State of Indiana Healthy Indiana Plan 2.0 Evaluation RFP #15-059
Attachment D – Scope of Work


1. 
Overview

Section 1115 Medicaid waivers are intended to be research and demonstration programs that are evaluated to provide federal and state policymakers with information on the impact of changes implemented through waivers.  The Healthy Indiana Plan 2.0 (HIP 2.0) section 1115(a) demonstration provides authority for the State to augment HIP 2.0 to individuals previously excluded from the program due to eligibility restrictions and the enrollment caps designed to maintain budget neutrality.  Only HIP 2.0 is the subject of this evaluation.
In developing the HIP 2.0 1115 waiver demonstration, the State was interested in achieving several comprehensive goals.  They are as follows:

a) Reduce the number of uninsured, low income Hoosiers and increase access to healthcare services.

b) Promote value-based decision-making and personal health responsibility.

c) Promote disease prevention and health promotion to achieve better health outcomes.

d) Promote private market coverage and family coverage options to reduce network and provider fragmentation within families.

e) Facilitate HIP 2.0 member access to job training and stable employment to reduce dependence on public assistance.

f) Assure State fiscal responsibility and efficient management of the program.
1.1. Healthy Indiana Plan 2.0 (HIP 2.0)

This section 1115(a) demonstration provides authority for the state to offer HIP 2.0, which provides health care coverage for adults through a managed care health plan and an account similar to a health savings account called a Personal Wellness and Responsibility (POWER) account. Under HIP 2.0, Indiana is building on and changing its previous HIP program in multiple ways including the creation of new benefit packages and the establishment of a broader incentive structure for encouraging healthy behaviors. Some of those changes, like the creation of Basic, Plus and HIP Link benefit packages are being implemented through the state plan. Other changes are effective through this demonstration, which provides authority for the charging of POWER account contributions, the implementation of healthy behavior incentives, and a premium assistance program for individuals with employer sponsored insurance (ESI). 
With this demonstration, Indiana expects to achieve the following to promote the objectives of title XIX:
· Promoting increased access to health care services; 

· Encouraging healthy behaviors and appropriate care, including early intervention, prevention, and wellness; 

· Increasing quality of care and efficiency of the health care delivery system; and 

· Promoting private market coverage and family coverage options through HIP Link to reduce network and provider fragmentation within families. 

Over the 3-year period, Indiana seeks to demonstrate the following:
· Whether a monthly payment obligation linked to a POWER account will result in more efficient use of health care services; 

· Whether the incentives established in this demonstration for beneficiaries to obtain preventive services and engage in healthy behaviors will result in better health outcomes and lower overall health care costs; and 

· Whether POWER account contributions in lieu of cost sharing for individuals participating in the HIP Plus Plan will affect enrollment, utilization, and the use of preventive and other services by beneficiaries. 

Under HIP 2.0, beneficiaries who consistently make required monthly contributions to their POWER Account will maintain access to an enhanced benefit plan, known as “HIP Plus”, which will include enhanced benefits such as dental and vision coverage. HIP Plus is intended to encourage personal responsibility, improve healthy behaviors, and develop cost conscious consumer behaviors among all beneficiaries. Beneficiaries with income at or below 100 percent of the FPL who do not make monthly POWER account contributions will be defaulted to a more limited benefit plan meeting alternative benefit plan requirements (known as “HIP Basic.”) 

HIP Basic plan will require co-payments for all services in amounts that would be permitted in the state plan rather than the monthly POWER account contributions required to participate in the HIP Plus plan. Additionally, individuals with access to employer sponsored insurance (ESI) that meets state standards may choose to participate in their ESI, with a POWER account to fund out-of-pocket costs. All beneficiaries will have the opportunity to have their POWER account contributions reduced in subsequent years for completion of preventive services and through successfully managing their POWER accounts.

More information on the HIP 2.0 plan can be found at http://www.in.gov/fssa/hip/.
2. 
Evaluation Overview
The State intends to evaluate the HIP 2.0 program to determine if the program meets its original policy goals and the overall impact of the program.  The evaluation must include components that are needed to satisfy the Centers for Medicare and Medicaid Services (CMS) requirements for evaluation of an 1115 waiver, as outlined in the CMS Special Terms and Conditions (STCs) for HIP 2.0.  The Indiana Family and Social Services Administration (FSSA) seeks a comprehensive evaluation of HIP 2.0.  The State is required to submit a draft evaluation design for CMS approval. 
Specific task descriptions and their associated deliverable requirements and delivery dates are presented below in Section 2.3.

The STCs of the HIP 2.0 1115 Waiver require the State to conduct an evaluation of the demonstration.  The STCs of the HIP 2.0 waiver require an evaluation of the degree to which the key goals of the HIP 2.0 have been achieved and/or the key activities have been implemented.  The evaluation must, to the extent possible, isolate the contribution of HIP 2.0 to any observed effects, while also describing the relative contributions of other factors influencing the observed effects.  The evaluation must also include an analysis of the impact of the program, particularly among the target population.  The successful respondent will conduct the evaluation in accordance with the State’s goal as well as the 1115 requirements and will adhere to the timetable established below, for each task and deliverable. FSSA will work to develop the initial draft evaluation design, and will work with the selected vendor to complete the final evaluation design.  Additionally, the selected vendor shall conduct quarterly and annual evaluations of HIP 2.0, with the available data, and produce other CMS required reports as described in Section 2.3 and the STCs.  The evaluations will measure the extent to which the program achieves the previously stated goals.
The vendor must ensure its compliance with the State’s HIP 2.0 Evaluation Design, as well as the HIP 2.0 STCs and CMS requirements.
2.1
Communications and Meetings.

The vendor shall:

a) Assign a full time project manager who will provide direct point of contact and engage in day to day communication with the State.

b) Submit a work plan for each evaluation project to FSSA for review and approval prior to beginning work on the project. 

c) Provide progress reports monthly, or as often as FSSA requests.

d) Meet monthly with FSSA, or as often as FSSA requests, to discuss process, progress, barriers, and any other related issues proposed by FSSA or the Vendor related to evaluation activities. If agreed upon in advance by FSSA, specific meetings may take place via telephone or video-conferencing.

e) Designate appropriate staff to meet with FSSA staff.

f) Provide the agenda for meetings, facilitate meetings and record minutes of the meeting with FSSA staff.

g) If requested by FSSA, following the submission of the annual report or other deliverable to FSSA, provide an oral presentation and accompanying PowerPoint file to FSSA or other stakeholders regarding its review and any recommendations.

h) If requested by FSSA, assist FSSA in responding to any questions from the CMS, the health plans, or other stakeholder, about any final report or other deliverable.

i) Request the permission and approval of FSSA before any data or reports related to the evaluation are released.  FSSA shall pre-approve all requests for use of its data.  Research including that needed for the evaluation components of this plan, and any research using FSSA data above and beyond that contracted by the State shall be approved the FSSA prior to commencement.  The vendor shall agree to submit to FSSA a copy of all findings, articles or any other similar documents that are developed using the Indiana FSSA data whether submitted for publication or presentation within thirty days of making such findings.  The Vendor agrees that no data (including aggregate data) concerning HIP 2.0 will be disclosed by the Vendor or published in a format that identifies FSSA without the written permission of the State.  
j) Assist in the annual Post Award Forum.  Within six months of the demonstration’s implementation, and annually thereafter, the state is required to afford the public with an opportunity to provide meaningful comment on the progress of the demonstration. The state can either use its Medical Care Advisory Committee, or another meeting that is open to the public and where an interested party can learn about the progress of the demonstration to meet the requirements of the STC. The vendor shall include a summary of the comments in the quarterly report associated with the quarter in which the forum was held. The vendor must also include the summary in its annual report.
2.2
Activities
Evaluation activities include, but are not limited to, the following:

a) Refine research questions identified;

b) Create testable hypotheses and performance measures related to research questions;

c) Conduct appropriate background research and literature review;

d) Calculate population/sample selection criteria;

e) Develop data collection methods and tools, including survey instruments;

f) Collect, verify and validate relevant data;

g) Establish a complete analysis and interpretation process; and

h) Develop results, draft and final reports and other deliverables.

From each year’s evaluation activities, the vendor shall produce the deliverables as described in Section 2.3.  The vendor shall perform evaluation activities and the State shall provide ongoing oversight and monitoring of vendor efforts.
2.3
Deliverables

While the general time line is known and designated below for the CMS reports, the vendor shall propose and come to an agreement with FSSA on a set of time lines for the remainder of the deliverables.  Vendor shall utilize any and all dates as indicated in the STCs.
2.3.1 Draft Evaluation Design
FSSA will work to develop the initial draft evaluation design, and will work with the selected vendor to complete the final evaluation design.  The evaluation design may be updated each year, at the direction of, and in conjunction with, the State.  The update will be used to determine any modifications to the annual reports. 
The State must submit to CMS for approval, within 120 days of the approval date of the demonstration a draft evaluation design. At a minimum, the draft design must include a discussion of the goals, objectives, and specific testable hypotheses, including those that focus specifically on target populations for the demonstration, and more generally on beneficiaries, providers, plans, market areas and public expenditures. The design should be described in sufficient detail to determine that it is scientifically rigorous. The data strategy must be thoroughly documented.
The design should describe how the evaluation and reporting will be developed and maintained to assure its scientific rigor and completion. In summary, the demonstration evaluation will meet all standards of leading academic institutions and academic journal peer review, as appropriate for each aspect of the evaluation, including standards for the evaluation design, conduct, interpretation, and reporting of findings. The design must also control for various confounding factors in the demonstration such as the 60-day waiting period for beneficiaries below poverty that choose not to pay a monthly POWER Account contribution. Among the characteristics of rigor that will be met are the use of best available data; controls for and reporting of the limitations of data and their effects on results; and the generalizability of results.

The design, including the budget and adequacy of approach, is subject to CMS approval. The budget and approach must be adequate to support the scale and rigor reflected within Section XIII paragraphs 3- 6 of the STCs.

The Evaluation Design shall include the following core components to be approved by CMS:
a. Domains of Focus. The vendor, with approval from FSSA, must propose at least one research question that it will investigate within each of the domains listed below. The vendor shall propose questions to FSSA then work with FSSA to further refine them until FSSA provides final approval. The research questions should focus on processes and outcomes that relate to the CMS Three-Part Aim of better care, better health, and reduced costs. The following are among the hypotheses to be considered in the development of the evaluation and design and will be included in the design as appropriate.
i. HIP 2.0 will reduce the number of uninsured Hoosiers with income under 133 percent FPL by 90 percent over the course of the demonstration.

ii. HIP 2.0 will increase access to quality health care services for all adults eligible for the program.

iii. HIP 2.0 will effectively promote beneficiary use of preventive, primary, and chronic disease management care to achieve improved health outcomes.

iv. HIP Plus beneficiaries will exhibit more cost-conscious healthcare consumption behavior than: a) HIP Basic beneficiaries; and b) traditional Hoosier Healthwise beneficiaries, without harming beneficiary health.
v. POWER Account contributions for individuals in the HIP Plus plan are affordable and do not create a barrier to health care access.
vi. Few individuals will experience the lock-out period, because the policy will deter nonpayment of POWER Account contributions policy for HIP Plus beneficiaries.
vii. Presumptive eligibility and fast-track prepayments will provide the necessary coverage so as not to have gaps in health care coverage.
viii. HIP policies such as rollovers and healthy behaviors will encourage beneficiaries’ compliance with required contributions and provide incentives to actively manage POWER account funds.
ix. Not assuring non-emergency transportation does not pose a barrier to access to care. Having no access to non-emergency medical transportation does not pose a barrier to access to care.
x. The graduated copayment structure for non-emergency use of the emergency department will decrease inappropriate ED utilization without harming beneficiary health;
xi. The prior authorization process for hospital emergency department use and efforts to expand access to other urgent care settings will decrease inappropriate ED utilization without harming beneficiary health.

xii. The HIP Link program will increase the proportion of Hoosiers with income under 138 percent of the FPL covered by employer-sponsored insurance (ESI).

b. Measures. The draft evaluation design must discuss the outcome measures that shall be used in evaluating the impact of the demonstration during the period of approval, including:

i. A description of each outcome measure selected, including clearly defined numerators and denominators, and National Quality Forum (NQF) numbers (as applicable);
ii. The measure steward;
iii. The baseline value for each measure; and
iv. The sampling methodology for assessing these outcomes. 
c. Sources of Measures. CMS recommends that the state use measures from nationally-recognized sources and those from national measures sets (including CMS’s Core Set of Health Care Quality Measures for Children in Medicaid and CHIP, and the Initial Core Set of Health Care Quality Measures for Medicaid-Eligible Adults).
d. The evaluation design must also discuss the data sources used, including, but not limited to, the use of Medicaid encounter data, enrollment data, EHR data, and consumer and provider surveys. The draft evaluation design must include a detailed analysis plan that describes how the effects of the demonstration shall be isolated from other initiatives occurring in the state. The evaluation designs proposed for each question may include analysis at the beneficiary, provider, and aggregate program level, as appropriate, and include population stratifications to the extent feasible, for further depth and to glean potential non-equivalent effects on different sub-groups.

2.3.2 Final Evaluation Design and Implementation

CMS shall provide comments on the draft design and the draft HIP 2.0 evaluation strategy.  The vendor shall work with the state to finalize the evaluation design and the State shall submit a final design to CMS within 60 days of receipt of CMS’s comments. The state must implement the evaluation design and submit its progress in each of the quarterly and annual progress reports
2.3.3 Power Account Contributions and Copayments Monitoring Protocol
Within 180 days after approval of this demonstration, the state is required to submit criteria by which the state shall monitor required beneficiary contributions (both POWER account contributions and copayments). As part of monitoring, the vendor shall, on an annual basis, survey individuals enrolled in HIP 2.0, individuals who are eligible but not enrolled, and individuals who have disenrolled for nonpayment of contributions. The state must include a list of the data it will report to CMS in quarterly reports and actual data where it is available. Such data must include but is not limited to the number of:
a. Individuals subject to POWER account contributions and copayment requirements; 
b. Individuals whose required POWER account contributions have been reduced or have benefited from the roll-over incentive due to preventive care; 
c. The number of individuals who received POWER account contributions from employers and not-for-profit entities and the average total amounts by income level; 
d. Individuals with overdue POWER account contributions including those with POWER account contributions past due less than and greater than 60 days; 
e. The number of beneficiaries subjected to a 6-month lockout, number exempted and meeting qualifying event criteria, and the reasons for non-payment as reported in the survey; 
f. Information about the MCO’s collection activities including the number of beneficiaries subject to collection, amounts due, and amounts paid; 
g. The number of individuals who are obligated to make POWER account contributions, POWER account debts; 
h. The number of individuals who have reached the 5 percent threshold on a monthly or quarterly basis; 
i. The number of individuals in the differing co-payment structures for non-emergency use of the ER; 
j. The number of individuals who have called the nurse hotline and the number who subsequently visited the ER; 
k. The number of individuals charged the $8 non-emergency use of the ER copayment; and 
l. The number of individuals charged the $25 non-emergency use of the ER copayment. 
2.3.4 NEMT Evaluation

In DY 1, the state is not obligated to provide NEMT to individuals enrolled in the new adult group except for pregnant women and individuals determined to be medically frail. This waiver authority will be for provided for one year and then evaluated, allowing the state and CMS to consider the impact on access to care.
An independent evaluation of NEMT is required. The evaluation must be submitted to CMS by November 1, 2015, include hypotheses, and address at a minimum the following questions:
a. What is the effect of no access to NEMT on missed appointments by income level? 
b. Are there parts of the state that are more affected by no access to NEMT? 
c. How does not having access to NEMT affect preventive care and overall health outcomes? 
d. What is the impact of no access to NEMT as viewed by the providers and beneficiaries?  
While there is only one deliverable due date for this evaluation, if CMS approves the continuation, this evaluations may be required as part of ongoing quarterly and annual evaluations.
2.3.5 HIP Plus POWER Account Contribution Evaluation
The vendor shall use the results of the contribution monitoring data, including the survey of enrolled and unenrolled individuals as well as other available data, to conduct an independent evaluation that examines POWER Account contributions policy for HIP Plus beneficiaries.

a. As part of this evaluation, the vendor shall survey statistically significant groups of individuals who: 
i. are income eligible but do not enroll in HIP
ii. have been disenrolled for non-payment of POWER account contribution
iii. are in HIP Basic.

b. The survey shall include questions about the affordability of HIP POWER account contributions. 
c. The interim evaluation report must be submitted to CMS within 60 days after DY 2, include hypotheses, and address the effect of the lockout policy on enrollment and reenrollment for HIP Plus beneficiaries broken down by income level and questions including:
d. Information provided in this interim evaluation report must also be addressed in the evaluation design, interim evaluation report, and final evaluation report. 
While there is only one deliverable due date for this evaluation, if CMS approves the continuation, this evaluations may be required as part of ongoing quarterly and annual evaluations.

2.3.6 Emergency Room Co-pay Evaluation
The vendor shall conduct an independent evaluation of the emergency room co-pay structure that is authorized under provisions of 1916(f). The draft evaluation design must be submitted to CMS within 60 days after approval of the protocol and the draft evaluation report must be submitted to CMS 60 days before January 31, 2017. The draft evaluation design must include at a minimum:
a. The method by which beneficiaries will be randomized to participate in the emergency room co-pay control group ($8 per visit) and test group ($8 per visit then $25 each visit). 
b. Hypotheses and outcome data for the evaluation. 
While there is only one deliverable due date for this evaluation, if CMS approves the continuation, this evaluations may be required as part of ongoing quarterly and annual evaluations.

2.3.7 Retroactive Coverage Evaluation
The vendor shall conduct an independent evaluation of the retroactive coverage waiver and transition uncompensated care program. The state will provide the following data to CMS by September 1, 2015 including:
a. The number of people determined eligible using ex parte

b. The number of people receiving a prepopulated renewal form

c. The number of people responding to the prepopulated renewal form

d. The number of responders determined eligible

e. The number of people who reapply within 90 days or less, within 6 months, and within one year, following a termination for failure to respond

While there is only one deliverable due date for this evaluation, if CMS approves the continuation, this evaluations may be required as part of ongoing quarterly and annual evaluations. 
2.3.8 Rapid Cycle Assessments

The state is required to specify for CMS approval a set of performance and outcome metrics, including their specifications, reporting cycles, level of reporting (e.g., the state, health plan and provider level, and segmentation by population) to support rapid cycle assessment in trends and for monitoring and evaluation of the demonstration.  The vendor shall provide support as needed for rapid cycle assessments.
2.3.9 Provider Payment Rates

The vendor shall assist the state in providing the required reports for Provider Payment Rates.  Before January 1, 2018 the state shall submit an annual report by December 30th in DY 1 and September 30th of each subsequent DY that:

a. Evaluates whether the differential in MCO provider payment rates between the HIP 2.0 program and the Hoosier Health Wise (HHW) program has resulted in unequal access to health care services, either in the number of providers available to beneficiaries, the number of providers accepting new beneficiaries, or in the time required to access care. Beneficiary access shall be assessed for routine care and urgent care in the following provider groups: primary care providers, OB\GYNs, and the most commonly used adult specialty providers; 
b. Describes corrective actions implemented if evaluation shows access between programs is not equal; 
c. Describes any incremental changes to the provider payment rates in either the HHW and/or HIP 2.0 programs the state will be making for the upcoming rating period. 
2.3.10 Quarterly Progress Reports

The vendor shall draft quarterly progress reports for the State, under direction from FSSA staff.  The state is required to submit progress reports in a format agreed upon by CMS and the state no later than 60 days following the end of each quarter. The intent of these reports is to present the state’s analysis and the status of the various operational areas. These quarterly reports shall include, but not be limited to:
a. A discussion of events occurring during the quarter or anticipated to occur in the near future that affect health care delivery, enrollment, quality of care, access, health plan financial performance that is relevant to the demonstration, the benefit package, and other operational issues; 
b. A discussion of key operational and other challenges, underlying causes of challenges, how challenges are being addressed, as well as key achievements and to what conditions and efforts successes can be attributed; 
c. Enrollment figures for the quarter including enrollment figures for individuals by income level and benefit plan; 
d. Data related to POWER account including the number and average amount of contributions to POWER accounts from third parties, by type of entity, and by beneficiary income level, the HIP Plus and HIP Basic rollover numbers and amounts, and the rate of disenrollment for failure to pay POWER Account contributions;
e. Data related to emergency department use including the number of individuals by income level and a breakdown of the number of visits classified as an emergency vs. non-emergency by income level and benefit plan; the number of people who incurred the $8 and $25 copayments. 
f. Reports on speed of eligibility determinations for HIP 2.0 eligible individuals, including the average number of days between the submission of an application and an eligibility determination, and the average number of days between an eligibility determination and HIP 2.0 plan enrollment; 
g. A discussion of the HIP Link program, including but not limited to enrollment, HIP Account balance amounts, grievances, changes in employer contribution levels, participants moving from ESI coverage to HIP Plus or HIP Basic, other operational issues; and evaluation activities.
h. The status of the NEMT Evaluation and POWER Account Contributions and Copayments Monitoring; and 
i. Reports on data required as part of the Health Incentives Protocol described in Section VIII and POWER Account Contributions and Copayments Monitoring Protocols. 
j. The number of hospitals and other entities participating in Presumptive Eligibility, by type and the number of applications filed by each entity. The number of full applications filed and the number determined eligible, by entity. 
2.3.11 Demonstration Annual Reports 
The annual report must, at a minimum, include the requirements outlined below. The vendor shall draft the annual report for the State under the direction of FSSA staff.  The State shall submit the draft annual report to CMS no later than 90 days after the end of each demonstration year. Within 30 days of receipt of comments from CMS, a final annual report must be submitted for the DY to CMS. 
a. All items included in the quarterly report must be summarized to reflect the operation/activities throughout the DY; 
b. Total annual expenditures for the demonstration population for each DY, with administrative costs reported separately; 
c. Yearly enrollment reports for demonstration beneficiaries for each DY (beneficiaries include all individuals enrolled in the demonstration); and 
d. Data related to the comprehensive quality strategy. 
See the example HIP annual report document in the Bidder’s Library for the annual reports.
2.3.12 Interim Evaluation Report
The vendor shall draft an Interim Evaluation Report for the State, under direction from FSSA staff.  The State must submit an interim evaluation report to CMS as part of any future request to extend the demonstration, or by June 30, 2016, if no extension request has been submitted by that date. The interim evaluation report will discuss evaluation progress and present findings to date.
2.3.13 Final Report
The vendor shall draft the Final Report for the State under direction of FSSA staff.  Within 60 days after the end of the demonstration, the state must submit a draft final report to CMS for comments. The final report should provide a comprehensive presentation of all key components of the demonstration that were addressed in quarterly and annual reports, and reflect the entire demonstration approval period from its inception until the final expiration date. The state must take into consideration CMS’ comments for incorporation into the final report. The final report is due to CMS no later than 120 days after receipt of CMS’ comments. 
2.3.14 Deliverables Schedules
a. Demonstration Year (DY) 1

DY 1 deliverables, including specific tasks, responsible parties and due dates, shall consist of the following:

	DY1 - 2015
	
	
	

	Report
	Task
	Responsible Party
	Due Date

	2.3.1 Draft Evaluation Design
	Send draft to CMS
	State
	5/27/2015

	2.3.1 Draft Evaluation Design
	CMS marks up document
	CMS
	6/26/2015

	2.3.2 Final Evaluation Design and Implementation
	Make CMS edits to final draft
	Vendor
	7/26/2015

	2.3.2 Final Evaluation Design and Implementation
	Review final draft and send to CMS
	State
	8/25/2015

	2.3.3 Power Account Contributions and Copayments Monitoring Protocol
	Draft initial protocol and send to State
	Vendor
	6/11/2015

	2.3.3 Power Account Contributions and Copayments Monitoring Protocol
	Send draft to CMS
	State
	7/26/2015

	2.3.4 NEMT Evaluation
	Draft initial evaluation and send to State
	Vendor
	9/17/2015

	2.3.4 NEMT Evaluation
	Submit evaluation to CMS
	State
	11/1/2015

	2.3.5 HIP Plus POWER Account Contribution Evaluation
	N/A
	N/A
	N/A

	2.3.6 Emergency Room Co-Pay Evaluation
	Submit draft evaluation design for State
	Vendor
	6/26/2015

	2.3.6 Emergency Room Co-Pay Evaluation
	Submit evaluation design to CMS
	State
	7/26/2015

	2.3.6 Emergency Room Co-Pay Evaluation
	Submit draft evaluation report to State
	Vendor
	N/A

	2.3.6 Emergency Room Co-Pay Evaluation
	Submit evaluation report to CMS
	State
	N/A

	2.3.7 Retroactive Coverage Evaluation
	Submit draft evaluation report to State
	Vendor
	8/2/2015

	2.3.7 Retroactive Coverage Evaluation
	Submit evaluation report to CMS
	State
	9/1/2015

	2.3.8 Rapid Cycle Assessments
	Submit draft to State
	Vendor
	TBD

	2.3.8 Rapid Cycle Assessments
	Submit to CMS
	State
	TBD

	2.3.9 Provider Payment Rates
	Submit draft to State
	Vendor
	11/30/2015

	2.3.9 Provider Payment Rates
	Submit to CMS
	State
	12/30/2015

	2.3.10 Quarterly Progress Reports - Q1
	Submit draft progress report to State
	Vendor
	4/30/2015

	2.3.10 Quarterly Progress Reports - Q1
	Submit progress report to CMS
	State
	5/30/2015

	2.3. 10 Quarterly Progress Reports - Q2
	Submit draft progress report to State
	Vendor
	7/30/2015

	2.3. 10 Quarterly Progress Reports - Q2
	Submit progress report to CMS
	State
	8/29/2015

	2.3. 10 Quarterly Progress Reports - Q3
	Submit draft progress report to State
	Vendor
	10/30/2015

	2.3. 10 Quarterly Progress Reports - Q3
	Submit progress report to CMS
	State
	11/29/2015

	2.3. 10 Quarterly Progress Reports - Q4
	Submit draft progress report to State
	Vendor
	1/30/2016

	2.3. 10 Quarterly Progress Reports - Q4
	Submit progress report to CMS
	State
	2/29/2016

	2.3. 11 Demonstration Annual Report
	Submit draft annual report to State
	Vendor
	2/14/2016

	2.3. 11 Demonstration Annual Report
	Submit draft annual report to CMS
	State
	3/30/2016

	2.3. 11 Demonstration Annual Report
	CMS review of annual draft report
	CMS
	4/29/2016

	2.3. 11 Demonstration Annual Report
	Final annual report draft submitted to State
	Vendor
	5/14/2016

	2.3. 11 Demonstration Annual Report
	Final annual report draft submitted to CMS
	State
	5/29/2016

	2.3.12 Interim Evaluation Report
	N/A
	N/A
	N/A

	2.3.13 Final Report
	N/A
	N/A
	N/A


b. Demonstration Year (DY) 2

DY 2 deliverables, including specific tasks, responsible parties and due dates, shall consist of the following:
	DY2 - 2016
	
	
	

	Report
	Task
	Responsible Party
	Due Date

	2.3.1 Draft Evaluation Design
	Submit draft to State
	Vendor
	N/A

	2.3.1 Draft Evaluation Design
	Submit draft to CMS
	State
	N/A

	2.3.1 Draft Evaluation Design
	CMS marks up document
	CMS
	N/A

	2.3.2 Final Evaluation Design and Implementation
	Make CMS edits to final draft and submit to State
	Vendor
	N/A

	2.3.2 Final Evaluation Design and Implementation
	Review final draft and submit to CMS
	State
	N/A

	2.3.3 Power Account Contributions and Copayments Monitoring Protocol
	Draft initial protocol and send to State
	Vendor
	N/A

	2.3.3 Power Account Contributions and Copayments Monitoring Protocol
	Send draft to CMS
	State
	N/A

	2.3.4 NEMT Evaluation
	Draft initial evaluation and send to State
	Vendor
	N/A

	2.3.4 NEMT Evaluation
	Submit evaluation to CMS
	State
	N/A

	2.3.5 HIP Plus POWER Account Contribution Evaluation
	Submit interim evaluation draft to State
	Vendor
	1/30/2017

	2.3.5 HIP Plus POWER Account Contribution Evaluation
	Submit interim evaluation report to CMS
	State
	3/1/2017

	2.3.6 Emergency Room Co-Pay Evaluation
	Submit draft evaluation design for State
	Vendor
	N/A

	2.3.6 Emergency Room Co-Pay Evaluation
	Submit evaluation design to CMS
	State
	N/A

	2.3.6 Emergency Room Co-Pay Evaluation
	Submit draft evaluation report to State
	Vendor
	10/18/2016

	2.3.6 Emergency Room Co-Pay Evaluation
	Submit evaluation report to CMS
	State
	12/2/2016

	2.3.7 Retroactive Coverage Evaluation
	N/A
	N/A
	N/A

	2.3.8 Rapid Cycle Assessments
	Submit draft to State
	Vendor
	TBD

	2.3.8 Rapid Cycle Assessments
	Submit to CMS
	State
	TBD

	2.3.9 Provider Payment Rates
	Submit draft to State
	Vendor
	8/31/2016

	2.3.9 Provider Payment Rates
	Submit to CMS
	State
	9/30/2016

	2.3.10 Quarterly Progress Reports - Q1
	Submit draft progress report to State
	Vendor
	4/30/2016

	2.3.10 Quarterly Progress Reports - Q1
	Submit progress report to CMS
	State
	5/30/2016

	2.3. 10 Quarterly Progress Reports - Q2
	Submit draft progress report to State
	Vendor
	7/30/2016

	2.3. 10 Quarterly Progress Reports - Q2
	Submit progress report to CMS
	State
	8/29/2016

	2.3. 10 Quarterly Progress Reports - Q3
	Submit draft progress report to State
	Vendor
	10/30/2016

	2.3. 10 Quarterly Progress Reports - Q3
	Submit progress report to CMS
	State
	11/29/2016

	2.3. 10 Quarterly Progress Reports - Q4
	Submit draft progress report to State
	Vendor
	1/30/2017

	2.3. 10 Quarterly Progress Reports - Q4
	Submit progress report to CMS
	State
	3/1/2017

	2.3. 11 Demonstration Annual Report
	Submit draft annual report to State
	Vendor
	2/14/2017

	2.3. 11 Demonstration Annual Report
	Submit draft annual report to CMS
	State
	3/31/2017

	2.3. 11 Demonstration Annual Report
	CMS review of annual draft report
	CMS
	4/30/2017

	2.3. 11 Demonstration Annual Report
	Final annual report draft submitted to State
	Vendor
	5/15/2017

	2.3. 11 Demonstration Annual Report
	Final annual report draft submitted to CMS
	State
	5/30/2017

	2.3.12 Interim Evaluation Report
	Submit draft interim evaluation report to State
	Vendor
	5/16/2016

	2.3.12 Interim Evaluation Report
	Submit final interim evaluation report to CMS
	State
	6/30/2016

	2.3.13 Final Report
	N/A
	N/A
	N/A


c. Demonstration Year (DY) 3
DY 3 deliverables, including specific tasks, responsible parties and due dates, shall consist of the following:
	DY3 - 2017
	
	
	

	Report
	Task
	Responsible Party
	Due Date

	2.3.1 Draft Evaluation Design
	Submit draft to State
	Vendor
	N/A

	2.3.1 Draft Evaluation Design
	Submit draft to CMS
	State
	N/A

	2.3.1 Draft Evaluation Design
	CMS marks up document
	CMS
	N/A

	2.3.2 Final Evaluation Design and Implementation
	Make CMS edits to final draft and submit to State
	Vendor
	N/A

	2.3.2 Final Evaluation Design and Implementation
	Review final draft and submit to CMS
	State
	N/A

	2.3.3 Power Account Contributions and Copayments Monitoring Protocol
	Draft initial protocol and send to State
	Vendor
	N/A

	2.3.3 Power Account Contributions and Copayments Monitoring Protocol
	Send draft to CMS
	State
	N/A

	2.3.4 NEMT Evaluation
	Draft initial evaluation and send to State
	Vendor
	N/A

	2.3.4 NEMT Evaluation
	Submit evaluation to CMS
	State
	N/A

	2.3.5 HIP Plus POWER Account Contribution Evaluation
	Submit interim evaluation draft to State
	Vendor
	N/A

	2.3.5 HIP Plus POWER Account Contribution Evaluation
	Submit interim evaluation report to CMS
	State
	N/A

	2.3.6 Emergency Room Co-Pay Evaluation
	Submit draft evaluation design for State
	Vendor
	N/A

	2.3.6 Emergency Room Co-Pay Evaluation
	Submit evaluation design to CMS
	State
	N/A

	2.3.6 Emergency Room Co-Pay Evaluation
	Submit draft evaluation report to State
	Vendor
	N/A

	2.3.6 Emergency Room Co-Pay Evaluation
	Submit evaluation report to CMS
	State
	N/A

	2.3.7 Retroactive Coverage Evaluation
	N/A
	N/A
	N/A

	2.3.8 Rapid Cycle Assessments
	Submit draft to State
	Vendor
	TBD

	2.3.8 Rapid Cycle Assessments
	Submit to CMS
	State
	TBD

	2.3.9 Provider Payment Rates
	Submit draft to State
	Vendor
	8/31/2017

	2.3.9 Provider Payment Rates
	Submit to CMS
	State
	9/30/2017

	2.3.10 Quarterly Progress Reports - Q1
	Submit draft progress report to State
	Vendor
	4/30/2017

	2.3.10 Quarterly Progress Reports - Q1
	Submit progress report to CMS
	State
	5/30/2017

	2.3. 10 Quarterly Progress Reports - Q2
	Submit draft progress report to State
	Vendor
	7/30/2017

	2.3. 10 Quarterly Progress Reports - Q2
	Submit progress report to CMS
	State
	8/29/2017

	2.3. 10 Quarterly Progress Reports - Q3
	Submit draft progress report to State
	Vendor
	10/30/2017

	2.3. 10 Quarterly Progress Reports - Q3
	Submit progress report to CMS
	State
	11/29/2017

	2.3. 10 Quarterly Progress Reports - Q4
	Submit draft progress report to State
	Vendor
	1/30/2018

	2.3. 10 Quarterly Progress Reports - Q4
	Submit progress report to CMS
	State
	3/1/2018

	2.3. 11 Demonstration Annual Report
	Submit draft annual report to State
	Vendor
	2/14/2018

	2.3. 11 Demonstration Annual Report
	Submit draft annual report to CMS
	State
	3/31/2018

	2.3. 11 Demonstration Annual Report
	CMS review of annual draft report
	CMS
	4/30/2018

	2.3. 11 Demonstration Annual Report
	Final annual report draft submitted to State
	Vendor
	5/15/2018

	2.3. 11 Demonstration Annual Report
	Final annual report draft submitted to CMS
	State
	5/30/2018

	2.3.12 Interim Evaluation Report
	Submit draft interim evaluation report to State
	Vendor
	N/A

	2.3.12 Interim Evaluation Report
	Submit final interim evaluation report to CMS
	State
	N/A

	2.3.13 Final Report
	Submit draft final report to State
	Vendor
	1/26/2018

	2.3.13 Final Report
	Submit draft final report to CMS
	State
	3/27/2018

	2.3.13 Final Report
	CMS review of final draft report
	CMS
	5/26/2018

	2.3.13 Final Report
	Incorporate CMS comments into final report and submit to State
	Vendor
	7/25/2018

	2.3.13 Final Report
	Submit final report to CMS
	State
	9/23/2018


2.4
Key Staff

Based on the experiences of the State, there are a few key staff positions that are recommended for the successful delivery of these services.  FSSA shall conduct a yearly review of the contractor’s staffing plan to determine whether any changes in the personnel or number of staff are required to complete the deliverables. FSSA shall have final approval of any replacement personnel proposed following contract activation or any time during the contract.  These positions include, but are not limited to, the following:

· Project Director

· Project Manager

· Health Services Researcher

· Epidemiologist

· Data Management (must have SQL Programming skills)
· Biostatistician

Please attach a resume for these and/or any other key positions you feel should be included.  Feel free to make modifications or deletions to this list based on the specifics of your bid.  For the Project Manager, please provide three (3) professional references.
2.5
Accessing State Databases 

The Vendor will be required to work with the State’s technical team to receive access to various State databases.  The Vendor must sign a Data Use Agreement with the State and be able to transfer the data in a way which meets Health Insurance Portability and Accountability Act (HIPAA) requirements for the automatic transfer of sensitive data.

3. 
Billing and Invoicing
Payments for each deliverable will be made based on the following tables.  There will be an initial monthly administrative cost based on the total annual contract amount for each demonstration year.
	Fixed Monthly Fee
	Description

	Monthly administrative cost
	25% of the annual contract amount (all deliverables for the demonstration year) will be paid in 12 monthly installments.


The remaining payments for each deliverable will be paid on a graduated basis with payments delivered after certain steps are achieved. A portion of funds will be withheld until it has been confirmed that the deliverable was completed in a timely manner has been approved by FSSA.  Note that each deliverable will be priced out individually in the cost proposal and the percentages below will apply separately to each deliverable.  
	Deliverable
	Description of Fee
	Withhold

	Initial draft of deliverable sent to FSSA for review.
	15% of the deliverable’s contract amount will be paid upon initial delivery of the draft to FSSA.
	5% of the deliverable’s contract amount will be withheld to insure the deliverable was completed within the agreed time-frame and the quality was approved by the FSSA.

	Draft of deliverable sent to CMS for initial review.
	15% of the deliverable’s contract amount will be paid upon initial delivery of the draft to FSSA.
	5% of the deliverable’s contract amount will be withheld to insure the deliverable was completed within the agreed time-frame and the quality was approved by the FSSA.

	Final approval from CMS for deliverable.
	30% of the deliverable’s contract amount will be paid upon initial delivery of the draft to FSSA.
	5% of the deliverable’s contract amount will be withheld to insure the deliverable was completed within the agreed time-frame and the quality was approved by the FSSA.


4. 
Corrective Actions and Payment Withholds 

It is the State’s primary goal to ensure that the Contractor is accountable for delivering services as defined and agreed to in the Contract. This includes, but is not limited to, performing all items described in the Scope of Work, completing all deliverables in a timely manner described in the Scope of Work, and generally performing to the satisfaction of the State.  Failure to perform in a satisfactory manner may result in corrective actions and withholds described below.  

It is the intent of FSSA to remedy any non-performance through specific remedies and a payment withholding protocol.  FSSA may apply performance remedies, as described below. In the event that the Contractor fails to meet requirements set forth in the Contract, the State will provide the Contractor with a written notice of non-compliance and may require any of the corrective actions or remedies discussed below.  The State will provide written notice of non-compliance to the Contractor within thirty (30) calendar days of the State’s discovery of such non-compliance.

4.1. 
Corrective Actions: If the State determines that the Contractor is not performing to the satisfaction of the State, has missed any Key Milestones, has not completed any deliverable in a satisfactory or timely manner, or upon written request by the State for any reason, the contractor shall submit, within ten (10) business days of the occurrence or State request, a Corrective Action Plan (CAP).  The nature of the corrective action(s) will depend upon the nature, severity and duration of the deficiency, and repeated nature of the non-compliance.  Note: Severity shall be determined by the State, in its sole discretion. 

At a minimum, the CAP shall address the causes of the deficiency, the impacts, and the measures being taken and/or recommended to remedy the deficiency, and indicate whether the solution is permanent or temporary. It must also include a schedule showing when the deficiency will be remedied, and for when the permanent solution will be implemented, if appropriate. 

4.2. 
Payment Withholds: Beginning the month in which a CAP is required per the Corrective Action paragraph above, the State may withhold 10% of the following month’s invoice and all subsequent billing until the CAP is implemented.  When the CAP is completed, and the proposed remedy is implemented, all monies withheld shall be returned to the Contractor within 30 days.  Should the CAP not be submitted as required, or should the remedy not be implemented within the timeframe specified by the CAP, the withheld monies may be forfeited.   

The Contractor and the State shall schedule monthly meetings to discuss Contractor’s performance. The Contractor is required to show satisfactory progress towards milestones and otherwise provide information that can be used to show that performance is satisfactory.  Scheduling of review meetings shall be agreed upon mutually between Contractor and the State.  
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