to the Health Plan Operations Department. Provider
services personnel also respond to inquiries and requests for claims review received through email, fax transmission, or
mail. Lastly, network providers can access detailed information via MercyOneSource, our secure HIPAA compliant web
portal. An illustration of our provider claim inquiry process can be found below.

A front and back sample of MCPs Remittance Advice can be found following our flowcharts below.
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+MPler°Y Care MercE Care Plan

Cotton Center Blvd, Bldg D

Phoenix, AZ 85040

If you have any questions

please contact the Claims Department at

(602) 263-3000 or (800) 624-3879

_ Remit Date: 03/15/2011
Return Service Requested CORYS “a
Beginning Balance: 0.00 5
3-DIGIT 85D Processed Amount: 384.52 il
199 5.9b87 AF 1.389 Discount/Penalty: 0.00
Net Amount: 384.52
AUTU R o T oy ignuume =N
AclAIcIIIL IN':'IEIiNiLIIMIE]!ICIIIN:I SIPEICIIA S Refund Amoun: 000 -~
20040 N 19TH AVE STE A 2 Amount Recouped: 0.00 %
STE A Amount Paid: 384.52
PHOENIX- AZ 85027-425b .
Ending Balance: 0.00
EFT Reference #:
EFT Amount: 384.52
Bank Account: XXXXXXXXXXX4077
e
TIN:
Benefit Plan: ALTCS General
ACACIA INTERNAL MEDICINE SPECIALISTS
Patient: Patient Acct #: Claim Status: PAID
Member ID: Authorization ID: Claim#:
Date of Birth: . Provider: Refund Amount: 0.00
L Dates of Service Serv | Mod | Rev | FFS/ | Units Billed Disallowed | Allowable | Co-Pay COB Processed | Discount/ Net
0. (From - Thru) Code |Code| Code | CAP Amount Amount Paid Amount Penalty Amount
1 02/21/11 99214 ‘ FFS 1 200.00 0.00 81.90 0.00 0.00 81.90 0.00 81.90,
Claim Totals 200.00 0.00 81.90 0.00 0.00 81.90 0.00 81.90
Patient: Patient Acct #: Claim Status: PAID
Member ID: Authorization ID: Claim#:
Date of Birth: Provider: Refund Amount: 0.00
L Dates of Service Serv | Mod | Rev | FFS/ | Units Billed Disallowed | Allowable | Co-Pay COB Processed | Discount/ Net
B (From - Thru) Code | Code| Code | CAP Amount Amount Paid Amount Penalty Amount
1 01/14/11 99214 FFS 1 200.00 0.00 16.38 0.00 65.52 16.38 0.00 16.38
Claim Totals 200.00 0.00 16.38‘ 0.00 65.52 16.38 0.00 16.38
Code/Description
23 - Payment adjusted because charges have been paid by another payer
Patient: Patient Acct #: Claim Status: PAID
Member ID: Authorization ID: Claim#:
Date of Birth: Provider: Refund Amount: 0.00
L Dates of Service Serv | Mod | Rev | FFS/ | Units Billed Disallowed | Allowable | Co-Pay COB Processed | Discount/ Net
B, (From - Thru) Code | Code| Code | CAP Amount Amount Paid Amount Penalty Amount
1 02/16/11 99214 ‘ FFS 1 200.00 0.00 16.38 0.00 65.52 16.38 0.00 16.38)
Claim Totals 200.00 0.00 16.38 0.00 65.52 16.38 0.00 16.38
Code/Description
23 - Payment adjusted because charges have been paid by another payer
Patient: Patient Acct #: Claim Status: PAID
Member ID: Authorization ID: Claim#:
Date of Birth: Provider: Refund Amount: 0.00
L Dates of Service Serv | Mod | Rev | FFS/ | Units Billed Disallowed | Allowable | Co-Pay COB Processed | Discount/ Net
0. (From - Thru) Code |Code| Code | CAP Amount Amount Paid Amount Penalty Amount
1 02/16/11 99214 ‘ FFS 1 200.00 0.00 16.38 0.00 65.52 16.38 0.00 16.38)
Claim Totals 200.00 0.00 16.38 0.00 65.52 16.38 0.00 16.38
Code/Description

23 - Payment adjusted because charges have been paid by another payer
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Phoenix, AZ 85040

If you have any questions

please contact the Claims Department at
(602) 263-3000 or (800) 624-3879

CORY o
9
o
(=)}
Remit Date: 03/15/2011
ACACIA INTERNAL MEDICINE SPECIALISTS EFT Reference #: =
>
TIN: Benefit Plan: ALTCS General é
m
Patient: Patient Acct #: Claim Status: PAID
Member ID: Authorization ID: Claim#:
Date of Birth: Provider: Refund Amount: 0.00
L Dates of Service Serv | Mod | Rev | FFS/ | Units Billed Disallowed | Allowable | Co-Pay COB Processed | Discount/ Net
B (From - Thru) Code |Code| Code | CAP Amount Amount Paid Amount Penalty Amount
1 02/16/11 99214 | 25 FFS 1 200.00 0.00 16.38 0.00 65.52 16.38 0.00 16.38
02/16/11 13420 FFS 1 10.00 0.00 0.06 0.00 0.23 0.06 0.00 0.06
02/16/11 96372 FFS 1 37.00 0.00 4.00 0.00 15.99 4.00 0.00 4.00,
Claim Totals 247.00 0.00 20.44 0.00 81.74 20.44 0.00 20.44
Code/Description
23 - Payment adjusted because charges have been paid by another payer
Patient: Patient Acct #: Claim Status: PAID
Member ID: Authorization ID: Claim#:
Date of Birth: Provider: Refund Amount: 0.00
L Dates of Service Serv | Mod | Rev | FFS/ | Units Billed Disallowed | Allowable | Co-Pay COB Processed | Discount/ Net
B, (From - Thru) Code |Code| Code | CAP Amount Amount Paid Amount Penalty Amount
1 02/16/11 99214 ‘ FFS 1 200.00 0.00 80.46 0.00 1.44 80.46 0.00 80.46
Claim Totals 200.00 0.00 80.46 0.00 1.44 30.46 0.00 80.46
Code/Description
23 - Payment adjusted because charges have been paid by another payer
Patient: Patient Acct #: Claim Status: PAID
Member ID: Authorization ID: Claim#:
Date of Birth: Provider: Refund Amount: 0.00
L Dates of Service Serv | Mod | Rev | FFS/ | Units Billed Disallowed | Allowable | Co-Pay COB Processed | Discount/ Net
B (From - Thru) Code |Code| Code | CAP Amount Amount Paid Amount Penalty Amount
1 11/18/10 99335 ‘ FFS ‘ 1 180.00 0.00 17.87 0.00 60.02 17.87 0.00 17.87
Claim Totals 180.00 0.00 17.87‘ 0.00 60.02 17.87 0.00 17.87
Patient: Patient Acct #: Claim Status: PAID
Member ID: Authorization ID: Claim#:
Date of Birth: Provider: Refund Amount: 0.00
L Dates of Service Serv | Mod | Rev | FFS/ | Units Billed Disallowed | Allowable | Co-Pay COB Processed | Discount/ Net
0. (From - Thru) Code |Code| Code | CAP Amount Amount Paid Amount Penalty Amount
1 10/28/10 99318 ‘ FFS 1 130.00 0.00 17.58 0.00 57.29 17.58 0.00 17.58)
Claim Totals 130.00 0.00 17.58 0.00 57.29 17.58 0.00 17.58
Patient: Patient Acct #: Claim Status: PAID
Member ID: Authorization ID: Claim#:
Date of Birth: Provider: Refund Amount: 0.00
L Dates of Service Serv | Mod | Rev | FFS/ | Units Billed Disallowed | Allowable | Co-Pay COB Processed | Discount/ Net
B, (From - Thru) Code | Code| Code | CAP Amount Amount Paid Amount Penalty Amount
1 09/23/10 99335 ‘ FFS ‘ 1 180.00 0.00 17.87 0.00 58.85 17.87 0.00 17.87
Claim Totals 180.00 0.00 17.87‘ 0.00 58.85 17.87 0.00 17.87
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If you have any questions

please contact the Claims Department at
(602) 263-3000 or (800) 624-3879

CORY o
9
o
2
Remit Date: 03/15/2011
ACACIA INTERNAL MEDICINE SPECIALISTS EFT Reference #:
o
TIN: Benefit Plan: ALTCS General EN
>
Patient: Patient Acct #: Claim Status: PAID ﬁ
Member ID: Authorization ID: Claim#:
Date of Birth: Provider: _ Refund Amount: 0.00
L Dates of Service Serv | Mod | Rev | FFS/ | Units Billed Disallowed | Allowable | Co-Pay COB Processed | Discount/ Net
N, (From - Thru) Code |Code| Code | CAP Amount Amount Paid Amount Penalty Amount
1 01/06/11 99335 ‘ FFS 1 180.00 0.00 77.89 0.00 0.00 77.89 0.00 77.89
Claim Totals 180.00 0.00 77.89 0.00 0.00 77.89 0.00 77.89
Patient: Patient Acct #: Claim Status: PAID
Member ID: Authorization ID: Claim#:
Date of Birth: Provider: Refund Amount: 0.00
L Dates of Service Serv | Mod | Rev | FFS/ | Units Billed Disallowed | Allowable | Co-Pay COB Processed | Discount/ Net
B, (From - Thru) Code | Code| Code | CAP Amount Amount Paid Amount Penalty Amount
1 02/16/11 99308 ‘ FFS 1 128.00 0.00 11.05 0.00 44.22 11.05 0.00 11.05|
Claim Totals 128.00 0.00 11.05 0.00 44.22 11.05 0.00 11.05
Code/Description
23 - Payment adjusted because charges have been paid by another payer
Patient: Patient Acct #: Claim Status: PAID
Member ID: Authorization ID: Claim#:
Date of Birth: Provider: Refund Amount: 0.00
L Dates of Service Serv | Mod | Rev | FFS/ | Units Billed Disallowed | Allowable | Co-Pay COB Processed | Discount/ Net
N, (From - Thru) Code | Code| Code | CAP Amount Amount Paid Amount Penalty Amount
1 12/08/10 G0180 ‘ FFS 1 104.00 0.00 10.32 0.00 37.94 10.32 0.00 10.32)
Claim Totals 104.00 0.00 10.32 0.00 37.94 10.32 0.00 10.32
Billed Disallowed | Allowable Co-Pay COB Processed | Discount/ Net
Amount Amount Paid Amount Penalty Amount
Remit Totals 2,149.00 0.00 384.52 0.00 538.06 384.52 0.00 384.52
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g +Mercy Care Merev Care Plan If you have any questions
g Pan 4350 % Cotton Center Blvd, Bldg D please contact the Claims Department at
8 Phoenix, AZ 85040 (602) 263-3000 or (800) 624-3879

CO/RY

Remit Date: 03/15/2011
ACACIA INTERNAL MEDICINE SPECIALISTS EFT Reference #:
TIN: Benefit Plan: ALTCS General

Messages

11 OF 33

ENV 199

Mercy Care Plan offers the following resources for additional information and assistance:

(1) Inaccordance with Arizona Administrative Codes (AAC) R9-22-702, R9-28-702 and R9-31-702, "A contractor, subcontractor, or other provider of care or services shall

not charge, submit a claim, demand, or otherwise collect payment from a member or eligible person, or a person acting on behalf of a member or eligible person, for any
covered service except to collect an authorized co-payment or payment for additional services." This means that eligible members cannot be billed for covered services.
Members must not be billed for services that are not paid due to the failure of the provider to comply with Mercy Care Plan authorization or billing requirements."

(2) If you would like to report healthcare fraud related issues, please call the toll-free hotline at 1-800-338-6361 or contact us by email at aetnasiu@aetna.com.

(3) For Claims Inquiry please go to our web site at www.mercycareplan.com_or call (602) 263-3000 or (800) 624-3879 to verify that your claim was processed correctly or

for clarification of information before initiating a claims dispute.

(4) For Claims Resubmission and Reconsideration: Mark at the top of the claim "resubmission" or "reconsideration" and submit:

- Nature of request; Request for Resubmission and Reconsideration
- Member’s name, date of birth, member ID number; MUST be sent to:

- Service/admission date;

- Location of treatment, service, or procedure; Mercy Care Plan

- Documentation supporting request; Attn: Claims R & R

- Copy of claim; and P.O. Box 52089

- Copy of the remittance advice on which the claim was denied or Phoenix, AZ 85072-2089

incorrectly paid.

Please note: You have 12 months from date of service or eligibility posting, whichever is later, to file a resubmission or request for reconsideration
of a claim. If you have any questions please contact Claims Inquiry at (602) 263-3000 or (800) 624-3879.

(5) Claim Disputes:
The provider must follow all applicable laws, policies and contractual requirements when filing a claim dispute. According to the
Arizona Revised Statute, Arizona Administrative Code and AHCCCS guidelines, all claim disputes related to a claim for system covered
services must be filed in writing and received by Mercy Care Plan within twelve months after the date of service, within twelve

months after the date that eligibility is posted or within sixty days after the date of the denial of a timely claim submission, whichever
is later [A.R.S §36-2903.01(B)(4) and A.A.C. R9-34-405(A)].

To expedite the processing of a claim dispute, please include the following information: Claim disputes MUST be sent to:
- Member's name, date of birth, AHCCCS ID number;

- Service/admission dates(s);

- Location of treatment, service or procedure;

- Clinical information and/or medical records/documentations supporting the request;

- Copy of the original claim; and

- Copy of the Mercy Care remittance advice on which the claim denied or incorrectly paid

Mercy Care Plan

Attn: Appeals Department

4350 E. Cotton Center Blvd. Bldg. D
Phoenix, AZ 85040
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Question 8 — Claims

Mercy Care Plan (MCP), an ALTCS contractor for over 10 years, continually looks for opportunities to improve service
to our participating and non-participating providers. MCP accepts and generates HIPAA compliant electronic transactions
from/to any provider interested in and capable of electronic claims submission [i.e. Electronic Data Interchange (EDI)] or
electronic remittance advice (ERA). We also support claims payment via electronic funds transfer (EFT).

As illustrated below, continued promotion of MCP’s EDI and ERA services resulted in a significant increase in EDI
claims submissions between February 2010 and February 2011. EDI claims submissions accounted for 70.4 percent of
total claims submissions between February 2010 and February 2011. In January 2011, MCP’s Provider Services
Department implemented an internal action plan to increase provider education and outreach to improve provider’s
utilization of EFT payment transactions. By February 2011, MCP’s EFT transactions were at 65.3 percent, which exceeds
the AHCCCS minimum standard. The Provider Services Department reports progress on the action plan to the Chief
Operating Officer (COO) on a monthly basis. These reports include modifications needed to the internal action plan to
improve compliance.

Electronic Claims Submission/Payment

75.0%

65.0% |

55.0%

45.0%

35.0% |

25.0% T T T T T T T T T T T
Feb-10 Mar-10 Apr-10 May-10 Jun-10 Jul-10  Aug-10 Sep-10 Oct-10 Nov-10 Dec-10 Jan-11  Feb-11

—— % Electronic Claims ——% Claims Paid via
% El ic Clai % Claims Paid via EFT
Linear (% Claims Paid via EFT)

Linear (% Electronic Claims)

MCP’s promotion of these services will remain a priority throughout the term of this contract, and MCP anticipates
exceeding AHCCCS’ requirements. MCP takes advantage of any provider education or outreach opportunity to inform
providers of the associated benefits and requirements of EDI and EFT transactions. MCP, by 3rd quarter of 2011, will
add a message on provider remittance advices reminding providers of the EFT option and to contact our provider claims
educator if they have any questions regarding the initiation or set up of EDI, ERA, or EFT.

On a quarterly basis, MCP Provider Service Representatives (PSRs) conduct site training for network providers which
may include: 1) initial on-site orientation, 2) follow-up visits with established providers, and 3) focused trainings as
indicated by provider request, performance, complaints, or member grievances. During these face-to-face training
sessions, our PSRs promote the availability of EDI and EFT transactions as part of MCP’s ongoing provider education
and outreach program.

Listed below are some of highlights of the provider EDI, ERA, and EFT discussion points.

Benefits Requirements

EDI | « Accurate submission and immediate e Agreement with an electronic
notification of submission errors from the clearinghouse
EDI clearinghouse e Software to transmit electronic claims

e Faster processing resulting in prompt
payment

e Ability to track claim processing status via
Mercy Care Plan website
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Benefits Requirements

e MCP pays certain EDI transaction fees,
depending on the vendor

EFT| ¢ Automatic deposit of payment e Preferred that the provider be EDI enabled
e Faster receipt of payment e Bank account number
o No paper checks to deposit e A voided check/savings account deposit
e Immediate verification of payment slip

e Signed EFT Authorization Form

ERA| ¢ Electronic file of processed claims from MCP| ¢  Preferred that the be provider be both EDI

e Electronically posts payments to the and EFT enabled
provider’'s practice management system e Ability to accept HIPAA standard 835
e Faster reconciliation of account receivables electronic remit transactions

o Simplified reconciliation process

MCP utilizes informational and educational tools to support our provider initiatives promoting and advancing EDI and
EFT. These tools include:

e Provider Manual — MCP’s provider manual contains information and instructions explaining how providers may
obtain EDI, ERA and EFT services.

e Provider Claim Reference Materials — MCP’s claims reference materials include information about MCP EDI vendors
and contact information

e Provider Newsletters —electronic services transactions remain a standing item in MCP’s provider newsletters.
Continuing throughout the term of this contract, newsletters will focus on the advantages of EDI, ERA and EFT.

e  Website — MCP’s provider website offers other EDI, ERA, and EFT resources such as enrollment forms, vendor
contact information and system requirements,

e In addition to the resources named above, MCP’s EDI vendors offer support to providers that utilize these services,
including technical support, training and tutorials.

The Provider Services Manager reviews EFT and EDI statistics reported on the monthly AHCCCS claims dashboard. The

MCP Finance Department produces a report identifying providers submitting high-volumes of paper claims and high-

dollar provider payments not made via EFT. The Provider Services Manager reviews the Claims Data Summary report to

identify providers for outreach opportunities and outliers or trends with existing EDI/ETF providers. Additional

education and outreach may be initiated if existing EDI/ETF providers fall below submission or payment averages.

MCP submits an annual report to AHCCCS detailing our action plan including measureable goals and actions to increase
EFT and EDI. The report includes an analysis of interventions, identified barriers to goals, and the action/tasks MCP will
implement to achieve and maintain these goals

MCP recognizes some of the unique challenges of the Pima County assisted living homes, facilities, and adult foster care
providers who may not have been previously disposed to EFT or EDI capabilities. Noting that many of these providers
are accustomed to roster billing in Pima County, MCP has entered into a strategic arrangement with GE Healthcare that
will provide them with access to billing software through a web-based portal. MCP and GE will create provider education
that will guide providers through the process of EDI. Our provider service reps will work with these providers on a
regular basis until they have established a sense of familiarity and evidence of proficiency is attained.
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Question 9 — Claims

Mercy Care Plan (MCP) through a subcontract arrangement with Schaller Anderson, LLC (Schaller), an Aetna company,
maintains claims processing activities that include the application of comprehensive clinical and data related edits
supporting the efficient, effective adjudication of claims. QNXT ', our core claims adjudication application has data
related edits configured within its software and is supplemented by two clinical claims editing solutions. The first of the
two clinical claims editing solutions, iHealth Technologies’ (iHT) Integrated Claims Management Services (ICM
Services), applies select payment policies from one of the industry’s most comprehensive correct coding and Medical
Policy content libraries. The second, McKesson’s ClaimCheck”, expands upon those capabilities by enabling our claims
management team to define and combine specific claims data criteria, such as provider or diagnosis, to set up unique edits
that deliver enhanced auditing power.

The three applications utilize historic and “new day” claims information to detect questionable billing practices, such as
new patient billing codes submitted by the same provider for the same member within a six month period. These
applications also assist in identifying fraudulent and abusive billing patterns by generating reports that indicate trending
and outliers of provider billing behavior. Inbound claims are initially checked for items such as member eligibility,
covered services, excessive or unusual services for gender or age (e.g. “medically unlikely”), duplication of services, prior
authorization, invalid procedure codes, and duplicate claims. Claims billed in excess of $50,000 are automatically pended
for review, as are any requiring additional documentation (e.g. medical records) in order to determine the appropriateness
of the service provided. Professional claims (HCFA 1500s) that reach an adjudicated status of “Pay” are automatically
reviewed against nationally recognized standards such as the Correct Coding Initiative (CCI), medical policy requirements
[e.g., American Medical Association (AMA)], and maximum unit requirements supplied by AHCCCS, with
recommendations applied during an automatic re-adjudication process. Other methodologies utilized throughout the auto-
adjudication process include, but are not limited to, Multiple Surgical Reductions and Global Day E & M Bundling.

QNXT" Data Edits

QNXT"" has over 400 business rules that MCP configures to support enforcement of our claims Policies and Procedures
(P&Ps). The application of specific conditions, restrictions, and validation criteria promote the accuracy of claim
processing against AHCCCS standards. The edits can result in claims pending or denying depending on the editing logic.
For example, if the member is not eligible on the date of service, QNXT  will automatically deny the claim. In the event
that the category of service of the provider of record does not match the procedure code billed the claim will pend for
manual review to validate accuracy of provider set-up.

Examples of data edits specific to QNXT ' include the following:

Benefits Package Variations

QNXT"" automatically analyzes CPT, REV, and HCPC codes to determine whether specific services are covered under
the contract or benefit rules. If services are not covered, the system will automatically deny the respective claim line. The
claim line will deny with the appropriate HIPAA remittance remark on the EOB.

Data Accuracy

QNXT" is continually updated based on the most current code sets available (HCPCS, REV, CPT codes) by year. As
new codes are added, terminated, or changed, we update the codes in QNXT ' so the system is always in compliance with
HIPAA standards. If a network provider bills a code that has been terminated, QNXT  will deny the claim line and advise
the provider the code is invalid via remittance advice.

Adherence to Prior Authorization Requirements

QNXT" is configured to enforce the supporting documentation requirements of certain services. In addition, QNXT  has
the ability to configure Prior Authorization (PA) by code, provider type, and place of service. QNXT " is configured to
automatically identify certain types of authorizations for medical director review. Claim edit rules are set to validate the
claim against the network provider, member, dates of service, services rendered, and units authorized.

Provider Qualifications

QNXT" provider files are configured by specialty and category of service. This allows for the enforcement of categories
of service and provider type on claims validation. Certain procedures can only be performed by select network provider
types. For example, QNXT" will not permit the processing of a claim for in-office heart surgery by a podiatrist. iHealth
lends additional support in this regard, reviewing any claim line set to “Pay” for billing appropriateness by specialty.
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QNXT" checks other provider-specific items as well, verifying, for example, that each provider has obtained the requisite
National Provider Identifier (NPI) or its equivalent and included the identifier on all claims submissions.

Member Eligibility and Enrollment

QNXT"" validates the date of service against the member’s enrollment segment to determine if the member was eligible
on the date of service. If the member was not eligible on the date of service, the system will automatically deny the claim
using the appropriate HIPAA approved remittance comment.

Duplicate Billing Logic

QNXT"" uses a robust set of edits to determine duplication of services. Examples are same member, same date, same
network provider, same service, or any combination of these criteria. In addition, claim lines set to “Pay” are subjected to
iHealth’s duplicate logic. This logic protects against MCP paying for services rendered by the same physician or other
physicians within the same provider group

ClaimCheck® Edits

ClaimCheck® is a comprehensive code auditing solution that supports QNXT by applying expert industry edits from a
provider recognized knowledge base to analyze claims for accuracy and consistency with MCP’s P&Ps. ClaimCheck®
clinical editing software identifies coding errors in the following categories:

e Procedure unbundling

e Mutually exclusive procedures

e Incidental procedures

e Medical visits, same date of service

e Bilateral and duplicate procedures

e Pre and Post-operative care

e Assistant Surgeon

e Modifier Auditing

e Medically Unlikely

MCP offers network providers access to Clear Claim Connection®, a provider reference tool that helps providers optimize
their claims submission accuracy. Currently there are 2300 provider groups registered to use this web-based tool that
providers can use to understand MCP’s clinical editing logic. This allows them to better understand the rules and clinical
rationale affecting adjudication. Providers access Clear Claim Connection® through MCP’s web portal via secure login.
Various coding combinations can then be entered to determine why, for example, a particular coding combination resulted

in a denial. The provider may also review coding combinations prior to claim submission, to determine if applicable
auditing rules and clinical rationale will deny the claim before it is submitted.

iHealth Edits
iHealth clinically edits claims to assist MCP to promote the proper and fair payment of professional DME and outpatient
claims.

Coding Accuracy

If the services are up-coded, or unbundled, iHealth will alert the Claims Department to deny the claim line along with the
specific clinical editing policy justification for the denial. The claim line will deny with the appropriate HIPAA remittance
remark on the Explanation of Benefits (EOB).

Duplicate Billing Logic
In addition, claim lines set to “Pay” are subjected to iHealth’s duplicate logic. This logic protects against MCP paying for
services rendered by the same physician or other physicians within the same provider group

Durable Medical Equipment (DME) Editing

iHealth Technologies’ (fHT) performs edits related to select DME payment policies that align with ALTCS covered
service policies. These DME edits include but are not limited to; DME rentals, oxygen and oxygen systems, hospital beds
and accessories, external infusion pumps and anatomic/functional modifiers required for DME services.

Procedure Code Guidelines - iHealth
MCP follows the AMA CPT-4 Book and CMS HCPCS Book, which both provide instructions regarding code usage. iHT
has developed these guidelines into edits. For example, if a vaccine administration code is billed without the correct
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vaccine/toxoid codes, MCP would then deny the code as inappropriate coding based on industry standards. According to
the AMA CPT Book, this vaccination must be reported in addition to the vaccine and toxoid code(s).

Procedure Code Definition Policies - iHealth

iHT supports correct coding based on the definition or nature of a procedure code or combination of procedure codes.
These editing policies will either bundle or re-code procedures based on the appropriateness of the code selection. For
example, if a provider attempts to unbundle procedures, iHT will apply editing logic that will bundle all of the procedures
billed into the most appropriate code. For example, if a provider bills an office visit and also bills separately for heart
monitoring with a stethoscope at the same visit, iHT will rebundle the service into the appropriate E&M or office code.

Fraud & Abuse

MCP’s Fraud and Abuse Department, under the direction of the VP of Health Plan Operations, utilizes claims payment
tracking and trending reports, claims edits, audits and provider billing patterns as indicators of potential fraud and abuse.
The Fraud and Abuse Department uses this information to detect aberrant provider billing behavior, prompting additional
analysis and investigation. MCP fraud and abuse personnel work in conjunction with MCP’s Provider Services and
Compliance Departments to address the questionable behavior(s) through provider education and outreach. If MCP
discovers, or becomes aware, that an incident of potential/suspected fraud and abuse has occurred, internal P&Ps mandate
that we report the incident to AHCCCS within 10 business days of discovery by completing and submitting the
confidential AHCCCS Referral for Preliminary Investigation form.

Claims Education

MCP’s provider claims educator works to educate contracted and non-contracted providers on appropriate claims
submission requirements, coding updates and available resources, such as provider manuals, websites, fee schedules, etc.
In addition, the provider claims educator will participate in an AHCCCS workgroup tasked with developing uniform
guidelines for standardizing hospital outpatient and outpatient provider claim requirements, sharing information with
providers accordingly.

Claims Editing Results
In calendar year 2010, due to our robust and comprehensive claims editing programs, MCP cost avoided/recovered in
excess of seventeen million dollars related to the ALTCS program.
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Question 10 — Encounters

Mercy Care Plan’s (MCP) proprietary Encounter Management System (EMS) provides for the accurate, timely and
complete submission of encounter data —including all billed, paid and denied units and charges, as well as the National
Provider Identifier (NPI) — to AHCCCS in HIPAA compliant 837(I/P) format. Developed with the functionality to
manage encounter data across the encounter submission continuum — including preparation, review, verification,
certification, submission, and reporting — the system consolidates required claims data from multiple sources (e.g.
QNXT" and our Pharmacy Benefits Manager) for all services (including those in the prior period) for which MCP
incurred a financial liability, as well as claims for services eligible for processing where no financial liability was
incurred. Comprehensive, coordinated edits and workflow management tools, including those described below, then
identify and address potential data issues at the earliest opportunity. Our collaboration with AHCCCS’ encounter
processing unit contributed to the successful acceptance of over 99 percent of all submitted encounters in calendar year
2010, as shown in the table below.

EncounterProcessing Percentages (CY2010)

100%
99%
98%
97%
96%
95%
94%
93%
92%
91%
90%

Professional Institutional Dental Pharmacy
B Accepted ORejected

Completeness, Timeliness and Accuracy

Claims Processing: Our core claims and eligibility processing system, QNXT ', uses a series of active claim edits to
determine whether select claim fields contain required values and denies, completely or in part, claims submitted with
missing or invalid information. The provider must then resubmit the claim with complete, valid information to receive
payment. To better support improved processing, completeness, and accuracy, MCP reconciles our member files with
AHCCCS’ monthly 834 transaction and then resumes posting daily 834 transactions, reporting any discrepancies to
AHCCCS’ Member File Integrity Services Unit.

Encounter Staging Area: Upon successful adjudication and payment within QNXT", claims are exported to EMS’
encounter staging area, a quality control measure utilizing intermediate data tables wherein the receipt of all QNXT"
claims data is verified by way of a transfer validation report reconciling the paid claim counts in QNXT' to those within
EMS. Valid claims data is then loaded into EMS, while encounter management staff research, track, and report any
discrepancies to resolution.

EMS Scrub Edits: Encounter management staff design and apply custom, AHCCCS-specific edit profiles to encounter
data within EMS — aligning our internal encounter edit configuration with AHCCCS’ encounter edit configuration —
thereby improving encounter acceptance rates, as data unlikely to pass AHCCCS edits are pended or rejected until the
underlying issue can be identified and resolved.

Encounter Tracking Reports: Encounter management staff utilizes a suite of encounter management reports to monitor,
identify, track, and resolve issues concerning encounter data at any point in the submission process. These reports, in
allowing us to monitor the status of each encounter within EMS by, for example, claim adjudication date and date of
service, provide for the accurate, timely and complete submission of encounter data to AHCCCS, as required, ensuring
that encounter data arrives no later than 200 days after the end of the month in which the service was rendered or the
effective date of enrollment with MCP, whichever is later, and pharmacy related encounter data no later than 30 calendar
days after the end of the quarter in which the pharmaceutical item was dispensed.

Encounter Aging Reports: These reports, in providing the aging and status of any encounter in process, allow encounter
management staff to prioritize their efforts, further supporting the accurate, timely, and complete submission of encounter
data.
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Review & Verification: As part of our continuous process improvement activities and compliance procedures, MCP
periodically conducts chart audits, comparing providers’ medical records to claims data in order to verify that there are no
discrepancies between the service codes, number of units, and diagnosis codes documented in the medical record and the
claims data. MCP cooperates with AHCCCS’ annual encounter validation studies by coordinating the collection of
member medical records from providers for AHCCCS.

Certification: MCP includes, with any encounter submission, a signed certification attesting that the services listed were
actually rendered [42 CFR 455.1(a)(2)]. Encounters are submitted to AHCCCS, in the format prescribed by AHCCCS.

Submission: HIPAA-compliant encounter files are created according to AHCCCS’ submission requirements and
schedule.

Encounter Error and Acceptance Reports: Generated upon receipt of AHCCCS’ response files (277, 277U, NCPDP),
these include the age and description of submission errors and provide the information necessary for encounter
management staff to promptly identify, track and resolve encounter errors. Should a claim require re-adjudication as the
result of an encounter error, it is resubmitted to QNXT" for processing, and an adjusted claim imported to the EMS for
resubmission to AHCCCS in accordance with encounter correction protocol. EMS then generates, as required, the
appropriate void, replacement and/or corrected records. If re-adjudication is unnecessary, the encounter management unit
will perform the corrections necessary to allow resubmission of the associated encounter per protocol.

Reporting: MCP’s reporting process complies with AHCCCS’ requirements regarding reports, report content and
frequency of submission, with Policies and Procedures (P&Ps) providing for AHCCCS’ receipt of any deliverable (e.g.
“Corrected Pended Encounter Data”, “New Day Encounters”, Medical Records for Data Validation™) by 5:00 PM on or
before the due date indicated or, should the due date fall on a weekend, State mandatory furlough day, or a State Holiday,
5:00 PM the next business day.

Reinsurance Eligibility/Aging Reports: To maximize utilization of AHCCCS’ reinsurance program, MCP’s Finance
Department manages a separate, though closely coordinated process, wherein dedicated reinsurance staff runs a monthly
query against QNXT " to identify, given predetermined thresholds, claims eligible for reinsurance. These claims are then
compared to EMS to isolate pended or denied encounters less than three months from the respective Prepaid Medicaid
Management Information System (PMMIS) adjudication deadline, allowing reinsurance staff to prioritize and work them
accordingly. Encounters for any claims recouped in full are voided, with replacement encounters submitted in the case of
any recoupment/adjustment resulting in reduced/increased claim value. Training and P&Ps address the specific nuances
associated with the four types of reinsurance cases.

Remediation Strategies

MCP’s Health Plan Operations (HPO) team, under the direction of VP of HPO and supported by two encounter specialists
who research each pend or denial edit from AHCCCS. The team employs diverse strategies to track related issues to their
point of origin; utilizing continuous improvement methodologies (e.g. PDSA) to identify — through root cause analysis —
assess, remediate, and control sources of error:

Manual Adjudication: Standard operating procedures employ aggressive measures for addressing claims analyst error
with regard to procedural, payment, or financial accuracy. These include documented coaching, Performance
Improvement Plans and, if need be, further corrective action up to termination. In the instance a manual adjudication error
is traced to a claims procedure, a Claims Training Update (CTU) is distributed to claims analysts to prevent further errors
and procedures and training materials are updated as necessary.

Auto Adjudication: The HPO team reviews all encounter edits, pends, and denials in relation to the QNXT ' system set-
up for member enrollment, benefits, edits, provider set-up, and reference files to validate correct application to all
submitted claims processing in QNXT . Impacted claims in process are pended and adjusted if need be, and manual
workarounds adopted as necessary in QNXT ' until the issue is resolved.

Provider Education: HPO identifies opportunities for targeted provider education with regard to specific errors related to
unacceptable claim and billing practices. Based upon the specific errors identified, HPO works with provider services
personnel to complete outreach, education, and training to providers. HPO and provider services concentrate on reducing
the frequency of providers that have a history of submitting incomplete, inaccurate, or untimely claims for additional
training and support.

Encounter Workgroup: HPO leads a cross-functional group comprised of system configuration specialists, Provider
Claim Educator, and personnel from: 1) IT; 2) claims; 3) compliance; 4) encounters; 5) provider data management; and 6)
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provider services. This workgroup meets weekly to address any issues with resolving pends, denials, improve workflows,
and address any open encounter system issues.

Collaboration: MCP personnel attend a monthly meeting wherein encounter management, claims, compliance, finance,
and HPO personnel collaborate with AHCCCS’ staff on resolving pended encounter issues.

Examples of the HPO team’s success in this regard include:

e Recognizing that the manual input and maintenance of provider data poses an unnecessary risk to the accuracy of
provider information, MCP implemented an automated front-end process, downloading provider reference files from
AHCCCS every two weeks, then editing against them to mitigate associated downstream errors.

e When the improper configuration of edits related to “age” and “maximum units available” was identified as a source
of error, the edits were reconfigured, and the process by which they are maintained was modified to utilize AHCCCS
reference files.

The HPO team monitors all claim audit findings and Claim Dashboard results, approve, and validate all system changes

(e.g. reference file updates, fee schedule updates and benefit changes). This team is also responsible for post-production

validation of all claim processing related projects and system change activities.

Flowcharts illustrating MCP’s encounter submissions process can be found on the following pages.
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Question 11 — Information Services

Mercy Care Plan (MCP), through a subcontract arrangement with Schaller Anderson, LLC (Schaller), an Aetna company,
has over 10 years’ experience supporting the ALTCS line of business. Today, our information system collects, stores,
integrates, analyzes, validates, and reports data on over 8,800 ALTCS members, assimilating the member and provider
information, case management, service provision, claims and reimbursement data necessary to support the associated
financial, medical and operational management. Our Information Technology (IT) team, led by a Vice President of
Technology Support with over 15 years’ experience, includes 66 experienced, Phoenix-based FTEs. Together, they
coordinate and perform key functions, including system architecture and operations design, application development,
software engineering, quality assurance and Electronic Data Interchange (EDI) support, necessary to support over one
million Medicaid members across health plans spanning 10 states.

IT staff work closely with MCP’s Health Plan Operations Department (HPO), a team of performance improvement
specialists dedicated to providing for the optimal alignment of MCP operations with ALTCS’ objectives. Led by our Vice
President (VP) of Health Plan Operations, HPO works closely with AHCCCS representatives, health plan leadership, IT
staff and other stakeholders to continuously improve the quality and responsiveness of health plan services for members
and providers alike. The department monitors and evaluates the cross-functional flow of data between case, quality,
utilization management, provider, and member services departments to identify and implement improvements supporting
timely access to the accurate information necessary to address the unique needs of ALTCS members. One of the
department’s primary goals is to identify and operationalize opportunities whereby data/information can strengthen and
improve the relationship between CMs, members, and Primary Care Providers (PCPs). This includes assisting in the
evaluation of new technologies and new uses of existing technology.

IT management works with HPO staff to develop and maintain written policies, procedures, and job descriptions
necessary to “lock in” system and operational improvements. Annual reviews then verify policy and procedures’ (P&Ps)
continued agreement with current practices. If MCP leadership ever desires to move any Arizona-based IT function(s)
outside the State of Arizona, we will first obtain AHCCCS’ approval, submitting a request to the Division of Health Care
Management, no fewer than 60 days prior to the proposed change, detailing the proposed change(s) and the processes
providing for their efficient and effective implementation.

Schaller has engaged KPMG since 2000 to perform SAS 70 audits, including Operating Effectiveness for Claims
Processing Controls and Related General Computer Controls. All audit reports have reflected unbiased opinions.

Technical Interfaces

The design goal for MCP’s information system is to use powerful, reliable, and expandable data processing systems. The
foundation of this platform is a redundant, high speed Local Area Network (LAN) and Wide Area Network (WAN) and
clusters of servers with built-in redundancy. This approach provided 100 percent uptime for all core business systems in
2010. Schaller’s network infrastructure consists entirely of Cisco routers, switches, and firewalls. Cisco standardization
provides maximum latitude in equipment configurations. Cisco routers support our MPLS network, external traffic to the
Internet, and connections to other private networks. Core business applications run on a cluster of Hewlett Packard
ProLiant DL 380/580 servers. Each server is equipped with a minimum of two dual-core Intel processors and 4GB of
RAM. Applications loaded on the server pool access data from high-end database servers. These 64-bit, Itanium class
database servers attach to EMC and HP storage arrays via Brocade switches. This server configuration provides all
necessary computing power, redundancy and is scalable to meet both enrollment growth and an increase in requirements.
MCP is able to add servers to the cluster to increase performance vertically, and servers can accept increases in RAM and
processing power to grow horizontally. This scalability allows systems to match any escalation in demand associated with
AHCCCS’/MCP’s performance requirements, while at the same time maintaining system uptime and performance.
Network traffic and users accesses to the core application are load balanced by f5 Global Load Balancing services. MCP’s
member services call center runs on a Schaller supplied Avaya S8500 IP switch, which maintains 20 percent extra
capacity to cover any spikes and growth spurts.

The information systems designed and implemented over the course of Schaller’s’ 20 year relationship with AHCCCS
reflect the specific needs of Arizona’s medically vulnerable populations, with each component contributing its part
towards the achievement of ALTCS’ Guiding Principles.

Schaller’s information system currently supports AHCCCS’ required technical interfaces and complies with all applicable
requirements of the Health Insurance Portability and Accountability Act (HIPAA) as well as the procedures, policies,
rules and statutes in effect during the term of our contract. Each data transmission is accompanied by MCP’s assigned
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security code, thereby enhancing data security, and system processes provide for the immediate identification of any data
inconsistencies, allowing for their prompt resolution.

Hardware

When Schaller designed the information systems for MCP and its affiliates, the goal was to use powerful, reliable and
expandable data processing systems to serve the needs of MCP and its affiliates’ members now and far into the future.
High speed LAN and WAN, in addition to clusters of servers, provide the foundation for our information system, and
multiple levels of redundancy support uninterrupted access. Should one server node go down, others temporarily assume
its processing burden such that the event is virtually imperceptible to the end user. In fact, this methodology provided
99.99 percent uptime for all core business systems in 2010.

In addition, servers can be added to the cluster to increase performance vertically, and servers can accept increases in
RAM and processing power to grow horizontally — all without ever bringing the applications down. Such scalability will
allow our systems to match any escalation in demand associated with AHCCCS’s performance requirements while at the
same time maintaining system uptime and performance.

Data Communications Hardware

Schaller’s network infrastructure consists entirely of Cisco routers, switches and firewalls, providing 99.99 percent uptime
on the network for 2010. Standardizing on Cisco has provided maximum latitude in equipment configurations. Cisco was
chosen because it provides the most reliable hardware in the industry, with worldwide ‘follow-the-sun’ technical support.
Cisco routers support the MPLS network, external traffic to the Internet, and connections to other private networks.

Application Server Hardware

Schaller’s core business applications run on a cluster of Hewlett Packard ProLiant DL 380/580 BL 460 servers. Each
server is equipped with a minimum of two dual-core Intel processors and 4GB of RAM. All of the systems of Schaller’s
Medicaid affiliates that run on this cluster achieved 99.99 percent or better uptime in 2010. These servers utilize f5
Global Load Balancing services for load balancing network traffic and for user access to the core business applications.
Applications loaded on this server pool access data from high-end database servers. These 64-bit, [tanium class servers
attach to EMC, Hitachi HDS and HP EV A storage arrays via Brocade switches. This server configuration provides all
necessary computing power, redundancy and can be scaled dynamically to meet growing requirements.

Telecommunications Hardware

Schaller chose the industry leading systems from Avaya to build an enterprise level telecommunications system. The
corporate office runs an Avaya Communications Manager Platform, which maintains extra capacity to cover any
unforeseen spikes and growth spurts, handling up to 375,000 calls in an hour if necessary. This server is one part of a
cluster of Avaya PBXs that provide virtually unlimited growth potential. Data can be shared between servers through
distributed IP support, allowing real-time backup of data to the hot-site and dynamic distribution of calls if needed. They
are managed 24 hours a day by Aetna telecommunications staff with multiple levels of redundancy to maintain uptime. In
fact, it would take four separate points of failure throughout the nation to bring the system down, and even an agent could
securely configure the PBX to allow a WAH strategy, allowing phone connectivity remotely. This provides members and
providers with a virtually fail-safe means to reach MCP whenever necessary.

Software

QNXT"" - At the core of Schaller’s application architecture is QNXT ", a rules-based information processing system
comprising 28 integrated modules that maintain the following:

e C(Claims data, including associated adjudication, COB and TPL processes

e Demographic, eligibility and enrollment data, including prior coverage

e Provider contract configuration, including network and services

e EDI processes

e  (QM/UM including, but not limited to Prior Authorizations and concurrent reviews

QNXT ' leverages Microsoft’s .NET architecture, providing for flexible, scalable, and seamless systems integration. In
addition, the system’s foundational database is Microsoft’s SQL Server, permitting a wide variety of applications to
analyze the data, display results, and print standardized and customized reports.

The cornerstone of Schaller’s claims adjudication process, QNXT  accepts — via the supporting technical interfaces —
AHCCCS’ Daily Enrollment and Manual Payment Transaction files’, and then updates our member records accordingly.
Automated processes reconcile QNXT s resident member files with AHCCCS’ monthly update recording the results for
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AHCCCS’ review should it be necessary. MCP’s enrollment team then validates the data for accuracy, auditing relevant
files and reviewing any resultant fallout reports. Should the process bring any errors to light, enrollment personnel
promptly notify AHCCCS’ Information Services Division and work the issue to resolution. Enrollment staff then resume
posting of daily updates, beginning with the last two days of the month.

QNXT" uses weekly downloads of provider data from AHCCCS’ secure FTP server to update MCP’s provider files.
Enrollment staff then use unassigned enrollment reports to verify each member’s assignment to an individual PCP, our
PCP assignment file is as current and complete as possible. System queries identify new enrollments and generate
welcome letters accordingly. These are added to new member welcome packets, which are delivered by members’
assigned Case Manager (CM). Updated date-sensitive PCP assignment information is available to AHCCCS in electronic
format upon request.

QNXT"" supports automation of routing processes, thus introducing improved efficiencies and accuracy to the
adjudication process. For example, three-tier logic matches claims and authorizations based on criteria such as member,
provider, service code, and dates of service. The system automatically deducts claimed services from authorized units,
thus reducing the need for manual affiliation by claims analysts.

Several applications compliment QNXT s claims processing functionality. The first, iHealth, enforces select payment
policies from one of the industry’s most comprehensive correct coding and medical policy content libraries. The second,
McKesson’s ClaimCheck”, expands upon those capabilities by allowing claims leadership to define and combine specific
claims data criteria, such as provider or diagnosis, to set up unique edits that deliver enhanced auditing power. Finally,
Medical Data Express’ (MDE) Outpatient Facility Services Pricer supports the pricing and correction of outpatient
hospital claims.

As the steward of our members’ demographic, capitation, PCP, and eligibility and enrollment data, QNXT " serves as the
primary source of data for multiple applications, including CaseTrakker , our principal member and medical management
application, VisionPro and EMS. Our systems data flow, provided at the end of this section, illustrates how the exchange
of data between these systems, and throughout our organization, addresses the needs of our ALTCS members.

CaseTrakker — MCP’s primary case management application, CaseTrakker™ supports case management (CM)
activities including but not limited to case management assignment, assessment, care planning, service coordination and
document management. We take advantage of the application’s ability to enforce preconfigured workflow rules to prompt
predefined event-driven actions, thereby supporting compliance with associated standards. The application uses branched
logic to display context sensitive information, such as assessment deadlines, service coordination notes and service
accessibility data, thereby supporting more effective case management. Upon login, a summary screen presents CMs with
a color-coded overview of their assigned caseload, assessment due dates and associated tasks. An automated escalation
process alerts CMs and supervisors of upcoming and overdue assessments, and audit reports support case management
staff’s compliance with ALTCS standards. MCP leverages CaseTrakker s capabilities to expedite and/or automate many
Long Term Care (LTC) processes including, but not limited to, the following:

Client Assessment and Tracking System (CATS) Data Transfer: Automated processes provide for the electronic
submission of complete, correct and timely (within 14 days) data related to CM changes, assessment completion dates,
behavioral health code changes, placement history and cost effectiveness studies to the AHCCCS CATS.

Case Management Reporting: CaseTrakker s relational database structure and flexible report design capabilities support
creation of unique reports promoting continued compliance with ALTCS standards. MCP’s LTC Department maintains a
suite of over 80 reports within CaseTrakker  for ready access by LTC staff. Examples include case weight, placement,
service authorization, assessment, and Cost Effectiveness Study (CES) compliance data. The application’s ease of use
permits authorized users to create their ad hoc reports as well.

Performance Improvement Project (PIP) Support: CaseTrakker  supports MCP’s QM Program through the production
of reports addressing our strategies for continued performance improvement, providing for the ongoing measurement of
our efforts to achieve significant, sustained improvement in the areas of clinical and non-clinical care. Automated reports
regularly compare quality of care standards to claims data to identify any related trends within our service delivery system
or provider network, allowing us to implement systemic interventions for quality improvement. This information is also
shared with the State using approved formats. Examples of performance initiatives supported by CaseTrakker  include
Influenza Vaccinations, Diabetes measures (HbAlc, Lipids, Retinal Eye Exam) and Initiation of HCBS Initiation of
Services within 30 calendar days.
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VisionPro — A credentialing application, VisionPro houses provider data, including demographics, licensure, board
certifications, sanctions, privileges and malpractice information.

Encounter Management System — EMS, a proprietary Schaller system, warehouses claims data, formats encounter data
to AHCCCS requirements and processes CMS1500, UB04 (or UB92), dental, and pharmacy claims. Current coding
protocols (e.g., standard CMS procedure or service codes, such as ICD-9, CPT-4, HCPCS-I, II) are kept on file as well.
The system uses State provider and medical coding information — in conjunction with claims data culled from QNXT s
data tables — to produce reports for the purposes of tracking, trending, reporting process improvement and monitoring
submissions of encounters and encounter revisions. Health Plan Operations personnel, in conjunction with provider
relations personnel, support AHCCCS encounter validation studies by submitting requested data within 90 days.

Predictive Modeling — Schaller’s predictive modeling tool assimilates information from a variety of sources, including
the Actuarial Services Data Base (ASDB) described below, and transforms it into a series of markers measuring both risk
and opportunity. It then scores these markers and assigns a rank to every member, reflecting both the level of risk and
potential opportunity for improvement, thereby helping CMs provide the appropriate level of care coordination. In
addition to its risk algorithms, the application identifies members who meet specific rules-based criteria for individual
treatment interventions.

ActiveHealth Care Engine — MCP maintains an advantage in the integrated care coordination of our ALTCS members as
a result of our affiliate ActiveHealth’s CareEngine” System — a claims-based clinical support system combined with an
automatic message generator called Care Considerations. The system integrates medical and pharmacy claims data and
lab results within member-centered records that are then compared to over 1,500 evidence-based clinical rules and related
algorithms developed by ActiveHealth’s team of board certified physicians and pharmacists. It then identifies member-
specific opportunities to optimize care and communicates evidence-based treatment recommendations — “Care
Considerations” — to providers. At the same time, the system generates “Wellness Considerations” for members:
communiqués focusing on prevention and wellness issues such as childhood immunizations, breast cancer screening, and
disease appropriate screening and vaccinations.

Grievance and Appeals Database — Schaller maintains an internal, proprietary application that supports the Grievance
and Appeals process by tracking member and provider issues from inception to resolution. This affords us the means to
address not only issues affecting individual member and provider satisfaction, but potential trends in the delivery system
as a whole, permitting health plan staff to take prompt, corrective steps to minimizing risks to performance standards.

Alchemy — Schaller’s document management solution, Alchemy supports the capture, management, and archiving of
scanned documents, such as paper claims, and other electronic image files through their entire lifecycle, providing
enhanced security, improved access and greater indexing flexibility.

www.mercycareplan.com — Schaller maintains a public website for MCP that complies with all requirements stipulated
in ACOM’s Member (404) and Provider (416) Information Policies, with separate web pages providing static information
tailored to ALTCS members’ and providers’ respective needs. Members and providers wishing to take advantage of
MCP’s secure web capabilities are provided a link to the MercyOneSource web portal, described below.

MercyOneSource — MercyOneSource is a secure HIPAA-compliant web portal for MCP’s members and providers.
Designed to foster open communication and facilitate access to a variety of data in a multitude of ways, this secure, ASP-
based application synchronizes data on a daily basis with QNXT' through data extract and load processes, allowing
members to check eligibility status, review benefits and prior authorization status, and send secure emails to MCP’s
member services staff. Providers are afforded additional functionalities, including:

e Member eligibility verification

e Panel roster review Mgrcyonsil%gtf’s Web-bas:.'d
. . ap an ogs suppo

*  Scarchable provider list continued compliance with

e  (laim status search provider network

e Remittance advice search requirements.

e  Submit authorizations

e Search authorizations

We configure the portal to provide HEDIS® scorecard data, as well as alerts indicating when a member is due or past due
for a HEDIS®-related service (e.g., well-child check-up, need for asthma controller medication, immunizations). This

RFP No. YH12-0001 116



Mercy Care
+ Plan

information is integrated within the application’s provider panels/rosters. If a member is due or past due for a service, a
“flag” appears next to the member’s name, which, when clicked, permits providers to view a description of the needed
service(s).

MercyOneSource has been instrumental in MCP’s compliance with Ball v Betlach, as it affords providers secure, ready
access to an online version of the AHCCCS Gap Log, wherein they can securely, discretely report gaps in critical
services. The web portal avails providers access to an online version of the Non-Provision of Services (NPS) Log as well,
providing for the prompt reporting of non-provision of critical services. Provider relations representatives work with
providers, contributing education, training and outreach as necessary to support their use of the tool. An NPS/Gap Analyst
in our LTC Department uses associated reporting capabilities to not only monitor providers’ compliance, supporting the
timely resolution of any reported gaps in service, but to replicate ALTCS’ Non-Provision of Services Log accordingly.

Policies and Procedures (P&Ps) dictate that our website and portal comply with applicable provisions of the Americans
with Disabilities Act, as well as ACOM’s policy (405) concerning cultural competency. In addition, any information
included therein that is not specifically identified by ACOM policy, but directly related to members or potential members,
is first submitted to the Division of Health Care Management for prior approval. We submit, by November 15th of each
year, an Annual Website Certification form (ACOM 404, Attachment B) verifying that all required information is current
and available.

Epocrates® — Epocrates® provides a web-based online drug formulary reference to our providers that they can use at the
time of treatment and prescription. The tool assists providers in reducing medication errors through the provision of up-
to-date references that prevent or reduce errors by supporting accurate drug dosing or/and alerting them of potential drug
interaction errors. It also delivers clinical alerts from the Federal Drug Administration and Centers for Disease Control.

ASDB — Schaller’s Actuarial Services Data Base (ASDB) supports MCP’s reporting and analytical capabilities, such as
our multidimensional predictive modeling and statistical outlier analysis. The application houses eligibility, provider,
prior authorization and claims data and serves as a key data source for a diverse user base, including Medical
Management, Finance and Operations.

Analysts can use the proprietary Actuarial Analytics Web Portal (AAWeb), an interactive interface, as a point-and-click
query tool to access reports, drill down into data and export information from ASDB. For instance, AAWeb can generate
customized analyses to identify favorable and unfavorable cost and utilization trends, measure performance against key
benchmarks, and review summary information. It is a powerful tool that affords MCP’s Medical Management staff access
to member and provider profiles, as well as current cost and utilization trends. This gives MCP the ability to disseminate
analysis results on treatment best practices to providers, who can then identify and prevent unnecessary migrations to
higher levels of care and the development of chronic health conditions.

MCP reporting analysts cull data from ASDB, QNXT " and CaseTrakker as necessary to satisfy the chart of deliverables
provided in Attachment D of the RFP, supporting compliance with stated timeliness, accuracy and completeness
standards. We maintain strict P&Ps providing for the review of all deliverable prior to submission to AHCCCS.
However, if MCP falls out of compliance with any standard on a deliverable, or AHCCCS expresses concern during a
reporting quarter, we will immediately begin to submit the impacted deliverable on a monthly basis until three
consecutive months of compliance are achieved. We honor AHCCCS timeliness standards regarding requests for
information, providing the requested information no later than 30 days after receipt of the request unless otherwise
specified in the request itself.

E-Prescribing — Schaller, under the direction of MCP, is actively collaborating with AHCCCS, the Arizona Partnership
for Implementing Patient Safety, providers, pharmacists, and other stakeholders on implementation of the State’s EAzRx
initiative. Schaller’s president and CEO is a Designated Director on Arizona Health-e Connection’s (AzHeC) Board of
Directors, and it is AzZHeC’s EAzRx Steering Committee that is tasked with advancing the adoption and implementation
of e-prescribing by Arizona providers. As a result, MCP is well attuned to EAzRx’s goal to see nearly 100 percent of
possible e-prescriptions e-prescribed by April 2013, as well as its supporting strategies. These include, but are not limited
to:

e Educating providers as to available incentives, including CMS’ 2011 Physician Quality Reporting System, 2011
Electronic Prescribing (eRx) Incentive Program, EHR Incentive Program (a.k.a. Meaningful Use), and their respective
eligibility requirements

e Recognizing top e-prescribers in Arizona
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e Encouraging patient involvement in the e-prescribing process

EHR adoption and e-prescribing discussions are routine components of MCP’s provider education and outreach, and
associated talking points are regularly updated to keep providers apprised of the State’s progress and available resources.

Information Systems Monitoring

Schaller’s core business systems maintained a 99.99 percent uptime through the 2010 calendar year, due largely to the
combined efforts of staff at our Network Operation Center (NOC), Operation Command Center and Production Services
and System Platform Performance Departments. The four share one common goal: the optimization of our core business
systems’ performance. Our NOC and Operation Command Centers, for example, monitor systems performance 24/7/365
via state-of-the-art applications and tools, such as IBM Tivoli Monitoring (ITM) products. ITM is an event
management/problem detection tool that can monitor Windows Server system attributes and System Event logs, as well as
ASCII logs. It interfaces with other enterprise monitoring tools to provide a comprehensive yet consolidated view of
problems across the enterprise. Production outages and system issues are managed by the Production Services Department
which assembles and coordinates teams and vendors to facilitate quick resolution and provide escalation when needed.
And finally, the System Platform Performance (SPP) Department provides enterprise-wide performance monitoring,
tuning, trend analysis and reporting for large-scale and midrange systems/platforms and mainframe systems and
applications in support of business operations. SPP aims to promote optimum throughput and efficient use of resources to
meet established service level agreements and availability goals.

Disaster Recovery and Business Continuity

Aetna's disaster backup and recovery strategy is to provide and maintain an internal disaster recovery capability. This
strategy leverages the internal computer processing capacity of two state of the art, hardened computer centers located in
both Middletown and Windsor, Connecticut. Both facilities have extensive fire suppression systems, dual incoming power
feeds, UPS, and backup diesel generators supporting 24/7/365 operation. Physical access is strictly controlled and
monitored, and access to vital areas is segregated by floor and business function as appropriate. The two data centers
house Aetna’s computer processing capabilities on three major platforms, mainframe (Z/OS), mid-range (Various UNIX
versions), and LAN (Windows on X86 processors). The data centers are load balanced and supplemented by quick-ship
and capacity-on-demand contracts, permitting each center to back the other up in the event of disaster. We maintain
contracts with national vendors providing for replacement equipment and supplemental capacity as needed, further
promoting compliance with recovery time objectives (RTO).

In the event of a data center disaster, the RTO to resume most production processing is four days from disaster declaration
for all mainframe and mid-range systems and five days for LAN systems. Portfolios of highly available applications, such
as web and pharmacy, have RTO’s of six hours or less. These applications utilize mirroring and/or load balancing
technologies between the datacenters to make certain that the reduced RTO’s can be met. Aetna’s voice and data network
backbones are fully redundant using SONET ring technology and are recovered within 1 hour of a data center outage. In
short, Aetna’s data center recovery strategy and its application RTO’s are consistent with or better than industry standards.

Data Backup

Infrastructure and application data is secured and stored offsite on a daily basis. Backed-up data is cross vaulted between
the two computer centers, with mainframe backups stored primarily on disk media and mid-range/LLAN backups stored
primarily on tape. Additionally, all mainframe disk data is mirrored to the alternate data center providing a simplified and
timelier recovery for that piece of the environment. Any customer data lost as a result of a data center catastrophe will be
recovered through re-submittals by service providers and/or recovery reconciliation teams.

Disaster Recovery Plans

The Aetna Information Services (AIS) Executive IT Disaster Recovery Plan is the high level plan for recovery of a data
center and its critical components. The plan is derived from over 50 detailed IT infrastructure plans which are maintained
by each critical support area. The plans contain processes and procedures to recover all functions, services, and equipment
which are needed to recover either data center. These plans are centrally maintained by our disaster recovery group, are
stored both locally and offsite and are updated semi-annually or as needed by the respective infrastructure area.

Application recovery (DBAR) plans document technical and management contacts, application recovery specifics,
application dependencies, integrated system synchronization, and checkout procedures. The plans are maintained
routinely and utilize automated recovery processes to insure appropriate data resilience. These DBAR plans are validated
annually with the application owners and business users with periodic integrated tabletop simulations.
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Escalation and notification procedures are contained within disaster recovery plans to verify recovery team members,
affected partners and business unit owners are activated in a timely manner. AIS’s role during a disaster is to lead,
manage, and staff the various recovery teams, which will also be augmented by additional vendor specialists under
contract for certain supplemental recovery technologies, which AIS will coordinate.

Disaster Recovery Testing

Aetna implements and maintains ongoing enhancements to disaster recovery plans and procedures. Testing is performed
across a variety of applications and infrastructure components on a regular basis to promote ongoing disaster recovery
readiness. Aetna routinely tests recovery elements of third party relationships including technology components, critical
processes, and access points. These exercises can be initiated by either party and Aetna welcomes the opportunity to test
these relationships as time and resources permit.

Business Continuity

Aetna maintains and implements a detailed business continuity program, with over 300 plans to address its critical
business work group operations. In the event of an office outage, processing is transferred to surviving offices within
Aetna’s network with little or no disruption to service levels. The detailed business continuity plans are maintained on a
quarterly basis and in-depth tests are conducted periodically. Business Continuity Plans are also designed to mitigate the
effects of an extended system outage and loss of third party business associates; they also address severe staffing
shortages.

MCP’s Business Continuity Planning and Recovery Coordinator is responsible for coordination of MCP’s local DR/BC
activities and works closely with Schaller to support continuity of business operations. The Business Continuity Planning
and Recovery Coordinator’s contact information is also on file with AHCCCS.

Schaller and MCP maintain a local version of the Disaster Recovery/Business Continuity Plan specific to their respective
operations and local resources. The Plan contains a listing of key customer priorities, key factors that could cause
disruption, and the timelines within which each anticipates resumption of critical customer services (e.g. providers’
receipt of prior authorization approvals and denials), including the percentage of recovery at certain hours, as well as key
activities required to meet those timelines. MCPs Business Continuity Planning Coordinator works in concert with our
Training Department to see that both the Plan and our employee training program address the specific scenarios described
in the ACOM (Section 104 — Business Continuity and Recovery Plan). MCP will submit a summary of our Business
Continuity and Recovery Plan — in accordance with ACOM requirements — to the Division of Health Care Management
15 days after the start of the contract year and annually thereafter.

An illustration showing MCP’s Application Data Flowchart can be found on the next page.
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Question 12 - Information Services

Mercy Care Plan (MCP) is aware that effective and efficient change order management of our hardware and software
resources is a critical administrative process. Our chief operating officer (COO) has authority and responsibility over our
IT change order management. MCP, through a subcontract arrangement with Schaller Anderson, LLC (Schaller), an
Aetna company, has access to comprehensive IT tools and solutions. This subcontract provides MCP with access to an IT
organization that has efficiently and effectively supported the ALTCS contract for over 10 years and today serves over
one million Medicaid health plan members in 10 states. Schaller’s IT organization is flexible and responsive, led by a
Vice President of Technology Support with over 15 years’ related experience. Schaller’s IT organization provides
experienced and trained Phoenix-based FTEs who are responsible for the hardware and software change order processes.
Our COO manages the business continuity process and holds Schaller accountable for the Change Order Process (COP).
Schaller’s COP begins with communication and extends through comprehensive planning and coordinating of project
tasks, scheduling for minimum disruption, and quality control change management. The Schaller process protects MCP’s
core business applications and the systems from changes that may be disruptive or have an unacceptable level of risk. Our
COP manages hardware/software changes through an approach based on technical and business evaluations, prioritization,
coordination, and optimum use of resources. Schaller uses Remedy Change Management system version 7.5 PS4 from
BMC Software to manage system change requests.

As part of MCP’s change order management process, we define a system change as any modification that impacts the
shared network, computing environment, or business applications by altering its existing state. This includes, but is not
limited to:

e System Hardware: Servers or server components, power conditioners, etc.

e System Software: Operating systems, antivirus, core business applications, etc.

e Databases: Microsoft SQL Server, Microsoft Access, etc.

e Network Hardware: Routers, switches, firewalls, VPN, security appliances, etc.

e Desktop Management: Hardware, operating systems, Citrix client, antivirus, etc.

MCP assigns system changes to one of three categories: (1) Full Cycle: by default all changes fall into this category.
These changes are discussed and may be approved at the weekly IT COP meeting; (2) Expedited: change needs to occur
prior to the next I'T COP meeting. These changes require approval of MCP’s COO or designee and a Schaller IT Director;
and (3) Routine: a minor change (e.g. changing a web page document) using an accepted process.

MCP recognizes that other activities, deemed to be comparatively minor, low-risk tasks, are routinely performed in the
interest of system security and stability. It is our experience that the likelihood of these activities having an impact on
system stability is extremely rare, as they are not changes to a processing environment. Therefore, MCP leaves it to
Schaller’s IT management team to identify, track, manage and report on these activities. Examples of these administrative
changes include, but are not limited to the following:

e Account administration (i.e., user profiles, password resets, user desktop application setup)

¢ Adding share points

e Restoring files (individual PC’s)

e Changing backup tapes and job schedules

¢ File system adjustments

e  Work management (output queues)

e Managing storage pools

MCP requires that Schaller mitigates the risk associated with any upgrade by: (1) releasing any upgrade in a secure
Schaller “back office” environment to test its impact prior to promoting it to the “production” environment; (2) backing
up the entire system prior to the upgrade so Schaller can reverse the process and return the system to its pre-upgrade state
if necessary; (3) requiring the hardware/software vendor to have its staff to on-site to facilitate and monitor the COP; and
(4) training MCP and Schaller employees/end users on the conversion/upgrade. Standard operating procedure mandates
that Schaller provides MCP and AHCCCS with the following information prior to any system conversion or upgrade:

e System (hardware/software) to be upgraded and the nature of the upgrade

e Timeframe for the upgrade

e How PHI will be secured and protected during the upgrade
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e How the upgrade will be tested prior to final promotion

e A plan to revert to the original system if there’s a problem

Although there is a standard MCP/Schaller committee that reviews conversion/upgrade requests; it is the standard
operating procedure that MCP and Schaller will form a COP team to manage a major conversion/upgrade. This team is
led by MCP’s COO or designee. Under MCP’s leadership and direction, Schaller upgraded QNXT ' to version 3.4 in July
2010. By adhering to our COP tools, this upgrade was executed without a disruption to system availability and zero
deficits. The MCP and Schaller team responsible for this successful upgrade fully documented the process. This
documentation is a valuable resource for future system conversion/upgrades and will be a yardstick to guide future system
conversion/upgrade activities. MCP anticipates an upgrade to QNXT ' version 4.8 during this contract period in order to
accommodate pending ICD-10 requirements.

Schaller, on behalf of MCP, is evaluating, and expects to implement during this contract period, system conversions in
four support systems. These conversions are described in the table below.

Existing System

QNXT™, version 3.4

Purpose

Rules-based information
processing system to
manage Medicaid member
eligibility and claims data

Replacement

QNXT™ 'version 4.8

Reason for Conversion
Accommodating ICD-10
requirements and increase
responsiveness to AHCCCS
requirements

Encounter Management

Process and submit

Under review and

Increase responsiveness to

System (EMS)™ encounters assessment AHCCCS requirements
Increase member/provider
access to care plans

Increase responsiveness to

CaseTrakker Enterprise™ | Case Management CaseTrakker Dynamo™

VisionPro™ Credentialing Echo AHCCCS requirements
Under review and Increase provider access to
MercyOneSource Provider web portal assessment PA and claims data

As in any instance of a major system conversion impacting claims processing or any other major business component, we
will follow AHCCCS’ approval and implementation procedures. This includes the submission — no less than six months
prior to any anticipated implementation date — of a system change plan to AHCCCS for comment and review, including a
timeline, milestones, go/no-go decision points, project oversight and an allowance for adequate testing prior to
implementation. Similar to our most recent successful system upgrade, MCP will initiate an independent third-party audit,
prior to finalization of any system change or upgrade, to verify continued systems functionality per AHCCCS’
requirements.

When an IT Change Control request is submitted, a new request is created in Remedy. Requests need to be approved by
both the support group and the committee members. If an IT Work Request or an IT Change Control is not approved, or
requires prior approval, it is sent back to the requestor with reasons for the denial. A system change may be minor
(changes to access for an employee) or major (system migration or changes that impact operations). Minor system
changes are processed, sent through the committee for approval, then confirmation of the change is provided to the
employee’s manager. A major change is sent to AHCCCS for approval before receiving authorization from the Change
Control Committee. With approval, development and testing complete, the change moves to production. Please see the
flowchart below describing the IT Change Control Process that MCP will use during this contract period.
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Question 14 — Information Services

Mercy Care Plan (MCP), through a subcontract arrangement with Schaller Anderson, LLC (Schaller), an Aetna company,
has access to comprehensive IT tools and solutions. This subcontract provides MCP with access to an IT organization that
has efficiently and effectively supported the ALTCS contract for over 10 years and today serves over one million
Medicaid health plan members in 10 states. Schaller’s IT organization is flexible and responsive, led by a Vice President
of Technology Support with over 15 years’ experience. MCP’s chief operating officer (COO) has the authority and
responsibility to direct the activities, performance and outcomes of the IT subcontract.

Under the direction of our COQ, Schaller’s IT organization maintains systems migration plans supporting compliance
with current and future Federal IT mandates. In addition, Schaller dedicates considerable resources towards the
development and maintenance of the business and systems infrastructure necessary to support such mandates, recent
examples including HIPAA 5010 implementation and the adoption of ICD-10. Schaller has implemented solutions
specifically engineered to address these mandates and their evolving requirements. For example, ClaimCheck® and
iHealth, two claims auditing applications, enforce business rules pertaining to “medically unlikely” services and possess
the functionality necessary to address pending edits regarding Hospital Acquired Conditions (HACs). Our 10 years’
experience as an ALTCS contractor leaves us ideally positioned to not only continue supporting the needs of Maricopa
County’s ALTCS population, but to extend those services to Pima County’s ALTCS membership as well.

The design goal for MCP’s information system is to use powerful, reliable, and expandable data processing systems. The
foundation of this platform is a redundant, high speed Local Area Network (LAN) and Wide Area Network (WAN) and
clusters of servers with built-in redundancy. This approach provides 100 percent uptime for all core business systems in
2010. MCP’s network infrastructure consists entirely of Cisco routers, switches, and firewalls. Cisco standardization
provides maximum latitude in equipment configurations. Cisco routers support our MPLS network, external traffic to the
Internet, and connections to other private networks. Core business applications run on a cluster of Hewlett Packard
ProLiant DL 380/580 servers. Each server is equipped with a minimum of two dual-core Intel processors and 4GB of
RAM. Applications loaded on the server pool access data from high-end database servers. These 64-bit, [tanium class
database servers attach to EMC and HP storage arrays via Brocade switches. This server configuration will provide all
necessary computing power, redundancy, and scalability to meet both enrollment growth and an increase in requirements.
MCEP is able to add servers to the cluster to increase performance vertically, and servers can accept increases in RAM and
processing power to grow horizontally. This scalability allows systems to match any escalation in demand associated with
AHCCCS’/MCP’s performance requirements, while at the same time maintaining system uptime and performance.
Network traffic and users accesses to the core application are load balanced by f5 Global Load Balancing services. MCP’s
member services call center runs on a Schaller-supplied Avaya S8500 IP switch, which maintains 20 percent extra
capacity to cover any spikes and growth spurts.

The various steps, or stages, of our systems migration plan are as follows:

Migration Planning: Schaller’s system’s migration plans align with our standard Change Order Process (COP),
beginning with a readiness assessment comprising a high level analysis of the strategy required to implement the
requirements. Once the readiness assessment is completed, the project team defines the scope of work by developing a
project charter with realistic and actionable plans for the overall project implementation. Key stakeholders are identified
and a communication plan established and executed along with the project plan.

Gap Analysis/Impact Assessment: Schaller performs a gap analysis and impact assessments prior to any system
conversion/upgrade, determining the potential impact to current business operations and defining and developing specific
business and technical requirements within and across transactions. Each gap, as well as its respective solution, is then
documented for subsequent validation via use case or test scenario.

System Implementation: Schaller will base system implementation planning on an inventory of systems and
environments requiring modification prior to implementation of any additional functionality. Once systems are aligned
and environments have been identified, associated translators are modified to accommodate required formats. This
includes:

e Reviewing and updating mappings

e Modifying existing and incorporating new business rules as necessary

e Updating and applying custom edits

Testing: Schaller’s testing plans include defined transaction based test scenarios covering all systems, interfaces,
transactions, and reports, including end-to-end testing with all clearinghouses, providers, system/software vendors and
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third-party administrators as applicable. Data and results are reviewed and communicated with any entity involved in data
submission, acceptance or processing to verify that expected results are accurate and issues resolved. Reports track results
and validate testing activities, provide verification of the enhancements and serve as the platform for their migration to the
production environment.

Monitoring and Management of Performance: Schaller performs post implementation reviews subsequent to any
migration, monitoring the success rate of functionalities including, but not limited to: 1) Claim processing; 2) Timely
claim adjudication; 3) Return of requested benefit information; 4) Accurate claim status inquiries; and 5) Accurate
payment remittance advice and fund transfer. Schaller will develop control plans for compliance auditing and develop and
distribute procedure manuals to help guide best practices around new business features and data. Perhaps most
importantly, understanding that the changes in any one migration will not necessarily resolve every issue associated with
its predecessor, we continuously assess our business operations for opportunities to enhance operational workflow and
productivity. Schaller’s systems configuration supports migration from one HIPAA version to another in the following
ways:

e Microsoft BizTalk with HIPAA Accelerator™ processes HIPAA-compliant transactions easily and efficiently,
allowing MCP to accept information electronically from almost any HIPAA-compliant contractor or provider.
Microsoft BizTalk with HIPAA Accelerator™ is a data transformation application that translates data to and from the
full spectrum of HIPAA transactions sets in a highly customizable, flexible, and robust server-based environment.
Moreover, Accelerator has the Washington Publishing Company (WPC) Implementation Guide schemas for each
HIPAA ANSI X12 transaction embedded directly into its application engine, including a facility to update these
schemas automatically as the transaction sets are updated over time.

e Foresight HIPAA Validator™ InStream™ is a fully functional HIPAA editing and validation application. It validates
HIPAA transactions through all seven levels of edits as defined by the Workgroup for Electronic Data Interchange
and Strategic National Implementation Process (WEDI/SNIP), has all standard HIPAA code sets embedded, and can
support custom, trading-partner-specific companion guides and validation requirements. In addition, it supports
validation at the individual edit level, allowing MCP to accept all compliant records that pass at a lower level of edit,
rather than requiring all seven levels of edits. The application also provides descriptive error reports to submitters to
facilitate quick error resolution.

Schaller follows the Strategic National Implementation Project (SNIP) recommendations for testing created by the
Workgroup for Electronic Data Interchange (WEDI), further promoting system compliance with federal IT mandates.
Following the WEDI, Schaller complies with the following federally mandated HIPAA transactions:

278 Inbound — prior authorization from providers

820 Inbound — capitation file from state

834 Inbound — eligibility file from state/employers

835 Inbound — remittance file from state/remittance file to providers

835 Outbound — remittance file to providers

837 Institutional — inbound/outbound, claims file/encounter file to state

837 Professional — inbound/outbound, claims file/encounter file to state

837 Dental — outbound, encounter file to state

NCPDP Inbound/Outbound — pharmacy claims file/pharmacy encounter file to state

Future implementations include:

270/271 — enrollment verification. MCP anticipates compliance within calendar year 2011
275 — format will be supported once approved

To support successful implementation of ICD-10-Clinical Modification (CM) and ICD-10-Procedure Coding System
(PCS) on October 1, 2013, MCP has taken the following steps:

e An assessment was completed in 2010 to identify all operational and technical processes and systems that will be
impacted by the upgrade to ICD-10 codes. This resulted in the identification of work streams that have started efforts
to analyze, develop, test, and implement the upgrade of our processes to the new coding.

e Development and testing of the ASC X12 version of 5010 claim and encounter transactions was performed in 2010 to
allow the receipt and delivery of ICD-10 codes. Production target dates for utilizing these transactions have been
determined, and deployment will be completed by the January 1, 2012 compliance date.
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e The version upgrade that supports the acceptance and consumption of the ICD-10 codes within our QNXT
adjudication system is targeted for 3rd quarter 2011.

e  Workgroups have been developed to identify milestones for all ICD code-dependent processes and systems. Health
plan operations will manage to these established target dates.

e  MCP personnel attend all AHCCCS technical consortium meetings as required by AHCCCS’ contract.

MCP provides for online claim inquiries via MercyOneSource, a HIPAA-compliant, secure web portal. In addition, we

support proprietary electronic member eligibility request-response transactions using MercyOneSource. The MCP online

verification tool has the same functionality as the AHCCCS Medifax application; however, it adds the primary care

physician assignment, provider contact information, and provider eligibility dates to the data received. The website

recorded over 722,000 logins in calendar year 2010, with providers using this specific functionality to perform over 1.06

million eligibility checks.

MCP is currently compliant with all HIPAA and other federal IT mandates, and MCP IT personnel regularly attend
national seminars, review professional journals, and monitor the U.S. Department of Health and Human Services and
AHCCCS websites to monitor and prepare for any future mandate. All MCP and Schaller personnel are required to attend
mandatory HIPAA awareness training, where they are instructed on confidentiality, privacy, information safeguards, and
penalties imposed for noncompliance.

MCP is prepared to respond to any AHCCCS or Federal programmatic changes that would impact IT processes,
requirements, or systems.
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Question 15 — Grievance System

In accordance with AHCCCS regulatory requirements, Mercy Care Plan (MCP) bases its grievance system on written
Policies and Procedures (P&Ps), and protocols that are updated at least annually or as necessary due to changes in
regulation. MCP designed its grievance system to meet AHCCCS turnaround times and protect confidentiality and
privacy of our members and the security of our members’ Protected Health Information (PHI). Our grievance system
responds to and supports all member or provider requests for state fair hearings.

MCP’s Vice President of Member Services has responsibility for our grievance process and our Dispute and Appeal
Manager has oversight of our appeals process; both work under the direction of the Chief Operating Officer (COO). These
employees work with other MCP departments (e.g., including but not limited to: medical management, claims, provider
services, health plan operations (HPO), case management, behavioral health, utilization management, quality
management) to resolve grievances, appeals, and claims disputes.

Under the direction of the COO, MCP since 2009 has maintained two inter-departmental and cross-functional workgroups
(e.g., Grievance Workgroup and the Appeals Process Improvement Workgroup). The purpose of these workgroups, which
meet weekly, is to identify trends and root causes for grievances, appeals, and claims disputes. These workgroups report
their findings directly to the Quality Management/Utilization Management (QM/UM) Committee with recommendations
to implement interventions to improve MCP’s operational performance.

MCP, in proposing to add the Pima and Santa Cruz GSA, examined the scalability of its grievance system to
accommodate enrollment growth. As a result of this examination, MCP has determined that its grievance system,
including its grievance and Appeals Databases, are scalable to meet both enrollment growth and increases in AHCCCS
specifications or requirements.

Our members and their families/caregivers are educated regarding their grievance, appeals, and State Fair Hearing rights
by their Case Manager (CM) during the initial in-person assessment. The CM gives and reviews with the member a new
member packet. This packet includes a: a) member handbook, b) provider directory including a zip code specific urgent
care listing, c) information on HIPAA, d) member rights and responsibilities acknowledgement, e) Critical Service Gap
Report Form, f) self-directed attendant care pamphlet, and g) advance directives form. The CM thoroughly reviews items
from the member handbook such as: instructions on how to file a grievance or appeal or request a State Fair Hearing; the
entire spectrum of Long Term Care (LTC) services; behavioral health crisis line; translation and transportation services.
At the same time, the member and member’s family/caregiver' are advised that if the member or member’s
family/caregiver is unable to file a grievance or appeal themselves, their CM, as the member’s advocate will assist the
member or member’s family/caregiver in completing the process. MCP provides language interpretation services to our
members at no cost. All documents are written at the appropriate grade level for ALTCS members and translated or
available in all prevalent non-English languages or in alternate formats. The member or member’s family/caregiver is
asked to sign a member packet acknowledgement form indicating they have received all the information described above,
that items have been reviewed and that they understand what has been received. In addition, this information is also
available on our website and at no cost to the member or the member’s family/caregiver by contacting either the CM or
our Member Services Department (via our toll-free line).

Member Grievances

Even though MCP’s enrollment increased CY 2009-2010, during this same period we had a 36 percent decrease in
member grievances. Although there are many factors that may have affected this decrease in member grievances, one
major influence was improvements in our process for recognizing, receiving, managing, and resolving member
grievances. For instance, when a LTC CM or a Member Services Representative (MSR) receives a grievance, either in
person or by telephone, letter, or e-mail, this employee documents the grievance using our standardized electronic
Grievance Form. The form is electronically forwarded to member services to be entered into the grievance management
system. The LTC CM, MSRs, and any other employee who may receive a member grievance are required to attend and
successfully complete training on the Grievance Database and how to complete the Grievance Form (This training is
mandatory upon initial hire and annually thereafter.)

The employee who receives the member grievance completes the Grievance Form and assigns a grievance category type
(e.g., accessibility/availability, cultural barriers/insensitivity, etc.). The employee receiving the grievance acknowledges
the grievance verbally when it is received (in person or via the telephone). If the grievance is received in writing, a written
acknowledgement response is sent to the member or member’s family/caregiver within five business days. All Grievance

! Hereinafter, all references to “family/caregiver” include the member’s guardian.
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Forms are reviewed by a Member Services Manager. The purpose of this review is to verify that a grievance resolved with
the member or member’s family/caregiver at the time it is received, was categorized, and resolved in accordance with
MCP’s P&Ps. If at the time of the grievance receipt, the employee who receives it is unable to resolve the grievance with
the member or member’s family/caregiver, the Grievance Form is electronically transmitted to a member services
manager for research, management, and resolution.

MCP receives two types of member grievances: 1) a service grievance, and 2) quality grievance. The process for
recognizing, receiving, managing and resolving both types of member grievances is described below.

Service grievances received from members or the member’s family/caregiver include, for example, members’
dissatisfaction with the consistency of services, but do not involve clinical/quality concerns. Typically, the CM or MSR,
based on their training and experience, are able to resolve these grievances immediately. For instance, in 2010, more than
99% of member grievances were resolved in less than one day. If an immediate resolution is impossible, the employee
receiving the grievance verbally informs the member or member’s family/caregiver that additional research is necessary
and that the member or member’s family/caregiver can expect a resolution within 90 calendar days.

Quality grievances received from members or members’ family/caregiver involve issues related to quality of care or
treatment (e.g., alleged inadequate medical care). After documenting the quality grievance on the Grievance Form, the
CM or MSR forwards the grievance to their manager for review. If the grievance is a potential quality grievance, the
manager on the same day delivers the grievance to the QM Department for review and investigation. All quality
grievances are acknowledged in writing within five business days. Clinically trained QM review nurses and the designated
medical director research and resolve these grievances (involving the Peer Review Committee, if appropriate). Upon
resolution, the QM Department notifies the member services manager and the Long term care manager that the issue is
closed and provides a response letter indicating resolution that is sent to the member within 90 calendar days.

A cross functional workgroup, chaired by the Member Services Manager and comprised of leaders from member services,
provider services, case management and quality management, meets weekly to review all grievances received the previous
week. The team determines if each grievance is resolved or needs additional intervention and addresses any issues
immediately. Outcomes of any interventions are reported to the CM and the MSR who accepted the grievance so they can
advise the member of the final outcome.

Member Appeals

MCP provides members, or members’ families/caregivers, information regarding their right to appeal adverse actions
taken by MCP. Members may file appeals with the Appeals Department verbally or in writing up to 60 calendar days after
the date on MCP’s Notice of Action (NOA). The member or member’s family/caregiver may appeal an action taken by
MCEP to deny a request for prior authorization, suspend or reduce a previously authorized service, or terminate a
previously authorized service. In addition, a member or member’s family/caregiver may file an appeal for failure to
provide a service or process a grievance or appeal in a timely manner. The member or member’s family/caregiver may
request that a previously authorized service continue during the appeal process provided that the appeal is filed within 10
calendar days of the date of the NOA and all other regulatory standards are met. Members may also ask that their appeals
be expedited if the time required for the standard appeal process would seriously jeopardize their life, health, or ability to
attain, maintain, or regain maximum function. MCP works closely with members and, as appropriate, providers to obtain
additional information or supporting documentation for an expedited appeal requests.

The Appeals Department supervisor, with support from appeals coordinators, has day-to-day responsibility for managing
member appeals.

Standard Appeals Process

MCP’s appeals coordinator receives all appeals, assigns each appeal a tracking number, logs the appeal information into
the Appeals Database, and creates a file including all related documentation. Within five business days of receipt, MCP
acknowledges each appeal in writing.

The appeals coordinator conducts a thorough investigation of each appeal by reviewing the substance of the appeal
request; the initial adverse action notes and records; additional clinical information and documentation submitted by the
member, the member’s family/caregiver, or the member’s physician or treating provider; all aspects of clinical care
involved; and specialty reviewer comments. For appeals related to service denials based on lack of medical necessity or
involving clinical issues, the appeal is routed to the Chief Medical Officer (CMO) or designated Medical Director who
was not involved in any previous level of review or decision-making and who has the appropriate clinical expertise to
treat the member’s condition or issue. Unless an extension is granted, the Appeals Coordinator renders a decision on 100
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percent of appeals within 30 calendar days of the appeal receipt date. An extension will grant an additional 14 calendar
days from the date of appeal receipt.

Expedited Appeals Process

When a member requests an expedited appeal, the appeals coordinator processes it in compliance with our expedited
appeal processing guidelines. The appeals coordinator immediately escalates the expedited appeal request to the CMO or
designated medical director for review. The CMO or designated medical director initially reviews the expedited appeal
request to determine whether or not it meets the designated criteria: if the time standard appeal process is followed it
would seriously jeopardize the member’s life, health, or ability to attain, maintain, or regain maximum function. All
expedited appeals are acknowledged by the appeals coordinator in writing within one business day and resolved within
three business days. If the determination is made that the appeal does not fit the criteria for an expedited appeal, the
member or member’s family/caregiver is notified by the appeals coordinator in writing, and the appeal is transferred to the
standard appeal process.

Provider Claims Dispute Process

Any contracted or non-contracted provider may file a claim dispute with MCP. Our Appeals Supervisor, reporting to the
Dispute and Appeal Manager and supported by Provider Appeals Coordinators, is responsible for executing the provider
claims dispute process.

MCP accepts all written claim disputes. We log the information about the dispute into our Appeals Database and, within
five working days of receipt, send the provider a letter acknowledging receipt of the dispute. The dispute is assigned to a
Provider Appeals Coordinator who uses applicable statutory and regulatory requirements, provider’s contractual
provisions (if any), and MCP’s P&Ps to thoroughly investigate the basis for the dispute. The coordinator reviews all
available documentation, authorizations, claims activities, and member eligibility information. If appropriate, the
coordinator refers the claims dispute to the CMO or delegated medical director for clinical review to determine the
appropriate action regarding the dispute. All claim disputes forwarded for a provider review require a five (5) business
day turnaround.

The Provider Appeals Coordinator renders a decision on the ALTCS claims dispute within 30 calendar days of receipt, the
decision is entered into our Appeals Database, and a Notice of Decision (NOD) is sent to the provider. The NOD includes
details about the dispute, the issues involved, the reasons for MCP’s decision and applicable statutory and regulatory
requirements, provider’s contractual provisions (if any), and MCP’s P&Ps. If the claims decision is overturned, MCP will
process and pay the claim consistent with the recommendation within 15 business days; if applicable, we will include
interest into our payment.

State Fair Hearing (SFH) Process

Upon receiving a member or provider SFH request, the MCP SFH coordinator logs the information into the Appeals
Database and forwards the complete request including any relevant or required documentation to the AHCCCS Office of
Administrative Legal Services within five calendar days. When the hearing is scheduled, we document the date of the
SFH in the Appeals Database. Generally, MCP’s SFH attorney and applicable MCP employees will attend the SFH and
offer evidence as appropriate. If the AHCCCS Director’s decision reverses MCP’s original decision to deny, limit, or
delay services not authorized while the appeal was pending, MCP promptly authorizes the services as quickly as the
member’s health condition requires. If the AHCCCS Director’s decision reverses MCP’s original decision to deny, limit,
or delay services, and the services were continued at the request of the member or member’s family/caregiver during the
appeal, we promptly authorize the services with an effective date equal to the date of receipt of the original appeal.

Using Data from the Grievance System to Improve Operational Performance

MCP views appeals and grievances as indicators of potential process improvement opportunities. Under the direction of
the COO and with support of the VP of Member Services and the Dispute and Appeal Manager, data from the grievance
system is used to identify opportunities to improve provider performance and our operations (i.e., medical management,
claims, provider network, etc.). Using the Plan-Do-Study-Act (PDSA) model, MCP, even with an increase in enrollment
achieved a 63 percent decrease in ALTCS claims disputes and appeals and a 36 percent decrease in member grievances in
CY 2009-2010.

Under the direction of the COO, the VP of member services and the dispute and appeal manager collect, trend, and
analyze grievance system data. MCP, in 2009, formed two workgroups — one addresses trends and analyzes member
grievance data and the other addresses trends and analyzes member appeals and provider claim disputes. The member
grievance workgroup is led by the VP of member services. The member appeals and provider claim dispute workgroup is
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led by the dispute and appeal manager. Both workgroups have inter-departmental and cross-functional membership,
including all relevant operational departments: ALTCS case management, provider services, health plan operations,
claims, and quality management. Each workgroup identifies opportunities for improvement, recommends interventions,
evaluates the effectiveness of those interventions and presents recommendations to the QM/UM Committee for approval.
Our Member Advisory Committee also provides inputs to this process.

Our Grievance Database and Appeals Database were each custom designed to capture, store, and retrieve detailed
information on grievances, appeals, or claim disputes. Using these databases, MCP produces a suite of management
reports, with capabilities to drill down to identify root causes. We generate ALTCS specific reports by multiple
combinations of data elements tracked in these Databases.

As part of their quality improvement processes, other operational areas use grievance system data results along with other
data sources (e.g., provider utilization patterns, satisfaction survey results) to identify improvement opportunities.

Below are examples of action steps and outcomes of operational improvements identified and implemented by the
workgroups.

Example 1: In 2010, the Grievance Workgroup reviewed trends from the annual grievance report identifying 36 PCP
outliers above two standard deviations from the mean. The workgroup then recommended enhanced outreach efforts to
these providers. Examples of the corrective actions we implemented include closing provider panels to auto assignment
and face-to-face visit with the CMO, medical director, or provider relations representative. Where appropriate, our range
of action can include termination from our network.

Example 2: It is our standard operating procedure to send all transportation-related (provider no-show or delay) member
grievances to QM for quality of care investigation. Based upon findings from QM and our analysis of trends, interventions
to improve transportation services were developed. One of the results of these interventions was to contract with an
additional transportation provider to increase consistency, accessibility, and availability of services. As a result of this
intervention, transportation grievances decreased by seven percent as compared to the previous year (CY 2009-2010).
Also, the Member Advisory Council offered suggestions to explore methods to reduce the “no-show” rate by better
educating members about their responsibility to be ready when their requested transportation provider arrives and to
provide adequate notice when canceling a ride. This suggestion was added to the Member Handbook to further educate
our members.

Example 3: In 2009, MCP’s Appeals Workgroup identified a specific provider with an unusually high pattern of claim
denials that were inappropriately denied. As a result of drilling down into the root cause of these denials, it was
determined that the provider’s contract had been loaded incorrectly in our claims processing system (QNXT ). Based on
this analysis, the Appeals Coordinator expeditiously began working with the Provider Data Services (PDS) team that is
responsible for the accuracy and integrity of provider contract loads in QNXT . The PDS team diagnosed the
configuration problem and after appropriate testing implemented system configuration updates. As a result, we reduced by
more than 90 percent the number of claims disputes submitted annually by this large provider group.

MCP respects and values our relationships with members and providers. The member grievance and appeals process and
provider and subcontractor claim dispute process are important tools to make sure that we are providing our members and
providers with the highest quality and most responsive service. Under the direction of our COO and with support from our
VP of Member Services and our Dispute and Appeal Manager, MCP has implemented a grievance and appeals process
and provider and subcontractor claims dispute process that encourages and effectively responds to member and provider
concerns. MCP consistently meets or exceeds AHCCCS turnaround times for member grievance and appeals and provider
and subcontractor claim disputes. MCP uses the results of member and provider input through these processes to identify
opportunities for process improvement. Our overriding concern has been, and will remain, the safety, quality of care,
accessibility and availability of medically necessary, and covered services for our members. Through our innovative
ALTCS CM program, we consistently bring the member grievance and appeal process as close and responsive to the
member as possible.

Our flowcharts for our member grievances, member appeals and provider claims dispute processes are provided on the
following pages.
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Question 16 — Corporate Compliance

The Mercy Care Plan (MCP) compliance program is based on comprehensive written policies, procedures, and standards
of conduct promoting MCP’s commitment to compliance with AHCCCS’ and
CMS’ regulations, contractual requirements and organizational Policies and
Procedures (P&Ps). The primary functions of our Compliance Department are
to: 1) coordinate the tracking and submission of contractual compliance
deliverables; 2) consult with and respond to AHCCCS regarding compliance
concerns and issues; 3) educate and train employees on compliance
requirements; 4) field and coordinate responses to electronic; telephonic and written inquiries and/or requests from the
AHCCCS Office of the Inspector General (OIG); 5) coordinate the preparation and execution of operational and financial
reviews, random, and periodic audits, and ad hoc reports and regulatory visits; and 6) immediately respond to, investigate,
and report, as appropriate, all suspected fraud and abuse cases.

Our 2010 AHCCCS ALTCS
Operational and Financial
Review found MCP to be in full

compliance for all corporate
compliance standards.

Levels of Authority

The Southwest Catholic Health Network (SCHN) Board of Directors has delegated the design, maintenance,
administration, monitoring, and daily functioning of the MCP compliance program to our Compliance Officer (CO), who
has a direct reporting relationship to our Chief Executive Officer (CEO). Our CO has authority and responsibility to lead,
monitor, and administer the MCP compliance program across all levels of the organization and serves as the primary point
of contact for all operational compliance issues. The job duties and responsibilities of the CO require active participation
in each of the following federally required Medicaid compliance program areas under the provisions of §42 CFR §
438.608:

e Policy/standards of conduct

e Accountability to senior management

e Effective lines of communication

e Training/education of employees, members and providers
¢ Enforcement standards and disciplinary guidelines

e Internal monitoring and auditing

e Responses to detected offenses and corrective action

Our CO and Compliance Department personnel possess independent authority and system access to: 1) request, assess and
review records; documents and functions as they relate to fraud and abuse prevention, detection, and reporting or other
compliance related matters; 2) independently refer suspected member or provider fraud and abuse cases to the AHCCCS
OIG or other duly authorized regulatory and enforcement agencies within 10 business days of discovery; 3) comply and
cooperate with all requirements of OIG onsite reviews; and 4) initiate independent reviews of providers, programs, or
personnel.

Reporting Relationships

The organizational chart on the following page demonstrates the reporting structure of the MCP Compliance Department.
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Mercy Care Plan
Compliance Department Reporting Structure

SCHN Board of
Directors

Chief Executive Officer

Audit & Compliance

Cormmittes 6fthe Board SCHN Quality Committee

of the Board of Directors

Compliance Officer
of Directors

Compliance
Consultant

Compliance Officer

While the CO is ultimately accountable to the SCHN Board of Directors, the CO reports directly to the CEO and has
direct access to senior management and legal counsel at all times. Our CO is a full-time, Arizona based employee of our
senior management team and serves as MCP’s contract compliance officer. MCP has developed written criteria that
outline the responsibilities and authority of the CO position as well as a job description that clearly defines required and
essential skills and experience. To facilitate and support an open-door policy, immediate accessibility, and high visibility
among employees, our CO attends staff and operational meetings, and participates in compliance components of our new
hire and ongoing training sessions and acts as the privacy officer.

Audit & Compliance Committee

Under the direction of the CEO, our Audit & Compliance Committee of the Board of Directors is responsible for
monitoring the compliance program and advising our CO on interventions for improving program effectiveness. The
Audit and Compliance Committee is comprised of several SCHN Board members along with key MCP executives. The
committee meets at least quarterly and the internal audit personnel who support the committee maintain minutes from
each meeting. Specific committee activities include, but are not limited to: 1) overseeing maintenance and revision of all
compliance program policies and other related documents; 2) reviewing and approving compliance reports as well as
corrective action plans resulting from AHCCCS and federal regulatory audits; and 3) initiating and directing
investigations related to any identified potential compliance gaps. Our Audit & Compliance Committee chairperson
reports all compliance issues to the SCHN Board of Directors and appropriate subcommittees of the Board.

Health Plan Business Operations

Recognizing the importance of contract compliance for our organization, providers, and material subcontractors, our CO
meets weekly with our Health Plan Operations Department to discuss potential compliance issues, identify resolution
strategies, develop action plans, and determine follow up activities. Our experienced business operations analyst is
responsible for analyzing claims data to identify inappropriate, concerning, or high-dollar billing trends. Upon detection
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of potential issues, our analyst notifies the CO who assists in coordinating and completing the investigation process with
other departments including, but not limited to, network management, quality management, and provider services.

Prevention, Detection and Reporting of Fraud and Abuse

Understanding that ALTCS members are diverse and vulnerable, MCP’s compliance program is designed to guard against
potential fraud and abuse. We regularly review and utilize the following resources to effectively prevent, detect, and
investigate fraud and abuse as well as evaluate our system-wide compliance with federal/state laws and regulations and
contractual requirements:

e (Claims system edits
e Medical management, prior authorization, and utilization review oversight activities

¢ Front line employee resources, including member services, case management, provider services, quality management
employees, and prior authorization

In 2009/2010, MCP referred
36 fraud and abuse cases

e Member appeals and grievances
e Provider credential validation at both initial and re-credentialing to the AHCCCS OIG for
e Verification of receipt of paid services audits investigation.

e Corporate audit service’s periodic and routine internal random audit
reports

Upon identification, our CO immediately reports potential fraud and abuse issues to the AHCCCS OIG as well as MCP’s
corporate Special Investigations Unit (SIU). The SIU is an operational unit that supports the detection, investigation, and
reporting of violations by providers, subcontractors, employees and members. SIU analysts provide consultation to our
CO and assistance during fraud and abuse investigations when appropriate.

Compliance Training and Education

MCP promotes the importance of education and training in protecting our members and meeting legal and contractual
compliance requirements. As a result, we have developed a comprehensive training program designed to promote
compliance at all levels of MCP’s organization and within our provider network as well as assisting and empowering our
members in recognizing and reporting fraud and abuse.

Employees

MCP employees comply with the provisions of our compliance program and complete initial and ongoing mandatory
training sessions. The compliance training program includes new employee training, additional departmental specific
training that is related to their assigned duties and unit functions, mandatory annual refresher for all employees, and ad
hoc training as issues are identified. Upon completion of training, our employees acknowledge understanding of training
goals and adherence to compliance program requirements. The Compliance Department maintains attendance and
participation records in accordance with AHCCCS record retention standards. The MCP Compliance Department
confirms that MCP employees continually receive updated, accurate, and timely compliance information through policy
and procedure updates, company intranet site, as well as our internal email and electronic folder system.

Members

MCP empowers our members to recognize, prevent, and report suspected fraud and abuse. We train CMs to recognize
potential fraud and abuse concerns through interaction with members and providers, and to supply compliance reporting
information and forms as needed. Our CMs have frequent and direct contact with our members and are the primary
source for educating our members and members’ families/caregivers regarding the process for reporting potential fraud
and abuse. CMs report all potential fraud and abuse information to the Long term care manager who follows MCP policy
and procedures in reporting the suspected fraud and/or abuse to the Compliance Department. Members also receive
information regarding fraud and abuse through our member handbook and website.

Providers

MCP utilizes an array of communication mechanisms to promote open, two-way communication with providers for the
receipt and dissemination of compliance information including in-service trainings, provider manuals, provider
newsletters, provider website portal, and direct emails. MCP network providers must comply with the MCP compliance
program, including fraud and abuse, and receive initial and ongoing training sessions. Provider contracts describe the
provider’s compliance responsibilities and our provider services representatives provide initial compliance training for
providers as well as ongoing, on-site training related to updates and changes. MCP’s Provider Services Department is
responsible for conducting and maintaining all provider training modules and documentation.
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Question 17 — Finance and Liability Management

As an existing ALTCS contractor, Mercy Care Plan (MCP) has submitted the required audited financial statements for the
fiscal years ending June 30, 2008, 2009 and 2010. As shown in the table below these financial statements demonstrates
MCP’s continuing financial strength and our plan stewardship over the years. For almost 20 years, MCP has been in good
standing with all AHCCCS financial viability measures.

MCP has a sizable investment portfolio that collateralizes our required performance bonds. As of January 31, 2011, MCP
had almost $190,000,000 of long-term and short-term investments. Investments are governed by a conservative
investment policy that supports both the AHCCCS guidelines and our mission based philosophy.

Fiscal Year End Enrollment ALTCS Equity MCP Equity
6/30/08 8,219 $88.1M $117.5M
6/30/09 8,376 $76.3M $124.6M
6/30/10 8,467 $101.6M $178.8M

MCP’s Board of Directors and Finance Committee rigorously govern our financial affairs. MCP also has a substantial
team of financial professionals with extensive backgrounds in health care finance and AHCCCS Medicaid management
who focus entirely on managing MCP’s financial performance and reporting.

As a not-for-profit company with strong Arizona roots, MCP’s profits are often retained to strengthen MCP or are
distributed to our not-for-profit parent companies, Carondelet Health Network Corporation (Ascension Health) and St.
Joseph’s Hospital/Catholic Healthcare West (CHW), to reinvest in their local missions in Arizona. This reinvestment
philosophy has allowed MCP’s current equity to reach over $195,000,000 as of January 31, 2011. MCP has no short-term
or long-term business loans and is fully self-sufficient. All distributions to parent corporations are made in accordance
with AHCCCS standards.

Both MCP and its parent companies are substantial employers in Arizona and are strong community supporters. MCP has
more than 1,000 employees dedicated to its operations in Arizona while CHW employs almost 8,700 people in the state.
Carondelet Health Network, southern Arizona’s oldest and largest not-for-profit health care provider, employs more than
5,000 people in Pima County alone.
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Question 18 — Finance and Liability Management

Mercy Care Plan (MCP) currently meets the AHCCCS performance bond requirement through an irrevocable letter of
credit in the amount of 80 percent of the total capitation payment that is paid to MCP in the first month of a contract year,
or as determined by AHCCCS. MCP’s irrevocable letter of credit is collateralized by MCP investments and is with:

JPMorgan Chase Bank, N.A.
Stand By Letter of Credit Unit
300 S. Riverside Plaza
Mail Code IL1-0236
Chicago, IL 60606-0236

If additional funding is necessary, MCP will increase the amount of the performance bond with JPMorgan Chase
accordingly. Funding will be increased within 30 calendar days following notification by AHCCCS. Funding for an
increase to the letter of credit will be provided from:

e  Operating income

e Investments

e (Capital contributions from sponsor organizations, Carondelet Health Network Corporation (Ascension Health) and St.
Joseph’s Hospital/Catholic Healthcare West (CHW).
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Question 19 — Finance and Liability Management

Mercy Care Plan (MCP) is a contractor in good standing with all AHCCCS financial viability measures. As of 2010,
MCP has more than 8,500 ALTCS members. Required equity under the ALTCS contract as of January 31, 2011 is
$17,600,000 for 8,800 members at $2,000 per member. MCP’s actual equity exceeds the required amount by
$75,400,000. Based on the excess equity, MCP will be able to meet the financial viability standard of $2,000 equity per
member for the continuing GSA and the new GSA, effective the first day of the new contract. As of January 31, 2011,
MCP’s parent companies, Catholic Healthcare West and Carondelet Health Network Corporation, hold over $195,000,000
of equity at MCP. This substantial equity will allow MCP to meet all minimum capitalization requirements per GSA as
described in RFP YH12-0001.
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Question 20 — Case Management

Mercy Care Plan’s (MCP) ALTCS members have complex medical and behavioral health needs. Each member’s medical
and psychosocial diagnosis, member’s family/caregiver' support system, and placement (nursing facility, assisted living,
at home) needs are unique. MCP’s holistic case management program is a member-centered service planning and delivery
approach with a focus on member choice, improved health/service outcomes, and access to consistent services in the least
restrictive setting. This requires the close interaction and coordination within and between our Case Management
Department and every other MCP department. MCP’s Case Managers (CMs) are the driving force with the other MCP
departments for three key reasons: 1) they have direct access to the member and the member’s family/caregiver and have
the greatest understanding of the member’s choices and goals; 2) they provide the interface/connection between the
member, our providers (medical, behavioral health, ancillary, long term care, etc.,) and low-cost/no-cost community-
based supports/services (e.g., dental services); and 3) acting as the member’s advocate, they assure that covered and
medically necessary services meet availability, accessibility and quality standards. In our member-centered service
planning and delivery model Long term care CMs have five primary roles: a) administration of the often confusing array
of services necessary to help the member navigate the complex long term care system and to efficiently make the
services/care the member has selected available with the required frequency; b) member empowerment by directly
involving the member (and the member’s family/caregiver) in assessment and care planning; c) breaking down barriers to
care through member advocacy within MCP, our provider network and with other related health care systems; d) service
brokering to coordinate covered, medically necessary services and non-covered community-based services; and e) crisis
management to avert events or issues that may cause the member to lose independence and/or move to a more restrictive
placement. The best way to illustrate the role of our CMs in coordinating care/services with other MCP departments is in
the following graphic:

UM
Programs

Member
Services

PCP,
specialist,
hospital

Quality
Mgmt
protocols

Community
Resources

Network and
Provider
Services

ALTCS
Covered
Services

Grievance
and Appeals
& Fraud and
Abuse

PBM, Lab,
X-Ray, etc.

One of the key advantages of our case management program that supports inter-departmental coordination is the use of
our customized case management tracking application-CaseTrakker and QNXT . These applications enable personnel
from other departments to review a member’s entire administrative history (enrollment history, contact information, case
management assessments and activities, diagnosed conditions, prior authorizations, medication history, lab results when
available, discharge planning notes and claims). These tools allow critical member information needed by other
departments to be instantly available for decision-making and to support coordination of care. Our medical directors,
pharmacists, member services, compliance, utilization management (prior authorization and concurrent review), and
quality management personnel have immediate access to member data for management of issues that affect health
outcomes, such as: 1) gaps in formal and informal support system; 2) identifying untreated co-morbid conditions, 3) gaps
in care, 4) discharge planning with hospital staff, and 5) suspected poly-pharmacy use. If an issue or problem is

! Hereinafter, all references to “family/caregiver” include the member’s guardian.

RFP No. YH12-0001 144



Mercy Care
+ Plan

identified, the CM is immediately alerted to take appropriate action, including intervention if appropriate. For example,
our P&Ps require our concurrent review nurses to review the member’s information in our data systems to inform a
hospital’s discharge planner about the complex issues our member may encounter post discharge.

Our members’ diverse quality of life and placement goals are often complicated by factors related to their age, culture,
member’s family/caregiver support and disease state. Our CMs have access to programs developed by other departments,
such as QM’s educational programs and health care initiatives (e.g., diabetes management and testing) that will influence
a member’s care plan choices and their health outcomes. An important element in the success of inter-departmental
coordination to support and influence outcomes from our case management program is our written Policies and
Procedures (P&Ps). The P&Ps describe the interdependencies between our departments necessary to promote
coordination and communication across disciplines and departments. Our P&Ps are the foundation of our programs and
are the source for developing employee training curricula. Through our training programs, we improve inter-departmental
coordination by providing employees from all departments with the foundational skills, information, resources, and tools
to support our CMs and improve member health outcomes.

Our organizational structure provides the framework for inter-departmental coordination to facilitate our case
management program. The goal of improving health outcomes for members is integrated into each of our departments.
Through the use of management committees we examine data and develop management approaches to enhance inter-
departmental coordination and improve health outcomes. Examples are presented in the following table:

Cross-Functional

Committee/Workgroup

Grievance Workgroup
Membership includes staff from
member services, quality
management, case management,
network development and
contracting, and provider services.

Coordination Function

Review of individual member
grievances to determine systemic
issues impacting member outcomes
and develop plans to correct
identified problems.

Outcomes

Outcome example: In 2009, a DME
vendor who was providing poor service
was identified; progressive corrective
action failed so the vendor’s contract
was cancelled, and new vendors were
implemented.

Quality Improvement Committee
Membership includes Chief Operating
Officer (COQ), Chief Medical Officer
(CMO), Vice President (VP) of Long
term care (aka Case Mgmt.
Administrator/Manager), Quality
Management, Medicare, UM,
Provider Relations, Member Services
and the Director of Prevention and
Wellness.

Review of the planning,
development, data gathering,
testing of interventions and
assessment of quality improvement
necessary to positively improve
outcomes on PIPs identified by
AHCCCS and initiatives identified
by MCP.

Outcome examples: Improved CM
processes to positively impact results:
1) Advance directives, in 2010, data
analysis revealed statistically significant
improvement of 49% over 2009. 2)
Influenza vaccination rates increased
from 54.8% in 2007 to 80% in 2010.

Quality Management/Utilization
Management Committee

Membership includes CMO, VP of
Quality Management, utilization
management, long term care, MCP
Medical Directors, BH Medical
Director, provider services,
community providers, and support
staff as required.

Review and evaluate the results of
quality improvement activities (such
as reports, data sets, study results,
and general information related to
programs, systems, and
processes), identify opportunities to
improve the care and services
provided to members, and
recommend solutions to the CMO.

Outcome example: Quality of care
concerns identified by CM staff were
investigated and substantiated by
QM/UM Committee. Corrective action
plans were implemented and failed,
prompting QM/UM Committee
recommendation to terminate our
contract with the facility. Provider
services assisted in identifying
alternative contracted facilities for
member placements.
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IDT (Interdisciplinary Team)
Members include Medical Director,
BH Medical Director, BH Coordinator,
Concurrent Review
VVP/manager/supervisor, LTC RN
Manager/Supervisor, CMs,
Pharmacist.

Coordination Function

Review of members who have two
or more hospitalizations in past 30
days, repeat hospitalizations in
successive months and other
criteria in order to develop a plan to
deal with the identified issue and
improve member health. Selection
dependent on ability to impact goal
to reduce readmissions.

Outcomes

Outcome examples: Typically there
are three outcomes from an IDT
intervention that affect a member’s
health outcomes: 1) the CM has
additional care planning options; 2)
improved coordination of care between
the member, the member’s
family/caregiver, PCP, and specialist;
and 3) reduced medically unnecessary
hospital and ED utilization.

Provider Services-Long Term Care
Team -

Members include staff from: Case
management, provider services, and
network development.

CMs identify and network
development resolves gaps in
MCP’s provider network relative to
ALTCS covered services. Provider
identified issues (e.g., claims
payment, contract implementation)
are discussed and plans for
resolution are developed.

Outcome example: In 2010 this
committee suggested contracting with
12 new assisted living facilities that LTC
case management had identified as
being necessary to meet member's
needs.

Challenging Member Team
Members include staff from: CM,
Compliance, Provider Services,
Member Services, and BH
Department.

Identification of individual members
who have challenging needs due to
the complexity of care or co-morbid
BH issues; development of a plan
to meet member needs.

Outcome example: |dentified single
point of contact for member, member’s
family/caregiver and other MCP
departments for communication of
challenges to health plan as well as

support/resolution of concerns.

Case Study

MCP’s CEO and CMO have and continue to embrace improving diabetic management and screening performance as a
critical way to enhance health outcomes for our members. Diabetes screening and management (hereinafter referred to as
DS&M) became a health plan priority and resources were allocated to develop and implement a comprehensive
performance plan to improve compliance with evidence based practice guidelines. The CMO delegated responsibility to
the VP of Quality Management (VP of QM aka Quality Management Coordinator) to lead the effort in improving diabetic
management and screening. Leading this initiative involved the engagement, participation, and coordination of all MCP
departments, members, members’ families/caregivers, and providers. Based on direction from MCP’s CMO, and input
from members, members’ families/caregivers, and providers, the VP of QM developed a strategy that was multi-
disciplinary, inter-departmental, and included: 1) identifying ALTCS members with service gaps related to DS&M; 2)
identifying the member’s PCP; 3) identifying the member’s CM; 4) implementing the interventions necessary to improve
compliance with DS&M. Interventions taken by CMs include encouraging members to see their PCPs regarding DS&M
and requesting documentation from the PCP that DS&M was completed. Reporting to our Quality
Management/Utilization Management (QM/UM) Committee, the Quality Improvement Committee (QIC) is instrumental
in identifying member and provider interventions based on root cause analysis. The strategy for improving DS&M results
was developed through our QIC, chaired by our CMO, with department leaders from a) CM, b) quality management, c)
network development/provider services, d) member services, and ) medical management. Following the Board’s vision,
QIC applied protocols to develop, evaluate, and monitor our approaches for improving compliance with evidence based
clinical practice guidelines on DS&M. Presented in the table below is a summary result of our performance:

Summary of MCP’s Diabetes Screening Performance 2006 - 2009

ALTCS

Measure 2006 2007 2008 2009 Statewide Avg ALTCS Goal
Diabetes HbA1C rate 822% | 87.3% 88.7% 90% 86.6% 89%
Diabetes LDL-C testing 80.6% 82.8% 85.7% 88% 77.9% 91%
Retinal eye exam 52.3% 67.5% 68.2% 75.4% 63.9% 68%
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Question 21 — Case Management

Since 2000, Mercy Care Plan (MCP) has provided a high-quality case management program to assess, identify and meet
our member’s needs. We tailored our case management program to meet the needs of our elderly and physically disabled
ALTCS members based on their place of residence (nursing facility, assisted living or HCBS), and complexity of needs
(behavioral health and complexity care needs). This program design increases consistency in assessing our members’
needs and providing service authorizations because our Case Manager (CM) specializes in a type of residence or
member’s care needs. Our electronic case management program, CaseTrakker  also increases consistency in CM
activities because many of the required case management forms, protocols and requirements are incorporated into the
application and edit features prevent oversights, omissions or errors. Another key element for consistency of assessment
and service authorization for HCBS members is our training program. During training a new CM is assigned a mentor,
completes two weeks of fieldwork orientation and then three weeks of classroom training before incrementally being
assigned a caseload. CMs are empowered to authorize HCBS services that are included in the members care plan. Our
case management program includes a management system to monitor the provision of consistent, appropriate, and quality
CM services. The Case Management Administrator/Manager, reporting to the COO, is responsible for oversight of our
ALTCS program, including but not limited to, the design, implementation, management, direction and execution of our
CM program. All CM activities, including assessment, care planning, service determination and service authorization, are
monitored by a manager and supervisor. We designed our case management Policies and Procedures (P&Ps),
management/supervision structure, and protocols for maximum consistency in member assessment and authorization of
HCBS services. MCP’s quarterly system of internally monitoring HCBS member assessment and service authorizations
includes: 1) supervisor case reviews; 2) report audits; 3) standardized chart audits; and 4) inter-rater reliability. Results
from this monitoring, including our continuous process improvement strategy of Plan-Do-Study-Act (PDSA) to address
identified inconsistencies or deficiencies are documented and available to AHCCCS upon request. Each of these
components is described below.

Supervisory Case Reviews

Each CM Supervisor is responsible for the direct supervision of HCBS case management. The purpose of the supervisor
case reviews is to validate adherence to case management P&Ps. Elements that trigger a case review include: 1) if the
member has recently become eligible or changed to an HCBS setting; 2) any other changes noted in the member’s record
(e.g., recent emergency room activity, discharge from a hospital admission, change in diagnosis, etc); 3) issues observed
in previous audits or case reviews; 4) the CM’s “time in service” and observations from the CM’s mentor; 5) member or
provider complaints or grievances; and 6) recommendations from the member’s family/caregiver' and/or PCP. These
reviews occur on a daily basis according to the triggering event. The supervisor case reviews follow a set format and test
if the CM activities have been consistent with case management P&Ps and the case management standards set in the
AHCCCS Medical Policy Manual (AMPM). One hundred percent of cases assigned to new CMs are reviewed by their
supervisor for the first 90 calendar days.

Audit Reports

On a monthly basis, or as needed, each supervisor runs standardized audit reports on CM’s activities from our automated
case management system (CaseTrakker ). These audit reports profile a CM’s activities, compliance with timeframes,
adherence to P&Ps and completeness of work. System audit reports are run each month on or about the same day. The
purpose of these auditing reports is to analyze, monitor and identify a CM’s compliance with P&Ps and AMPM standards.
Audit reports are designed to specifically track and trend various activities for compliance. The supervisor records the
results of each audit, tracks and trends inconsistencies, omissions and errors, reports results to the manager and identifies
if additional training is needed for the individual CM or the case management team. Our HCBS CM supervisor has 83
case management compliance reports available for review. Each compliance report measures a specific case management
activity.

1 Hereinafter, all references to “family/caregiver” include the member’s guardian.
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A sample of audit reports includes:

e Assessment Status Report e LTC Placement Members in Transitional Status
e Attendant Care Hour Average e New Member Compliance Check
e Behavioral Health Events Not Completed e Overdue Authorizations
e CES Compliance Check e Placement and Service Conflicts
e Data Entry Time Check e Productivity Report
o Initial Assessment Data Check e Duplication of Service Report
Chart Audits

Each supervisor completes a minimum of two monthly chart audits, per CM. The supervisor uses a standardized internal
audit tool to capture critical case management program elements that we are unable to quantify in a case management
compliance audit report (see above) — such as quality and detail of progress notes or assessments. After chart audits are
completed the supervisor meets with each CM to review audit findings. These sessions are designed to reinforce our
P&Ps and AMPM standards. Issues discussed at these meetings may include, but are not limited to: identification of
deficiencies and establishment of timelines for follow-up action, discussion of treatment barriers and recommendations
and re-education or re-training plans. At the end of each quarter, the manager runs a report of chart audit results
completed during the quarter. These results are compared to the results from the previous quarter and a corrective action
plan is developed by the supervisor (in conjunction with the manager) if there is a pattern of scoring below 90% for
auditable events or activities. Corrective action plans are shared with Case Management Supervisors and CMs.
Corrective action plans may include: staff re-training, process revision, or counseling of individual staff members.

Tracking of Audit Results

The supervisor enters the results of the chart audits into our automated case management system — CaseTrakker . This
allows all results to be compiled, analyzed, trended, and reported. Standards reviewed during these audit processes are
described in section 1600 (i.e., Section 1620: Case Management Standards) of the AMPM and may include, but are not
limited to evaluation of: a) CM time frames (see AMPM Exhibit 1620-1); b) completeness, timeliness and accuracy of
required case management forms (e.g., ALTCS Member Change Report, AHCCCS/ALTCS Uniform Assessment Tool);
¢) needs assessment/care planning; d) cost effectiveness study; e) case file documentation; f) record/report of
abuse/neglect/exploitation and g) placement/service planning. Any inconsistencies, omissions or errors are documented
by the supervisor for discussion with the CM at the next meeting or if urgent issues are identified as soon as possible. The
supervisor records the results of each audit, tracks and trends inconsistencies, omissions and errors, reports results to the
manager and identifies if additional training is needed for the individual CM or the case management team. CMs who
continually fail to exhibit performance lower than required or expected will either: 1) attend additional training; ii) have
their case load reduced; iii) develop a corrective action plan; or iv) be subject to personnel action including, but not
limited to transfer out of case management, suspension or termination.

Case Management Inter-Rater Reliability

Our Inter-Rater Reliability (IRR) protocols were designed internally and approved by AHCCCS’ ALTCS Division of
Healthcare Management. Our best practice approach to the peer review process is continuously applied throughout the
year. Each CM participates in the program at least once per year as a CM observer and as the observed CM (the CM
being assessed). The purpose of IRR is to monitor the level of consistency between CMs in assessment and service
authorization decisions when evaluating the same member. Elements reviewed for consistency include assessment of the
member’s 1) attendant care hours needs, 2) levels of care, 3) activities of daily living needs, and 4) independent living
skills. For internal consistency and accuracy HCBS CMs are only paired with other HCBS CMs. Since specialty
behavioral health and complex care CMs are responsible for members in a HCBS setting they are also paired and
participate in this IRR review. During IRR peer reviews, CMs use the following: 1) Uniform Assessment tool, 2) LTC
Assessment tool, 3) Attendant Care Worksheet, 4) Spouse Attendant Care Worksheet, and 5) IRR Observation Form. The
assigned CM (aka observed CM) conducts the assessment, and completes assessment tools as usual; the observing CM
also completes the tools. Both CMs attend the member’s in-home assessment together, but the observing CM does not
intervene or interject. The observed and the observing CMs neither collaborate nor discuss results during or after the
assessment. Following the assessment, CMs turn in their completed tools to the observed CM’s supervisor for review.
The supervisor compares and contrasts the assessment and service authorization results. Following supervisor review,
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both CMs meet with the supervisor to discuss any inconsistencies identified regarding the member’s needs assessment,
level of care determination and services authorized. Education and coaching is a critical element of this session. The
supervisor records the IRR review results in the IRR Tracking Sheet. The designated supervisor produces a quarterly
report of these results for review, analysis, and trending. These quarterly reports are analyzed and results from each
quarter are compared to the previous quarter; outcomes are available to AHCCCS upon request.

Continuous Process Improvement

We use the PDSA method to analyze and apply the results of our auditing and IRR processes to improve consistency of
HCBS CM assessment and service authorization process. CM Supervisors and Managers analyze the results of each
quarter’s audits and IRR to identify areas where improvements are needed and if additional training is required or if case
management training/P&Ps need revision. Our Case Management Managers and Supervisor will develop a process
improvement plan and present the plan to the Director of Case Management. After review and approval by the Director
the Process Improvement plan is presented to the QM/UM Committee for final approval. Examples of process
improvements to increase consistency of assessment and service authorization as a result of these activities include: 1)
Analysis of audit report data identified the potential over or under utilization of attendant hours. CMs are now required to
review attendant care increases and any members who have greater than 20 hours per week with their supervisors; 2)
Review of audit report data identified authorization of duplicative services such as attendant care and home delivered
meals or assisted living and adult day health care. This information was used to identify CMs who need retraining on the
appropriate authorization of HCBS covered services; 3) In 2010, based on chart audit results we initiated a program to re-
train CMs to improve their understanding of assessment and documentation requirements. Following re-training, CMs
were trained on participating in a peer audit project that included using a chart audit tool to review two of their peer’s
cases. Results were reviewed by the CM’s supervisor and then discussed with the CM. CMs found this activity to be a
positive educational experience; 4) Implemented an electronic CM file using the CaseTrakker  system to include
documents previously stored as hard copies. This provides uniform access to the member’s case management file for
program personnel.
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Question 22 — Case Management

Mercy Care Plan’s (MCP) Case Management program has been working with ALTCS complex care members since 2000.
We have been continuously enhancing the Case Management program to meet the needs of our complex care members.
As aresult, in 2004 MCP established two specialty teams — high risk behavioral health (BH team) and Medically
Complex Care team (MCCT) - to serve members with the most severe behavioral and complex care issues. The Case
Management Administrator/Manager, reporting to the Chief Operating Officer (COO) and in consultation with the Chief
Medical Officer (CMO), is responsible for oversight of the complex care members. All Case Managers (CMs) on the BH
Team have behavioral health related masters degrees and all CMs on the MCCT are RNs. Due to the complexity and
challenges presented by members with complex BH and medical needs, CMs on these teams have a case load lower than
the AHCCCS required standard (AMPM, Chapter 1600). For example, a CM on the MCCT may have a case load of 1:32
rather than a usual caseload of 1:48. Policies and Procedures (P&Ps) for the specialty teams govern activities and
protocols that are consistent with AHCCCS regulations (AMPM, Chapter 1600). In our member-centered service
planning and delivery model, special team CMs have six primary roles: 1) assisting the member to navigate the complex
long term care system and often confusing array of services; 2) maximizing member empowerment through assessment
and directly involving the member and member’s family/caregiver' in the care planning process; 3) utilizing member
advocacy to avoid barriers to care; 4) service brokering to coordinate covered, medically necessary services; 5)
coordinating community-based services with other involved entities (e.g., Adult Protective Services, Child Protective
Services, County Office of the Public Fiduciary, Ombudsman, Children’s Rehabilitative Services (CRS), etc.); and 6)
providing crisis management to avert events or issues that may cause the member to lose independence and move to a
more restrictive placement.

The delivery of specialized case management helps improve the member’s quality of life for members with multiple co-
morbidities, complex behavioral, substance abuse and medical issues, and a history of high ED or hospital use that
complicates their care and increases utilization. Members assigned to one of the complex care teams are identified in a
variety of ways: 1) review of the PAS at the time of enrollment, 2) referrals from general”> CMs and/or the Medical
Management Department (e.g., quality management, prior authorization, and/or discharge planning), 3) recommendations
from Inter-Disciplinary Team (IDT)’ meetings, 4) review of our monthly proprietary predictive modeling report that
identifies members at the highest risk for hospitalization or an ED visit.

Within 10 days of assignment, members assigned to a specialty team receive a new in-home assessment from their
specialized CM. This assessment begins with the member’s care plan and provides an opportunity for a comprehensive
review of the member’s complex medical and behavioral health needs to develop a new specialized care plan. The MCP
behavioral health medical director and our other medical directors are consulted as appropriate in the development of
effective strategies for service planning to meet the needs of the complex members. As part of our assessment, the CM
will contact the member’s PCP and specialty providers to gather additional information necessary to complete the
member’s specialized care plan.

We use a holistic member-centered approach to develop the member’s specialized care plan. The CM works closely with
the member and the member’s family/caregiver to determine the member’s goals as well as to identify their individual
strengths and challenges. Often, these members have a difficult time identifying and internalizing these service goals.
Through the use of member engagement strategies, such as motivational interviewing, the CM reinforces physicians’
orders, educates the member and member’s family/caregiver to improve health literacy, and encourage the member and
the member’s family/caregiver participation in the management of their conditions.

Should issues in developing the specialized care plan arise that require multi-disciplinary support, MCP has a forum for
this collaboration through our weekly Inter-Disciplinary Team (IDT) meetings. The IDT meetings involve a detailed
review of the member’s case and needs with an emphasis on providing the CM with care planning strategies. In
preparation for the IDT, the CM will contact the PCP, specialists, and other involved entities to gather additional
information and recommendations to consider during the IDT meeting, including the member’s behavioral health/medical
history. The IDT consists of the behavioral health medical director and medical directors, vice president of utilization
management, a pharmacist, Long Term Care RN manager/supervisor of our MCCT, behavioral health coordinator,

1 Hereinafter, all references to “family/caregiver” include the member’s guardian.

2 Our general CMs are assigned a case load based on the member’s placement in either a home setting, Assisted Living Facilities, or
Nursing Homes. Additionally, certain general Case Managers are assigned pediatric cases or members with limited English speaking
skills.

3 See discussion on the next page.
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member’s assigned CM, as well as invited program personnel including but not limited to: Concurrent Review Nurses,
Post-Discharge CMs, Long Term Care Managers, and Provider Services Managers.

The recommendations from the IDT support our CMs in three different ways: 1) the CM has additional care planning
options; 2) improved coordination of care between the member, the member’s family/caregiver, PCP, and specialist; and
3) reduced medically unnecessary hospital and ED utilization. Often, a medical director (BH or medical) personally
communicates with the member’s PCP or specialist to discuss care plan strategies.

High Risk Behavioral Health (BH) Team

MCP defines behaviorally complex members as those members who usually have a Serious Mental Illness (SMI)
diagnosis in conjunction with Elderly and Physically Disabled (EPD) issues and utilize a specialized provider network,
including behavioral health settings. Members may also have a Traumatic Brain Injury (TBI), dementia, or a cognitive
disability. Members may require court-ordered treatment, considered to be at risk to self or others, have multiple
psychiatric inpatient admissions (including, but not limited to, Arizona State Hospital), transition from a Regional
Behavioral Health Authority (RBHA), or have current placement in a specialized BH setting. Due to these special
complex care needs, these members are assigned to MCP’s BH CMs for optimal case management and service
coordination.

MCP has a robust BH team (consisting of a BH Medical Director, two (2) BH managers, a BH supervisor, 12 dedicated
BH CMs, two (2) BH Specialists, and a BH Coordinator) who serves those members with profound BH needs. In
addition, the BH team consults with and supports the member, member’s family/caregiver, providers, and other MCP
departments (e.g., Concurrent Review, Quality Management, Member Services, Network Development, Provider
Relations, Prior Authorization), in navigating the complexities of BH placement, treatment, and interventions. In
collaboration with the two (2) BH managers, MCP’s BH medical director, who is board certified in both psychiatry and
addiction psychiatry, leads the BH team. The BH Medical Director provides clinical consultation in order to: 1) review
inpatient admissions and discharges for medical necessity, 2) review pharmacy utilization, 3) complete clinical
consultation with internal staff, 4) provide clinical education to contracted providers, 5) promote quality initiatives, and 6)
review court documents for compliance with judicial clinical requirements.

MCP has recognized the need to preserve a member’s placement in a non-behavioral health setting. Under the direction
of the BH team, MCP is implementing the Consultation and Clinical Intervention (CCI) program, in conjunction with
Community Partnership of Southern Arizona (CPSA). The purpose of the CCI program is to support members who are
residing in a non-behavioral setting and who are exhibiting behavioral issues that are jeopardizing their current placement.
The CCI program will complete a timely and comprehensive functional analysis and develop a behavioral management
plan for members who are at risk of losing their non-behavioral health placement. The member’s comprehensive
functional analysis and behavioral plan is incorporated by the CM into the member’s care plan. The revised care plan is
shared with the member, the member’s family/caregiver, the member’s PCP/specialist, and other involved entities.

Medically Complex Care Team (MCCT)

MCP identifies members to be assigned to the MCCT due to their complex chronic care needs. Often these members have
a history of frequent hospitalizations, frequent ED use, and failure to comply with PCP orders for their disease states. In
addition, members are identified for management by the MCCT if they are: 1) residing in the community/assisted living
facilities and: a) are ventilator dependent; b) have a tracheostomy; c¢) have had multiple hospitalizations; d) have severe
skin break-down; or e) have other issues that place them medically at risk for hospitalization; or 2) residing in a nursing
facility and are: a) ventilator dependent; b); have a tracheostomy; or c¢) on staff assist dialysis. Due to these special
complex care needs, these members are assigned to MCP RN CMs for optimal case management and service
coordination.

Our MCCT consists of an RN Manager, an RN Supervisor, and six (6) dedicated RN CMs; with support from our BH
Medical Director and Physical Health Medical Directors. Utilizing their medical expertise and training, our RN CMs
determine the most appropriate level of care necessary to meet the member’s medical and long term care needs.
Additionally, our RN CMs: 1) review medications to determine adherence and relay this information to the member’s
PCP; 2) review specialty DME needs, 3) review complex medical supply needs, 4) coordinate care with home health
agencies, 5) coordinate PCP and specialist appointments, and 6) provide disease specific education and self-management
techniques to the member, or member’s family/caregiver. When a member assigned to the MCCT is hospitalized, the RN
CM uses a collaborative approach to work with the member, member’s family/caregiver, the MCP concurrent review
nurse, the member’s PCP and specialist(s), the hospital’s CM/discharge planner, other involved entities, and MCP’s post
discharge CM, when appropriate. This is a very similar process that is used by our general CMs; however, for members
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assigned to the MCCT, there is often a complex array of issues and multiple providers requiring coordination and
management.

Coordination of Providers and Involved Entities

Members with the most complex medical and BH needs often require treatment from multiple providers and coordination
with other involved entities. In many instances these providers and other involved entities work independent of each
other. This may increase risk for: 1) adverse drug reactions, 2) duplication of services, 3) avoidable ED visits or
hospitalizations, or 4) member confusion regarding conflicting care plans. Our BH Team and MCCT have the training
and experience to intervene on behalf of the member to improve coordination between providers and involved entities.
Our BH and MCCT CMs focus on keeping the member’s PCP and other specialists up-to-date on the status of the
member’s care plan and any changes in the member’s condition. Care coordination support examples include: 1)
obtaining and sharing pertinent medical and BH medical records with the PCP, specialist, other providers actively
providing services; 2) following up with providers regarding medical records that were shared to coordinate changes in
member care plans; 3) informing PCPs, specialists, and other providers of the member’s most recent pharmacy fill history;
4) facilitating safe transitions (e.g., from hospital to home, from nursing facility to home, from the Regional Behavioral
Health Authority (RBHA) to MCP) to maximize consistency of services and improve continuity of care; 5) advocating on
behalf of the member to improve accessibility of services, collaborate with stakeholders, and facilitate with involved
entities on approaches to maximize the member’s care plan; and 6) collaborating with CRS in order to meet the member’s
needs and avoid gaps in care.

MCP actively supports our members in coordination with other involved entities. For example, this support includes, but
is not limited to, providing exchange of information (as requested) with the County’s Office of the Public Fiduciary, Area
Agency on Aging Ombudsman, and Officers of the Court. The purpose of these activities is to provide for the effective
and efficient transfer of information regarding the member’s care plan.

Additional Support for Case Managers

MCP’s general CMs manage members with BH and medical care needs on a daily basis. In certain circumstances, the
member’s needs escalate, prompting the general CM to seek consultative assistance from a BH or MCCT CM. In these
instances, the BH and MCCT CM becomes a resource for the general CM and promotes coordination of the member’s
care, The role of the BH and MCCT CM may include, but is not limited to: 1) a telephone consultation with the general
CM, 2) quarterly BH consultations, 3) review and interpretation of behavioral or medical documentation from the
member’s provider(s), 4) participation in a joint home visit with the general CM, 5) providing recommendations and
educating the CM, the member, and the member’s family/caregiver of the care plan, and 6) acting as a liaison between the
MCP medical director/medical management and the member’s assigned CM. Additionally, general CMs have access to
medical directors for consultation when a higher level of expertise is required.
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Question 23 — Case Management

Since 2000, Mercy Care Plan (MCP) has successfully implemented and evolved a member-centered assessment and care
planning process. MCP’s Case Management Administrator/Manager, reporting to the Chief Operating Officer (COO) and
in consultation with the Chief Medical Officer (CMO), is the executive leaders with authority and responsibility to
administer the process for assessment and care planning services. Our Long Term Care (LTC) workgroup, reporting to
the Case Management Administrator/Manager, consists of five (5) LTC Managers, 13 LTC Supervisors, and 157 LTC
Case Managers'. MCP has developed a standardized, comprehensive case management training program that provides
Case Managers (CMs) with consistent and robust training to gain knowledge and experience in the assessment and care
planning for members with home-based services. Our case management process is based upon respect for the member’s
preferences, interests, needs, culture, language, and belief system. The foundation of MCP’s Case Management program
is to effectively assess and develop holistic and member-centered care plans. As a result of our program focus on keeping
members in the least restrictive setting, three-quarters (75%) of our overall membership are residing in the community. It
is important to recognize that 86 percent of these members are living in a private home.

Assessment Processes for Home-Based Services

Our CM builds a relationship of trust with the member to perform a member-centered holistic assessment. Our
assessment strategy supports maximum member self-determination and member’s family/caregiver2 involvement. We
begin with a respect for the member and member’s family/caregiver’s preferences, interests, needs, culture, language and
belief system. MCP assigns CMs based on: 1) the member’s placement type (with CMs dedicated to HCBS, assisted
living, and nursing facility placements); and 2) member’s complex and special care needs (e.g., Behavioral Health (BH),
medically complex, and pediatric members).

Upon notification of enrollment, the intake coordinator reviews the Pre-Admission Screening (PAS) and assigns the
appropriate CM. If necessary, the member’s case may be referred for a second level review by a LTC manager to
determine if there are BH and/or medically complex needs that would require assignment to a specialized CM.

It is MCP’s experience that making the initial contact with the member within five business days, rather than the seven
business day AHCCCS standard, enables us to expeditiously initiate the intake process. Our intake process begins with
the scheduling of the initial assessment at the member’s place of residence within 12 business days after enrollment.
During this contact, the CM also works with the member or the member’s family/caregiver to identify any needed
translation services and resolve immediate issues. These immediate issues often include acute medical concerns,
pharmacy needs, or placement issues. The CM also determines, based upon members’ desires, if the members’
families/caregivers should be involved in the initial assessment interview. A tenet of our case management processes is to
include the member’s support system; however, we always respect the member’s preferences in the process. At the end of
this initial contact, the CM sends a welcome letter to the member confirming the CM contact information and agreed upon
date and time of the scheduled intake appointment.

Our CM conducts the initial assessment interview in the member’s residence. As part of this interview, the CM explains
to the member and the member’s family/caregiver' the role of the CM in: 1) needs assessment, service planning, and
coordination, 2) brokering of services to maximize the effectiveness of the service plan, 3) facilitating and advocating on
the member’s behalf for covered and non-covered community-based services, 4) ongoing monitoring and reassessment of
the member’s needs, 5) gatekeeping through assessment of needs, including determination of ALTCS services cost
effectiveness, and 6) identifying and coordinating benefits (e.g., Medicare, Children’s Rehabilitative Services (CRS)) and
Third Party Liability (TPL). During the in-home interview, the CM conducts an assessment of the member’s medical
condition(s), functional, and psycho-social needs. In performing this member-centered assessment and care planning the
CM applies their training, experience, and knowledge to identify and respond to the member’s preferences, interests,
needs, language, culture, and belief systems.

During an initial assessment, the CM gives and reviews with the member and the member’s family/caregiver a new
member packet. This packet includes a: a) member handbook, b) provider directory including a zip code specific urgent
care listing, ¢) information on HIPAA, d) member rights and responsibilities acknowledgement, e) Critical Service Gap
Report Form, f) self-directed attendant care pamphlet, g) advance directives form, and h) CM/transportation contact
information magnet. The CM also thoroughly reviews items from the Member Handbook such as: the entire spectrum of
LTC services, behavioral health crisis line, no-cost translation and transportation services, and instructions on how to file

1 139 general Case Managers, 12 BH Case Managers, and 6 Medically Complex Care Team (MCCT) RN Case Managers
2 Hereinafter, all references to “family/caregiver” include the member’s guardian
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a grievance or appeal. Members are asked to sign a member packet acknowledgement form indicating they have received
all the information described above, that items have been reviewed, and that they understand what has been received. The
CM advises the member of the name and contact information of their assigned PCP and how to request a change of their
PCP assignment. The member is also made aware of our Patient Centered Medical Home (PCMH) program that serves
members through “in-home” visits at the member’s placement (NF ALF or the member’s home) that is part of the PCP
choice options. During the initial assessment process, the CM asks the member and the member’s family/caregiver the
member’s goals and desires for placement and services. The CM summarizes the member’s goals, BH and unmet needs
in the assessment.

MCP has continually revised and improved its standardized Assessment Tool to effectively capture our members’
strengths and needs to facilitate design of the member-centered care plan. Our LTC management team modifies our
Assessment Tool so that it remains responsive to changes in AHCCCS requirements. Our Assessment Tool was
developed with the goal of assisting the member and the member’s family/caregiver and the CM to recognize: 1) the
member’s strengths and needs; 2) cultural considerations; 3) the member’s capacity to perform Activities of Daily Living
(ADL) and Instrumental Activities of Daily Living (IADL); 4) the potential need for behavioral health services; 5) formal
and informal support system; 6) the need for Durable Medical Equipment (DME); 7) current living situation; 8) if the
member has and is attending scheduled appointments with their PCP/specialist; 9) history of recent hospitalizations or ED
use; 10) current medication and medical conditions; 11) members’ self-reported level of pain; 12) the member’s need for a
specialty diet and their adherence to it; 13) any reported incidents of neglect, abuse or exploitation; and 14) preferred
contact information.

Due to the high risk of development of pressure ulcers and risk of falling, for our ALTCS members, especially those who
reside in their own homes, MCP proactively developed a unique Assessment Tool, Skin and Fall Evaluation (SAFE). Our
SAFE tool is divided into two sections. The first section addresses members at risk for skin breakdown based on factors
such as incontinence and immobility. Members identified as being at risk for skin breakdown are offered an RN visit as
part of their care plan. If the RN identifies a need for treatment, the CM will coordinate care with the member’s primary
care provider (PCP) and request/authorize services. The second section of the SAFE tool addresses a member’s risk of
falling. If the CM determines the member is at risk of falling, the CM uses the Center for Disease Control (CDC) fall
prevention brochure/checklist. The checklist allows the CM to identify hazards in the member’s home that could cause a
fall. The CM reviews the brochure with the member and the member’s family/caregiver. The brochure describes how to
provide a safe environment and prevent falling. The CM will identify if the member is on any medications that could
increase the risk of falling and notify the PCP.

The CM enters the assessment into our proprietary case management data system, CaseTrakker™. Once the CM enters
the assessment into CaseTrakker™ it is readily available and accessible by any CM or supervisor. This also makes the
assessment available to utilization management staff (utilization review, concurrent review, and retrospective review) for
medical decision-making. Furthermore, entry of the assessment into CaseTrakker™ automatically notifies the CM to
schedule the reassessment within 90 calendar days.

Care Plan Development

In a shared partnership with the member and the member’s family/caregiver, the CM facilitates development of a
member-centered care plan. An important element of MCP’s case management program is the emphasis on a trusting
relationship between the CM and the member and the member’s family/caregiver to facilitate identification of member’s
goals, strengths, needs, and challenges. Our CM begins building the care plan based on the outcome of the holistic
assessment, reviews the PAS and recommendations from the member’s PCP and other care providers. Key to the care
plan development is the involvement of the member and the member’s family/caregiver in the identification of member-
centered goals (e.g., improve self-sufficiency in areas of housing, education, and employment). In order for the member
to make an informed choice, the CM provides the member and the member’s family/caregiver information relative to the
continuum of ALTCS services, and community resources available to meet the member’s goals/needs. The CM
synthesizes the results of assessments, input from the member’s PCP and other providers, observation of the member’s
environment, and consideration of the member’s culture and values to develop the care plan.

The purposes of the care plan are to provide: 1) the member and the member’s family/caregiver with a clear understanding
of their goals and agreement of the selected service options; and 2) a summary of the member’s rights and responsibilities
including contact information as well as their grievance and appeals rights; 3) a point-of-reference to all MCP personnel
to facilitate coordination of members’ care. The care plan is a valuable resource for the member because it indicates the
member’s rights and responsibilities including their grievance and appeals rights and the agreed to services, who the

RFP No. YH12-0001 154



Mercy Care
+ Plan

provider of care will be, and when the services are scheduled to occur (including scope, duration, intensity of each
service). When the assessment and care plan development process is completed and before the CM leaves the home, a
copy of the member’s signed care plan is provided to the member or the member’s family/care giver. The care plan is
available in CaseTrakker™ for utilization management — prior authorization, concurrent review, quality management, and
compliance personnel — to use in decision making. This is a powerful resource for MCP personnel to support the
member’s care plan and goals.

Once the member has made his/her service choices on the care plan the CM completes AHCCCS’ Cost Effectiveness
Study (CES) and Uniform Assessment Tool (UAT) with the member and the member’s family/caregiver. The purpose of
using the CES is to determine if the chosen services can be provided in a cost effective manner. The CM specifically
educates the member and the member’s family/caregiver of how and to whom the member and member’s family/caregiver
are to report unavailability of critical services. If the care plan includes attendant care (general attendant, family
attendant, self-directed, skilled self-directed, and spousal attendant care), personal care, homemaker services, or respite
care, the CM develops a Contingency Plan. The CM works with the member and the member’s family/caregiver to
develop an understanding on how to use the Contingency Plan and leaves a copy with the member.

MCP’s assessment and care plan development is an ongoing and fluid process between the member and the member’s
family/caregiver and CM. A new assessment is conducted and care plan developed at least every 90 calendar days and
more frequently in the event there is a change in the member’s condition or upon member or the member’s
family/caregiver request. MCP values the assessment and care planning process because it is member-centered, leads to
consistency of services, provides for care in the most integrated setting and promotes positive health outcomes for our
members.
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Question 24 — Case Management

A. Oscar

Within one business day of notification of enrollment, the Mercy Care Plan (MCP) Long Term Care (LTC) Intake
Coordinator reviews the members Pre-Admission Screening (PAS) and determines that Oscar’s case will be assigned to
the Case Manager (CM) dedicated to the Nursing Facility (NF) and enters this assignment into CaseTrakker™. This entry
auto-generates an immediate alert to the CM that they have a new assigned member and the due date of the initial
assessment. The Intake Coordinator links the member’s PAS to the CaseTrakker™ record for the CM’s review. This
process provides the CM with an electronic copy of the PAS so it is easily assessable to the CM and other MCP personnel.

The CM reviews the PAS to learn about Oscar’s medical issues, functional needs, and other background information
(including Prior Period Coverage (PPC) eligibility). The CM identifies Oscar is married and his wife April is listed as a
representative. Within five business days of enrollment, the CM contacts the NF, Oscar, and April to notify them of
Oscar’s MCP LTC enrollment. The CM invites April to be present at Oscar’s assessment and schedules the assessment at
a time that is convenient for her, but no later than 12 business days after the enrollment date. Prior to the assessment with
Oscar and his wife, the CM reviews Oscar’s NF chart including current doctor’s orders, nursing notes, therapy notes, all
records sent from the rehabilitation center and the hospital, and obtains copies of his current pharmacy orders.

For Oscar’s and April’s privacy (HIPAA), the CM meets with them in his NF room. As part of this interview, the CM
explains to Oscar and April the role of the CM in: 1) needs assessment, service planning, and coordination, 2) brokering
of services to maximize the effectiveness of the service plan, 3) facilitating and advocating on the member’s behalf for
covered and non-covered community-based services, 4) ongoing monitoring and reassessment of the member’s needs, 5)
gatekeeping through assessment of needs, including determination of ALTCS services cost effectiveness, and 6)
identifying and coordinating benefits, Medicare and Third Party Liability (TPL). During the interview, the CM conducts
an assessment of Oscar’s medical condition(s), functional, and psycho-social needs. In performing this member-centered
assessment and care planning the CM applies their training, experience, and knowledge to identify and respond to Oscar’s
and April’s preferences, interests, needs, language, culture, and belief systems.

During the initial assessment, the CM gives and reviews with Oscar and April a new member packet. This packet
includes a: a) member handbook, b) provider directory including a zip code specific urgent care listing, ¢) information on
HIPAA, d) member rights and responsibilities acknowledgement, e) Critical Service Gap Report Form, f) self-directed
attendant care pamphlet, and g) advance directives form. The CM also thoroughly reviews items from the Member
Handbook such as: the entire spectrum of LTC services, behavioral health crisis line, no-cost translation and
transportation services, and instructions on how to file a grievance or appeal. Oscar and April are asked to sign a member
packet acknowledgement form indicating they have received all the information described above, that items have been
reviewed and that they understand what has been received. The CM advises Oscar of the name and contact information of
his assigned PCP and how to request a change of his PCP assignment. Oscar is also made aware of our Patient Centered
Medical Home (PCMH) program that serves members through “in-home” visits at the member’s placement (NF, ALF or
the member’s home) that is part of his PCP choice options.

Prior to completing the assessment tools, the CM gathers information about Third Party Liability (TPL) coverage, such as
worker’s compensation, employer, or Veteran’s benefits, to make certain maximum benefits are accessed and payer

structure is followed. If there is evidence of TPL, the CM will investigate which portions of Oscar’s health care needs are
covered by the TPL; explains this process to the family and offers to provide on-going assistance in coordinating benefits.

The CM explains to Oscar and April about eligibility for PPC and if applicable, that MCP is responsible for Oscar’s
medical expenses prior to enrollment with MCP. The CM also explains Share of Cost (SOC) to Oscar and April and
recommends they complete an application for Social Security Disability Income (SSDI). Additionally, the CM
recommends that April apply for TANF benefits.

The CM completes MCP’s Assessment Tool, Skin and Fall Evaluation (SAFE) tool, and AHCCCS’ Uniform Assessment
Tool (UAT) to identify Oscar’s current medical, functional, psycho-social strengths and needs, his level of care, culture
and beliefs, and formal and informal supports. The CM also asks Oscar and April about their immediate and long-term
goals while he is in the facility and his desire to return to his home and family and eventually back to work. Oscar and
April are asked to outline the issues that each perceives need to be resolved before Oscar can go home. The CM also asks
Oscar about his satisfaction with the services provided in the NF, identifies issues to be investigated and, if necessary,
files a grievance on Oscar’s behalf.
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The CM informs Oscar and April that the NF holds care plan meetings. The CM meets with the NF Social Worker (SW)
to discuss Oscar’s case, issues that Oscar and April identified, and requests that a discussion of Oscar’s care plan be added
to the next weekly NF multi-disciplinary team meeting.

Based on the CM’s assessment, in collaboration with Oscar, April, and the care team, the following issues are identified;
the first five are priority and will be addressed concurrently. The CM will initiate action on these priority issues within
one (1) to two (2) business days of completing the assessment. Issues 6-10 will be addressed concurrently after there is a
plan to resolve Oscar’s immediate issues (within seven business days of completing the assessment. In collaboration with
Oscar, April, and the NF multi-disciplinary team, the CM develops a member-centered care plan.

1. Issue: Oscar is sleeping in late, recently experiencing forgetfulness (as evidenced by his inability to recall PT he just
received) and confusion, and NF staff says he appears depressed and gets agitated when they come to provide care. Plan:
The CM discusses service options with Oscar and April, and recommends they consider individual counseling and
psychiatric services for Oscar and family counseling for April and other family members. Based on Oscar and April’s
desires, the CM consults with the MCP BH Coordinator regarding the need for a referral for a psychiatric evaluation and
counseling services. The psychiatrist will assess Oscar in conjunction with the PCP to determine if his confusion and
disorientation are a result of a medical condition or due to an evolving BH condition. The CM requests the NF PCP to
review Oscar’s medications to determine if any could be causing sedation/confusion. The CM also discusses a peer
support referral to help Oscar adjust and prepare for future transition back home. Desired Outcomes: Short-term- Oscar
will have an evaluation of his medical and behavioral health needs to evaluate his sleeping in late, recent occurrences of
forgetfulness, confusion, appearing depressed and instances of displaying agitation. Long-term- Oscar and April report
an improvement in managing his sleeping in late, forgetfulness, confusion, appearing depressed, and instances of
displaying anger.

2. Issue: Oscar complains that his custom wheelchair is hard to maneuver. Plan: As part of the care plan that Oscar
agreed to the CM asks the NF staff to have the wheelchair provider come to the NF to do a new seating evaluation. The
CM requests the PCP order a Physical Therapy (PT) and Occupational Therapy (OT) evaluation to determine if there
possibly are other issues that need to be addressed for Oscar to better maneuver his wheelchair. The CM follows-up
timely (no later than 7 calendar days) with NF staff and April to determine if the wheelchair evaluation and PT/OT has
been ordered and completed. Desired Qutcomes: Short Term- Oscar will have his wheelchair evaluated and a PT/OT
evaluation completed. Long-term- Oscar will be able to operate his wheelchair independently.

3. Issue: Oscar complains he is not getting enough Physical Therapy (PT). Plan: The CM discusses with Oscar and April
the amount of PT he was receiving in the rehabilitation facility and what he is receiving now in the NF. The CM
recommends to Oscar and April that they put a calendar in Oscar’s room to record the dates and times of Oscar’s PT
appointments. Following this discussion, the CM will meet with the NF staff, including the physical therapist, to review
Oscar’s complaint and assess whether his PT needs are being adequately met. The CM asks the PCP/physical therapist to
clearly explain the amount of PT authorized as medically necessary to Oscar and April and to describe the process to
obtain additional PT units if needed. Desired Qutcomes: Short-term- Oscar will have a clear understanding of the
amount of physical therapy necessary for him to reach his highest level of functioning; Long-term- Oscar receives the
medically necessary physical therapy to reach his highest level of functioning.

4. Issue: Oscar says the NF caregivers handle him “roughly” and are not as responsive as at “the last place”. Plan: Oscar
and April discuss dissatisfaction with the care he is receiving at the NF with the CM. The CM encourages Oscar and
April to bring up issues to the NF staff and to the CM. In addition, if Oscar requests, the CM will arrange for a care plan
staffing meeting with the NF staff, Oscar, and April to address Oscar’s complaints. The CM reviews the NF chart and
discusses Oscar’s complaints with the NF SW and Director of Nursing (DON). As part of this discussion, the CM will
explore if any elements of Oscar’s care and handling can be improved. The CM completes and submits a member
grievance on Oscar’s behalf. The grievance is reviewed by MCP’s grievance workgroup for investigation and referral to
the appropriate MCP department (e.g., Provider Services for provider performance or Quality Management for quality of
care concerns) for follow-up, if needed. The CM follows-up with Oscar and April to see if they are now satisfied with
Oscar’s care and treatment. Desired Qutcomes: Short-term- Oscar’s immediate issues are addressed and communication
continues with the NF staff. Long-term- Oscar will be satisfied with his care and treatment.

5. Issue: Oscar states there is nothing for him to do at the NF and the other NF residents are “too old”. Plan: Based on
discussion with Oscar and April the CM facilitates a meeting with the NF Activities Director to determine Oscar’s
interests and develop an activity plan. The activity plan should include approaches for involving Oscar in meaningful
social activities at the NF. Additionally, the CM recommends, with Oscar’s agreement, that the Activities Director
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schedule a family night where Oscar’s family/friends can visit, have dinner, and socialize. The CM requests the PCP
consider an OT referral to suggest therapeutic activities that would benefit Oscar’s rehabilitation. Desired QOutcome:
Short-term- Oscar will have meaningful activities and social interactions while at the NF. Long-term- Oscar will be able
to self-identify activities to participate in.

6. Issue: Oscar feeds himself, but since he is wearing a splint, eating is messy. Plan: The CM discusses with the NF staff
about following Oscar’s rehab plan and requests an OT evaluation order from the PCP to determine if any additional
adaptive aids or food options may improve his independence. The CM asks the PCP/OT to clearly explain the amount of
OT authorized as medically necessary to Oscar and April and to describe the process to obtain additional OT units if
needed. The CM requests that the NF staff include April in some OT sessions so she can support his independence upon
his discharge home. Desired Qutcomes: Short-term- Oscar will have an OT evaluation to determine his needs. Long-
term- Oscar will have the necessary adaptive aids to work to his highest potential in feeding himself.

7. Issue: April doesn’t think she can provide all of the care Oscar requires, including bowel care. April is concerned a
full-time income is needed to support their family and she will be unable to meet Oscar’s care needs. Plan: Because
Oscar is interested in going home, the CM goes over the service options for personal and bowel care available to Oscar
and April, so they can make an informed choice as to their options to meet Oscar’s needs. These options include Skilled
Self-Directed Attendant Care (SDAC), Spouse Attendant Care (SAC), Agency Attendant Care (Agency), Home Health
Nursing, and Respite Care. The CM informs the family that services in the home need to be cost effective and explains
what that means. The CM explains the 40 hour per week limit under SAC. The CM explains both the Agency and Skilled
SDAC models if Oscar and April choose to have Oscar’s brother as a caregiver and he agrees. The CM advises Oscar and
April that Skilled SDAC service would allow for more Attendant Care hours to be authorized, if Oscar’s brother is willing
to provide bowel care and is trained and approved by a RN. If Oscar and April choose the Agency model, then the CM
would authorize home health services to address his bowel care needs. The CM recommends April receive bowel and
personal care training while Oscar is in the NF so that she understands his bowel and personal care needs. The CM will
coordinate and authorize the type of Attendant Care and home health services based on Oscar and April’s choice. The
CM will update the care plan and coordinate the services that Oscar and April have chosen so that the services are
available upon Oscar’s discharge. The CM will authorize Respite Care if Oscar and April choose to have the service
available after discharge home. Desired outcomes: Short-term- Based on Oscar’s and April’s choices, a plan will be
established to meet Oscar’s Attendant Care and bowel care needs. Long-term- Oscar will discharge home with medically
necessary services in place,

8. Issue: There are accessibility issues at Oscar’s home, primarily at the entrance and in the master bathroom. Plan: The
CM asks the NF PT to identify Oscar’s basic DME needs once he moves home. The CM explains to Oscar and April the
DME options that may be available including, but not limited to, a hospital bed, hoyer lift, and wheelchair ramp. Any
medically necessary DME must be ordered by the PCP and in place at the time of Oscar’s discharge. The CM informs
Oscar and April that medically necessary home modification is an option. Their choices may include having the doorways
widened at both the entrance and master bathroom and installation of a roll-in shower to help Oscar maintain his
independence. The CM authorizes and schedules a home modification evaluation to be completed, while Oscar is home
for a visit, prior to his discharge. Desired outcomes: Short-term- Oscar will have the medically necessary DME and
home modification evaluation needed for discharge home. Long-term- Oscar’s home is configured so that he can be as
independent as possible.

9. Issue: Oscar talks a lot about working again to help support his family. Plan: In order to give Oscar the opportunity
to explore his potential to go back to work, the CM provides Oscar and April with employment and education resources
available to him. If Oscar chooses, the CM will make a referral for Vocational Rehabilitation after he is discharged home.
Desired outcomes: Short-term- Oscar will receive all information necessary to make a choice regarding his education
and future employment opportunities. Long-term- Oscar will develop skills for future employment and eventual return to
the workforce in order to contribute to the support of his family.

10. Issue: April asked about assistance to obtain a wheelchair van. Plan: The CM explains to Oscar and April that this
is not an AHCCCS covered service. However, CM informs April that the AHCCCS transportation benefit includes wheel
chair van rides to any medical appointment or to pick up medications at the pharmacy. The CM provides April a list of
community resources that could help provide a wheelchair accessible van. Desired Outcomes: Short term: Oscar and
April understand the AHCCCS transportation benefit. Long term: Oscar and April will understand the community
resources available to assist with acquiring a wheelchair van.
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Question 24 — Case Management

B. Magda

Within two (2) business days of the change in Case Managers (CMs) the sending CM, following MCP’s standard
operating procedure will: 1) create a chart transfer progress note in CaseTrakker™ explaining the reason for the transfer
of the member’s case to the new CM and the member’s current status; 2) discuss this information with the new CM; 3) re-
assign the member’s case file and related tasks (e.g., need for follow-up on obtaining diabetic screenings) electronically in
CaseTrakker™ to the new CM, immediately triggering a CM change letter to the member; 4) creates a chart transfer
checklist to confirm all steps were completed; 5) provides an electronic and hard copy of the member’s file to the LTC
supervisor for review prior to transfer to the new CM. Within one (1) business day of receiving the chart, the LTC
supervisor will note any oversights or omissions to the file for correction prior to transferring the case to the new CM.
Within one business day of the change in CMs the previous CM contacts the member to advise of transition to new CM.
When a case is reassigned to a new CM in CaseTrakker™, the system electronically moves the member’s case from the
original CM to the new CM, as well as adding the reassessment due date. MCP’s standard operating procedure requires
that when a member’s case is reassigned, the new CM must contact the member by phone within 2 business days to
introduce themselves to the member and member’s family/caregiver3. If the reassessment is due or per the member’s
request, the new CM schedules the reassessment with the member at their home-based on the member’s convenience but
no later than the assessment due date.

The new CM makes a visit to complete a reassessment of Magda’s needs. The CM provides Magda and her daughter with
all appropriate contact information for the new CM. During the reassessment visit the CM uses our translation service
Language Line® Interpreter Services to ask Magda if she wants Raquel involved in the assessment process and future
decision making and how she wants translation handled. If Magda chooses to have Raquel involved, the CM will respect
that choice, and make a note in CaseTrakker™. The CM explains to Raquel it is important that Magda be included in
assessment, planning, and discussions about her care. This respects Magda’s dignity, individuality, and right to choose.

The CM initiates actions on the identified issues during the assessment and completes CM actions within seven (7)
business days of completing the assessment. The following issues have been identified and are addressed concurrently:

1. Issue: Raquel is requesting more hours of attendant care because of Magda’s increased confusion, recent falls, and
diagnosis of early stages of dementia. The CM assessed that Magda needed less hours of service than the prior
assessment. Plan: The CM incorporates information provided by Magda and Raquel in completing the assessment tool,
attendant care worksheet, and the acuity tool to identify the amount of assistance that Magda needs for her personal care,
housekeeping, and supervision. The CM uses the attendant care worksheet as a guide in determination of attendant care
hours required to safely meet Magda’s needs. The CM reviews the worksheet with Magda and Raquel and discusses the
differences between what was requested and what the CM had originally determined. After considering the additional
information that Raquel presented about Magda’s need for supervision, due to dementia and being unsafe to be left alone,
the CM increases the service hours to provide supervision for Magda until a family member returns home. The CM
completes a new care plan and presents it to Magda and Raquel, for their approval and signature. Desired Qutcome:
Short-term: Magda’s changing needs are addressed and additional hours of attendant care are authorized. Long-term:
Magda remains in the least restrictive environment by continuing to live in her daughter’s home.

2. Issue: Magda is at risk for falling as evidenced by continued unsteadiness without guidance, falling a few times while
walking with her walker, and recently falling in the shower. Plan: As part of the routine assessment and Magda’s recent
falls, the CM completes the Skin and Fall Evaluation (SAFE) tool, which includes a fall risk assessment and provides and
reviews with Magda and Raquel a brochure from the Center of Disease Control (CDC) that identifies home environmental
obstacles considered fall risks. The CM informs Magda’s PCP that she is at risk for falls and requests a complete medical
evaluation to determine if there are medical reasons for falling. Because Magda has fallen in the shower, the CM requests
that the PCP write an order for grab bars, a shower chair, and any potential DME the PCP recommends. Desired
Qutcome: Short-term- Magda is to be evaluated by PCP and receive any medically necessary DME to prevent falls.
Long-term- Minimize Magda’s fall risk to safely remain in her daughter’s home.

3 Issue: There have been times recently when the caregiver didn’t show up on time and Raquel had to stay home from
work until someone else was available to take over for her. Plan: The CM contacts the attendant care agency to make sure
they are aware that the caregiver has been late arriving to Magda’s home and that as a result, Raquel had to stay home

3 Hereinafter, all references to “family/caregiver” include the member’s guardian
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from work until the caregiver arrived. The CM contacts the agency within one (1) business day of completing the
assessment and requires the agency to: 1) educate/re-educate the attendant caregiver to notify both the agency and Magda
in advance if the caregiver is going to be late, in the future; 2) in the event the caregiver is ever late again, the agency must
contact Magda to determine a) her preference of a replacement caregiver and b) how soon she wants the caregiver service;
3) report future incidents on the Non-Provision of Service log. The CM will continually monitor the availability of
attendant care for Magda and if there are future service disruptions, with Magda’s agreement, the CM may ask the agency
to use another caregiver or the CM may choose another agency. The CM will file a member grievance on behalf of
Magda’s reporting the problem of the caregiver being late. The CM reviews the Contingency Plan with Magda and Raquel
and they choose a Member Service Preference Level to meet Magda’s needs. As a result of the CM’s review with Magda
and Raquel of the Contingency Plan, Magda and Raquel know the phone numbers (e.g. caregiver agency, the MCP CM,
and AHCCCS) in case the caregiver does not show up as scheduled. Magda and Raquel may identify an optional
caregiver replacement in the Contingency Plan. The CM informs Magda and Raquel of their right to choose how and
when to replace the regular caregiver, and that informal supports are not required to be replacement caregivers. Desired
Outcomes: Short-term- The agency will send an alternate caregiver within the time chosen by Magda and Raquel, if the
regular caregiver is unavailable. Long-term- Magda will continue to receive her attendant care as scheduled.

4. Issue: Raquel has asked for a new PCP for her mother because she is having difficulty making appointments with the
current PCP. Plan: The CM will ask Magda and Raquel to describe the issue so that the CM can determine the cause of
the dissatisfaction. Due to the difficulty scheduling appointments, the CM submits a Grievance Form on Magda’s behalf.
The CM discusses options for a PCP change with Magda and Raquel, which may include: 1) resolving issues with current
PCP office; 2) changing to a new PCP, preferably Romanian-speaking if available; 3) a patient-centered medical home,
which has extended office hours; 4) Patient Centered Medical Home (PCMH) program that serves members through “in-
home” visits at the member’s placement (NF, ALF or the member’s home). The CM assists Magda in changing to a new
PCP, if that is her choice. If she chooses to change PCPs, the CM will call the current PCP office and will request for
medical records to be transferred to the new PCP and notify the new PCP of any specialists involved in her care. To
facilitate communication with her PCP, the CM completes MCP’s PCP Initiative Form with Magda. MCP’s PCP Initiative
Form helps Magda communicate her symptoms and questions about her medical conditions with her PCP, including the
need for diabetic testing and that she is on dialysis. Desired Qutcomes: Short-term- 1) Magda will understand her
options for PCP care. Long-term- Magda will have routine, consistent access to a PCP of her choice when she needs care.

5. Issue: Magda is in the early stages of dementia and Raquel feels that her confusion has increased. Plan: The CM
discusses with Magda and Raquel the challenges associated with caring for and having the early stages of dementia. The
CM offers community resources such as the Alzheimer’s Association which provides resources and education for
members and families living with dementia. Raquel and the family will be encouraged to attend regularly scheduled
support groups offered for caregivers and to perhaps take Magda, since individuals in the early stage of the disease are
also invited to the meetings. The CM asks for a copy of Magda’s signed Advanced Directives in order to document
Magda’s choice for her future care. The CM will send a copy of the Advanced Directives to Magda’s PCP. The CM
advises Magda and Raquel to discuss Magda’s increased confusion with her PCP. Desired Outcome: Short-term- Magda
and her family will understand and have resources to address her dementia. Long-term- Magda’s will remain at home as
long as possible with support services in the most integrated setting.

6. Issue: Magda misses getting out and going to church. Raquel is requesting respite services on Sundays so that she can
leave Magda at home while attending church. Plan: The CM will ask Raquel to explore the option of having someone
from the church come to the home for pastoral services. For socialization, the CM informs Magda and Raquel about one
of MCP’s Adult Day Health Care centers, which is multi-cultural and multi-lingual (including Romanian). This center
also has a transportation service with drivers who speak Romanian, and can provide transportation to medical
appointments and to dialysis. The CM will also inform Magda and Raquel that MCP has a number of Romanian speaking
adult foster care homes that could be used for extended respite care. The CM offers respite care service on Sundays so
that Raquel and her family can go to church. Desired Outcomes: Short-term- 1) Magda and Raquel will understand their
options for culturally appropriate socialization. Long-term- Magda will have an opportunity to get out and socialize with
others who are from her culture and speak her primary language. 2) Raquel and her family are comforted that Magda is
safe while they attend church as a family.
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Question 24 — Case Management

C. Wanda

Wanda’s Case Manager (CM) contacts her and schedules an appointment for an assessment at the Assisted Living Facility
(ALF) to take place as soon as possible but no later than 10 working days from the date she was readmitted to the ALF,
due to significant changes in the member’s condition and change in placement. The CM asks Wanda whether she’d like
to have her son and/or any other family members involved during the assessment. In the event that Wanda indicates she
would like her son or other family members involved, her CM will invite him to participate in the assessment.

Prior to meeting with Wanda for the assessment, the CM reviews the ALF records and facility care plan. The CM also
reviews the ALF chart for the recent hospitalization records and talks to the staff to determine what kind of assistance they
are providing Wanda and if there are any issues that may require further consideration. In order to provide privacy, the
CM conducts the assessment in Wanda’s room at the ALF.

Mercy Care Plan’s (MCP’s) Assessment Tool was developed with the goal of assisting the member and the member’s
family/caregiver4 and the CM to recognize: 1) the member’s strengths and needs; 2) cultural considerations; 3) the
member’s capacity to perform Activities of Daily Living (ADL) and Instrumental Activities of Daily Living (IADL); 4)
the potential need for behavioral health services; 5) formal and informal support system; 6) the need for Durable Medical
Equipment (DME); 7) current living situation; 8) if the member has and is attending scheduled appointments with their
PCP/specialist; 9) history of recent hospitalizations or ED use; 10) current medication and medical conditions; 11)
members’ self reported level of pain; 12) the member’s need for a specialty diet and their adherence to it; 13) any reported
incidents of neglect, abuse or exploitation; and 14) preferred contact information. The CM will complete an assessment
for Wanda, utilizing this tool. The outcome of this member-centered assessment will provide the information required to
develop Wanda’s care plan.

It is MCP’s standard operating procedure to complete the Skin and Fall Evaluation (SAFE) for each member at all
assessments. Our SAFE tool is divided into two sections. The first section addresses members at risk for skin breakdown
based on factors such as incontinence and immobility. Members identified as being at risk for skin breakdown are offered
an RN visit as part of their care plan. If the RN identifies a need for treatment, the CM will coordinate care with the
member’s primary care provider (PCP) and request/authorize services. The second section of the SAFE tool addresses a
member’s risk of falling.

Should, as a result of the assessment, the CM determine the member is at risk of falling, the CM uses the Center for
Disease Control (CDC) fall prevention brochure/checklist. The checklist allows the CM to identify hazards in the
member’s residence that could cause a fall. The CM reviews the brochure with the member and the member’s
family/caregiver, and the facility at the time of the assessment. The brochure describes how to provide a safe environment
and prevent falling. The CM will identify if the member is on any medications that could increase the risk of falling and
notify the PCP within two (2) business days of completing the assessment.

During the assessment the CM, in corroboration with Wanda and her son, identifies Wanda’s current medical, functional,
and psychosocial needs, formal and informal supports, and determines, her short and long-term goals. Based on this
assessment the following issues were identified.

These issues are addressed concurrently by the CM during the assessment. The CM will initiate action at the time of the
assessment and complete all CM actions within seven (7) business days of the assessment.

1. Issue: Since returning from her last hospitalization Wanda is non-ambulatory and needs near total care for her ADLs
including feeding. Plan: The CM uses the information gathered from the hospital discharge plan, the ALF care plan, and
the completed member-centered assessment, developed in collaboration with Wanda and her son to develop her care plan.
As part of the overall assessment the CM completes MCP’s SAFE tool to determine her fall and skin breakdown risk.

The CM discusses with Wanda and her son the potential risks associated with skin breakdown. If the SAFE tool indicates
that Wanda is at risk for skin breakdown, the CM notifies Wanda’s current PCP within one (1) business day of completing
the assessment and requests that the PCP order a home health nurse to assess Wanda’s skin integrity. The home health
nurse will be asked to notify the PCP of the assessment results and the need for any Durable Medical Equipment (DME)
such as a specialty mattress that could help prevent pressure ulcers and to provide training to the facility staff to know
how to properly care for Wanda’s special needs. A care plan meeting will be requested by the CM within one week,

4 Hereinafter, all references to “family/caregiver” include the member’s guardian
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including Wanda, her son, the PCP, and the facility staff to address the importance of Wanda’s near total care needs,
including feeding, and determine whether or not Wanda’s needs can be adequately met in the current setting. During the
care plan meeting, the CM will inform Wanda and her son of all service options available including: 1) remaining in her
current placement; 2) moving to an ALF with a higher level of care; 3) Wanda being able to return to her son’s home
setting with additional cost effective in-home services; and 4) a Skilled Nursing Facility placement if none of the other
options are able to meet her care needs. Desired Qutcomes: Short-term- A comprehensive, individualized care plan will
be developed to address Wanda’s current needs. Long-term- Wanda’s needs will be met in the safest and most integrated
setting.

2. Issue: Wanda is diagnosed with diabetes, peripheral neuropathy, hypertension, and congestive heart failure and she is
enrolled in a Medicare Advantage Plan that is not associated with MCP. Plan: Prior to the assessment the CM reviews the
facility records to determine whether medication and care orders have been received from the PCP. The CM also reviews
the record to see that the ALF is overseeing the medication administration and that the medication administration record
(MAR) is being completed. The CM, ALF, and PCP will collaborate so that Wanda receives a yearly flu shot, diabetic
testing, and keeps scheduled medical appointments for her PCP and specialists. The CM discusses with Wanda and her
son how coordination of care is improved when the member is enrolled in MCP’s MAP and uses a contracted PCP,
especially since Wanda has multiple comorbidities and her condition has declined. The CM explains that MCP LTC
members enrolled with Mercy Care Advantage are able to use the contracted Patient Centered Medical Home (PCMH)
program that serves members through “in-home” visits at the member’s placement (NF, ALF or the member’s home).
The CM will assist in coordinating care with Wanda’s current PCP and MAP if Wanda would like to continue with her
current plan. If Wanda and her son choose to enroll in the PCMH program described above, and choose to enroll in
MCP’s MAP, the CM will assist in coordinating the change so Wanda will be eligible at the beginning of the following
month. Desired Outcomes: Short-term- Wanda will see her PCP on a regular basis. Wanda and her son will have
enough information to make an informed decision regarding enrollment in MCP’s MAP or remain with their current
MAP. Long-term- Wanda’s chronic medical conditions will be managed and continuity of care will be maintained.

3. Issue: Wanda is more confused and sometimes combative. Plan: The CM will talk with Wanda, her son, and facility
staff to gather details regarding Wanda’s increased confusion and combativeness. The CM then contacts Wanda’s PCP
within one (1) business day of completing the assessment and notifies him/her of Wanda’s increased confusion and
combativeness and asks the PCP to evaluate if necessary. The CM will ask the PCP to determine if a Behavioral Health
(BH) referral is needed. If the PCP determines that a BH referral is needed, the CM will consult at the same time with the
MCP BH Coordinator and the Psychiatric Medical Director. If BH services are recommended, the CM will discuss the
services available with Wanda and her son, and if she agrees a referral will be made. The CM works with the BH
Coordinator to make a BH referral if warranted. Desired QOutcomes: Short-term- Wanda will receive evaluation of her
medical and behavioral health needs. Long-term- Wanda’s confusion and combativeness will be effectively managed.

4. Issue: Wanda had several falls at home before placement in the ALF and continues to fall at the ALF, although now
she is non-ambulatory. Plan: The CM completes the Skin and Fall Evaluation (SAFE) tool to determine her risk for
falling. The CM talks to the ALF staff about the need to have a care plan that addresses fall risk, and that may include
items such as a bed or chair alarm to decrease the risk of falls. Within one (1) business day of the assessment the PCP will
be asked to review Wanda’s medical status and her medications to see if they could have contributed to her falls. The CM
will communicate with Wanda, her son, and the ALF staff to determine what actions were taken after the first fall. They
will also be asked 1) what the circumstances of the falls were 2) to identify other known factors that caused the fall, 3) if
the falls were documented and reported to the PCP. Within two (2) business days of the assessment the CM will complete
and send a Quality of Care Concern report regarding the falls that have occurred at the facility to the MCP QM
Department. The report will initiate an investigation that could lead to the ALF being issued a corrective action plan.
Desired Qutcomes: Short-term- The ALF will report falls to the CM and PCP and have a care plan in place which
includes fall prevention measures. Long-term: Wanda will have no further falls.

5. Issue: Wanda has been recently diagnosed with pelvic cancer and has started treatment. Plan: The CM contacts the
PCP within one (1) business day of g the assessment to inform the PCP of Wanda’s recent hospitalization and newly
diagnosed pelvic cancer, in the event that he/she is not already aware so that the PCP can coordinate her medical care.
Depending on Wanda’s care plan, the PCP may want to consider if hospice is an appropriate option for Wanda. If hospice
is appropriate, the PCP will discuss the option with Wanda and her son to determine what their wishes are. The CM will
arrange for any needed increase in the frequency of home health nursing or additional DME ordered by the PCP. Within
one business day of the assessment the CM will staff the case with the MCP BH coordinator and then offer individual and
family counseling to help Wanda and her son deal with her new cancer diagnosis. Desired Outcomes: Short-term-
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Wanda and her son will understand her options to meet her medical and emotional needs. Long- term- Wanda and her son
will be able to make informed decisions regarding her ongoing medical care and will receive the necessary support to
remain in the least restrictive setting.

6. Issue: Wanda’s son moved her into an ALF without the CM’s knowledge. Plan: The CM asks Wanda and her son
about the circumstances that necessitated the change in placement. The CM will discuss their role, emphasizing the
importance of contacting the CM whenever there is a change in Wanda’s care needs or condition, and that notification of
status changes will allow the CM to implement appropriate services in a timely manner. The CM will complete a room
and board agreement at the time of the assessment, which covers her from the date placement, and review with Wanda
and her son and asks them to sign the agreement. If Wanda is in an Assisted Living Center, the CM will discuss Wanda’s
Single Occupancy rights and reviews and completes the Single Occupancy form with Wanda. The CM will create an
authorization for the ALF within seven (7) business days of the assessment. Desired Outcomes: Short-term-Wanda and
her son will understand the benefits of keeping the CM involved in her care. Long-term-Wanda will be able to remain in
the facility of her choice as long as her needs can be met.
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Question 24 — Case Management

D. Roger

Within one (1) business day of notification of enrollment, the Mercy Care Plan (MCP) Long Term Care (LTC) Intake
Coordinator will review the functional and behavioral needs of Roger and refer the intake to the Behavioral Health (BH)
Supervisor for review and assignment of a BH Case Manager (CM). The BH Case Management team consists of
specialized Long Term Care CMs who at a minimum have a master’s degree in a behavioral health field and experience in
BH case management.

Within five days of enrollment per MCP’s standard operating procedure, the BH CM contacts Joyce (Roger’s
sister/guardian) to schedule a home visit. The home visit is scheduled to occur within twelve (12) business days of
enrollment. During this initial phone call, the BH CM asks Joyce if she would be available for the visit to occur the
following day based on issues Joyce had identified. The BH CM asks Joyce when the next PCP appointment is scheduled
and offers to assist in scheduling an expedited appointment with the PCP. If the PCP needs to be changed, the BH CM
will work with Member Services staff to change the PCP. The BH CM requests that Joyce have available at the time of
the assessment any of Roger’s records from out-of-state, along with guardianship paperwork. If she does not have
Roger’s prior medical records, the BH CM will recommend that Joyce executes a Release of Confidential Information
form necessary to request medical and psychiatric records from Roger’s previous providers. The BH CM inquires if
Roger has been receiving behavioral services since moving to the state. If he is currently receiving services from a
provider contracted with RBHA, the BH CM will work with the BH Coordinator to facilitate transition of care within 30
days. Before ending the initial phone call, the BH CM will provide Joyce with the MCP BH crisis phone number and the
location and phone number of the closest Urgent Care facility.

The day following the CM phone call to Roger and Joyce, the BH CM arrives at the home for the assessment, introduces
himself/herself to Roger and Joyce, and presents the new member packet including the member handbook. The BH CM
reviews the handbook and focuses on the services available from MCP LTC and contact information for the CM. CM
begins establishing a trusting relationship by engaging Roger and Joyce in a conversation about their current situation.
The CM explains services specific to Roger’s medical and BH needs. The CM completes the assessment, SAFE tool,
Uniform Assessment Tool (UAT), attendant care worksheet (based on identified need) to identify all biopsychosocial and
cultural needs. The BH CM asks Roger/Joyce what the goals are. Joyce states she would like Roger’s seizures to be
better managed. In addition she requests that Roger: 1) be involved in the community so he is not in his room all day and
bored, 2) stop smoking cigarettes, and 3) control his behaviors. The care plan will also be completed and reviewed with
Roger and Joyce. During the assessment the BH CM will obtain Joyce’s signature on the care plan. The BH CM will also
obtain a copy of the guardianship papers at the initial assessment and file them in the case management record. A copy
will also be sent to the MCP Compliance Officer. The BH CM will educate Joyce about the value of Roger having
regularly scheduled appointments with his PCP. The BH CM recommends that Roger receives the Influenza vaccination
annually because he is at high risk for flu. The BH CM also recommends that Roger discuss smoking cessation with his
PCP.

Within seven (7) business days of the assessment the BH CM will discuss the case with the BH case management team.
MCP’s BH team includes: BH Medical Director, the BH coordinator, and the BH team supervisor.

These issues are addressed concurrently by the BH CM at the time of the assessment. All BH CM actions are initiated
and completed within seven (7) business days of the assessment.

1. Issue: Roger is displaying resistance to care, verbal and physical aggression, fabrication and elopement attempts.
Plan: Within one (1) business day of the assessment the BH CM will make a referral to: 1) an outpatient psychiatrist for
medication management and 2) for neuropsychological testing, and 3) to the Consultation and Clinical Intervention (CCI)
program. The CCI team: a) will complete a functional analysis, b) develop a BH management and crisis plan, c) provide
direct care and individual counseling to address grief and Roger’s recent transition to Arizona, d) work with Roger/Joyce
to successfully implement the BH management plan. Joyce will have access to the MCP Behavioral Health Crisis phone
number that is available 24 hours-a-day, 7 days-a-week and CCI team’s after-hours line. Joyce will be provided with
family/caregiver5 support group information, such as the Brain Injury Association of Arizona, Alliance for the Mentally
Il and TBI Caregivers Support Group. Calls to the MCP BH Crisis Line may result in de-escalation during the call or a
mobile crisis team being sent to the home to help with de-escalation and assessment of need. Since an elopement risk is

5 Hereinafter, all references to “family/caregiver” include the member’s guardian
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identified, the BH CM and the CCI team will jointly discuss options to reduce the risk of elopement. These options may
include, but are not limited to, attendant care, Traumatic Brain Injury (TBI) Adult Day Health Program, and referral to
community resources to assist in securing the residence. Desired Qutcome: Short-term — Roger’s behaviors will be
managed. Long term — Roger will be able to safely remain in his sister’s home.

2. Issue: Roger continues to have seizures at least twice a week and is at risk of falling. Plan: Within one (1) business
day of the assessment the BH CM will request a home nurse visit to educate Roger/Joyce and any care providers how to
properly respond during seizures and how to administer Roger’s medications. The BH CM initiates contact with the PCP
within one business day to coordinate review of medications, referral to a neurologist, and to obtain a referral for a home
safety evaluation to be completed by a physical therapist to identify alternative adaptive aids . The SAFE Assessment
Tool and CDC brochure are used to identify environmental hazards in the home that may contribute to his risk of injury
due to falls. The BH CM will discuss safety aids with Joyce including; door and window alarms, low bed, and helmet to
prevent injury from seizures or falls. Desired Outcomes: Short-term — Roger’s seizures will be adequately managed,
relationships with care providers will be established and risk of injury from fall is reduced. Long term — Roger will be
able to safely remain in his sister’s home.

3. Issue: Roger was receiving some undefined support services in the other state. Roger reports he is bored. Plan: The
BH CM will ask Roger if he has any recall of the support services he received in the other state. The BH CM will review
the medical records from the other state to see if they can determine the support services he received. The BH CM will
discuss with Roger his interests and preferences for meaningful activities such as the TBI Adult Day program. The
program specializes in providing activities and socialization for people with traumatic brain injury. Also, life skills
training will be described. This program is designed to enhance independence and dignity. Desired Qutcomes: Short-
term — Roger will have the opportunity to engage in meaningful activities. Long term — Roger will remain living at home
with his sister and acquire life skills.

4. Issue: Joyce is having difficulty managing Roger’s behaviors. Plan: If Joyce is unable to manage Roger safely at
home and all other interventions have been unsuccessful, the BH CM will consult with the MCP Behavioral Health
Placement Specialist within two (2) business day of assessment to determine the most appropriate and least restrictive
setting to meet Roger’s needs. The BH CM informs Joyce there may be a financial responsibility associated with certain
placement. The BH CM will assist Roger/Joyce in the transition to the selected facility. For continuity of care, MCP will
attempt to keep Roger/Joyce assigned to the same BH CM. Desired Outcomes: Short-term — Roger will be safely
transitioned to a facility of choice. Long term — Roger will reside in the least restrictive environment that meets his needs.
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Question 25 — Medical Management

Mercy Care Plan (MCP), since 1984 has actively gathered, monitored, analyzed, and reported information relating to
ALTCS members and their use of health care services. We gather accurate, timely, complete, and relevant information
about the utilization patterns of ALTCS members. This has been a management focus of MCP because this information is
vital to our ability to monitor and report on the status of our ALTCS membership. The Southwest Catholic Health
Network (SCHN) Board of Directors (the Board) is MCP’s governing body and is ultimately responsible for all aspects of
the medical management program. The Board delegates authority to MCP’s chief executive officer (CEO) to develop and
administer the medical management program (including utilization management). The CEO delegates authority and
responsibility to our Chief Medical Officer (CMO) to execute all aspects of our medical management program. Under the
leadership of our CMO we have continually strengthened and improved our ability to gather, analyze, monitor/evaluate,
and report utilization data to facilitate the delivery of appropriate care and services to our members. Throughout our
process of collecting and managing utilization data we protect the privacy of our members and the security of our
members’ protected health information (PHI). MCP gathers, analyzes, evaluates/monitors, and reports utilization data to
effectively manage and deliver medically necessary and covered services in the amount, intensity, and duration necessary
to achieve improved health outcomes for our members across the continuum of care (from prevention to the end of life).
Our goal is that the members receive the right service, at the right time, and at the right level of care/setting. MCP
considers the collection of accurate, timely, and complete utilization data to be pivotal to our success to facilitate the
delivery of appropriate care and services to our members. One of MCP’s major sources of utilization data is claims and
encounters data. These data are our most significant source of information for the evaluation/monitoring and reporting of
utilization patterns. We augment claims data with prior authorization (PA) information, from both our PA Department and
LTC case managers (CMs). One example of the value of PA information is our early warning respiratory report to
indicate an increase in inpatient utilization that may be due to a flu outbreak. Both the claims data and encounters are
treated the same by our Actuarial Services Data Base (ASDB) - our claims warehouse. ASDB supports MCP’s reporting
and analytical needs, such as our multidimensional predictive modeling and statistical outlier analysis. ASBD includes
eligibility, provider, prior authorization, pharmacy, and claims data and serves as a key data source for medical
management. Analyst from our Actuarial Services Department use the proprietary Actuarial Analytics Web Portal
(AAWeD), an interactive interface, as a point-and-click query tool to access reports; drill down into data and export
information from ASDB. For instance, AAWeb can generate customized analyses to identify favorable and unfavorable
cost and utilization trends, measure performance against key benchmarks, and review summary information. It is a
powerful tool that provides MCP’s leadership with access to member/provider cost and utilization trends.

MCP has developed a utilization management suite of 14 reports that provides MCP’s leadership with a comprehensive
set of information to examine utilization patterns and trends. Data from these reports are analyzed by our CMO during a
weekly inter-department utilization management work group (hereinafter referred to as WIDUM) to determine potential
over/under utilization. Of these 14 reports, there are six (6) key utilization reports that represent the core of the data we
analyze. These reports are: 1) Category of Expense (COE); 2) PCP Initiative Report; 3) Inpatient Cost Report; 4)
Pharmacy Utilization Report; 5) Inpatient Census Report; and 6) ED Cost Report. MCP has elected to include the COE
(please see Sample Report A), the PCP Initiative (please see Sample Report B), and the Inpatient Cost Report (please
see Sample Report C) in our proposal as representative utilization reports. The CMO’s weekly WIDUM work group
(including personnel from finance, operations, medical management, VP of Long Term Care, case management and other
areas as necessary) is responsible for completing a comprehensive analysis of utilization data. This analysis identifies
over/under utilization and/or unexpected trends. Drilling down into these data is an iterative process that often results in
identification of multiple utilization variances. Our WIDUM work group’s knowledge, expertise, and experience are
invaluable in identifying and analyzing these variances. Outcomes from the CMO’s WIDUM work group are shared with
our Quality Improvement (QI) Committee, QM/UM Committee, and ultimately to the Board. The WIDUM is responsible
for ascertaining root causes and developing recommendation for interventions to correct variances in unexpected or
adverse utilization patterns that often impact our members’ health outcomes and quality of care. The WIDUM work
group’s recommendations are submitted to the QM/UM Committee for consideration and approval. Often there is
discussion between the WIDUM work group, QI Committee, as appropriate, and the QM/UM Committee to finalize the
intervention strategies to improve quality and cost effectiveness across the continuum of care. We report utilization data
internally - to communicate trends and identify member and or provider utilization patterns - to QM/UM and all
appropriate departments including, but not limited to: member services, provider services, credentialing, case
management, quality management, and finance. Utilization data is reported to our provider network and specifically to a
provider or group of providers for specific problem-solving or developing corrective action plans. Additionally, utilization
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data is reported to critical community organizations and AHCCCS. MCP has never been sanctioned for failure to deliver
timely, complete, and accurate utilization reports. Utilization data and outcomes from the QM/UM Committee actions are
reported to the Board. MCP has a comprehensive process for monitoring and evaluating under/over utilization of
services. Based on outcomes from the process described above, MCP implemented the following interventions to address
the over/under utilization variances. The goals of these interventions were to improve health outcomes, quality of care and
cost effectiveness by promoting the availability of the right service, at the right time and the right level of care. Our
member example illustrates both under/over utilization — under utilization of PCP appointments and over utilization of ED
visits.

Member Under/Over Utilization Example: The QM/UM Committee identified an under utilization of PCP appointments
as one of the primary contributors to high ED visits. The PCP initiative was designed to increase our ALTCS members’
frequency of visits to their PCP. The goals of the initiative were to improve communication between the member and the
member’s family/caregiver' and the member’s PCP, to promote the member’s self-awareness of their health status, and to
empower the member and the member’s family/caregiver to ask the member’s PCP questions about their condition and
care. The CM has a major role in the PCP initiative. It is the responsibility of the CM, for their assigned caseload, to
promote and increase PCP visits to at least quarterly. This responsibility is part of the CM annual assessment review and
performance is part of the CMs’ 1:1 meeting with their supervisor. The CM provides the member with a list of urgent care
facilities within the member’s residence zip code and educates the member and the member’s family/caregiver on the
appropriate use of the ED and urgent care centers. The CM verifies each quarter, during the in-home quarterly assessment
process, that the member visited their PCP during the prior quarter; the member’s record is updated CaseTrakker™ and in
QNXT™ to track the member’s progress. The QM/UM Committee identified ALTCS member over utilization of ED
visits as a major problem and recommended a Patient Center Medical Home (PCMH) program to improve utilization
management of our members with complex medical and bio-psycho-social conditions. Using our predictive modeling
capabilities we identified members residing in institutions (e.g., NF, ALF) who were most at risk of frequent ED visits
who have actionable gaps in care, or who presented opportunities for more efficient medical management consistent with
evidence-based guidelines. The elements of the PCMH program that are to be available to these high risk members must
include, but are not limited to: 1) each member must have a minimum of a monthly PCP visit; 2) the PCP must offer
expanded hours and same day appointments; 3) the PCP is encouraged to have an electronic medical record with disease
registry capabilities; 4) the PCP must agree to adhere to MCP Evidence-Based Clinical Practice Guidelines; and 5) the
PCP must accept pay-for-performance incentives for specific AHCCCS performance measures. The PCMH model was
originally offered as choice to those members residing in a NF or ALF. After an evaluation, the program was expanded as
an offering for those members residing in their own home setting and who had frequent hospitalizations and ED visits and
infrequent PCP appointments. Regardless of the member setting, the PCMH model includes the same components. If
necessary, the PCP will make after hours or weekend visits to a member who has had a change of condition due to
exacerbation of illness or recent admission. The CM was seen as vital to our PCMH intervention and has assumed an
expanded role. As a result the CM developed an expanded and more inactive relationship with the member’s PCP. In
many instances, the CM involves a multi-disciplinary team to support those members and their PCP’s if the pattern of ED
utilization fails to improve. Please see sample Report B to review information of the increase of PCP appointments and
the reduction of ED visits. Another intervention the QM/UM Committee recommended was a member and member
family/caregiver and provider education campaign to focus on when visits to an ED was appropriate. We used data in
ASDB to identify members with three or more emergency department visits during a three month period. Identified
members were contacted via mail in an attempt to educate members about appropriate uses of emergency departments and
potential alternatives such as the use of the member's primary care provider or an Urgent Care facility. In conjunction
with these member education activities, MCP also notified providers when members on their panels appeared to
excessively use emergency department services. During contract year 2010, 4,829 mailings were sent to members and
814 to providers regarding excessive ED utilization. After comprehensive analysis and evaluation of this intervention, the
QM/UM Committee, in August 2010, recommended discontinuation of this intervention. Our QM/UM Committee,
following discontinuation of this intervention, approved the CMO through an improved enhancement to ASDB, to modify
the selection of at risk members for over utilization of ED and future adverse outcomes. Identified members were then
assigned to our intensive RN driven CM team to receive a member-centered and highly individualized program designed
to improve member health outcomes, quality of care and reduce avoidable ED utilization.

! Hereinafter, all references to “family/caregiver” include the member’s guardian.
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Provider Under Utilization Example: The QM/UM Committee identified that providers were failing to adhere to
evidence based clinical practice guidelines (hereinafter referred to as EBCPG) for certain diseases. This pattern of under
utilization was identified by a specialized contractor, ActiveHealth Management. They analyzed our historical medical
and pharmacy claims experience, lab test results (when available) and determined we had an under utilization of statins in
members at high risk for cardiovascular disease. The outcome of this analysis was the generation of a Care Consideration
recommendation, mailed to the provider, member or the member’s family/care giver, and at the same time is made
available to members’ assigned CM in CaseTrakker™. Our CMs address Care Considerations with members during the
member’s quarterly assessment or as indicated. For each Care Consideration, CMs will provide additional education to
the member and the member’s family/caregiver as needed. This includes encouraging members to discuss their
medication regimen with their PCP. The value of Care Considerations improving PCP adherence to EBCPG was the PCP
acceptance of the Care Consideration recommendation and the increase in statin utilization for ALTCS members from 47
scripts/thousand to 62 scripts/thousand. MCP’s recent provider satisfaction data indicates that over 61% of PCPs agreed
with the member specific Care Considerations. These data indicate that PCP compliance with Care Considerations has
increased from 29% to 42% (from 2009-2010). This experience indicates improved adherence to EBCPG through
appropriate utilization of statins and increased optimized care for our members at risk for cardiovascular disease.

Provider Over Utilization Example: QM/UM Committee recognized an increase utilization pattern of radiology services
in all settings (inpatient, radiology centers and physician offices). MCP recognized increased utilization of radiology

service from providers, especially in physician practice sites, and developed intervention strategies to address these trends.

The CMO’s WIDUM work group through analysis of claims data identified the adverse utilization trends and developed a
comprehensive intervention strategy to address aberrant utilization patterns. The WIDUM work group identified high
performing radiology providers that had a center of excellence approach to radiology management and would work
cooperatively with the MCP and had sufficient capacity to deliver accessibility and availability of services. Furthermore,
we amended the existing contracts with hospital providers and those physician practices that offered radiology services in
the office setting by reducing the fee schedule for covered radiology services to reduce utilization trends at these sites.
The CMO and designated medical directors identified and visited physician practices with a history of ordering radiology
services that failed to adhere to EBCPG. The purpose of these visits was to educate providers regarding MCP EBCPG in
an attempt to change practice patterns. The intent of these multi-faceted interventions was to target utilization that
exceeded EBCPG without reducing access to medically necessary radiology services. The QM/UM Committee approved
these interventions to assess best practices in 1) reduce unnecessary utilization; 2) control cost and 3) provide a
geographically convenient flow of members among network providers. As indicated in the table below (data for this table
were extracted from our February 2011 COE report) there has been a reduction in ALTCS radiology claims in the past
two quarters. The CMO will continue to track and report on this intervention.

ALTCS Radiology Claims per Thousand
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Sample Utilization Reports
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Sample Report B: PCP Initiative

PCP Initiative Reports

(PCP Initiative Quarter to Quarter Comparison)

Percentage of members with Quarterly PCP visits

4Q | 3Q 2Q 1Q 4Q 3Q | 2Q
PCP Initiative Measurement 2010 | 2010 | 2010 | 2010 | 2010 | 2009 | 2010
77 75 76 77 78 64 | 61

(Number of Members Due for a Quarterly PCP Visit compared to the Number with PCP Visit)

Jan - March 2010

Base # Members 5724
No recorded visit 1289
Recorded Visit 4435
Total Percent 77.48%
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AZ - Arizona Long Term Care System

Paid through: Feb-11
[Dec-08 to Nov] Dec-09 to
09 Nov-10 Trend
Paid PMPM $ 21553 1%  230.03 6.7%|
MemberMonths 100,139.87 | 101,226.74 1.1%
Days/1000 3,228 3,430 6.3%
Cost/Day $ 801.33]$ 804.89 0.4%|
Unit Price 11.4%
Bed Type Mix -5.3%)
Provider Mix -5.6%)
Services
Dec-08 to Nov-09 Dec-09 to Nov-10 Trend
Days/10{ Admits/100 Days/10| Admits/100 Cost/D| Cost/A|
Bed Type Days/1000 | Admits/1000| LOS | Cost/Day |Cost/Admit] 00 0 LOS | Cost/Day|Cost/Admit] 00 0 LOS ay dmit
ICU/CCU 2,013 318 63 §$ 891 $ 5,632 1,916 312 61 $ 999 $ 6,135 -5% 2%  -3% 12% 9%
Surgery, IP 618 133 46 $ 736 $ 3,416 655 138 48 $ 785 $ 3,739 6% 3% 3% 7% 9%
Routine 316 44 71 8 718 $ 5112 217 28 77 $ 822 $ 6,364 -32% -37% 9% 14%  24%
Psych/Detox 197 11 181 § 304 $ 5,493 196 12 164 $ 489 §$ 8,007 1% 10% 9% 61% 46%
Rehab 70 3 200 $ 619 $ 12,387 58 4 157 $ 880 $ 13,857 -17% 6% -21% 42% 12%)
Other IP Facility 11 2 72 $ 65 § 468 385 17 224 § 14 $ 323 ] 3315% 1003% 210% -78% -31%
Maternity 0 0 20 $ 13,662 §$ 27,324 1 0 27 $ 667 $ 1,780 98% 48% 33% -95% -93%
Substance Abuse 1 0 45 $ 122§ 548 2 0 38 $§ 229 § 859 65% 98% -17% 88% 57%
Grand Total 3,228 513 6.7 $ 801 $ 5,045| 3,430 511 67 $ 805 $ 5399 6% 0% 0% 0% 7%
1 Day Stays, % Admits via ED, Avoidable Admissions
Dec-08 to Nov-09 Dec-09 to Nov-10 Trend
% of Total Admits/| % of Total Admits/| % of Total Cost/D| Cost/A|
Metric Admits/1000 Admits LOS | Cost/Day |Cost/Admit] 1000 Admits | LOS | Cost/Day|Cost/Admit] 1000 Admits | LOS | ay dmit
1 Day Stays 50 9.8% 1.0 $ 2540 $ 2,540 52 10.2% 1.0 $ 2465 $ 2465 3% 4% 0% -3% -3%
Admits via ED 417 81.3% 55 §$ 764 $ 4,228 387 75.7% 55 $ 816 $ 4,479 -T% 7% 1% 7% 6%
Avoidable Admits 177 34.6% 48 § 730 $ 3,523 165 322% 48 $§ 792 § 3,783 1% 7% 1% 8% 7%
Top 5 DX Categories
Dec-08 to Nov-09 Dec-09 to Nov-10 Trend
Days/10| Admits/100 Days/10{ Admits/100 Cost/D| Cost/A|
DX Category Days/1000 | Admits/1000| LOS | Cost/Day |Cost/Admit] 00 0 LOS | Cost/Day|Cost/Admit] 00 0 LOS ay dmit
01-Respiratory Disorders 584 83 70 $ 904 $ 6,329 547 84 65 $ 940 $ 6,151 -6% 0% -7% 4% -3%|
02-Cardiac Disorders 308 70 44 $ 956 $ 4,235 296 65 46 $ 1,053 $ 4,795 -4% -6% 3% 10% 13%
03-Digestive Disorders 338 61 55 $ 796 $ 4,411 352 60 59 $ 700 $ 4,135 4% -2% 7% -12% -6%)
04-Nonspecific Disorders 282 40 71 % 644 $ 4,562 298 44 68 $ 752 $ 5,079 6% 1% 5% 17% 11%
05-Infectious Disease 278 32 86 $ 984 § 8,482 215 31 70 $ 954 $ 6,708 -23% 5% -18% -3% -21%
Grand Total 1,790 286 63 $ 864 $ 5,408| 1,708 283 60 $ 879 $ 5307 -5% 1% 4% 2% 2%
Member Risk Groups
Dec-08 to Nov-09 Dec-09 to Nov-10 Trend
Days/10[ Admits/100 Days/10| Admits/100 Cost/D| Cost/A
Risk Group* Days/1000 | Admits/1000| LOS | Cost/Day |Cost/Admit] 00 0 LOS | Cost/Day|Cost/Admit] 00 0 LOS | ay dmit
High 1,141 192 59 §$ 848 $ 5,033 2,301 331 69 $§ 806 $ 5599 102% 2% 17% 5% 1%
Medium 197 40 50 $ 794 $ 3,959 166 32 51 $§ 599 $ 3,081 -16% -18% 3% -24% -22%
Low 392 67 59 § 679 $ 3,981 132 28 48 $ 663 $ 3,154 -66% -58% -19% 2% -21%
Grand Total 1,731 299 58 § 804 $ 4,655| 2,600 391 66 $ 78 $ 5216 50% 31% 15% -2% 12%)
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Question 26 — Medical Management

Mercy Care Plan (MCP), since 1984 has actively gathered, monitored, analyzed, and applied data to identify opportunities
to improve health outcomes for our members and identify and correct unfavorable utilization patterns. We routinely
gather accurate, timely, and relevant information about favorable and unfavorable utilization patterns of ALTCS
members. MCP focuses on gathering and analyzing data to determine favorable and unfavorable utilization patterns
because this information is vital to our ability to successfully develop interventions to improve health outcomes and
quality of care by modifying unfavorable utilization patterns. The Southwest Catholic Health Network (SCHN) Board of
Directors (the Board) is MCP’s governing body and is ultimately responsible for all aspects of our medical management
program. The Board delegates authority to MCP’s chief executive officer (CEO) to develop and administer the medical
management program (including utilization management). The CEO delegates authority and responsibility to our chief
medical officer (CMO) to execute all aspects of our medical management program. Under the leadership of our CMO we
have continually strengthened and improved our ability to develop, implement, monitor/evaluate, and replicate successful
interventions to improve health outcomes and quality of care, and alter unfavorable utilization patterns.

MCP considers the collection of accurate, timely, and complete utilization data and results of clinical performance
measures to be pivotal to developing successful interventions to improve health outcomes and quality of care, and correct
unfavorable utilization patterns. Our CMO convenes a weekly inter-departmental work group (including personnel from
Finance, Operations, Medical Management, Long Term Care, Case Management) that is responsible for the
comprehensive analysis of utilization data. This analysis identifies over/under utilization and/or unexpected trends that
may impact health outcomes and quality of care. This internal work group, working closely with actuarial services
(informatics unit) drills down into the complexities of these data, identifies potential root causes and potential
interventions. Drilling down into these data is an iterative process that often results in identification of multiple variances
in utilization. Our cross-functional, inter-departmental work group’s knowledge, expertise, and experience are invaluable
in the analysis of these variances and the identification of unfavorable utilization patterns that require interventions. This
information is shared with the Quality Improvement (QI) Committee. The QI Committee is responsible for ascertaining
root causes and developing recommendations for interventions [e.g., Performance Improvement Plans (PIPs)] to correct
variances in unexpected or adverse utilization patterns that often impact health outcomes and quality of care. The QI
Committee’s recommendations are submitted to the QM/UM Committee for consideration and approval. Often there is
discussion between the QI Committee and the QM/UM Committee to finalize the intervention strategies to improve
quality and cost effectiveness across the continuum of care. This process is how we identified the unfavorable utilization
patterns of higher than expected avoidable hospital admissions and Average Length of Stay (ALOS), and higher ED
utilization combined with under utilization of PCP visits for the ALTCS population.

ALTCS members have complex and multiple chronic conditions along with dynamic cultural and health literacy factors
that require innovative and comprehensive approaches to address unfavorable utilization. Our QM/UM Committee
recommended a multi-faceted intervention approach as the best method for addressing unfavorable utilization patterns —
our experience is that a single intervention approach is inadequate due to the array of services and care required by our
members. Therefore, MCP developed a unique, innovative set of interventions. These interventions were designed to
target both members and providers and to improve quality of care and health outcomes. Our underlying goal in the
development, implementation, and monitoring of these interventions was to provide the member with the right service, at
the right time, in the right setting. At each step of the intervention process, MCP applied the Plan-Do-Study-Act (PDSA)
approach to fine-tune our interventions.

Intervention Strategies

The QM/UM committee approved the implementation of multiple interventions to address the related adverse utilization
of higher than expected avoidable hospital admissions and average length of stay (ALOS), and higher ED utilization
combined with under utilization of PCP visits for the ALTCS population. Each intervention strategy was designed to
address certain aspects of provider and member communication, behavior, understanding or approach to the decision-
making that each member, the members’ family/caregivers6, and providers make to influence health outcomes and quality
of care and utilization of services. These strategies included development and implementation of: 1) a Patient Centered
Medical Home (PCMH) approach for the highest risk members in nursing facilities (NF), assisted living facilities (ALF),
and in the members’ home; 2) a (Long Term Care) Case Manager (CM) initiative for all ALTCS members; 3) a

6 Hereinafter, all references to “family/caregiver” include the member’s guardian
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concurrent review discharge planning process by creating a member-centered discharge team to include the current review
nurse and member CM; and 4) of a readmission prevention program. These intervention strategies are discussed below.

Patient-Centered Medical Home (PCMH)

The QM/UM Committee recognized that those members at the highest risk for hospitalization and ED utilization would
benefit from a PCMH. Using our predictive modeling capabilities we identified members residing in institutions (e.g.,
NF, ALF) who were most at risk of a hospital admission, extended ALOS, and frequent ED visits who have actionable
gaps in care, or who presented opportunities for more efficient medical management consistent with evidence-based
guidelines. We designed a flexible PCMH program for these members that would be effective in addressing members in
multiple settings. The elements of the PCMH that are to be available to these high risk members must include, but are not
limited to: 1) each member must have a minimum of a monthly PCP visit; 2) the PCP must offer expanded hours and
same day appointments; 3) the PCP is encouraged to have an electronic medical record with disease registry capabilities;
4) the PCP must agree to adhere to MCP Evidence-Based Clinical Practice Guidelines; and 5) the PCP must accept pay-
for-performance incentives for specific AHCCCS performance measures. The PCMH model was originally offered as
choice to those members residing in a NF or ALF. If the member chooses to participate in this program, the PCP will visit
the member at the facility monthly and coordinate all aspects of the members care. This program was expanded as an
offering for those members residing in their own home setting and who had frequent hospitalizations and ED visits and
infrequent PCP appointments. Regardless of the member setting, the PCMH model includes the same components. If
necessary, the PCP will make after hours or weekend visits to a member who has had a change of condition due to
exacerbation of illness or recent admission. The CM was seen as vital to our PCMH intervention and has assumed an
expanded role. The CM has an expanded and more direct relationship with the member’s PCP. In many instances, the
CM involves a multi-disciplinary team to support those members and their PCP’s if the pattern of hospital admissions and
ED utilization fails to improve.

PCP Initiative

The PCP initiative was designed to increase all ALTCS members’ frequency of visits to their PCP. The goal of the
program is for members to visit their PCP at least quarterly. The purpose of increased PCP visits is to improve
communication between the member and the member’s family/caregiver and the member’s PCP, promote member self-
awareness of their health status, and empower the member and the member’s family/caregiver to ask questions to the PCP
about their condition and care.

The ALTCS CM has a major role in the PCP initiative. It is the responsibility of the CM to promote and increase PCP
visits to at least quarterly for their assigned members. This responsibility is part of the CM annual assessment review and
performance is part of the CM routine 1:1 meeting with their supervisor. At each in-home quarterly assessment, the CM
provides the member with an updated PCP initiative checklist. The checklist is updated each quarter to include new or
continuing issues the member should discuss with their PCP at the next PCP appointment. In addition, the CM includes a
copy of the member’s updated medication history to bring with them to their next PCP appointment. If appropriate, the
CM assists the member and the member’s family/caregiver with scheduling the next PCP appointment and transportation.
The CM provides the member with a list of urgent care facilities within the member’s residence zip code and educates the
member and the member’s family/caregiver on the appropriate use of the ED and urgent care centers. The CM verifies
that the member visited their PCP during the prior quarter. The CM documents results of each in-home quarterly
assessment in both CaseTrakker™ and in QNXT™ to track the member’s progress.

Improved Discharge Planning Process

The QM/UM Committee recognized the need to improve discharge planning for hospitalized members. Due to the
medical, behavioral, psycho-social and placement challenges of our members, it is imperative that discharge planning be
holistic, member-centered and proactive. Therefore, the CMO formed an innovative approach to discharge planning by
bringing together the concurrent review nurse and the member’s CM. Both the concurrent review nurse and the CM have
access to QNXT™ data for member’s claims, prior authorization, pharmacy data, and case management notes regarding
the member and the member’s care plan from CaseTrakker™. Bringing together these two unique perspectives is a
powerful tool to support the member during and after hospital discharge. It is our experience that the transition from the
hospital to the member’s placement/residence is often complex, demanding, and difficult for the member. MCP’s
discharge planning approach is to bridge these complexities, demands, and difficulties by directly involving the member,
the member’s family/caregiver, the member’s PCP, the concurrent review nurse, and the CM in all aspects of discharge
planning. In this way, the member and the member’s family/caregiver are aware, engaged in, and fully prepared for the
transition.
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Readmission Prevention Program

The QM/UM Committee recognized that for many of our most complex members with multiple co morbid conditions,
who are discharged to home are often are readmitted to the hospital within 30 days. This pattern results in reduced health
outcomes, quality of care, increased utilization, and negatively impacts the member’s quality of life. Therefore, the CMO
developed a high-intensity, comprehensive, holistic and member-centered clinical CM program to supplement the
standard CM program. CMs in this program are all RNs with extensive experience working with the elderly and
physically disabled. This readmission prevention program includes the following activities: 1) on-site assessment by the
CM at the hospital; 2) in-home visit within 48 hours of discharge for assessment of: a) medication reconciliation; b) DME
and home healthcare services as ordered; ¢) home/family support; d) level of functional screening of physical, cognitive,
and behavioral factors; 3) in home or telephonic assessments at 3, 6, 10 and 14 days post discharge; 4) 30 days post
discharge assessment of the member to determine if the member’s post discharge needs have been met. This voluntary
program includes close and constant communication during this critical period between the clinical CM and the member’s
assigned CM. Currently, this program is in effect at four hospitals. The CMO, reporting to the QM/UM Committee, is
evaluating the effectiveness of this program for expansion to other hospitals.

Reporting and Assessment

The results of these interventions are presented to the QM/UM to continue the cross-functional and inter-departmental
collaboration necessary to develop this multi-faceted approach and to assess and evaluate the effectiveness of each
intervention. The QM/UM committee recommends modifications and adjustments to the interventions to improve health
outcomes and quality of care and to reduce the impact of these adverse utilization trends. At each step of these
interventions, the QM/UM committee determines if progress has been made in providing the member with the right
service, at the right time, in the right level of care.

Intervention Results

The QM/UM Committee reviews and analyzes data (from actuarial services) to determine the effectiveness of the
interventions. As a result of this analysis, MCP is pleased to report that the interventions have been successful in reducing
hospital admissions, ALOS, ED utilization and increasing PCP visits.

Year to Year

Metrics 2007 2008 2009 2010 Ch 2009 2010
ange

2008 ->

2010
ER Visits/K | 838 894 903 873 ER VisitslK | 6.7% 1.0% -3.3% -24%
IP Admits/K | 750 845 770 781 IP Admits/K | 12.7% -8.9% 1.5% -1.6%
IP Days/K 4,580 5,182 4,421 4,269 IP Days/K 13.1% 14.7% | -3.5% -17.6%
IP ALOS 6.1 6.1 57 55 IP ALOS 0.4% 6.3% -4.9% -10.9%
MM 99,776 98,937 100,681 101,888 MM -0.8% 1.8% 1.2% 3.0%
Measure 2008 2009 2010
% of ALTCS members w Quarterly PCP visit 61 68 77

Altering Unfavorable Utilization Patterns

MCEP identified, through the analysis of utilization and clinical performance measures, unfavorable utilization trends in
inpatient hospitalization, ALOS, and ED with the corresponding underutilization of PCP visits. Working with the cross-
functional and inter-departmental QM/UM committee, the CMO developed innovative and comprehensive multi-faceted
interventions to address these unfavorable utilization patterns. Our interventions were developed and implemented to
alter these unfavorable utilization patterns. Each intervention strategy has been monitored independently and the
combined impact has also been assessed. Subsequent analysis, post intervention assessment, and continual evaluations
were aimed at determining effectiveness of each intervention. It is through our consistent and applied analysis of data that
we identified the necessary intervention approaches and allowed MCP to continually adjust and revise intervention
strategies.

An analysis of the data and tables above clearly indicate that the interventions produced an alteration of unfavorable
utilization patterns. The purpose of our program and process to gather, analyze, monitor/evaluate, and report utilization
data is to identify cost effective and efficient interventions that can result in improved quality of care and health outcomes
for our members. Our data, in the tables above, demonstrates the effectiveness of these interventions in decreasing
utilization in hospital admissions, ALOS, and ED visits. Furthermore, we had positive impact on increasing the
percentage of members with quarterly PCP visits year over year. By altering these unfavorable utilization patterns, MCP
improved health outcomes, quality of care and provided the member with the right service, at the right time, in the right
level of care.
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Question 27 — Medical Management

Mercy Care Plan’s (MCP’s) goal is to positively impact the health status of our members through an integrated and
coordinated Chronic Care/Disease Management program. MCP implemented its first Chronic Care/Disease Management
program in 2000 and has continuously improved and enhanced our programs to: 1) positively impact our members’ health
outcomes and quality of care; 2) support the member in the least restrictive setting; and 3) improve our providers’ practice
patterns and compliance with Evidence-Based Clinical Practice Guidelines. MCP’s program integrates physical health,
behavioral health (BH), long term care services, disease management and community-based services through an intensive
member-centered case management program. Our comprehensive program is designed to enhance the quality of life,
improve health outcomes, and achieve and/or maintain the highest level of self-sufficiency for our members. Southwest
Catholic Health Network (SCHN) Board of Directors (the Board) is responsible for the MCP’s Chronic Care/Disease
Management program. The Board delegates responsibility to the Chief Executive Officer (CEO), who delegates the day-
to-day administration of the Chronic Care/Disease Management program to the Chief Medical Officer (CMO). The CMO
is supported by the Case Management Administrator/Manager, VP of Quality Management (QM), VP of Utilization
Management, Director of Integrated Case Management, and the QM/UM Committee. The QM/UM Committee is critical
to our Chronic Care/Disease Management program. The CMO makes recommendations to the QM/UM Committee
regarding disease conditions to be included in the Chronic Care/Disease Management program based on the prevalence of
high cost/high volume conditions within our membership and utilization patterns. The QM/UM Committee continually
evaluates, reviews, and makes modifications to the chronic care/disease management program. It is MCP’s experience
that Chronic Care/Disease Management programs increase their effectiveness when the members and providers are
educated and informed about the scope and depth of the programs. Members receive information about MCP’s Chronic
Care/Disease Management programs at time of enrollment and continually through other sources (e.g., Website,
Newsletters). Providers receive information during new contractor orientation and through other sources (e.g., Web Portal,
Provider Newsletters). MCP uses the following communication tools to inform our members and providers about our
Chronic Care/Disease Management program:

Member Communication Provider Communication

Member Website Provider Web Portal

Member Handbook Provider Manual

Member Newsletters Provider Newsletters

Case Management Team Provider Services Representative
Care Plan Care Plan

Member Call Center (Toll free call) Provider Service Center

UM/PA — Notice of Action Letter UM/PA — Service Approvals/Denials

Risk stratification is a key component of MCP’s Chronic Care/Disease Management program. MCP has successfully used
risk stratification to maximize the effectiveness of our Chronic Care/Disease Management program by identifying
members with the greatest opportunity for improvement (e.g., highest risk, highest cost, and experiencing poor health
outcomes based on their condition). We also include members from a referral by either the: a) member’s Primary Care
Physician (PCP); b) member or the member’s family/caregiver7; c) the member’s assigned Case Manager (CM); or d)
other MCP personnel [e.g., quality management, utilization management (prior authorization or concurrent review),
member services, or grievance and appeals]. Member education includes targeted member-specific educational mailings,
quarterly education mailings, individual member health profile, and a website with access to searchable data for additional
information and education. We report the effectiveness of our process to the QM/UM Committee.

Disease Management Program

MCP’s disease management program is provided by Schaller Anderson of Arizona LLC (Schaller) as part of a
management agreement. Schaller has been successfully operating disease management programs since 1993. Schaller has
operated an NCQA certified disease management program for targeted chronic diseases (e.g., congestive heart failure,
chronic obstructive pulmonary disease, depression, asthma, and diabetes) since 2006. The interventions for these targeted
chronic diseases are based on Evidence-Based Clinical Practice Guidelines. It is MCP’s experience that applying a
disease management approach to ALTCS members often results in improved health outcomes and quality of care.

7 Hereinafter, all references to “family/caregiver” include the member’s guardian
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Schaller’s Disease Management (DM) program emphasizes self-management support and member and member
family/caregiver education improving healthcare outcomes for members. The program goals are: 1) increase the number
of members using their medications correctly; 2) reduce morbidity and mortality of the disease; 3) decrease the incidence
of ED visits and hospital admissions/length of stay; 4) engage the member and the member’s family/caregiver in
maintaining a member’s wellness in the most integrated setting; 5) based on the member’s functional level, teach self-
management skills; and 6) to support both the member and the PCP/provider in establishing a consistent relationship that
improves adherence to the members’ care plan.

Schaller’s DM program also focuses on providers and includes specific program elements for: 1) education of
PCPs/providers regarding Evidence-Based Clinical Practice Guidelines and that adherence to these guidelines improves
members’ health outcomes; 2) the PCP/providers to be involved in the implementation and evaluation of the program,
including through our QM/UM Committee; 3) monitoring PCPs/providers compliance with the Evidence-Based Clinical
Practice Guidelines; 4) methods to improve PCPs/providers compliance with Evidence-Based Clinical Practice
Guidelines, including but not limited to, corrective action plans or individualized training with QM RN personnel, CMO,
or designee.

Our voluntary comprehensive DM program includes the following: 1) reviewing the member’s care plan in
CaseTrakker™ to identify the results of the member assessment to include the member’s bio-psycho-social needs; 2)
collaborating with the member and the member’s family/caregiver to identify the member’s goals for management of their
disease/condition, quality of life expectations, and interventions founded on evidence-based guidelines to support those
goals; 3) teaming with the member, and member’s family/caregiver, assigned CM, and key providers (e.g., PCP, BH
provider) to identify the member’s needs and strengths implement successful interventions founded on evidence-based
clinical guidelines and eliminate any barriers to care; 4) developing a care plan to address the member’s critical physical,
behavioral and social needs to promote resiliency, recovery and optimal self-management with specific member
outcomes; 5) educating members about their chronic disease and effective tools for self-management and evaluating the
effectiveness of this member education as it relates to the members’ self-management of their disease; 6) promoting
access to a continuum of services, including community services, based on the intensity and complexity of the member’s
needs; 7) monitoring member outcomes to assess the program’s effectiveness; and 8) keeping the member’s PCP
informed about the member’s enrollment in the Disease Management program and the disease management activities and
outcomes.

MCP conducted an outcome analysis of Schaller’s DM program for PCP visits and ED visits. We compared pre- and
post-enrollment for members who were enrolled in our disease management program between 1/1/2007 and 9/30/2009.
We found that ED and PCP visits, along with per member per month expenditures, were consistently lower for all three
measurement years after members enrolled in our disease management program.

i OPD Diabete

009 Pre DM Post DM Pre DM Post DM | Pre DM Post DM
ER visits /member 24 0.5 4 1.2 4.2 1.1
PCP visits /member 3.2 1.2 4.3 1 4.1 1.6

Active Health’s CareEngine® System and Care Considerations

The CareEngine® System is designed to support disease management by increasing members’ and PCPs’ adherence to
Evidence-Based Clinical Practice Guidelines, improving the quality of healthcare for members and decreasing medical
costs. The CareEngine® System accomplishes these goals through: 1) using historic and current medical and pharmacy
claims, and lab test results data to develop member-centered records; 2) comparing the member data to existing clinical
rules and algorithms, developed by Active Health’s team of board certified physicians and pharmacists; and 3) identifying
member-specific opportunities to optimize care and communicate evidence-based treatment recommendations to
providers. The outcome of this analysis is the generation of a Care Consideration recommendation, mailed to the member
or the member’s family/care giver and at the same time is made available to members’ assigned CM in CaseTrakker™.
Our CMs address Care Considerations with members during the member’s quarterly assessment or as indicated. For each
Care Consideration, CMs will provide additional education to the member and the member’s family/caregiver as needed.
This includes encouraging members to discuss the identified issue with their PCP. In addition, the member’s PCP
receives clinical Care Considerations via a telephone call or mail, depending on severity. Clinical Care Considerations
serve as alerts to PCPs regarding potential gaps in a members’ care and adherence opportunities to Evidence-Based
Clinical Practice Guidelines. MCP’s recent provider satisfaction data indicates that over 61% of PCPs agreed with the
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member specific Care Considerations. These data indicate that PCP compliance with Care Considerations has increased
from 29% to 42% (from 2009-2010). An example of the value of Care Considerations in improving PCP adherence to
Evidence-Based Clinical Practice Guidelines is that when PCPs were alerted that statins were recommended for members
with a high risk for cardiovascular events, PCP accepted the recommendation and statin utilization for ALTCS members
increased from 47 scripts/thousand to 62 scripts/thousand. This experience indicates improved adherence to Evidence-
Based Clinical Practice Guidelines and increased optimized care for our members at risk for cardiovascular disease.
Chronic Care Programs

It is our experience that most of our ALTCS members with chronic illnesses require care from several providers. This
makes their care more challenging to coordinate. MCP has multiple chronic care programs to serve our members with
complex medical and bio-psycho-social needs. These programs are based on Evidence Based Clinical Practice Guidelines
(EBCPG) and are designed to improve health outcomes and quality of care in the most integrated setting. Our approach is
to reduce inappropriate or avoidable use of services (e.g., inpatient admission and readmissions) by reducing barriers to a
member’s ability to self-manage their medical conditions. MCP has adopted a range of EBCPGs that are consistently
reviewed and updated. Our QM/UM Committee annually reviews, analyzes, and approves our EBCPGs. This committee
is chaired by our chief medical officer (CMO) and membership includes PCPs, specialists, and BH providers. The CM,
member, member’s family/caregiver, and PCP each play integral roles in the chronic care programs.

It is MCP’s experience that the integration of provider clinical expertise and adherence to Evidence-Based Clinical
Practice Guidelines (EBPGs) coupled with a strong relationship between the member and provider, results in improved
health care outcomes and positively impacts members’ quality of life. The provider can be the single most influential
person to impact a member’s change in behavior. As such, the provider is a key element to our chronic care programs.
We have implemented physician pay-for-performance programs that directly link the providers’ adherence to Evidence-
Based Clinical Practice Guidelines to reimbursement as a tool to increase physician compliance.

MCP understands that provider education is critical to implementing EBCPGs. MCP provides a range of methods to
educate providers regarding EBPGs; these include, but are not limited to: 1) instructor-lead training; 2) MCP’s provider
web portal, 3) MCP’s provider manual; 4) online provider newsletters; and 5) by provider request. To monitor provider
compliance with EBCPGs, MCP conducts Ambulatory Medical Record Reviews AMRRs. MCP has established a
minimum performance standard for providers’ compliance with EBCPGs and requires submission of Corrective Action
Plans (CAPs) for providers who fail to meet these standards. Through the CAP, the provider is then required to outline
actions to be taken for improved compliance with EBCPGs.

The CM is integral to implementation of MCP’s chronic care programs. The CM’s role is critical because: 1) works
closely with the member and the member’s family/caregiver to assist them in navigating through the fragmented and
complex health care delivery system; 2) authorizes all services specified in the member’s care plan; 3) prevents delays in
service implementation; 4) assist the member in scheduling quarterly PCP visits; 5) provides accurate and updated
information related to the member’s current status and services to the PCP; 6) avoids duplication of services; 7) facilitates
safe care transitions from, and between, care settings; 8) conducts ongoing assessments of service needs; 9) coordinates
with Schaller’s disease managers to support planned interventions; 10) MCP employs motivational interviewing skills to
empower the member in taking an active role in the self-management of their disease; and 11) acts as the member’s
advocate within MCP, with the PCP, and engage/link the member with community resources/stakeholders. Our CMs
identify when a member is having difficulty adhering to the member-centered care plan. Our CMs are skilled at
identifying adherence issues and changes in a member’s level of engagement so that they can intervene quickly and assist
the member in getting back on track or employ alternative approaches to actively involve the member

MCP has developed and is in the process of implementing our first disease specific PCMH. Working with a key provider
group we will offer and enroll MCP diabetic members in a patient-centered medical home model to provide
comprehensive, high quality, and individualized care. This will be a voluntary program for diabetic members. The design
of this holistic PCP-led PCMH is to meet the needs of our diabetic members using a combination of community
navigators, self-management tools/education, community partnerships, and MCP CMs. The purpose of this disease
specific PCMH is to: 1) improve health outcomes of our diabetic members; 2) reduce avoidable utilization of high cost
services (hospital admission, ED visits); 3) use telehealth monitoring for those members identified as highest risk; 4) to
align incentives between MCP and providers by evaluating a new payment model that include fee-for-service, P4P and
payments for medical support services. MCP is excited about this opportunity because it provides a unique and
comprehensive method to deliver health care services to members with complex chronic diseases. The CMO is actively
working with the QM/UM committee, other internal departments, and this provider to finalize this model for introduction
this year.
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Question 28 — Medical Management

Mercy Care Plan (MCP) uses nationally recognized clinical criteria to guide our medical decision-making. We design,
manage and administer our process to adopt and disseminate clinical criteria to provide an environment for consistent,
collaborative, culturally competent, and optimal utilization of care that is responsive to our members’ needs and
providers’ expectations. The Southwest Catholic Health Network (SCHN) Board of Directors (hereinafter referred to as
the Board) has ultimate authority and responsibility for our utilization management (UM) program. The Board has
delegated responsibility for our UM program to the chief executive officer (CEO). The CEO has delegated day-to-day
management responsibility and authority to the chief medical officer (CMO). The CMO has responsibility for the
management and supervision of our medical directors; including their use and application of clinical criteria. The CMO
delegates to the vice president of utilization management (medical management coordinator) responsibility for applying,
monitoring, reporting, and supervising prior authorization and concurrent/retrospective review activities.

MCP has written Policies and Procedures (P&Ps) that govern the adoption and application of clinical criteria to support
individualized clinical decision making. Our P&Ps include detailed standards, clinical criteria protocols, review criteria,
turnaround timeframes and other information relevant to making consistent, and responsive decisions including, but not
limited to: 1) level of care, 2) place of service, 3) scope of service, and 4) duration of service. MCP’s P&Ps require that:
1) only a medical director with appropriate clinical expertise in treating the member’s condition or disease can deny a
request for services; reduce the amount, duration, or scope of care; or excluded or limited services; 2) individuals who
conduct utilization management activities are not compensated nor is our compensation structured or designed to provide
inappropriate incentives for selection, denial, limitation or discontinuation or authorization of services; 3) prior
authorization is unnecessary for emergency medical services. Our CMO is responsible for the development, completeness,
relevance and accuracy of our clinical criteria P&P. When applying clinical criteria, we consider the member, the
member’s support system, the member’s diagnosis, the member’s disease stage, co-occurring medical/behavioral health
conditions and member’s individual care plan. It is our standard operating procedure to annually review our clinical
criteria P&P and clinical criteria. The results of this review are presented to our QM/UM Committee for consideration and
action - accept, modify or reject the clinical criteria. Our QM/UM Committee annually reviews, analyzes and approves
our clinical criteria. Chaired by the CMO or designee, the QM/UM Committee meets monthly. Membership in the
QM/UM Committee includes MCP medical directors; vice president of utilization management (medical management
coordinator); chief operating officer or designee; vice president of quality management; Case Management
Administrator/Manager; Director of Integrated Case Management; Director of Provider Services; Vice President of
Member Services; local community-based and network (participating) PCPs; specialists; behavioral health providers; and
other personnel as needed. Prior to each meeting, participants and members of the QM/UM committee must execute a
confidentiality and conflict interest agreement. The QM/UM Committee determines if actions are needed regarding: a) the
process to design, develop or adopt clinical criteria; b) training of providers on applicable clinical criteria; b) MCP staff
training how to administer or apply the clinical criteria; and/or ¢) the information available to providers or members
regarding clinical criteria. The annual review process consists of an evaluation of: 1) existing criteria, ii) new medical
technologies; iii) changes in covered services, practice patterns, or members’ medical needs, and iv) determination of any
recommendations or changes. Through our QM/UM Committee, we receive recommendations from providers in the
adoption, review, and dissemination of clinical criteria. The use of this multidisciplinary process allows for a wide range
of local medical knowledge, including specific local community-base experience related to providing care to patients with
similar characteristic as our members, to be considered and applied during the design, development, adoption, and re-
evaluation of our clinical criteria. It is our experience that this process lays the foundation for continual improvement,
understanding, and acceptance of our clinical criteria. The CMO presents our clinical criteria to the Board’s Quality
Subcommittee (Quality Subcommittee) for approval. Our CMO, QM/UM Committee and Quality Subcommittee
manages and directs this process so that our clinical criteria encompasses local care standards and consistently results in
appropriate decision-making, course-of-action and/or interventions necessary to improve: 1) health outcomes, and 2)
quality of clinical care and or 3) maintain compliance with prudent practice measures. It is our experience that a
multidisciplinary development process that includes local providers will encourage acceptance of clinical criteria by other
community providers. We notify AHCCCS of any changes to clinical criteria P&P in accordance with AHCCCS’ policies,
standards, or regulations.

MCP has a long and proven history in the development, approval and dissemination of clinical criteria for decision
making. We base our process on the following standards: a) Clinical criteria are adopted only from nationally recognized
professional organizations or through the involvement of clinical providers from the appropriate specialties when clinical
criteria are internally developed; b) Clinical criteria must be relevant to the disease-state and challenges of our members
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and c) Clinical criteria are adopted in consultation with local community-based physicians with experience treating
patients with those illnesses or diseases. One of our goals is to reduce/eliminate health disparities and improve health
outcomes of our members. Therefore, we consider the appropriate and responsive design, dissemination, and deployment
of clinical criteria as a management, administrative and training priority

Our protocols for developing, reviewing, adopting and annually evaluating clinical criteria is based on a formal and
systematic review of nationally recognized standards, and takes into consideration local/regional practice patterns. For
instance, we selected Milliman Care Guidelines™ as one of our sources of clinical criteria because it spans a wide
continuum of care including ambulatory care, inpatient and surgical care, general recovery guidelines, recovery facility
care, home care, and chronic care. Our process includes using several evidence-based medicine sources to access and
validate our clinical criteria. Examples of sources that may be surveyed or consulted during this process include, but are
not limited to, 1) U.S. Food and Drug Administration; 2) ClinicalTrials.gov; 3) National Guideline Clearinghouse; 4)
Centers for Medicare & Medicaid Services; 5) Centers for Disease Control and Prevention; 6) National Asthma Education
Prevention Program Guidelines; 7) National Heart Lung and Blood Institute; 8) American Heart Association; 9) National
Institutes of Health; 10) American Diabetes Association/Diabetes Care; 11) American Psychiatric Association; 12)
IAHPC; and 13) IDSA. MCP clinical criteria includes: a) AHCCCS medical policy manual (AMPM), b) MCP*s
utilization management policies/procedures, c) Milliman Care Guidelines™, CMS, Aetna Clinical Policy Bulletins,
LOCUS/CALOCUS guidelines and American Society of Addiction Medicine (ASAM ), and d) Clinical Pharmacology.

Personnel who will administer, manage, communicate or process clinical criteria must attend a mandatory 4 week skills
based training program that includes training on MCP clinical criteria: a) AMPM, b) MCP*s utilization management
policies/procedures, ¢) Milliman Care Guidelines™, Aetna Clinical Policy Bulletins, LOCUS/CALOCUS guidelines and
American Society of Addiction Medicine (ASAM ), d) the ALTCS program (including population, confidentiality, TPL,
dual eligibles, geriatric and disability issues, grievance, confidentiality, MCP P&P, ALTCS program, cultural
competency, member rights and responsibilities, health literacy, role of clinical criteria in utilization/quality management
and covered services), and e¢) our Medical Management Plan. It is required that personnel from utilization management
(e.g., prior authorization, utilization review and retrospective review), and medical directors attend and successfully
complete the initial and annual training program. These personnel must pass mandatory annual refresher training. This is a
rigorous training program that includes routine monitoring of staff using clinical criteria to monitor consistency of
decisions. In addition, personnel from provider services, member services, claims administration, and grievance and
appeals receive initial and on-going training regarding clinical criteria.

For consistent application of clinical criteria by MCP utilization management personnel our P&Ps are to hire utilization
management personnel who render decisions applying clinical criteria for skilled and non-skilled services must have: 1)
an appropriate Arizona license as appropriate or required and in good standing with applicable board; 2) an adequate
experience may substitute for licensure for certain CMs with a minimum of five (5) years of continuous experience in
Long Term Care to be a Long Term Care CM; 3) a minimum of three (3) of experience and an appropriate bachelors or
masters degree in a related field to be a Long Term Care CM.

MCP’s UM Department is responsible for compiling data, conducting and documenting reviews and inter-rater reliability
(IRR) assessments, and reporting the results to our CMO. The CMO prepares a report for the QM/UM committee on the
total number of utilization management personnel evaluated, the range of scores and the number of corrective action plans
developed. The CMO reports to the Board in the annual Utilization Management Evaluation report. MCP uses IRR
assessments to determine the consistent application of review criteria and confirm that consistent decisions are made by
utilization management personnel, including medical directors, when applying Milliman Care Guidelines™, CMS
guidelines and Aetna Clinical Policy Bulletins to decisions. MCP has written P&Ps that govern the IRR process. The
CMO is responsible for the integrity of the IRR process. The utilization management assessment incorporates use of the
correct guideline and process for clinical decision-making. We test IRR on a regular basis, but not less than annually to
maintain uniform application of the clinical care criteria. In 2010, all utilization management employees (40 staff) took
the IRR assessment averaging an overall score of 94.5 percent; the score is well above the 85 percent P&P benchmark.
Corrective education plans are instituted in the event that individual results fall below benchmarks. In addition to IRR,
MCP uses other monitoring methods to identify areas of improvement for our PA processes. These include monthly
quality review audits to assess staff adherence to authorization policies and timeliness standards. Individuals whose audits
fall below 90 percent receive re-training and may be subject to disciplinary action.

Planning for successful design, development, adoption, and dissemination frames our overall process and continues
throughout the cycles of review, revision and updating. The effective and efficient delivery of medically necessary care to
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our elderly and disabled ALTCS members is dependent in many ways on our specific, comprehensive, and flexible
clinical criteria to guide everyday clinical practice and decision making.

MCP uses multiple resources and media for dissemination of clinical criteria to our providers and members. It is our
standard operating procedure to maintain a complete inventory of all clinical criteria on our web site. We also use the
following communication, media and resources for disseminating clinical criteria: a) provider manual; b) site visits and
individual provider training; c) provider group meetings; d) blast faxes; and e) member and provider profiling. A provider
may obtain a current and valid copy of our clinical criteria from our web site or by contacting the Provider Services
Representative office. We also actively disseminate clinical criteria through our prior authorization, concurrent review,
quality management, and case/disease managers when they interact with participating or non-participating providers.
Clinical criteria are readily available to our members, and potential members through our web site, member handbook,
member newsletters or by contacting member services. Milliman Care Guidelines™ are available to providers and
members upon request. MCP makes all clinical criteria utilized for clinical decision-making from public sources available
to providers as described in the table below. There is never a cost charged to either providers or members when clinical
criteria are requested.

Member Information Provider Information

Member website Provider web portal

Member Handbook Provider Manual

Member Newsletters Provider Newsletters

Case Management Team Provider Services Representative
Care Plan Care Plan

Member Call Center (Toll free call) Provider Service Center

UM/PA — Notice of Action Letter UM/PA — Service Approvals/Denials

MCP uses nationally recognized, evidence-based review criteria to improve the consistency of decisions made by our
clinical utilization management staff. These clinical criteria represent best practices and reflect national standards. These
clinical criteria also support medical necessity determinations in conjunction with our utilization management processes.
MCP uses the following guidelines for medical necessity reviews. These are to be consulted in the order listed if the
specific request is not addressed by the previous set of criteria:

e For physical health, Milliman Care Guidelines™ are used as the primary decision support for most diagnoses and
conditions
e For BH, LOCUS and CALOCUS are used as the primary decision support for most diagnoses and conditions

e For addiction, American Society of Addiction Medicine (ASAM ) are used as the primary decision support for most
addiction diagnosis and conditions

e Aectna Clinical Policy Bulletins (CPBs) are used to supplement Milliman Care Guidelines™, LOCUS, CALOCUS or
AHCCCS AMPM in order to effectuate the clinical decision to determine appropriate medical necessity
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Question 29 — Quality Management

Mercy Care Plan (MCP) incorporates performance improvement projects (PIPs) into its quality management and
performance improvement program (QM/PI) in order to improve: 1) quality management, utilization management and
medical management activities; 2) service delivery protocols and network adequacy; 3) administrative or non-clinical
activities such as grievance/appeals, member services and training (internal staff and providers); and 4) cooperation and
communication within and between MCP’s units, providers and member to enhance the quality of care and services we
provide to our members.

MCP uses best practice methodologies to continuously examine data and processes, implement interventions, and re-
examine our clinical, management and operational processes to identify QM/PI opportunities. The purposes of our QM/PI
activities are to promote: a) positive health outcomes for our members; b) the quality of member-directed covered health
care services spanning all delivery sites, and c) appropriate, cost effective use administration of clinical and non-clinical
programs, services, and care. MCP’s chief medical officer (CMO), with the support of the Vice President of Quality
Management (Quality Management Coordinator) and the Performance/Quality Improvement Coordinator, manages and
directs the selection, design, implementation, and evaluation of each PIP. This workgroup collaborates with executive
and management staff to make certain that each PIP complies with AHCCCS’ requirements, integrates results from
AHCCCS’ Operational and Financial Reviews, follows federal protocols, and adheres to CMS and NCQA standards.
Under the supervision of the CMO, the Quality Management Department, led by the Quality Management Coordinator is
responsible for implementing, managing, tracking, and reporting PIP activities.

MCP has an outstanding history of establishing and maintaining high quality standards and
excellent performance, including sustained continuous improvement in our clinical and
operational programs that result in improvements in health outcomes for, and

In the 2010 Operational,

satisfaction of our providers and members. The foundation of our QM/PI program is Financial Review (OFR),
our Quality Management/Performance Improvement Plan (QM/PI Plan) which for the first time in
provides the administrative and functional framework for our quality and performance AHCCCS history, MCP
improvement activities for 1) identifying and selecting Performance Improvement achieved full compliance

Project (PIP) topics; 2) inter-department communication, cooperation, and of all QV/PI standards.
coordination; 3) evaluating effectiveness of our interventions; and 4) guiding our
processes for assessing clinical and non-clinical processes. Through experience, we have
learned that internal communication and communication with our providers and members is
critical for a successful QM/PI program.

Identifying and Selecting Performance Improvement Project (PIP) Topics

MCP PIP topics are selected either by AHCCCS or identified through data analysis regarding our elderly and physical
disabled member’s needs, care, and services. MCP actively participates in, and contributes to AHCCCS statewide PIPs
and may implement specific PIPs to focus on identified clinical and non-clinical areas. Generally we identify and select
clinical and non-clinical topics, through continuous data collection and analysis, that will affect a significant portion of
our members; include high-volume or high-risk conditions and, lead to improvements in member’s health, functional
status or satisfaction as a result of the PIP process.

The Quality Improvement Committee (QIC), chaired by the CMO or designee, includes the following multi-departmental
personnel: 1) COQO; 2) Vice President (VP) of Quality Management (Quality Management Coordinator); 3) Case
Management Administrator/Manager; 4) Director of Integrated Case Management (physical and behavioral health); 5) VP
of Member Services; 6) Director of Provider Services; 7) Dispute and Appeal Manager; 8) VP of Utilization Management
(UM coordinator); 9) Director of Prevention and Wellness (EPSDT Coordinator); and 10) VP of Health Plan Operations.
This committee, that meets weekly, selects each PIP topic based on: a) objective performance indicators including
AHCCCS performance measures, b) quality of care concerns including trends from peer review; c) member’s
demographic characteristics and health risks; d) prevalence of the chosen topic or condition within our membership; )
member and care giver input; f) provider input; g) utilization management activities; and h) trends identified through
network/performance monitoring, results of credentialing/re-credentialing, utilization management outcomes and actuarial
analysis (member/provider profiling). An overriding selection factor is our ability to achieve significant improvement
sustainable over time in clinical care and non-clinical care areas through the selected topic. After selecting a PIP topic, the
QIC prepares a PIP proposal that is reviewed and approved by the (QM/UM) Committee, which includes local
community-based network providers and our governing body, the Southwest Catholic Health Network (SCHN) Board of
Director’s Quality Subcommittee (Quality Subcommittee).
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Enhancing and Implementing Multi-Departmental Interventions

Within MCP, multiple operating and care delivery/management departments work in close cooperation and collaboration
to develop, investigate, implement, and share information to achieve our goal of quality and performance improvement in
the care and services we provide to our members. The foundation of MCP’s process is to enhance and implement our
QM/PI opportunities and interventions by establishing, reinforcing, and facilitating a cross-functional approach through
leadership from our senior management team, consistent internal communication about QM/PI activities through the
committee structure, and ongoing training. MCP’s approach to developing PIP interventions occurs through the QIC
whose membership includes representatives from our managerial, operational, information technology, quality, and
utilization personnel. The responsibilities of the QIC are to: 1) perform root cause analysis and propose evidence-based
interventions; 2) cross-functionally discuss the PIP topic, purpose, objectives and timeframes; and 3) determine that the
intended PIP outcome is reasonably attributed to the planned interventions.

Our process is iterative, multi-departmental, and multi-disciplinary; the exchange of information and ideas during this
process is instrumental to the effectiveness of our interventions. This enables every department to contribute to the
optimal design of each intervention. Our executive leadership and management team responsible for Medical
Management, Member Services, Behavioral Health, Case Management, Network Development and Contracting, and
Provider Services are responsible for disseminating, orientating, and training personnel about the value and importance of
our QM/PI programs, activities and outcomes. As part of the required annual performance assessment, we evaluate and
document strategies, activities, communication, and feedback that each segment of the management team contributed to
MCP’s QM/PI program. QM/PI program communication includes our network providers and members; we encourage,
value, and support input from our providers and members to improve the performance of our QM/PI program.

Evaluating the Effectiveness of Interventions

MCP performs systematic, consistent, ongoing collection and analysis of, accurate, valid, and reliable data to evaluate the
effectiveness of interventions. MCP’s state-of-the-art information technology system provides the data collection, storage,
integration, validation and retrieval resources, and support for identifying, selecting, tracking, and analyzing
data/information to facilitate our PIP development, study and evaluation efforts. In utilizing the Plan-Do-Study-Act
(PDSA) model, MCP establishes baseline measures using performance measures, study indicators, and targeted
benchmarks. To assess the overall effectiveness of interventions, we compare the results of re-measurement periods to the
initial baseline measurement results and our targeted benchmarks. We then determine 1) if there is quantitative,
measurable and sustained improvement in processes or outcomes of care according to the predetermined PIP study
indicators, 2) if the improvement in performance is a result of the planned interventions or to some unrelated occurrence,
and 3) if there is any statistical evidence that the improvement reflects true improvement.

When MCP presents the statistical results to the Board’s Quality Subcommittee, to AHCCCS, or to our providers it is our
standard operating procedure to fully disclose the study’s purpose, methodology, and outcomes, including the statistical
significance of the results. To demonstrate quantifiable evidence of improved quality of care or services, we measure
improvement according to benchmarks established by AHCCCS or the QIC (for internally selected PIPs).

MCP utilizes the PDSA model to document the results of our QM/PI program. The QM Department conducts continuous
data analysis to determine if current performance represents a statistically significant improvement, and if the
improvement can be reasonably associated to the interventions. Each of our quality improvement studies or activities has
one or more quality indicators we use to track, analyze, and report improvement and performance during the life cycle of
the activity. We determine the effectiveness of interventions based on the statistical significance of improvements to
objective, clearly defined and relevant indicators. If more than one (1) qualified and trained staff person is used to gather
and record data, we use inter-rater reliability approaches to monitor consistency of data management.

MCP determines the effectiveness of interventions by measuring statistically significant changes in performance
according to predefined quality indicators. If our continuous measurement and data analysis indicates that our
interventions were unsuccessful, we report our findings to the QIC, to AHCCCS and to providers. The QIC reviews this
information and takes action based upon the results of the interventions, and determines to continue existing interventions,
modify any interventions, or discontinue ineffective interventions. The QIC reports its findings to the QM/UM Committee
and the Board’s Quality Subcommittee. The Board’s Quality Subcommittee provides direction on additional
enhancements to improve the effectiveness of interventions. This cycle continues until real and sustained improvement is
achieved. If our continuous measurement and data analysis indicates that our interventions were successful, we
incorporate these interventions into our ongoing quality management processes.
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MCP uses the results of its monitoring and evaluation of overall performance to assess our QM/PI program. As part of our

assessment process, we distribute results of the PIP and QM/PI program outcomes to internal staff and our network
serving each Geographic Service Area (GSA). Our ongoing monitoring and evaluation process includes an annual

assessment of the efficacy of each member and provider intervention(s). We use these results to develop our work plan for

the subsequent fiscal year, which forms the basis for the QM/PI program activities for the next year. This allows us to
base improvements to our QM/PI structure on the effectiveness and success of implemented, evidence-based
interventions.

MCP ALTCS participated in the statewide AHCCCS’ Documentation of Advance Directives PIP. The purpose of this

PIP is to measure the use of advance directives by ALTCS members, as documented in their medical records, and to
educate members or their authorized representatives about advance directives. AHCCCS furnished a statewide report on
the percentage of members having documented evidence of an advanced directive in their medical records. The report
indicated that 27.7% of MCP ALTCS members had evidence of an advanced directive. The first re-measurement period
indicated MCP realized a statistically significant improvement. The overall rate increased to 49.3%.

MCP’s Documentation of Advance Directives:
First Re-measurement compared with Baseline Measurement

Number of Percent of Relative
Members with Members with Statistical
Contractor Change from .
Advance Advance . Significance
. . . . Previous Year

Directive Directive

Mercy Care LTC 361 178 49.3% 78.2% p<.001
365 101 27.7%

Notes:

Shaded rows include results of baseline measurement period, Oct. 1, 2006, through Sept. 30, 2007.
Changes from the baseline measurement are considered statistically significant when p< .05; statistically significant values are shown in bold.

The statistically significant improvement noted in the data above was the direct result of MCP’s ALTCS management
staff implementing the following member and provider interventions:

Used a one-page (two-sided) Advanced directive form developed by Health Care Decisions in order to simplify the
process and enable members to better understand Advanced Directives;

Trained all ALTCS Case Managers (CMs) on the reasons for, and completion of advanced directives. A
corresponding Advanced Directive Policy and Procedure (P&P) was created for the staff’s reference;

CaseTrakker™ (the internal MCP medical management tracking tool) was updated to include the event “advanced
directive” as a means to track the progress of having an advanced directive for all members;

Starting in October, 2008 the ALTCS CMs discussed advanced directives with each member. CMs had the member
complete two originals: one for the member record, the other to be sent to the member’s PCP;

ALTCS supervisors and CMs were required to run reports in the CaseTrakker™ system to track progress in obtaining
advanced directives for the members.

In 2010 MCP’s Long Term Care in conjunction with Provider Services developed a Pay-for-Performance program for
contracted NFs and ALFs with the goal of improving the percentage of diabetic members receiving recommended
screenings, and the goal of increasing the number of members with completed Advanced Directives. The program
began on May 12010 and ended on August 30" 2010.

Providers were eligible for compensation if at least 85 percent of the members identified showed evidence of
completion for any of the indicators. The amount of the incentive was based upon the number of members and the
length of time the members were in the facility during the measurement period. Facilities worked cooperatively with
the MCP’s CMs to document progress with completion of the indicators. Over $500,000 was disbursed to providers
who exceeded the minimum performance thresholds on one or more measures. When compared to historic
performance rates, several of the measures improved following the program.
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Question 30 — Quality Management

Mercy Care Plan (MCP) embraces a continuous quality improvement model that includes peer review to evaluate the
medical necessity, quality or utilization of care/service provided by a provider. The purpose of our peer review process is
to improve the quality of medical care provided to our members by both participating network and non-participating
providers. Through this process, we review and address specific care, service, or utilization issues arising from the
activities of providers or other providers in order to improve the quality and appropriate utilization of health care services
to members. Our Quality Management Department, under the leadership of the Chief Medical Officer (CMO) facilitates
the peer review process and incorporates the results into ongoing quality management processes to target improvements
and make system enhancements.

MCP’s peer review process is designed to: 1) identify quality and utilization issues that require review; 2) provide review
of identified issues with contracted providers pursuant to program and contractual requirements; and 3) use the expertise
and knowledge of contracted community providers in improving the quality and appropriate utilization of care and
services delivered to MCP members. Peer review is conducted internally by MCP and is a required component of our
Quality Management Performance Improvement (QM/PI) program. The process is conducted under applicable state and
federal laws, and is protected by the immunity and confidentiality provisions of those laws. Our peer review reports,
meetings, minutes, documents, recommendations, and participants remain confidential except for purposes of
implementing recommendations made by the peer review committee. Providers are notified and educated about MCP’S
peer review process in the provider manual.

Peer Review Structure

MCP’s Chief Medical Officer (CMO), with the support of the Vice President of Quality Management (Quality
Management Coordinator) is responsible for developing and implementing our quality management/performance
improvement plan. The MCP QM/UM Committee, is chaired by the CMO, and the membership includes the Chief
Executive Officer (CEO), Chief Operating Officer (COO), Quality Management Coordinator, Vice President of
Utilization Management, Directors and Managers from Medical Management, Performance/Quality Improvement
Coordinator, and Long Term Care Director; MCP Medical Directors including the Behavioral Health (BH) Medical
Director; Dental Medical Director; and representation of contracted providers from local communities in which MCP has
enrolled members. Our CMO also chairs the Peer Review Committee, which meets monthly in executive session of the
QM/UM Committee. This committee is comprised of MCP Medical Directors and contracted community providers from
the same discipline or with similar or essentially equal qualifications who are not in direct economic competition with the
provider under review. Members of this committee execute a confidentiality agreement and conflict of interest statement
prior to participating at each meeting. Committee members may not participate in peer review activities in which they
have a direct or indirect interest in the outcome. MCP’s CMO may invite providers with a special scope of practice or
utilize an outside peer review agency, when necessary.

Peer Review Decision-Making

MCP’s independent Quality Management (QM) Department is responsible for the initial referral, evaluation, and
presentation of quality and utilization concerns to the CMO. Cases referred for peer review include those cases where
there is evidence of a quality deficiency in the care or service provided, or the omission of care or service, by a
participating or non-participating provider. The CMO recommends cases to be presented to the Peer Review Committee.

After reviewing all information available through MCP’s quality management processes the physicians of the Peer
Review Committee are charged with advising the CMO, and developing recommendations for action. Based upon the
presented information, the Peer Review Committee may:

e Request additional information

e Assign or adjust the severity level

e Request outside peer review consultation and report prior to rendering a decision, if such a consultation was not
already ordered by the CMO

e Recommend that the CMO take actions, which may include, but are not limited to the following:

—  Peer contact: The Committee may recommend that the MCP Medical Director or CMO or a designated medical
director contact the provider to obtain additional information or discuss the committee’s action.

—  FEducation: The Committee may recommend that MCP send information or educational material to the provider or
that the provider seek additional training.
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—  Committee appearance: The Committee may recommend that the provider attend a committee meeting to discuss
the issue with committee members.

— Credentials action: The Committee may recommend that MCP reduce, restrict, suspend, or terminate the
provider’s MCP credentials necessary to treat members as a participating provider.

—  Corrective Action: The Committee may recommend that MCP limit the provider’s new member enrollment, issue
sanctions, or require other corrective action.
After review of the Peer Review Committee deliberations and recommendations, the CMO makes a final decision upon
the referred case. Based on findings of the review or investigation of a quality of care concern, MCP may take one or
more of the following actions if the peer review committee determined care was not provided according to community
standards:

e Report its findings to AHCCCS and Child or Adult Protective Services, or the appropriate state agency for further
investigation or action of alleged or potential abuse.

e Report to Arizona Department of Health Services, Division of Healthcare Licensure (ADHS/DHL), all substantiated
quality of care issues concerning agencies and facilities licensed by ADHS/DHL. The initial report may be made
verbally, but must be followed by a written report.

e Report to AHCCCS and any other appropriate regulatory board or agency (e.g. Arizona Medical Board, Arizona
Board of Osteopathic Examiners, Arizona Board of Nursing, Healthcare Integrity and Protection Databank (HIPDD),
ADHS (Division of Licensure Services) if the CMO suspends or terminates a provider’s affiliation with MCP due to
quality of care issues.

e The CMO may act independently when issues are identified that pose an imminent threat to a member’s health and/or
safety. Following such notification, the CMO in turn notifies the Peer Review Committee of the action.

The CMO notifies the Southwest Catholic Health Network (SCHN) Board of Director’s Quality Subcommittee (Quality

Subcommittee) of the decision that he/she rendered for the referred case. MCP notifies the affected provider of the

proposed action by registered mail within seven days of the CMO’s decision, including their rights for filing a grievance

regarding the results or findings of the peer review process.

Incorporating Peer Review into Quality Management Processes

MCP considers peer review to be critical for evaluating and addressing medical care, service, and utilization issues arising
from activities of an individual provider, group of providers, or facilities. As an integral component of MCP’s Quality
Management program, we use peer review findings to analyze and address clinical processes, including:

e Quality Improvement. Trended peer review results may lead to a planned intervention, such as the development of a
PIP.

e Provider Re-credentialing. The results of peer review are placed in the providers’ file for review during re-
credentialing.

e System Enhancements. MCP tracks and trends both peer review referrals and findings in order to identify systemic
issues that may affect the quality of care provided to our members. We review this information and make
recommendations for system enhancements and evidence-based interventions.

MCP reviews trended information from peer review and other performance measures on a monthly basis in order to target

improvement efforts. The QIC, the Service Improvement Committee (SIC), and other MCP committees review this data

and takes action based upon the results of the interventions and determine to keep existing interventions, modify any
interventions, or discontinue ineffective interventions. The QIC reports its findings to the QM/UM Committee and the

Quality Subcommittee, which provides direction on additional enhancements to improve the effectiveness of

interventions.

MCP’s process for incorporating peer review data into the QM/UM structure results in improved member care. For
example, through peer review data, we identified the need to improve oversight of nursing facilities. Our QIC reviewed
this data and took action to implement system-level interventions. MCP then took a lead role in collaborating with the
Arizona Department of Health Services (ADHS), Licensure Division, and two other contractors in Maricopa County to
modify and streamline the oversight and monitoring of contracted nursing facilities. This collaborative model has been
well received at national meetings and many of the lessons learned have served to improve the protocols and processes
used to monitor nursing facilities in Arizona. This project serves as one of the building blocks for the Advancing
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Excellence in America’s Nursing Homes Campaign, which is an ongoing, coalition-based campaign concerned with how
we care for the elderly, chronically ill and disabled, as well as those recuperating in a nursing home environment.

As another example, MCP used the trended data from peer review to improve the quality of care to members requiring
durable medical equipment (DME). We tracked and trended complaints and quality of care issues from a specific DME
provider and presented findings from the peer review process. As a result, MCP terminated the DME provider and
expanded the DME provider network to enhance member choice.

The structure of our peer review committee and the decision making process we use contributes to our outstanding quality
management process. MCP’s executive leadership and management team dedicates the resources to the peer review and
quality management process to provide the most responsive and responsible program and network. MCP’s highly
successful program, process, management and administrative program/process make MCP the health plan of choice for
both members and providers.
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Question 31 — Quality Management (Case Scenario A)

Mercy Care Plan (MCP) is committed to making sure our members have access to the highest quality of care. Relative to
the severity of the complaint, we timely, appropriately, and thoroughly investigate all quality of care concerns. In
Immediate Jeopardy (1J) situations, we have selected the Case Management Administrator/Manager and the Vice
President of Quality Management (aka: Quality Management Coordinator) to be available 24 hours-a-day, seven-days-a-
week to collaborate with AHCCCS and/or ADHS to resolve 1J situations and AHCCCS has been notified of our
selection. The Southwest Catholic Health Network (SCHN) Board of Director (the Board) has ultimate authority and
responsibility for our quality management (QM) program. The Board has delegated responsibility for our QM program to
the Chief Executive Officer (CEO). The CEO has delegated day-to-day management responsibility authority to the CMO.
The chief medical officer (CMO), with the chief operating officer (COO) has responsibility and authority over our 1J
standard operating procedures (SOP). MCP’s 1J written Policies and Procedures (P&Ps) document our standard operating
procedures (SOPs) for responding and managing, such incidents and providing protocols to protect the health and safety
of our members. Our P&Ps require involvement of personnel from multiple MCP departments to work in collaboration
with AHCCCS, ADHS, and other involved program contractors. To protect the health and safety of our members it is our
SOP to be at the facility within one (1) hour of notification for each 1J incident. Our 1J Crisis Team (“the Crisis Team”) is
deployed to respond to and manage the 1J situation. The CMO has designated the Case Management
Administrator/Manager as the lead of our Crisis Team. The Crisis Team includes the Vice President of Quality
Management, Case Management Supervisor, Long Term Care Case Managers (CMs); and Quality Management RN(s),
Vice President of Member Services, Vice President of Utilization Management, Director of Provider Services, Director of
Marketing, and leaders from other departments as needed. The Crisis Team is empowered by the CMO to make
immediate decisions to protect the health and/or safety of our members and abate any concerns. The chart below outlines
our process for responding to 1J situations.

Notification of immediate jeopardy
VP of QM

;

Notifies CMO and VP of
LTC

MCP assists AHCCCS
& Other PCs

MCP

member(s)
involved?

VP LTC deploys
Crisis Team for
immediate on-site
action

CMO, VP QM, VP LTC
determines risk level L

On-Site Team determines is members’
health/safety is at risk and takes appropriate
action and reports to CMO, VP QM and VP
LTC.

Low = High i

member safety

On-Site Team coordinates care and
appropriate placement w/members’,
caregiver, family & PCP for potential
relocation, DME and critical services.

A

QM RN and CM follow
up within 30 days.

On-Site Team follows up w/members’,
caregiver, family, PCP and facility daily until
immediate jeopardy is abated.

Following the process described above, MCP responds to Scenario “A” as:

MCP’s vice president of quality management receives notification of the 1J and serves as the single point of contact
available to work with AHCCCS. The vice president of quality management immediately (within 5-10 minutes after
initial notification -MAIN) contacts (depending on the day/time and circumstances via in person, email, text message, and
telephone call) the CMO or designate medical director, and the Case Management Administrator/Manager; to review the
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1J. Based on the information available, the CMO or designated medical director, in consultation with the VP of Quality
Management and Case Management Administrator/Manager, confirms that this is a high risk situation (within 7-12
MAIN). Based on this decision, the Case Management Administrator/Manager immediately mobilizes (depending on the
day/time and circumstances via in person, email, text message, and telephone call) the Crisis Team. At the same time as
the Crisis Team is mobilized, the Case Management Administrator/Manager will notify leadership of critical MCP
departments (Prior Authorization/Concurrent Review and Provider Services) that the facility (hereinafter referred to as
ALF) is unavailable for new admissions (both steps will occur within 9-15 MAIN).

The Case Management Administrator/Manager, in consultation with the vice president of quality management, will select
the On-Site Team lead (occurs within 10-16 MAIN). The Crisis Team lead utilizes the placement roster to identify the
MCP members residing at the facility. The On-Site Team lead will immediately research each member using our
CaseTrakker™ system to determine the members’ medical history and care plan and contacts the ALF’s manager to
obtain the current health status of each member (occurs within 11-20 MAIN). The On-Site Team lead will be a Long
Term Care Manager who is the most familiar with the facility (e.g., the CM assigned to the facility reports in the Long
Term Care Manager’s span of control). The Case Management Administrator/Manager, the VP of QM, and the On-Site
Team lead will select the On-Site Team (occurs within 11-17 MAIN). Personnel from long-term care CM and QM are
on-call for crisis situations and as part of their on-call status and, (they are required to identify a substitute if they are
unavailable) must be available within 10 minutes to respond to IJ. The On-Site Team lead selects the On-Site Team. The
On-Site Team, for this scenario, includes a case management supervisor, two (2) CMs and one (1) QM RN (occurs within
13-18 minutes MAIN). The On-Site Team lead will immediately research each member using our CaseTrakker™ system
to determine the members’ medical history and care plan and contacts the ALF’s manager to obtain the current health
status of each member (occurs within 14-20 MAIN). After gathering this information, the On-Site Team lead will: 1)
notify the Crisis Team; and 2) brief the On-Site Team. The On-Site Team immediately deploys to the facility (occurs
within 15-21 MAIN).

It is MCP’s P&Ps that the On-Site Team will arrive at the facility within one (1) hour after initial notification. The On-
Site Team lead is responsible for making contact and meeting with the facility manager, and other involved program
contractors to get an update of the current situation (occurs within 5-10 minutes after arriving at the ALF - hereinafter
referred to as AAAALF). The On-Site Team lead cooperates with all parties involved, including other program
contractors to assist in the safe relocation of MCP members. The On-Site Team lead directs our On-Site Team and in
collaboration with the ALF’s personnel to triage our members according to their service needs. Additionally, if requested
by the ALF, the On-Site Team will assist in notifying the members’ PCP and the member’s family/caregiver8 of the
situation and the members’ transfer to a new placement. As part of these activities, the On-Site Team CMs will discuss
the next steps with the member and the member’s family/caregiver so that they clearly understand the sequence of events
(initial attempt to contact will occur within one (1) hour AAAALF). The On-Site Team lead, after reviewing the current
transition status of each member, will make arrangements for the transportation and transition of our members to their
new placements (occurs within 1-2 days AAAALF).

Initiation of New Placements

After reviewing the status of each member, the On-Site Team begins a member-centered process to transfer our members
to an alternative setting. The On-Site Team coordinates with the members and their families/caregivers to determine the
most appropriate alternative placement that supports the members’ choice and meets their needs in the least restrictive
environment (these steps will occur within two (2) days AAAALF).

Regardless of the member and the member’s family/caregiver’s choice of setting, the On-Site Team will immediately
facilitate the transition. These activities will include but are not limited to:

e Discuss next steps so that members clearly understand what is happening
e Help the member pack their belongings, including any prescribed or over the counter medications

e Review their clinical record to make sure that all medications and clinical care services such as hemodialysis and
wound care continue without disruption

e Coordinate with the transferring and receiving facilities

1) MCP’s On-Site Team presents to the member and the member’s family/caregiver the following placement options:

8 Hereinafter, all references to “family/caregiver” include the member’s guardian
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¢ Placement in the family’s home with home and community based support services, including offering the family the
option to become a paid caregiver

e Transition to an alternative facility in a nearby GSA
e Transition to the nursing facility, if appropriate based on the member needs assessment
e Remain in the facility — an option only available to a total of two members across all Program Contractors’

2) Based upon the member’s and member’s family/caregiver’s choice of placement, the MCP On-Site Team will, as
appropriate, do one or more of the following:

e Authorize and initiate home and community-based services and other medically necessary support services, as needed
e Complete any additional service authorizations as appropriate

e Arrange for the transfer of DME services, as needed

e Finalize Letter of Agreements with non-contracted facilities

e Arrange for member transport to new placement

Post Transition Monitoring

Following MCP’s SOPs, for any member who was transferred (to a setting other than their family/caregiver’s home),
there will be post transition monitoring. This post transition monitoring includes; 1) MCP’s QM RN will perform an on-
site clinical audit with any transitioned member in a new placement within three (3) business days of transition; 2) MCP’s
CM will also perform an on-site assessment within 10 business days of transition. The purpose of this clinical audit is to
review the appropriateness of the member’s care plan. Components of this audit include, but are not limited to, review of
medication administration and the provision of all physician ordered, medically necessary clinical services. Our QM RN,
immediately after the assessment is completed address any identified issues with the manager/administrator at the new
placement. The QM RNs will conduct daily follow-up (telephonically or at the site of the new facility) until the identified
issues are resolved. The purposes of the CM assessments are to determine that: 1) all medically necessary services are in
place; 2) the member’s needs are being met; and 3) the member and the member’s family/caregiver are satisfied with their
care plan.

Member Assessment at the Unlicensed Facility

MCP’s provider relations personnel will continue to work with the facility to assist them in obtaining the required
operating license. MCP’s CMs will increase member monitoring to once every thirty days as long as our members reside
in the facility. Should our CM identify any issues or concerns regarding our member’s care or safety, the CM will
immediately notify MCP’s QM and other involved entities (AHCCCS, Adult Protective Services, or Child Protective
Services).

9 In this instance, the Case Manager will authorize and arrange for home health nursing visits to oversee the members’ medical health
status. The CM will execute a Managed Care Agreement (MCA) with each member. The purpose of the MCA is to educate the
member of the potential risk by remaining in an unlicensed facility and allow them to make an informed choice. The assigned CM
will reassess the member’s care in the facility at least monthly to determine their safety and if their needs are being met.
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Question 31 — Quality Management (Case Scenario B)

Mercy Care Plan (MCP) is committed to making sure our members have access to the highest quality of care. Relative to
the severity of the complaint, we timely, appropriately, and thoroughly investigate all quality of care concerns. In
Immediate Jeopardy (1J) situations, we have selected the Case Management Administrator/Manager and the Vice
President of Quality Management (Quality Management Coordinator) to be available 24 hours-a-day, seven-days-a-week
to collaborate with AHCCCS and/or ADHS to resolve 1J situations and AHCCCS has been notified of our selection. The
Southwest Catholic Health Network (SCHN) Board of Directors (the Board) has ultimate authority and responsibility for
our quality management (QM) program. The Board has delegated responsibility for our QM program to the chief
executive officer (CEO). The CEO has delegated day-to-day management responsibility authority to the CMO. The chief
medical officer (CMO), with the chief operating officer (COQ) has responsibility and authority over our 1J standard
operating procedures (SOP). MCP’s 1J written Policies and Procedures (P&Ps) document our standard operating
procedures (SOPs) for responding and managing, such incidents and providing protocols to protect the health and safety
of our members. Our P&Ps require involvement of personnel from multiple MCP departments to work in collaboration
with AHCCCS, ADHS, and other involved program contractors. To protect the health and safety of our members it is our
SOP to be at the facility within one (1) hour of notification for each 1J incident. Our 1J Crisis Team (“the Crisis Team”) is
deployed to respond to and manage the 1J situation. The CMO has designated the Case Management
Administrator/Manager as the lead of our Crisis Team. The Crisis Team includes the Vice President of Quality
Management, Case Management Supervisor, Case Managers (CMs); and Quality Management RN(s), Vice President of
Member Services, Vice President of Utilization Management, Director of Provider Services, Director of Marketing, and
leaders from other departments as needed. The Crisis Team is empowered by the CMO to make immediate decisions to
protect the health and/or safety of our members and abate any concerns. The chart below outlines our process for
responding to 1J situations.

Notification of immediate jeopardy
VP of QM

Notifies CMO and VP of
LTC

MCP assists AHCCCS

& Other PCs Cl

member(s)
involved?

[
) Yes VP LTC deploys
d A v Crisis Team for
( End > immediate on-site
i i CMO, VP QM, VP LTC sl

determines risk level

.

On-Site Team determines is members’
health/safety is at risk and takes appropriate
action and reports to CMO, VP QM and VP
LTC.

!

On-Site Team coordinates care and
appropriate placement w/members’,
caregiver, family & PCP for potential
relocation, DME and critical services.

QM RN and CM follow
up within 30 days.

On-Site Team follows up w/members’,
caregiver, family, PCP and facility daily until
immediate jeopardy is abated.

Following the process described above, MCP responds to Scenario “B” as:

MCP’s vice president of quality management receives notification of the 1J and serves as AHCCCS’ single point of
contact. Since this 1J scenario occurs on the Friday before a three (3) day weekend, the VP of quality management will
immediately consult our Crisis Team plan (in our SOPs it is mandatory that each member of the Crisis Team is
responsible for assigning and receiving an acknowledgement from their alternate, if the Crisis Team member will be
unavailable over the holiday or during PTO), and identify if there are alternate personnel. The vice president of quality
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management immediately (within 5-10 minutes after initial notification —-MAIN) contacts (depending on the day/time and
circumstances via in person, email, text message, and telephone call) the CMO or designated medical director and the
Case Management Administrator/Manager to review the 1J. Based on the information available, the CMO or designated
medical director, in consultation with the VP of Quality Management and the Case Management Administrator/Manager,
confirms that this is a high risk situation (within 7-12 MAIN). Based on this decision, the Case Management
Administrator/Manager immediately mobilizes (depending on the day/time and circumstances via in person, email, text
message, and telephone call) the Crisis Team. At the same time as the Crisis Team is mobilized, the Case Management
Administrator/Manager will notify leadership of critical MCP departments (Prior Authorization/Concurrent Review and
Provider Services) that the Nursing Facility (NF) is unavailable for new admissions (both steps will occur within 9-15
MAIN).

The Case Management Administrator/Manager, in consultation with the vice president of quality management, will select
the On-Site Team lead (occurs within 10-16 MAIN). The Crisis Team lead utilizes the placement roster to identify the
MCP members residing at the facility. The On-Site Team lead will immediately research each member using our
CaseTrakker™ system to determine the members’ medical history and care plan and contacts the NF’s administrator or
Director of Nursing (DON) to obtain the current health status of each member (occurs within 11-20 MAIN). The On-Site
Team lead will be a Long Term Care Manager who is the most familiar with the facility (e.g., the CM assigned to the
facility reports in the Long Term Care Manager’s span of control). The Case Management Administrator/Manager, the
VP of QM, and the On-Site Team lead will select the On-Site Team (occurs within 11-17 MAIN). Personnel from Long
Term Care and QM are on-call for crisis situations and as part of their on-call status and, (they are required to identify a
substitute if they are unavailable due to the three day weekend or PTO) must be available within 10 minutes to respond to
1J. The On-Site Team lead selects the On-Site Team. The On-Site Team, for this scenario, includes a case management
supervisor, five (5) CMs and three (3) QM RNs (occurs within 13-18 minutes MAIN). The On-Site Team lead will
immediately research each member using our CaseTrakker™ system to determine the members’ medical history and care
plan and contacts the NF’s administrator or Director of Nursing (DON) to obtain the current health status of each member
(occurs within 14-20 MAIN). After gathering this information, the On-Site Team lead will: 1) notify the Crisis Team; and
2) brief the On-Site Team. The On-Site Team immediately deploys to the facility (occurs within 15-21 MAIN).

It is MCP’s P&Ps that the On-Site Team will arrive at the facility within one (1) hour after initial notification. The On-
Site Team lead is responsible for making contact and meeting with the facility administrator or DON, ADHS licensing
staff, local city staff and the Ombudsman, and other involved program contractors to get an update of the current situation
and determine if the NF’s emergency transfer plan is viable and has been initiated (occurs within 5-10 minutes after
arriving at the NF - hereinafter referred to as AAANF). It is MCP’s protocol that in these situations, contact with the
press is the responsibility of ADHS or the NF. The On-Site Team lead, if required to make a press statement, will follow
our SOP and notify our Marketing Department to coordinate any press statement or releases.

The On-Site Team lead cooperates with all parties involved, including other program contractors to assist in the safe
relocation of MCP members. The On-Site Team lead meets with facility administrator or DON to determine if: 1) MCP
members’ placements have been arranged or are in the process of being arranged; 2) any MCP members who have been
placed by the NF in a non-contracted facility and completes necessary service authorizations and Letters of Agreement, as
appropriate; 3) the NF needs assistance with transportation arrangements or with DME services (occurs within15-25
minutes AAANF). The On-Site Team lead directs our On-Site Team and in collaboration with the NF’s nursing staff to
triage our members according to their acuity and service needs. Additionally, if requested by the NF, the On-Site Team
will assist in notifying the members’ PCP and family/caregiver10 of the situation and the members’ transfer to a
temporary placement. As part of these activities, the CM will discuss the next steps with the member and the member’s
family/caregiver so that they clearly understand the sequence of events (initial attempt to contact will occur within 25-35
minutes AAANF). The On-Site Team lead, after reviewing the current transition status of each member, will offer to
assist and support the administrator or DON at the NF in transitioning any MCP members remaining at the facility (occurs
within 20-35 minutes AAANF).

Post Transition Monitoring

Once the highest risk members have been transitioned their new placements, an On-Site Team CM will conduct an
assessment of these members within two hours. The purpose of these assessments is to confirm that the members’
transitions have been completed, the members are safe, and all needs are being met at the new facility. Those members

10 Hereinafter, all references to “family/caregiver” include the member’s guardian
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who are not considered to be at high risk will be assessed by an On-Site Team CM within 24 hours of transition. The
purpose of these assessments is to confirm that the members’ transitions have been completed, the members are safe, and
all needs are being met at the new facility. The On-Site Team CM also contacts the member’s family/caregiver to
determine if they have any concerns relative to the transition process (occurs within 10-15 minutes after the assessment)
Any concerns of the member or the member’s family/caregiver are addressed and resolved by the On-Site Team CM as
soon as possible.

Following MCP’s P&Ps, for all members transferred there will be post transition clinical monitoring performed by a QM
RN from the On-Site Team. A QM RN performs an on-site clinical audit at the new placement within 24 hours for all
members. The purpose of this clinical audit includes, but is not limited to: 1) review medication administration; 2)
adherence to therapeutic interventions/orders (e.g., dialysis, respiratory therapy, wound care); 3) fall risk assessments; and
4) dietary needs are met. The QM RNs will immediately address any identified gaps in care with the member’s PCP, the
member or member’s family/caregiver and if the member was placed at a new facility, with the facility’s administrator
and/or the DON. If the member was temporarily placed at home, the QM RN performs an in-home assessment, and
during the assessment addresses any identified gaps in care with the member’s PCP, assigned CM, and the member or
member’s family/caregiver. A CM from the On-Site Team conducts daily follow-up (telephonically or at the member’s
temporary placement) of the member regardless of placement.

The VP of QM will keep AHCCCS informed, as appropriate, on the status of MCP’s members (occurs as necessary
throughout the 1J). The On-Site Team lead performs daily follow up with the original NF to monitor their progress toward
resolving heating, ventilation, air conditioning (HVAC) issues. During these discussions, the On-Site Team lead alerts the
original NF of any significant member issues that may affect the member’s safe return.

Transition Back to the Original NF

Once the VP of QM receives notice from AHCCCS that the original NF’s 1J has been abated, the On-Site Team lead
verifies that the facility is safe for our members to return (occurs within one (1) hour after notification of abatement
(hereinafter referred to as ANA). The On-Site Team lead, upon verification that 1J has been abated will remobilize the
On-Site Team (occurs within two (2) hours of ANA). The On-Site Team CMs will assist the coordination of the member’s
return by:

e Meeting with each member and the member’s family/caregiver to offer the choice to stay at the new placement or to
returning to the original NF
—  If the member and member’s family/caregiver chooses to remain at the new placement, the On-Site Team lead

facilitates all necessary services and authorizations. The CM follows-up with the member and member’s
family/caregiver within ten (10) days to complete an assessment.

o Assisting, if requested by the original NF, in notifying the members’ PCP and other providers of the members’ return to
the original NF or any change of placement.

e Assisting the member by coordinating with the temporary placement the transfer of the members’ medical records,
medications, personal belongings and DME or medical equipment (these steps will occur within 24 hours ANA).

e The On-Site Team lead will notify the Crisis Team and all involved MCP departments (Prior Authorization /Concurrent
Review and Provider Services) that the facility is now available for new admissions (occurs within one (1) hour of
ANA). The QM RN will perform a clinical audit of members within 48 hours of transition back to the original NF.
These assessments will confirm that the transitions have been completed, the members are safe, and all member needs
are being met at the original NF. The On-Site Team lead and the assigned facility CM will visit the original NF within
three (3) business days to assess that our members are safe, secure and that the transition has been completed.

After the On-Site Team lead and the assigned facility CM validates that the transition has been completed, the On-Site
Team lead will report to the Case Management Administrator/Manager that the 1J situation has been successfully resolved
(occurs within one hour of their return from the NF). The member’s assigned CMs will contact the member and the
member’s family/caregiver to determine if they were satisfied with the transition process and to identify opportunities for
strengthening the process (occurs within seven business days of the transition). This information is also provided to the
On-Site Team lead as part of our Plan-Do-Study-Act (PDSA) protocols. The On-Site Team lead, the Case Management
Administrator/Manager, and the VP of QM will evaluate MCP’s overall performance relative to this 1J and report to the
QM/UM Committee (occurs within 30 days of final transition). The QM/UM Committee will analyze and evaluate our
performance relative to this IJ event and recommend improvements in its’ P&Ps and training protocols (occurs within 60
days of the final transition). As part of our commitment to and support of the Nursing Facility Review Collaborative
(NFRC), the VP of QM will share the results of our evaluation with other program contractors to identify any potential
gaps in the quality review oversight of NF’s (occurs within 30-60 days of the final transition).
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Question 32 — Quality Management

The Southwest Catholic Health Network (SCHN) Board of Directors (hereinafter referred to as the Board) has ultimate
authority and responsibility for our quality management/performance improvement (QM/PI) program. The Board has
delegated responsibility for our QM/PI program to the Chief Executive Officer (CEO). The CEO has delegated day-to-
day management responsibility and authority to the Chief Medical Officer (CMO). The CMO has responsibility,
accountability, and authority for directing the development and implementation of a QM/PI program that continuously
evaluates/monitors and improves our members’ health outcomes and quality of care provided. MCP’s QM/PI program
achieved this by choosing and implementing interventions, measuring performance, and considering outcome targets,
timing of intervention introductions to produce significant and sustained improvement in both clinical and non-clinical
care areas.

MCP has multiple examples of QM/PI improvement strategies that demonstrate our commitment to improving quality of
care and performance throughout our organization. These interventions clearly illustrate our capacity and capability to
achieve measurable and sustained improvement in delivery of health care services. Our QM/PI processes are member-
centered and supportive of members and the members’ families/caregivers in achieving and/or maintaining their highest
level of self-sufficiency.

Comprehensive Diabetes Care (CDC)

MCP selected Comprehensive Diabetes Care (CDC) as our proposal example. This example clearly demonstrates our
commitment to improving quality of care for our members. The CMO with the support of the VP of Quality Management
(Quality Management Coordinator) led this effort that required commitment from all MCP’s Medical Management, Case
Management, and operational units. The CMO recognized the need to improve our CDC performance because of the
prevalence of diabetes within our membership and the impact on our members’ quality of life and cost to the plan.
Therefore, the CMO presented 2006 baseline performance data to the Quality Improvement Committee (QIC) to develop
multi disciplinary strategies to improve healthcare outcomes. The QIC, chaired by the CMO or designee, includes the
following multi-departmental personnel: 1) COQO; 2) Vice President (VP) of Quality Management (Quality Management
Coordinator); 3) Case Management Administrator/Manager; 4) Director of Integrated Case Management (physical and
behavioral health); 5) VP of Member Services; 6) Director of Provider Services; 7) Dispute and Appeal Manager; 8) VP
of Utilization Management (UM Coordinator); 9) Director of Prevention and Wellness (EPSDT Coordinator); and 10) VP
of Health Plan Operations. This committee meets weekly to analyze and determine areas for quality improvement. As a
result of these activities, QIC selected CDC based on: a) 2006 baseline CDC performance data; b) members’ demographic
characteristics and health risks; c) prevalence of diabetes within our membership; d) input from members and members’
families/caregivers; e) input from providers; f) utilization management activities; g) trends identified through
network/performance monitoring; h) results of credentialing/re-credentialing activities; i) utilization management
outcomes; and j) actuarial analysis (predictive modeling).

The QIC applied a measurement and evaluation strategy using the Plan-Do-Study-Act (PDSA) approach to develop,
refine, and execute the evidence-based intervention strategies for CDC. The QIC evidence-based interventions were
based on: 1) root cause analysis of barriers; 2) claims and encounter data analysis; 3) review of evidence-based literature;
and 4) input from MCP’s Member Advisory Council (MAC). Through this strategy, the CMO was able to demonstrate
and communicate results throughout the organization by identifying successes and recognizing areas that needed
additional attention or possible revision. This feedback and adjustment approach enabled the CMO to reinforce and
systematically improve the commitment of the involved units and their personnel through positive. For instance, one of
our intervention strategies was to implement a PCMH program for members residing in NFs and ALFs. Through this
process we recognized the value of expanding the PCMH program to members residing at home. This contributed to our
success in improving diabetes screening rates in 2009. Following the Board’s vision, the QIC developed, evaluated, and
monitored intervention strategies that resulted in improved performance in CDC.

Evidence-Based Intervention and Improvement Strategies

The QM/UM Committee, after reviewing the recommendations from the QIC, developed a multi-faceted, comprehensive,
and innovative evidence-based interventions and strategies to improve members’ health outcomes and quality of care
through increasing our performance relative to CDC. These evidence-based interventions and improvement strategies
required the commitment of MCP’s Medical Management, Case Management, and operational units. Each unit had a
defined responsibility and was accountable for performance that contributed to the successful implementation of CDC
interventions. We support these processes by: 1) engaging our members, members’ families/caregivers; 2) involving the
members’ primary care providers (PCPs); and 3) cross-functionally collaborating with MCP’s: a) Case Managers (CMs);

RFP No. YH12-0001 194



Mercy Care
g’

b) quality management (QM); ¢) network development/provider services; d) member services; and e) medical
management (prior authorization, concurrent review, retrospective review). These interventions included: 1) a flexible
Patient-Centered Medical Home (PCMH) program with pay-for-performance (P4P) incentives specific to CDC
performance; 2) an enhanced communication program to inform PCPs of members on their rosters with identified gaps in
care; QM RN then reinforced this communication using face-to-face meetings with high volume providers; 3) an applied
member-centered outreach and education program administered by CMs for members with identified gaps in care; 4)
expanded network for vision services in order to improve access to care; and 5) implemented ActiveHealth Care
Considerations to members and providers. As part of our consistent and ongoing efforts to improve CDC, the CMO is
finalizing the development of a PCMH for diabetic members with a large clinic provider.

Intervention
PCMH program

Responsible Entity
Provider Services,

Activity

Monthly PCP visits, including in-home visits

and CMs e P4P to improve CDC measures
Enhanced QM/PI, Provider e Monthly report sent to PCPs identifying members with
provider Services CDC gaps
communication e QM RN on-site PCP visits for education (Evidence-
program Based Clinical Practice Guidelines pertaining to

diabetes) and CDC gap review

Member- QM, Case e Quarterly (AHCCCS approved) letters to members
centered Management, advising of CDC gap including educational materials
outreach Member Services from the American Diabetes Association

CMs during quarterly in-home assessments reinforce
diabetic education and identify CDC gaps for the
member to discuss with their PCP

Vision network

Provider Services,

Contracted with a new vision provider who had a

expansion Utilization retinal eye exam program in place
Management e Provided the new vision vendor a list of members with
a CDC gap to schedule an appointment
e New vision provider conducted on-site retinal eye
exams at NFs
ActiveHealth Provider Services, ¢ Implemented monthly provider and member targeted
Care Utilization communications/educations identifying gaps in care
Considerations Management, Case e CMs during quarterly in-home assessments reinforce
Management diabetic education and identify CDC gaps for the

Planned
Intervention

Diabetes focused
PCMH program

Responsible Entity

QM, UM, Provider
Services, Member
Services, Case

member to discuss with their PCP

Activity

PCP led holistic program including diabetic educators,
nutritionists, and community liaisons
Telehealth monitoring for high-risk members identified

Management as high risk for hospitalization and ED visits

MCP’s multi-faceted, innovative, and multi-interdisciplinary approach, coupled with responsive inter-departmental
commitment was instrumental in achieving our improved CDC performance. It is our experience that influencing
behavior changes in ALTCS members and the members’ families/caregivers and their PCPs required the clear articulation
of expectations to PCPs regarding adherence to Evidence-Based Clinical Practice Guidelines, and to members and
members’ families/caregivers regarding the adoption of healthy lifestyles and increasing engagement in managing their
own healthcare. To improve the effectiveness of our interventions, these messages were constantly repeated and
reinforced through our PCPs, CMs, QM RN, and other providers.

The Board held the CEO and the CMO directly responsible for MCP’s performance on this performance measure. The
CEO and the CMO jointly developed approaches to communicate with and assess the performance of each department.
Performance management and reporting became a routine and systematic way for MCP’s departments to share in
successes, recognize achievements, and resolve barriers to accomplishing goals. This collaborative experience resulted in
a strong and resilient commitment to and support for the CDC interventions through MCP’s Medical Management, Case
Management, and operational units.
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CMs are pivotal in the implementation and execution of these interventions. CMs receive initial and annual training
relative to the elements of the CDC interventions. The purpose of this training is to prepare the CMs for implementation
and execution of the interventions during the member-centered quarterly assessments. The CM’s annual performance
evaluation includes an assessment of his/her performance as it relates to their assigned member’s improvement in CDC.

Presented in the table below is a summary result of our diabetes screening performance:

Summary of MCP’s Diabetes Screening Performance 2006 - 2009
ALTCS

2006 | 2007 2008 2009  Statewide | ~LTCS
A Goal
vg
Diabetes HbAIC rate | 82.2% | 87.3% | 88.7% | 90% 86.6% 89%
Diabetes LDL-C
testing 80.6% | 82.8% | 857% | 88% 77.9% 91%
Retinal eye exam 52.3% | 67.6% | 68.2% | 754% 63.9% 68%

As indicated in the table and the interventions described above, it is clear that MCP is supporting the mission, vision, and
values of our Board. MCP evaluated each intervention independently and then combined the analysis to determine the
overall impact of the interventions on CDC. Analysis of these data supports our conclusion that the interventions were
successful in achieving the desired outcomes related to diabetes screening. MCP’s diabetes screening performance is a
strong indicator that overall CDC intervention results have positively impacted our members’ health outcomes and quality
of care. Based on an analysis of our outcomes and the involvement of multiple departments across our organization, it is
evident that our commitment to improving the quality of healthcare and performance measures is spread throughout our
health plan. Furthermore, MCP is committed to continual improvement of the quality of care and enhancing our
capability of delivering high quality, member-centered healthcare services.

MCP’s multi-faceted and inter-departmental interventions have showed that working cooperatively with PCPs, aligning
PCP incentives, and encouraging/supporting members (and members’ families/caregivers) to become engaged in their
own healthcare can improve health outcomes and quality of care. One of MCP’s priorities is to provide each member
with the right service, at the right time, at the right level of care and our experience with these interventions demonstrates
the effectiveness of this priority.
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Question 33 — Quality Management

Mercy Care Plan (MCP) applies the Plan-Do-Study-Act (PDSA) approach to our process for receiving, categorizing,
analyzing, and acting upon feedback from both members and providers. Our PDSA approach involves leadership from
throughout MCP’s entire organization. The Southwest Catholic Health Network (SCHN) Board of Directors (hereinafter
referred to as the Board) has ultimate authority and responsibility for our Quality Management and Performance
Improvement (hereinafter referred to as QM/PI) program. The Board has delegated responsibility for our QM/PI program
to the Chief Executive Officer (CEO). The CEO has delegated day-to-day management responsibility and authority to the
Chief Medical Officer (CMO). The CMO has responsibility, accountability, and authority for directing the development
and implementation of the QM/PI program. Our QM/PI program receives feedback from our members and providers to
continuously improve our programs, operations, and management approach. These program, operational, and management
improvements lead to enhanced member health outcomes and efficiency of provider services.

MCP values feedback from our members and providers as necessary and important information about our clinical and
non-clinical programs. Members are a source of critical information about our processes to help our members navigate
the complex health care system, improve the accessibility and availability of services, and enhance quality of care. Our
providers also serve as an important source of information in our continual efforts to enhance our level of service to
members and providers. Key information we learn from our providers is used to improve prior authorization, formulary
management, claims processing, and other vital functions.

MCP keeps our members and providers informed in reference to how to contact us. MCP uses the following
communication tools to inform our members and providers about how to submit feedback to us:

Member Communication Provider Communication
Member Website Provider Web Portal
Member Handbook Provider Manual
Member Newsletters Provider Newsletters
Case Management Department Staff Provider Services Representative (Toll free call)
Care Plan Care Plan
Member Call Center (Toll free call) Provider Service Center
UM/PA — Notice of Action Letter UM/PA — Service Approvals/Denials

Member and Provider Feedback
MCP recognizes that there are multiple ways to receive member and provider feedback. The points of member and
provider contact with MCP for feedback are identified below.

Member Feedback Provider Feedback

Member Interaction with Assigned Case Manager | Provider Satisfaction Survey

(CM)

Member Grievances/Quality of Care Issues Provider Services Representative Contact

Member Satisfaction Surveys Provider Assistance Program for Non-Compliant
Members

Transportation Surveys A Provider Claims Educator

Member Advisory Council Joint Operating Committees

Staff Feedback Provider Turnover

Regulator Input Provider Complaints and Appeals
Provider Site Visits
Staff Feedback.
Identifying and Coaching Physician Groups with
High Panel Use of ER
Provider Group Meetings

Process to Drive Change or Improvements

MCP incorporates member and provider feedback into our QM/PI activities to drive operational changes to improve
clinical and non-clinical programs. MCP’s operational departments have responsibility for addressing specific member
and provider issues as they arise. For instance, for member issues reported by members into the Member Services
Department, the Vice President of Member Services is responsible for directing the process to identify, analyze, resolve,
and report. For provider issues reported by providers into the Provider Services Department, the Director of Provider
Services is responsible for supervising the process to identify, analyze, resolve, and report. Other departments who
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receive member or provider feedback follow a very similar process. Every operational department with responsibility and
authority for collecting either member or provider input reports to the Chief Operating Officer (COO). Every medical
department with responsibility and authority for collecting either member or provider input reports to the CMO. The
COO and the CMO are responsible for the consistent, reliable, timely, and complete identification, analysis, resolution,
and reporting of member and provider feedback trends to the Quality Improvement Committee (QIC).

The QIC, chaired by the CMO or designee, includes the following multi-departmental personnel: 1) COQO; 2) Vice
President (VP) of Quality Management (Quality Management Coordinator); 3) Case Management
Administrator/Manager; 4) Director of Integrated Case Management (physical and behavioral health); 5) VP of Member
Services; 6) Director of Provider Services; 7) Dispute and Appeal Manager; 8) VP of Utilization Management (UM
Coordinator); 9) Director of Prevention and Wellness (EPSDT Coordinator); and 10) VP of Health Plan Operations. This
committee meets weekly to analyze and determine areas for quality improvement.

The QIC receives from MCP’s operational, case management, and medical departments monthly, quarterly, and annual
member and provider feedback, complaints, and survey results to identify patterns and trends. In addition to reviewing
each report, the QIC evaluates whether the same themes appear across multiple data sources, thus allowing it to identify
trends and prioritize improvement activities. The QIC makes recommendations to manage and improve the network,
tracks implementation on the QIC action plan, and monitors each project through to completion. The QIC reports its
findings and recommendations related to monitoring activities to the QM/UM Committee.

The QIC is our principal forum to systematically identify, discuss, and resolve feedback, complaints, and survey results
that impact both members and providers. It reviews trended data, approves recommended intervention activities,
identifies additional improvement activities, assigns action plans, and monitors the action plans to completion.

The QIC uses member and provider feedback, complaints, and survey results information to make recommendations
regarding provider training, employee training, operational improvements, or policy changes.

Similar to the QIC, the QM/UM Committee is an interdisciplinary committee comprised of Vice Presidents and Directors
from various MCP departments and network providers that review data and monitoring results, and make and monitor
progress related to recommendations with regard to interventions that help manage and improve the network. The Peer
Review Executive Session of the QM/UM evaluates quality of care concerns and recommends actions to the CMO.

How MCP Used Member Feedback to Drive Change
Based on trends identified from member grievances and transportation surveys, we
VLI B I continually review all transportation delays and appointment/transportation no shows for
transportation quality of care referrals to the QM Department. The QM Department reviews each event to
provider to our determine if it is appropriate to initiate a quality of care investigation. These investigations
UEEL S CEUIERRIEE  identified trends related to transportation delays affecting members on dialysis arriving
VDS EEEIEURN  timely for their scheduled appointments. In addition, MCP’s Member Services Department
conducts telephone surveys based on a statistically significant random sample of members
who requested transportation services the previous day. The purposes of the survey are to: 1)
survey members about their satisfaction with the quality and timeliness of transportation
services; 2) verify that the member actually received the service, which assists in the
identification of potential fraud; and 3) measure whether transportation providers are meeting
the AHCCCS transportation time standards.

in transportation
complaints from the
previous year.

As aresult, the QIC reviewed the quality of care trends in conjunction with the Member Services Department
transportation survey results and prioritized transportation needs for our members on dialysis for improvement. The QIC
recommended that MCP contract with a special transportation provider to improve transportation services for our
members on dialysis. This intervention resulted in a significant reduction of transportation related quality of care
concerns (QOCs) and improved member satisfaction as indicated through survey results.

How MCP Used Provider Feedback to Improve Claims Payment

Our COO, along with MCP’s leadership team has used provider feedback as an opportunity to create process
improvements aimed at addressing issues of importance to providers. Based on feedback, we have re-designed our
Provider Services Department and developed various interdepartmental workgroups, each with the skills and authority
necessary to resolve provider concerns in a timely and effective manner. These workgroups have been very effective in
improving operations in response to provider concerns. Below is a description of the workgroups MCP has created to
respond to provider feedback and how they have driven improvements in operations. Through its routine review of
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provider grievances, MCP identified the need to improve communication with providers related to claims payment. In
response, MCP developed a Health Plan Operations (HPO) Department that is responsible for claims research and
resolution; reviewing product requirements and system configurations; managing provider records and encounter files;
and reporting.

MCP has re-engineered the Provider Services Department to provide additional provider services staff and a more
organized focus on individual provider needs. The Provider Services Department includes a Vice President, Director,
Managers, and Provider Services Representatives (PSRs) who support contracted providers. MCP has reassigned PSRs
based on provider specialty designation rather than geographic location, giving them a better knowledge-base of
regulatory requirements and payment considerations, claim trends that may occur in a given specialty, and understanding
of physician practice patterns. In addition, the department includes dedicated staff for network development and
contracting, project management staff to assist with business planning, regulatory and internal reporting, and operations
staff to assist with higher level claim research projects and provider settlements.

PSRs keep in close contact with providers and visit PCPs a minimum of three times a year; obstetricians, and dentists
twice a year; specialists once a year; hospitals and ancillary providers monthly. We also conduct additional ad hoc visits
as necessary. PSRs encourage providers to discuss issues of individual concern with the goal of resolving them as they
occur. For example, PSRs work with providers immediately upon learning that a provider may want to terminate their
contract and actively address complaints or inquiries from providers. PSRs conduct appointment availability audits during
visits and provide real-time education to noncompliant providers.

As a result of this approach, MCP has experienced low rates of provider turnover, provider complaints, and
noncompliance with appointment availability standards. Our MCP provider satisfaction scores are high and outperform
the benchmark score for other Medicaid plans. We anticipate further increases in provider satisfaction as we continue to
make further improvements.

Through root cause analysis, MCP identified that many claims issues were due to inconsistent and inaccurate provider
data housed in our system. As a result, the HPO Department launched an effort in November 2009 to clean up provider
data. Previously, MCP cleaned up provider data on a case-by-case basis in response to issues rather than undergoing a
proactive effort to verify accuracy. To date, this project has proactively identified and corrected many provider changes,
which improves claims accuracy and reduces the amount of changes necessary on a retroactive basis. To improve ongoing
accuracy, MCP implemented a quality control process and streamlined interdepartmental communication by creating a
database to store provider data information. The project remains ongoing, with next steps to include refining provider
directory information and automating provider file updates to remove manual errors.

MCP’s improved performance is evident on the Acute Care Contract Quarterly Audit Report that MCP submits to
AHCCCS. The report indicates that claims accuracy and grievance system timeliness continue to improve throughout
2010, and audit scores consistently exceed target.
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Question 34 — Quality Management

Mercy Care Plan (MCP) has a comprehensive program to monitor services and service sites for our members that reside in
their own home. Our monitoring program has been in existence since 2000 and it has been continually upgraded to meet
community and AHCCCS standards. The services and service site monitoring program is administered by our Quality
Management Department. MCP, in monitoring services and service sites, applies standardized assessment tools to
monitor, evaluate, and improve the quality, safety, and consistency of member care. The purpose of this monitoring
program is to evaluate services and service sites to assure that each member receives quality, appropriate and timely
services in accordance with the member’s care plan. Quality of Care (QOC) trends are referred to the QM/UM
Committee to identify opportunities for improvement in the delivery of services to our members and in our service
delivery system, including but not limited to developing a performance improvement project (PIP).

The Southwest Catholic Health Network (SCHN) Board of Directors (hereinafter referred to as the Board) has ultimate
responsibility and oversight of MCP’s Quality Management (QM) program. The Board delegated responsibility and
authority for the QM program to MCP’s Chief Executive Officer (CEO); the CEO delegates day-to-day responsibility and
authority of the QM program to the Chief Medical Officer (CMO). Under the direction of the CMO and supported by the
Vice President of QM (Quality Management Coordinator), the MCP QM Department is responsible to develop and
implement the monitoring program. The MCP QM Department has written Policies and Procedures (P&Ps) that govern
the processes and protocols for performing monitoring of services and service sites for members residing in their own
homes. In performing these functions, the QM Department focuses on the health and safety of our members and
coordinates efforts to improve the consistency and quality of care, so the member continues to reside safely in their own
home.

In keeping with the ALTCS guiding principles of consistency of services and maintaining the member in the most
integrated setting, our monitoring process is designed to assess all in-home services, including but not limited to attendant,
personal and respite care, homemaker, and home delivered meals. In addition, when we monitor service sites such as
adult day care centers or primary care physician (PCP) and specialist offices, the focus of our assessments is on
consistency of services, and accessibility of providers.

Comprehensive Monitoring Program: Patient Centered Medical Home (PCMH)

The QM Department applies and has continually improved an AHCCCS approved standardized protocols for monitoring
services and service sites for members residing in their own home. A QM RN, reporting to the VP of quality
management, performs an annual assessment of each contracted PCMH PCP who serves members through “in-home”
visits at the member’s placement (NF, ALF or the member’s home). In performing this assessment, the QM RN uses a
standardized monitoring tool that consists of multiple standards for review and verification. The QM RN must attend and
successfully complete training regarding in-home services, MCP’s P&Ps, Evidence-Based Clinical Practice Guidelines,
medical record abstraction, and the use of the Assessment Tool. The components of the assessment include but are not
limited to: 1) the provider’s P&Ps; 2) documents within the provider’s personnel files (certifications in CPR and first aid
and three references from former employers); 3) evidence of a member satisfaction survey; 4) documentation of
timeliness of services; 5) documentation of contingency plans; a) for the provider; b) for the member; 6) service gap
documentation; and 7) documentation of provider supervisory visits to verify effectiveness of services.

The QM Department’s quality monitoring program includes elements that are designed to assess attendant care, personal
care, homemaker, and respite care. Specific factors for each service are audited. In monitoring attendant care, our review
and verification includes, but is not limited to: 1) that the contractor had interviewed attendant care applicants within 14
days of the applicant contacting the contractor; 2) that a written agreement, signed by the member, which delineates the
worker’s responsibilities is part of the member’s case file at the provider’s office; 3) the member’s case file at the
provider’s office includes records of on-site supervisory visits; 4) the contractor’s attendant care employee files includes
records of training and evaluation of each attendant employee, including immediate family members as paid attendant
caregivers; and 5) the contractor’s attendant care employee files includes records of specialized training for each attendant
caregiver to provide necessary services to members (e.g., Alzheimer’s or cognitive disabilities).

In our annual monitoring of personal care providers, our review and verification includes, but is not limited to: 1) that
each personal care employee’s file includes documentation that the personal care employee was under the direct
supervision of an experienced and qualified personal caregiver until the personal care employee was determined
competent in each necessary skill; 2) that each member’s case file at the provider’s office includes a copy of the
individualized care plan for personal care to confirm inclusion of duties and tasks necessary for maintaining the member’s
self-sufficiency (e.g., bathing, dressing, transferring, grooming, toileting, and feeding); and 3) documentation in each
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member’s file at the provider’s office demonstrates evidence of timely and complete supervisory visits at the member’s
home.

In our annual monitoring of homemaker service providers, our review and verification includes, but is not limited to: 1)
documentation in the member’s case file at the provider’s office includes a completed individualized care plan that
delineates homemaker task, including: a) laundry; b) cleaning to maintain a safe and sanitary living environment; ¢) meal
planning, shopping, and preparation to meet the member’s nutritional needs; e) other duties and tasks as described in the
individualized care plan; and 2) documentation in the member’s case file at the provider’s office that demonstrates
evidence of timely and complete supervisory visits.

In our annual monitoring of respite care service providers, our review and verification includes, but is not limited to: 1)
documentation in the respite caregiver’s personnel file that indicates training and evaluation; 2) documentation in the
member’s case file at the provider’s office of the member’s individualized care plan; and 3) documentation in the
member’s case file at the provider’s office of on-site supervisory visits of respite caregivers.

Comprehensive Monitoring Program: Service Sites

MCP’s comprehensive monitoring program for members’ in-home services is based on reviewing and verifying
documentation for attendant care, personal care, homemaker, and respite care for each contracted service provider. MCP
annually audits these contracted service providers and selects a sample of member records from each provider to complete
the monitoring process.

Ambulatory Medical Record Review (AMRR)

MCP has P&Ps regarding initial and ongoing (every three years) monitoring of provider medical records at primary care
providers (PCPs), Obstetricians/Gynecologists, and those specialists with 50 or more referrals per contract year. In
performing the initial and ongoing monitoring of provider medical records, our QM RN personnel use our AHCCCS
approved AMRR tool. The AMRR is a standardized assessment tool to monitor compliance with MCP’s medical record
P&Ps, as well as compliance with MCP’s Evidence-Based Clinical Practice Guidelines. The results of the AMRR are
reviewed and shared with the provider at the conclusion of the audit to assist the provider in improving adherence to
medical record documentation and Evidence-Based Clinical Practice Guidelines. All results are submitted to MCP’s
QM/UM Committee for review and approval or recommendations for potential corrective actions. The CMO, as
appropriate, reports findings to the Board.

Behavioral Health (BH) Service Site

MCP contracts with several BH agencies that provide in-home BH services (e.g. counseling, family support) to our
members. Our QM RN conducts on-site monitoring of each contracted BH service provider annually using an AHCCCS
approved, standardized monitoring tool. Additionally, the QM RN reviews the agency’s Arizona Department of Health
Services license file. The QM RN samples our members’ medical records at the BH agency to complete the agency’s
review and determine compliance with MCP P&Ps, Evidence-Based Clinical Practice Guidelines and AHCCCS
requirements. The QM RN, at each agency, uses our standardized tool to review documentation that includes, but is not
limited to: 1) documentation of an initial screening/evaluation in the member’s medical record; 2) documentation of
medical orders in the member’s medical record; 3) documentation of medication administration in the member’s medical
record; 4) documentation of each service provided in the member’s medical record; 5) documentation of evaluation of the
member’s progress in the member’s medical record; and 6) documentation of coordination of care with the member’s PCP
in the member’s medical record. All results are submitted to MCP’s QM/UM Committee for review and approval or
recommendations for potential corrective actions. The CMO, as appropriate, reports findings to the Board.

Home Delivered Meals and Adulf Day Sites

MCP has a fully delegated agreement with an organization to provide home delivered meals and adult day health services.
This AHCCCS approved fully delegated agreement includes delegation of service provision and service monitoring
responsibilities. The QM RN performs an annual on-site audit of each delegated entity. The QM RN oversees the
performance of each delegated organization, including, but not limited to: 1) an annual on-site audit of the delegated
entity’s monitoring program to include it’s P&Ps, reports of their assessments, and all personnel files; 2) quarterly review
of monitoring reports submitted by the delegated entity of all member grievances and self investigations conducted; 3)
tracking results of monitoring and Quality of Care (QOC) investigations provided by the delegated entity to reflect any
trends in the QOC; and 4) as necessary review of Corrective Action Plans (CAPs) implemented by the delegated entity.
All results are submitted to MCP’s QM/UM Committee for review and approval or recommendations for potential
corrective actions. The CMO, as appropriate, reports findings to the Board.
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Case Managers’ (CM) Role

MCP’s Long Term Care CMs supplement and support our comprehensive monitoring program. CMs work closely and
cooperate with our QM Department by performing ongoing monitoring of all in-home services for their assigned
members. The QM Department provides training to the CMs relative to performing these responsibilities. CMs can also
contact the VP of QM or a QM RN for additional guidance and assistance. The CM’s responsibilities in performing these
tasks include, but are not limited to: 1) soliciting member and family input on the quality and accessibility of in-home
services during each assessment; 2) developing a contingency plan in conjunction with the member and the member’s
family/caregiverl1; 3) reviewing service plans for continuity of care and progress toward service outcomes; 4) reporting
potential QOC’s to the QM Department; and 5) identifying and reporting risks to the QM Department and /or the
appropriate agency (e.g. AHCCCS Fraud and Abuse, APS, CPS). The CMs findings are documented in CaseTrakker™
that the QM Department personnel has access to. The CM is trained to take immediate and appropriate action to address
urgent situations when a member’s health or safety is in jeopardy.

Corrective Action Plan (CAP) Process

MCP has P&Ps governing CAPs, including how they are implemented, administered, and monitored. The CMO, with
support from the VP of QM has responsibility for the program to monitor services and service sites of members who
reside in their own home and to take the appropriate and necessary steps when providers are out of compliance with
standards. If during or as a result of a site-visit audit, the QM RN determines there is an immediate QOC concern, the
QM RN will immediately (while at the service provider site) alert the CMO and the VP of QM and initiate action to
protect the health and safety of our member.

The CAP steps are as follows: 1) the QM RN, as part of the routine exit interview, reviews the preliminary results of the
audit with the entity; 2) the QM RN finalizes and scores the standardized audit tool within 14 working days or as soon as
possible if there is indication that the entity will fail; 3) if the entity a) “passes” (in order to pass, the entity must have a
score of 80 percent or greater on all audit factors) the audit, the QM RN submits the audit results to the VP of QM; the VP
of QM will notify the entity and the CMO; the CMO reviews the audit results with the QM/UM Committee; or b) “fails”
(received less than a passing score of 80 percent or greater) the audit, the QM RN notifies the VP of QM and the CMO or
the CMO’s designee of the need for a CAP; 4) if a CAP is required, a) the VP of QM notifies the entity via certified mail
that a CAP must be developed and submitted that is specific to the deficiencies noted in the audit report; and b) as part of
this notification and based on the severity of the deficiencies, the VP of QM requires the entity to submit the CAP within a
specified time period; 5) upon receipt of the CAP, the QM RN and the VP of QM, in consultation with the CMO or
designee review the appropriateness and responsiveness of the entity’s proposed CAP to the original request; 6) if: a) in
the event that the CAP is “accepted” by the VP of QM, the entity is notified via registered mail of the acceptance and that
their performance will be monitored by the QM RN as appropriate; or b) in the event that the CAP is “rejected” by the

VP of QM, the entity is notified via registered mail that it’s proposed CAP was either unresponsive or inconsistent with
MCP’s initial CAP and timeline request; and c) the VP of QM, as necessary, may provide technical assistance to the entity
in successfully developing their CAP; d) if after the entity receives technical assistance in preparing their CAP and the
CAP re-submission is repeatedly unacceptable (a maximum of three submissions is normally allowed), the VP of QM will
recommend to the CMO immediate termination of the provider’s contract and will: 1) notify CM, member services, and
provider services to begin transition of members; ii) advise the QM/UM Committee of the recommended action; iii)
follow standard operating procedures regarding the peer review and a fair hearing process for PCPs and specialists; and
iv) notify AHCCCS and all required regulatory authorities; 8) the entity’s performance against the CAP is monitored in
accordance with guidance by the VP of QM when the CAP was accepted; 9) the VP of QM documents all monitoring
activities, including but not limited to, those relative to an entity “passing” or “failing” the monitoring process and if
appropriate resultant CAP; 10) the CMO advises the QM/UM Committee of all corrective actions for review and
approval; and 11) the CMO advises the Board of all corrective actions.

This process is a core competency for MCP. MCP has, through its continued efforts has noted an improvement in
services and service sites for members that reside in their own home. For instance, attendant caregiver training has
improved as well as we have documented an increase in supervisory oversight by for attendant care, personal care,
homemaker and respite providers. Our continuing emphasis during the audit process has resulted in an improvement of
the completeness and accuracy of member’s case files.

11 Hereinafter, all references to “family/caregiver” include the member’s guardian
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Question 35 — Oral Presentation

Mercy Care Plan (MCP) will comply with the request for documentation identifying the names and resumes of the
individuals participating in the oral presentation by 3 p.m. MST on April 8 via the AHCCCS EFT/SFTP server. The
documentation will indicate if the individual is employed or contractor/consultant of MCP and what their role will be
during the implementation phase and the first year of the contract.
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Question 36 — Provider Network

Mercy Care Plan (MCP), established in 1985 as a not-for-profit corporation, was one of the first health plans to offer
services to AHCCCS acute, long term care, Health Care Group, and Developmentally Disabled members. We also serve
Arizonans’ eligible for both Medicare and AHCCCS as a Medicare Special Needs Plan (SNP) — a unique type of
Medicare Advantage Plan that CMS regulates which requires MCP to offer a comprehensive network of providers in
Maricopa, Pima, and Santa Cruz Counties. In each of these programs MCP successfully develops, manages and directs a
complete, responsive, quality, and member-driven network. This network includes: 1) primary and specialty care
providers; 2) behavioral health services; 3) hospitals; 4) ancillary providers; and 5) other providers to serve each member,
including ALTCS members. We apply this distinctive experience to our ALTCS Network Development and Management
Plan (Plan). MCP, through its dedicated local hospital owners and highly qualified staff has proven over the last 10 years
that it is well qualified and able to address the specialized needs of ALTCS members in the Maricopa General Service
Area (GSA). Relative to our expansion into the Pima and Santa Cruz GSA MCP is well positioned to leverage our current
relationships with the provider community and demonstrate our capacity to serve the current and expected enrollment
growth. The Plan, attached, meets or exceeds AHCCCS’ requirements and specifications. It demonstrates how we
provide each member with a choice of providers and accessibility and availability of services, resulting from our
collaboration with members, providers, and community agencies.

MCP coordinates, manages, directs, and provides acute care, long term care, behavioral health, and case management
services to each ALTCS member regardless of their residence, special health care or chronic care needs. Our approach to
network development and planning adheres to the following principles:

e Primary and specialty (including behavioral health specialist) providers are supported by member-centered case
management — the member, the member’s family/caregiver12, along with the member’s medical and behavioral health
providers participate in developing and evaluating the covered services included in the member’s care plan. Our
member-centered case management services dovetail with the care plan to assist the member in reaching their
goals(s), safely support the member in the least restrictive setting and promote the highest level of self-sufficiency.

e Provide a comprehensive care delivery network to initially meet member’s needs and sustain consistency of services.
The service providers are accessible and available when, where and to the degree they are needed. Our comprehensive
network means that our members have access to an array of services that are at least equal to or better than community
norms. Service availability and accessibility exceed AHCCCS and community standards in terms of timeliness,
amount, duration, and scope.

e  Our provider network is diverse and adequate to allow the member the choice to either remain in their home or to
select an alternative setting in lieu of an institutional placement. Should the member require a special combination of
services or service providers that are normally unavailable in the member’s community, our Network Development
team works cooperatively with Case Managers (CMs), PCPs and providers to reasonably meet the member’s needs.
This includes meeting the needs of members who have cognitive impairments, behavioral health, and other special
medical needs.

e When preparing our Plan we collaborate with community stakeholders (e.g., Area Agency on Aging, Adult Protective
Services, Office of the Public Fiduciary) to provide a mix of services capable of meeting a member’s language and
health literacy needs as well as recognizing, accommodating and being sensitive to the member’s culture, race,
ethnicity, and religious needs. In planning expansion or changes to our provider network, MCP works in concert with
our members, members’ families/caregivers and community resources so that any network change is responsive to
and respectful of the needs of the member and maximizes local community-based services.

MCP recognizes the importance of work force development and accessibility of trained long term care professionals to
maintain consistency for our members. Our staff has actively participated on the ALTCS Direct Care Workers Committee
since its inception. As a result, MCP worked collaboratively with other AHCCCS/ALTCS providers to implement many
of the positive changes to the regulations relative to Direct Care Workers (DCW). MCP has amended all Attendant Care
contracts to include language requiring that all DCWs hired after January 1, 2011 meet the new training and testing
standards by July 1, 2012. In the Pima and Santa Cruz GSA, Dependable Nurses, a joint venture partner of Carondelet
Health Network, has received AHCCCS approval of its Direct Care Worker Training and Testing Program.

MCP currently has written agreements with a network of providers that provides all medically necessary and covered
services (including PCPs, specialists, transportation, hospitals, skilled nursing facilities, ER/urgent care, home and

12 Hereinafter, all references to “family/caregiver” include the member’s guardian
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community based service providers and alternative residential settings) for our ALTCS members in Maricopa County.
Using these same high standards and in collaboration with community-based stakeholders we are developing and
proposing a comprehensive network in the Pima and Santa Cruz GSA that exceeds AHCCCS’ network requirements and
will support a seamless transition of care.

MCP’s provider network supports the needs of each individual member and is capable of meeting the needs of all our
members. We listen to our members, members’ families/caregivers, community-based stakeholders, other organizations,
and our internal departments to develop, maintain and enhance our network. Network development staff maintains close
communication with providers, stakeholders and community organizations, allowing us to solicit meaningful input and
identify issues or opportunities for innovative arrangements. As a result, we offer several unique relationships that
support the goals of providing accessibility to care; reducing avoidable emergency room visits, inpatient admissions, and
re-admissions; allowing members to remain in their residential locations; collaborating with stakeholders; and improving
outcomes while saving costs:

e  We contract with PCPs who deliver primary care services to members in their homes or residential settings 24 hours-
per-day, 7 days-per-week. We have agreements with PCPs so that this service is available in the Maricopa, Pima, and
Santa Cruz GSAs.

¢ In the Maricopa, Pima, and Santa Cruz GSAs we developed an urgent care arrangement that offers extended hours at
urgent care facilities to improve access to care.

e In light of our strong commitment to patient centered medical homes (PCMHs), MCP launched a program for our
ALTCS members with St. Joseph’s Family Practice Clinic in Maricopa. PCMHs are an exciting and promising
approach for providing highly coordinated and responsive care to ALTCS members. MCP has identified ten
additional practices in Maricopa and Pima Counties for implementation as PCMHs that we will implement during CY
2011.

e In collaboration with the Carondelet Medical Group and the University of Arizona in Pima County, we will launch a
diabetes management program in CY 2011 that focuses on improving diabetes care using integrated interventions
including diabetes educators, nutritionists, diabetes day clinics, and telemonitoring for at risk members.

e Expansion of our behavioral health network and programs in the Maricopa, Pima, and Santa Cruz GSAs through
collaboration with Community Partnership of Southern Arizona (CPSA). As a result of this agreement we are further
expanding our behavioral health expertise and broadening services to enhance our excellent behavioral health network
for ALTCS members. CPSA’s Consultation and Clinical Intervention Team is an innovative approach for assessing
members at high risk for placement disruption and designs services to maintain the member’s current placement, if the
member chooses. As the Regional Behavioral Health Authority in the Pima Region for the past 16 years, CPSA has a
comprehensive service network and relationships with a vast array of providers.

e We have long-standing agreements with FQHCs in Maricopa GSA, including Adelante HealthCare, Maricopa
Integrated Health System, Mountain Park Health Center, and Wesley Community Center. We also have effective
agreements with FQHCs in the Pima and Santa Cruz GSA, including El Rio Health Center, Marana Health Center,
Mariposa Community Health Center, Desert Senita Community Health Center, and United Community Health Center.

In designing, validating and managing our comprehensive network MCP uses GeoAccess software, the industry standard
for monitoring the status of networks. It is especially valuable when comparing our network with where our members
reside to determine compliance with AHCCCS accessibility and availability standards. As a result of using GeoAccess
software, our capabilities include analysis of access of care standards based on a complex set of indicators including
provider type, urban/rural classification, and geography. We perform GeoAccess analysis quarterly or more frequently if
there are member or provider complaints — we analyze an area as small as a zip code or as large as an entire GSA. Our
analysis typically includes maps showing member and provider addresses, summary information for a specific member or
provider group, and comprehensive information (zip code, GSA, county or state). We routinely combine GeoAccess
techniques and technologies with a host of other data and information to assist in network planning, analysis and
expansion. These other data and information include but are not limited to: a) member-to-PCP ratio, b) emergent, urgent,
and routine appointment availability, ¢) after hours audits, d) provider/member satisfaction surveys, e) analysis of
provider inquiries or complaints and member grievances, f) feedback from provider site visits, g) input from other internal
departments including our ALTCS case management and h) claims and encounter data. MCP continuously monitors the
network to determine its effectiveness. Our goal is to analyze, review and modify our network development action plans,
implement interventions, and gauge the effectiveness of those interventions.
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MCP’s Director of Provider Services and Director of Network Development and Contracting oversee provider monitoring
and management activities. Reporting to the Chief Operating Officer (COO), these individuals and their departments
work closely and cooperatively together to manage the recruitment, improve provider education, increase effective
monitoring, and implement follow-up activities to meet or exceed compliance with AHCCCS network standards. Our
Network Development and Contracting staff in conjunction with Provider Services staff coordinate with our Medical
Management, Finance/Actuarial, ALTCS Case Management, Behavioral Health, and Member Services Departments for
multi-disciplinary and cross-functional planning, innovation, design, monitoring, and management of our comprehensive
network.

Our network has sufficient capacity to handle significant membership growth and was planned and executed to meet the
specialized and unique needs of ALTCS members. MCP developed a supplemental provider network to minimize gaps in
critical services in response to the Ball v Betlach lawsuit.

MCP offers a responsive and comprehensive network and identifies and resolves network gaps through short-term and on-
going interventions. However, there are circumstances, outside of our control, that create barriers to network
development. These include workforce shortages, unwillingness of providers to see AHCCCS members, and declining
reimbursement rates. Despite these challenges, MCP offers creative strategies to mitigate the impact of barriers, including,
but not limited to:

e Coordinating with owner facilities St. Joseph’s Hospital and Medical Clinic in Maricopa County and St. Mary’s
Hospital in Pima County (both offer residency programs) to identify potential providers

e Collaborating with FQHCs or RHCs to expand their satellite sites

e Simplifying prior authorization requirements

e Regular communication with ALTCS case management over issues and barriers

¢ Increasing outreach efforts and soliciting help from current providers

e Soliciting feedback from our Member Advisory Council

Please see the following pages for a copy of the Network Development and Management Plan.
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Network Development and Management Plan
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