
Amendment # 4 
Issued on: November 15, 2007 

 
For Requests for Proposals RFP-MQD-2008-006 

QUEST Expanded Access (QExA) Managed Care Plans to Cover Eligible Individuals Who Are Aged, Blind or Disabled 
# RFP Section # RFP Language Amendment 
1 10.400, 2nd 

sentence 
 
Use of 
Subcontractors 
 
 

Sentence reads:  
 
The project leader shall be an employee of the prime 
applicant and meet all the required experiences.   

Sentence is amended to read:  
 
The project leader shall be an employee of the prime 
applicant and meet all the required experiences.   

2 20.100, Table 
 
RFP Timeline 

 Table is amended by inserting between “Written 
Responses to Questions” and “Proposal Due Date” the 
following 2 items: 
 
Submission of Questions on Amendments: November 
19, 2007 at 10:00 a.m. (H.S.T.) 
Written Responses to Questions on Amendments: 
November 23, 2007  

3 20.300 
 
Submission of 
Written 
Questions 

 Section is amended by inserting at the end, the following 
paragraph: 
 
Applicants may submit questions on any previously 
posted amendments ONLY.  These question shall be in 
writing and submitted via e-mail or on diskette in 
Word 2003 format or lower, to the following mailing 
address or e-mail address: 
 

Ms. Lois Lee 
C/O Ms. Dona Jean Watanabe 

Med-QUEST Division (MQD) - Finance Office 
1001 Kamokila Boulevard, Suite 317 

Kapolei, Hawaii  96707-2005 
Email Address: qexarfp@medicaid.dhs.state.hi.us 

 
The applicant shall use the format provided in 
Appendix N for the submission of questions.  
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Amendment # 4 
Issued on: November 15, 2007 

 
For Requests for Proposals RFP-MQD-2008-006 

QUEST Expanded Access (QExA) Managed Care Plans to Cover Eligible Individuals Who Are Aged, Blind or Disabled 
# RFP Section # RFP Language Amendment 

Applicants must submit written questions on the 
amendments by the time and date identified in Section 
20.100.  The DHS shall respond to the written 
questions on the amendments no later than 4:30 p.m. 
(H.S.T.) on the date identified in Section 20.100.  No 
verbal responses shall be considered as official.  The 
DHS shall not respond to any questions posed on issues 
that do not appear in any amendments. 

4 20.700, bulleted 
list 
 
Documentation 

 Bulleted list is amended to delete the following items: 
 
• Current Quest Formulary 
• Information on the development of the QExA 

capitated rate ranges 
5 21.400 , last 

bullet 
 
Disqualification 
of Applicant 

Last bullet (as amended by Amendment #1) reads: 
 
Failure to show proof of accreditation by National 
Committee for Quality Assurance (NCQA), American 
Accreditation HealthCare Commission/URAC, 
Accreditation Association for Ambulatory Health 
Care (AAAHC) or Joint Commission on Accreditation 
of HealthCare Associations (JCAHO) in any state in 
which the applicant is currently operating. 

Last bullet is amended to read: 
 
Failure to show proof of accreditation by National 
Committee for Quality Assurance (NCQA), American 
Accreditation HealthCare Commission/URAC, 
Accreditation Association for Ambulatory Health Care 
(AAAHC) or Joint Commission on Accreditation of 
HealthCare Associations (JCAHO) in any state in which 
the applicant (including an affiliate company (as 
defined in Section 30.200) or a company with the same 
parent company as the applicant) is currently operating.  
Applicants not accredited but  in the process of 
becoming accredited may submit proof that they are in 
the process. 
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Amendment # 4 
Issued on: November 15, 2007 

 
For Requests for Proposals RFP-MQD-2008-006 

QUEST Expanded Access (QExA) Managed Care Plans to Cover Eligible Individuals Who Are Aged, Blind or Disabled 
# RFP Section # RFP Language Amendment 
6 30.200, Action 

 
Definitions & 
Acronyms 

Last high level bullet in the definition reads: 
 
• For a rural area member or for islands with only 

one health plan or limited providers, the denial of 
a member’s request to obtain services outside the 
network:  

o From any other provider (in terms of 
training, experience, and specialization) not 
available within the network; 

o From a provider not part of a network that 
is the main source of a service to the 
member, provided that the provider is 
given the same opportunity to become a 
participating provider as other similar 
providers; 

o Because the only health plan or provider 
does not provide the service because of 
moral or religious objections; 

o Because the member’s provider determines 
that the member needs related services that 
would subject the member to unnecessary 
risk if received separately and not all 
related services are available within the 
network; and  

o The State determines that other 
circumstances warrant out-of-network 
treatment. 

 

Last high level bullet in the definition is amended to read: 
 
• For a rural area member or for islands with only one 

health plan or limited providers, the denial of a 
member’s request to obtain services outside the 
network:  

o From any other provider (in terms of training, 
experience, and specialization) not available 
within the network; 

o From a provider not part of a network that is 
the main source of a service to the member, 
provided that the provider is given the same 
opportunity to become a participating provider 
as other similar providers.  If the provider 
does not choose to join the network or does 
not meet the qualifications, the member is 
given a choice of participating providers and 
is transitioned to a participating provider 
within sixty (60) days; 

o Because the only health plan or provider does 
not provide the service because of moral or 
religious objections; 

o Because the member’s provider determines that 
the member needs related services that would 
subject the member to unnecessary risk if 
received separately and not all related services 
are available within the network; and  

o The State determines that other circumstances 
warrant out-of-network treatment. 
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Amendment # 4 
Issued on: November 15, 2007 

 
For Requests for Proposals RFP-MQD-2008-006 

QUEST Expanded Access (QExA) Managed Care Plans to Cover Eligible Individuals Who Are Aged, Blind or Disabled 
# RFP Section # RFP Language Amendment 
7 30.200 

 
Definitions & 
Acronyms 

 Section is amended to include the following: 
 
Affiliate – A business organization or entity that, directly 
or indirectly, is owned or controlled by the applicant, or 
owns or controls the applicant, or is under common 
ownership or control with the applicant. 

 30.200, Enrollee 
(Potential) 
 
Definitions & 
Acronyms 

Definition reads: 
 
An individual eligible for the QExA program who is 
subject to mandatory enrollment or may voluntarily 
elect to enroll in a MCO, who must make a choice on 
which plan to enroll into within a specified time 
designated by the DHS.  See also Potential Members.  

Definition is amended to read: 
 
An individual eligible for the QExA program who is 
subject to mandatory enrollment or may voluntarily elect 
to enroll in a MCO, who must make a choice on which 
plan to enroll into within a specified time designated by 
the DHS.  See also Potential Members.  

8 30.200 
Expanded Adult 
Residential Care 
Home (E-
ARCH), last 
sentence and 
bullets 
 
Definitions & 
Acronyms 

Definition reads: 

There are two types of expanded care ARCHs in 
accordance with HRS § 321-1562: 
 
• Type I – home consisting of six (6) or fewer 

residents with no more than two nursing facility 
level residents; and  

• Type II – home consisting of seven (7) or more 
residents with no more than twenty percent (20%) 
of the home’s licenses capacity as nursing level 
residents.  

Definition is amended to read:  
 
There are two types of expanded care ARCHs in 
accordance with HRS § 321-15.62: 
 
• Type I- home consisting of six (6) allowing five or 

fewer residents provided that up to six residents 
may be allowed at the discretion of the department 
to live in a type I home, with no more than two 
nursing facility level residents; and 

• Type II- home consisting of seven (7) allowing six or 
more residents with no more than twenty percent 
(20%) of the home’s licenses capacity as nursing 
facility level residents. 
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Amendment # 4 
Issued on: November 15, 2007 

 
For Requests for Proposals RFP-MQD-2008-006 

QUEST Expanded Access (QExA) Managed Care Plans to Cover Eligible Individuals Who Are Aged, Blind or Disabled 
# RFP Section # RFP Language Amendment 
9 30.200 

 
Definitions & 
Acronyms 

Section is amended to include the following: 

New Member – a member (as defined in this Section) who 
has not been enrolled in the health plan during the prior 
sixty (60) day period. 

10 30.200, 
Healthcare 
Professional 
 
Definitions & 
Acronyms 

Definition reads: 

A physician, podiatrist, optometrist, chiropractor, 
psychologist, dentist, physician assistant, physical or 
occupational therapist, speech-language pathologist, 
audiologist, registered dietitian, licensed social worker, 
registered or licensed practical nurse, nurse 
practitioner, or any other licensed professional who 
meets the State requirements of a healthcare 
professional. 

Definition is amended to read: 

A physician, podiatrist, optometrist, chiropractor, 
psychologist, dentist, physician assistant, physical or 
occupational therapist, speech-language pathologist, 
audiologist, registered dietitian, licensed social worker, 
registered or licensed practical nurse, nurse practitioner, or 
any other licensed or certified professional who meets the 
State requirements of a healthcare professional. 

11 30.300, 4th bullet 
under the 2nd 
major bullet on p. 
45 
 
Program 
Population 
Descriptions 

Bullet reads: 

Developmental Disabilities and/or Mental Retardation 
(DD/MR) for ABD individuals of all ages who meet an 
ICF/MR LOC.  The DHS will provide case 
management services and oversee 1915(c) HCBS and 
ICF/MR services for individuals with DD/MR. 

Bullet is amended to read: 

Developmental Disabilities and/or Mental Retardation 
(DD/MR) for ABD individuals of all ages who meet an 
ICF/MR LOC.  The DHS DOH will provide case 
management services and oversee 1915(c) HCBS and 
ICF/MR services for individuals with DD/MR. 

12 30.520, 5th 
paragraph 
 
Enrollment 
Overview 

Paragraph reads: 

Except as provided for in Sections 30.530, 30.540 and 
30.560, the DHS or its designee will auto-assign any 
individual who does not select a health plan within 
fifteen (15) days.  The DHS will make the auto-
assignment according to the following algorithm.   

Paragraph is amended to read: 

Except as provided for in Sections 30.530, 30.540 and 30.560, 
the DHS or its designee will auto-assign any individual who 
does not select a health plan within fifteen (15) days of receipt 
of the enrollment letter.  This fifteen (15) day period starts 
five (5) days after the date the DHS issues the enrollment 
letter to the member (the DHS assumes mail time of five 
(5) days).  The DHS will make the auto-assignment according 
to the following algorithm.   
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Amendment # 4 
Issued on: November 15, 2007 

 
For Requests for Proposals RFP-MQD-2008-006 

QUEST Expanded Access (QExA) Managed Care Plans to Cover Eligible Individuals Who Are Aged, Blind or Disabled 
# RFP Section # RFP Language Amendment 
13 30.520, 2nd and 

3rd series of 
bullets 
 
Enrollment 
Overview 

Language reads: 
 
For enrollees in a long-term care residential facility: 
 
• If the facility is in only one (1) health plan, the 

enrollee shall be assigned to that health plan 
provided that health plan has not exceeded the 
enrollment cap as described in Section 30.570; 

• If the facility is in more than one (1) health plan, 
and the enrollee has a relationship with a PCP 
that is in only one (1) health plan, the enrollee 
shall be assigned to that health plan provided that 
health plan has not exceeded the enrollment cap 
as described in Section 30.570; 

• If the facility is in more than one (1) health plan 
and the enrollee has a relationship with a PCP 
that is in more than one (1) health plan, the DHS 
shall make an auto-assignment to the health plan 
that did not receive the most recent auto-assigned 
individual, provided that health plan has not 
exceeded the enrollment cap as described in 
Section 30.570;  

• If the facility is in more than one (1) health plan 
and the enrollee does not have a relationship with 
any PCP, the DHS shall make an auto-
assignment to the health plan that did not receive 
the most recent auto-assigned individual, 
provided that health plan has not exceeded the 
enrollment cap as described in Section 30.570. 

 
For enrollees not in a long-term care residential 
facility: 

Language is amended to read: 
 
For enrollees in a long-term care residential facility: 
 
• If the facility is in only one (1) health plan, the 

enrollee shall be assigned to that health plan provided 
that health plan has not exceeded the enrollment cap 
as described in Section 30.570; 

• If the facility is in more than one (1) health plan, and 
the enrollee has a relationship with a PCP that is in 
only one (1) health plan, the enrollee shall be 
assigned to that health plan provided that health plan 
has not exceeded the enrollment cap as described in 
Section 30.570; 

• If the facility is in more than one (1) health plan and 
the enrollee has a relationship with a PCP that is in 
more than one (1) health plan, the DHS shall make an 
random auto-assignment to the health plan that did 
not receive the most recent auto-assigned individual, 
provided that the health plan has not exceeded the 
enrollment cap as described in Section 30.570;  

• If the facility is in more than one (1) health plan and 
the enrollee does not have a relationship with any 
PCP, the DHS shall make an random auto-
assignment to the health plan that did not receive the 
most recent auto-assigned individual, provided that 
the health plan has not exceeded the enrollment cap 
as described in Section 30.570. 

 
For enrollees not in a long-term care residential facility: 
 
• If the enrollee has a relationship with a PCP that is in 
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Amendment # 4 
Issued on: November 15, 2007 

 
For Requests for Proposals RFP-MQD-2008-006 

QUEST Expanded Access (QExA) Managed Care Plans to Cover Eligible Individuals Who Are Aged, Blind or Disabled 
# RFP Section # RFP Language Amendment 

 
• If the enrollee has a relationship with a PCP that 

is in only one (1) health plan, the enrollee shall 
be assigned to that health plan provided that 
health plan has not exceeded the enrollment cap 
as described in Section 30.570;  

• If the enrollee has a relationship with a PCP that 
is in more than one (1) health plan, the DHS shall 
make an auto-assignment to the health plan that 
did not receive the most recent auto-assigned 
individual, provided that health plan has not 
exceeded the enrollment cap as described in 
Section 30.570; 

• If the enrollee does not have a relationship with a 
PCP, the DHS shall make an auto-assignment to 
the health plan that did not receive the most 
recent auto-assigned individual, provided that 
health plan has not exceeded the enrollment cap 
as described in Section 30.570. 

only one (1) health plan, the enrollee shall be 
assigned to that health plan provided that health plan 
has not exceeded the enrollment cap as described in 
Section 30.570;  

• If the enrollee has a relationship with a PCP that is in 
more than one (1) health plan, the DHS shall make an 
random auto-assignment to the health plan that did 
not receive the most recent auto-assigned individual, 
provided that the health plan has not exceeded the 
enrollment cap as described in Section 30.570; 

• If the enrollee does not have a relationship with a 
PCP, the DHS shall make an random auto-
assignment to the health plan that did not receive the 
most recent auto-assigned individual, provided that 
the health plan has not exceeded the enrollment cap 
as described in Section 30.570. 

14 30.520, last 
sentence 
 
Enrollment 
Overview 

Sentence reads: 

If no members of a household have selected a health 
plan, the entire household shall be auto-assigned to the 
same health plan. 

Sentence is amended to read: 
 

If no members of a household have selected a health plan, 
the QExA eligible individuals in the entire household 
shall be auto-assigned to the same health plan. 

15 30.550, 1st 
paragraph on p. 
54 

Paragraph reads: 
 
The DHS will process the health plan change request 
and enrollment in the new health plan will begin the 
first day of the month following the month in which 
the health plan change was requested.   

Paragraph is amended to read:  
 
The DHS will process the health plan change request and 
enrollment in the new health plan will begin the first day 
of the month following the month in which the health plan 
change was requested.  Changes can be retroactive.   
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Amendment # 4 
Issued on: November 15, 2007 

 
For Requests for Proposals RFP-MQD-2008-006 

QUEST Expanded Access (QExA) Managed Care Plans to Cover Eligible Individuals Who Are Aged, Blind or Disabled 
# RFP Section # RFP Language Amendment 
16 30.550, last bullet 

on p. 54 
 
90-Day Grace 
Period 

Bullet reads:  
 
A member has lost eligibility for a period of less than 
sixty (60) days, unless the period of ineligibility spans 
the annual plan change period in which case the 
member will have the ability to choose a new health 
plan or be re-enrolled in the previous health plan. 

Bullet is amended to read:  
 
A member has lost eligibility for a period of sixty (60) 
days or less than sixty (60) days, unless the period of 
ineligibility spans the annual plan change period in which 
case the member will have the ability to choose a new 
health plan or be re-enrolled in the previous health plan. 

17 30.570, 2nd to last 
paragraph and 
bullets 
 
Member 
Enrollment Caps 

2nd to last paragraph and bullets read:  
 
If a plan is capped, it will not be available for 
selection or auto-assignment until the next month.  
There are two (2) exceptions to this policy:  
 
1. Newborns who are eligible for QExA and born to 

QExA mothers enrolled in the capped plan will 
be enrolled with the mother; or  

2. Members who have lost eligibility for a period of 
less than sixty (60) days may return to the capped 
plan. 

 

2nd to last paragraph and bullets are amended to read:  
 
If a plan is capped, it will not be available for selection or 
auto-assignment until the next month.  There are two (2) 
three (3) exceptions to this policy:  
 
1. Newborns who are eligible for QExA and born to 

QExA mothers enrolled in the capped plan will be 
enrolled with the mother; or  

2. Members enrolled in a health plan with a waiting 
list for HCBS or personal assistance services  
Level I may enroll in a capped plan with no 
waiting list for the necessary service(s); and 

3. Members who have lost eligibility for a period of less 
than sixty (60) days or less may return to the capped 
plan. 

 
18 30.600, 2nd 

paragraph and 
bulleted list 
 
Disenrollment 

Section reads: 
 
Appropriate reasons for disenrollment include, but 
are not limited to, the following: 
• Member no longer qualifies based on the medical 

assistance eligibility criteria or voluntarily leaves 
the program; 

• Death of a member; 

Section is amended to read: 
 
Appropriate reasons for disenrollment include, but are not 
limited to, the following related to program 
participation: 
• Member no longer qualifies based on the medical 

assistance eligibility criteria or voluntarily leaves the 
program; 
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Amendment # 4 
Issued on: November 15, 2007 

 
For Requests for Proposals RFP-MQD-2008-006 

QUEST Expanded Access (QExA) Managed Care Plans to Cover Eligible Individuals Who Are Aged, Blind or Disabled 
# RFP Section # RFP Language Amendment 

• Incarceration of the member; 
• Member enters the Hawaii State Hospital;  
• Member becomes a PACE or Pre-Pace  

participant; 
• Member enters the State of Hawaii Organ and 

Transplant (SHOTT) program; 
• Member is in foster care and has been moved 

out-of-state by the DHS; 
• Member becomes a Medicare Special Savings 

Program recipient beneficiary; 
• Member provides false information with the 

intent of enrolling in the programs under false 
pretenses;  

• Member chooses another health plan during the 
annual plan change period and that health plan is 
not capped; 

• Member’s long-term care residential facility is 
not in the health plan’s provider network and is 
in the provider network of a different health plan 
(so long as that health plan is not capped);  

• Member’s PCP is not in the health plan’s 
provider network and is in the provider network 
of a different health plan (so long as that health 
plan is not capped); or 

• Member requests disenrollment for cause, at any 
time, due to: 
o An administrative appeal decision; 
o Provisions in administrative rules or statutes; 
o A legal decision;  
o Relocation of the member to a service area 

where the health plan does not provide 
service;  

• Death of a member; 
• Incarceration of the member; 
• Member enters the Hawaii State Hospital;  
• Member becomes a PACE or Pre-Pace  participant; 
• Member enters the State of Hawaii Organ and 

Transplant (SHOTT) program; 
• Member is in foster care and has been moved out-of-

state by the DHS; and 
• Member becomes a Medicare Special Savings 

Program recipient beneficiary; 
• Member provides false information with the intent of 

enrolling in the programs under false pretenses. 
 
Additional appropriate reasons for disenrollment 
include, but are not limited to those related to the 
health plan: 
• Member is enrolled in a health plan with a waiting 

list for HCBS or personal assistance services – 
Level I and the other health plan does not have a 
waiting list for the necessary service(s); 

• Member’s long-term care residential facility is not in 
the health plan’s provider network and is in the 
provider network of a different health plan (so long 
as that health plan is not capped);  

• Member’s PCP is not in the health plan’s provider 
network and is in the provider network of a different 
health plan (so long as that health plan is not capped); 
or 

• Member requests disenrollment for cause, at any 
time, due to: 
o An administrative appeal decision; 
o Provisions in administrative rules or statutes; 
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Issued on: November 15, 2007 

 
For Requests for Proposals RFP-MQD-2008-006 

QUEST Expanded Access (QExA) Managed Care Plans to Cover Eligible Individuals Who Are Aged, Blind or Disabled 
# RFP Section # RFP Language Amendment 

o An administrative decision for foster children 
which is the result of an agreement between 
the DHS, the child welfare service worker 
and the health plan involved; 

o The health plan’s refusal, because of moral or 
religious objections, to cover the service the 
member seeks as allowed for in Section 
40.300; 

o The member’s need for related services (for 
example a cesarean section and a tubal 
ligation) to be performed at the same time 
and not all related services are available 
within the network and the member’s PCP or 
another provider determines that receiving 
the services separately would subject the 
member to unnecessary risk;  

o Other reasons, including but not limited to, 
poor quality of care, lack of access to 
services covered under the contract, or lack 
of access to providers experienced in dealing 
with the member’s healthcare needs, lack of 
direct access to certified nurse midwives, 
pediatric nurse practitioners, family nurse 
practitioners, if available in the geographic 
area in which the member resides; or 

o Lack of direct access to women's healthcare 
specialists for breast cancer screenings, pap 
smears and pelvic exams.  

 
 
 
 
 

o A legal decision;  
o Relocation of the member to a service area where 

the health plan does not provide service;  
o An administrative decision for foster children 

which is the result of an agreement between the 
DHS, the child welfare service worker and the 
health plan involved; 

o The health plan’s refusal, because of moral or 
religious objections, to cover the service the 
member seeks as allowed for in Section 40.300; 

o The member’s need for related services (for 
example a cesarean section and a tubal ligation) 
to be performed at the same time and not all 
related services are available within the network 
and the member’s PCP or another provider 
determines that receiving the services separately 
would subject the member to unnecessary risk;  

o Other reasons, including but not limited to, poor 
quality of care, lack of access to services covered 
under the contract, or lack of access to providers 
experienced in dealing with the member’s 
healthcare needs, lack of direct access to certified 
nurse midwives, pediatric nurse practitioners, 
family nurse practitioners, if available in the 
geographic area in which the member resides; or 

o Lack of direct access to women's healthcare 
specialists for breast cancer screenings, pap 
smears and pelvic exams.  
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Issued on: November 15, 2007 

 
For Requests for Proposals RFP-MQD-2008-006 

QUEST Expanded Access (QExA) Managed Care Plans to Cover Eligible Individuals Who Are Aged, Blind or Disabled 
# RFP Section # RFP Language Amendment 
19 30.600, last 

paragraph on pg. 
58 
 
Disenrollment 
Responsibilities 

The last paragraph reads: 
 
The effective date of all approved disenrollments will 
be no later than the first day of the second month in 
which the member or the health plan files the request.  
If the DHS fails to make a determination in that time 
frame, the disenrollment shall be considered 
approved. 

The last paragraph is amended to read:  
 
The effective date of all approved disenrollments will be 
no later than the first day of the second month following 
the month in which the member or the health plan files 
the request. If the DHS fails to make a determination in 
that time frame, the disenrollment shall be considered 
approved. 

20 30.730, 1st 

paragraph 
 
Dental Services 

The 1st paragraph reads: 
 
The DHS will provide dental services to health plan 
members under age twenty-one (21). 

The 1st paragraph is amended to reads 
 
The DHS will provide dental services to health plan 
members under age twenty-one (21) through the month 
of their twenty-first (21st) birthday. 

21 30.920, last bullet 
on p. 64 
 
Quality 
Assessment and 
Performance 
Improvement 
(QAPI) Program 
Monitoring  

Bullet reads: 
 
Health information systems; 

Bullet is amended to read: 
 
Health plan information technology and systems; 

22 30.930, 1st bullet 
on p. 66, 1st 
sentence 
 
External Quality 
Review/ 
Monitoring 

1st sentence of the bullet reads:  
 
Administration and reporting the results of the 
CAHPS® 3.OH Consumer Survey. 

1st sentence of the bullet is amended to read:  
 
Administration and reporting the results of the most 
recent CAHPS® 3.OH Consumer Survey. 
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Issued on: November 15, 2007 

 
For Requests for Proposals RFP-MQD-2008-006 

QUEST Expanded Access (QExA) Managed Care Plans to Cover Eligible Individuals Who Are Aged, Blind or Disabled 
# RFP Section # RFP Language Amendment 
23 31.100 last 

paragraph on p. 
69 
 
Information 
Technology 

Last paragraph on p. 69 reads: 
 
The MQD also operates the premium share billing 
system that administers the billing and collection of 
the members’ share of their monthly premium rate 
when applicable. 

Last paragraph on p. 69 is deleted. 
 
 

24 40.210, last 

paragraph on p. 
73 
 
General 
Provisions 

Paragraph reads: 
 
Annually, on the date identified in Section 51.310, the 
health plan shall provide to the DHS a Provider 
Network Development and Management Plan.  In this 
plan, the health plan shall: 
 

Paragraph is amended to read: 
 
The health plan shall have written policies and 
procedures for the selection and retention of providers.  
In addition, annually, on the date identified in Section 
51.310, the health plan shall provide to the DHS a 
Provider Network Development and Management Plan.  
In this plan, the health plan shall: 

25 40.500, bullet 
#17 
 
Provider 
Contracts 

Bullet reads: 
 
Require provider submission of complete and accurate 
encounter data on a monthly basis and any and all 
medical records to support encounter data upon 
request from the health plan with/without the specific 
consent of the member, DHS or its designee for the 
purpose of validating encounters; 

Bullet is amended to read: 
 
Require provider submission of complete and accurate 
encounter data on a monthly basis and any and all medical 
records to support encounter data upon request from the 
health plan with/without the specific consent of the 
member, DHS or its designee for the purpose of validating 
encounters; 

26 40.500, bullet 
#40 
 
Provider 
Contracts 

Bullet reads: 
 
Require that the provider complies with all EPSDT 
requirements; 

Bullet is amended to read: 
 
Require that the provider complies with all EPSDT 
requirements (if they will be providing EPSDT 
services); 

27 40.750.2, bullet 
#2 on p. 128 
 
Primary and Acute 
Care Services – 
Behavioral Health 

Bullet reads:  
 
Prescribed drugs (excluding Clozaril or Clozapine) 
including medication management and patient 
counseling; 

Bullet is amended to read:  
 
Prescribed drugs (excluding Clozaril or Clozapine) 
including medication management and patient counseling; 
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28 40.750.3.b., first 

sentence in first 
paragraph on p. 
133 
 
Adult Day Health 

Sentence reads: 
 
Adult day health refers to an organized day program 
of therapeutic, social, and health services provided to 
adults with physical, or mental impairments, or both 
which require nursing oversight or care in accordance 
with HAR §11-96.   

Sentence is amended to read: 
 
Adult day health refers to an organized day program of 
therapeutic, social, and health services provided to adults 
with physical, or mental impairments, or both which 
require nursing oversight or care in accordance with HAR 
§11-96 and HAR §11-94-5.   

29 40.750.3.r. 
second paragraph 
on p. 142 
 
Residential Care 
Services 

Paragraph reads:  
 
Residential care is furnished:  1) in a Type I Expanded 
Adult Residential Care Home (EARCH) to a 
maximum of six (6) individuals, no more than three 
(3) of whom may be NF LOC; or 2) in a Type II 
EARCH, for seven (7) or more individuals, no more 
than twenty percent (20%) of the home’s licensed 
capacity may be individuals meeting a NF LOC who 
receive these services in conjunction with residing in 
the home.   
 

Paragraph is amended to read:  
 
Residential care is furnished:  1) in a Type I Expanded 
Adult Residential Care Home (E-ARCH) to a maximum 
of six (6) individuals, allowing five or fewer residents 
provided that up to six residents may be allowed at the 
discretion of the department to live in a type I home  
with no more than three (3) two (2) of whom may be NF 
LOC; or 2) in a Type II E-ARCH, for seven (7) or more 
individuals, allowing six or more residents, no more than 
twenty percent (20%) of the home’s licensed capacity may 
be individuals meeting a NF LOC who receive these 
services in conjunction with residing in the home.   
 

30 40.750.4, next to 
the last paragraph 
on p. 144  
 
Expanded 
Personal 
Assistance 
Services Level I 

Language reads: 
 
As a point of reference, as of the posting date of this 
RFP (as specified in Section 20.100) approximately 
1,200 persons received personal assistance services 
Level I in the State.   Approximately 400 recipients 
are on the State’s waiting list for personal assistance 
services Level I.  
 
 

Language is amended to read: 
 
As a point of reference, as of November, 14, 2007,  the 
posting date of this RFP (as specified in Section 20.100) 
approximately 1,200 persons received personal assistance 
services Level I in the State.   Approximately 400 
recipients are on the State’s waiting list for personal 
assistance services Level I. approximately 1,150 
persons participate in the State funded Chore Services 
Program. Approximately 820 people are on the State's 
waiting list for the Chore Services Program.  The 
State's waiting list is a list of people that have not been 
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screened as qualifying for Chore Services nor verified 
as eligible for Medicaid.  The Chore Services Program 
is part of the broader personal assistance services 
Level I included in the QExA program.   The State 
expects that annually no more than 1,600 and no fewer 
than 1,200 total QExA members will receive personal 
assistance services Level I.  The State will provide 
health plan specific threshold data following Contract 
Award. 

31 40.770 
 
Self-Direction 
 

  Section is amended to include the following language after 
fourth paragraph:   
 
The budget for each member electing self-direction 
shall be sufficient to provide for the assessed service 
needs and to account for any necessary federal, State 
and local income and employment taxes and 
withholdings.  The member is not obligated to provide 
health insurance benefits for his/her providers.     

32 40.770, first set 
of bullets, bullet 
# 6 on p. 150 
 
Self-Direction 

Bullet reads: 
 
NOT be an activity that the family would ordinarily 
perform or is responsible to perform. 
 

Bullet is amended to read: 
 
NOT be an activity that the family would ordinarily 
perform or is responsible to perform.  The health plan 
will need to make this decision on a case by case basis 
and will need to consider the extent to which an 
individual who is the same age without a disability 
would need the requested level of care or assistance as 
the member with a disability.   
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33 40.770, following 

2nd set of second 
set of bullets on 
p. 151 
 
Self-Direction 

 Section is amended bo include the following language 
after the bullets : 
 
Members choosing to hire his/her family member may 
elect to forego bullets #1 and #2 above.  However, a 
service agreement delineating the roles and 
responsibilities of both the member as the employer 
and the provider is still required.   

34 40.810, last 
paragraph on p. 
157 
 
Service 
Coordination 
System 

Paragraph reads: 
 
As part of its service coordination system policies and 
procedures, the health plan shall include information 
on established qualifications for service coordinators.  
At a minimum, service coordinators working with 
members who meet a NF LOC must meet all State 
certification and licensure requirements for a social 
worker, licensed nurse, or other healthcare 
professional with a minimum of three (3) years of 
relevant healthcare (preferably in long-term care) 
experience.    
 

Paragraph is amended to read: 
 
As part of its service coordination system policies and 
procedures, the health plan shall include information on 
established qualifications for service coordinators.  At a 
minimum, service coordinators working with members 
who meet a NF LOC must meet all State certification and 
licensure requirements for a social worker, licensed nurse, 
or other healthcare professional with a minimum of three 
(3) years one (1) year of relevant healthcare (preferably in 
long-term care) experience.  Service coordinators for 
members working with non-NF LOC members must 
have, at a minimum, a high school diploma or GED 
equivalent and one (1) year of relevant healthcare 
(preferably in long-term care) experience.   

35 40.820, last 
paragraph on p. 
159 
 
Assessments 

Paragraph reads: 
 
The health plan shall offer the choice of institutional 
services or HCBS to members who meet the NF LOC 
when HCBS are available and are cost-neutral.  The 
health plan shall document good faith efforts to 
establish a cost-neutral care plan in the community.  
The health plan must receive prior approval from the 
DHS or its designee prior to disapproving a request 
for HCBS. 

Paragraph is amended to read: 
 
The health plan shall offer the choice of institutional 
services or HCBS to members who meet the NF LOC 
when HCBS are available and are cost-neutral.  The health 
plan shall document good faith efforts to establish cost-
neutral care plans in the community.  The health plan 
must receive prior approval from the DHS or its designee 
prior to disapproving a request for HCBS. 
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36 40.820, 

beginning at the 
second complete 
paragraph  on pp. 
160 through 161 
(end of section)  
 
Assessments  

Language reads: 
 
For members whose first day of enrollment into the 
health plan falls during the first ninety (90) days 
following Commencement of Delivery of Services as 
defined in Section 20.100, the service coordinator 
shall conduct the HFA and the LOC assessments (as 
needed) within the first ninety (90) days of enrollment 
into the health plan.  The LOC assessment will remain 
in effect until expiration date.  If the member has a 
change in condition which requires a revised LOC 
assessment under the State’s LOC assessment process, 
a revised LOC assessment will be required. For this 
ninety (90) day period, QExA health plans shall use 
the following triage strategy for conducting the HFA: 
 

• Priority #1 – HCBS members with a care plan 
who have nurse delegation in place; 

• Priority #2 – HCBS members with a care plan 
without nurse delegation in place; 

• Priority #3 – members in a nursing facility; 
and  

• Priority #4 – members without a care plan in 
place.  

 
If a member has a change in condition during the first 
ninety (90) days of enrollment into the health plan, the 
member shall be assessed to determine new service 
needs.  
 
During this three (3) month period, prior to 
conducting a HFA and/or NF LOC assessment, the 

Language is amended to read: 
 
For (1) all members whose first day of enrollment 
receiving HCBS and (2) all children under the age of 
twenty-one (21) whose first day of enrollment into the 
health plan falls during within the first ninety (90) 
seventy-five (75) days following the date of 
Commencement of Delivery of Services to Members, as 
defined in Section 20.100, the service coordinator shall 
conduct a face-to-face HFA and the LOC (as needed) 
assessment within the first ninety (90) days of following 
the date of Commencement of Services to Members, 
enrollment into the health plan.  The LOC assessment 
shall remain in effect until the expiration date.  If the 
member has a change in condition which requires a 
revised LOC assessment under the State’s LOC 
assessment process, a revised LOC assessment will be 
required.  For this ninety (90) day period, QExA health 
plans shall use the following triage strategy for conducting 
the HFA: 
 

• Priority #1 – HCBS members with a care plan 
who have nurse delegation in place; 

• Priority #2 – HCBS members with a care plan 
without nurse delegation in place; 

• Priority #3 – members in a nursing facility; and  
• Priority #4 – members without a care plan in 

place.  
 
During this seventy-five (75) day period, any member 
who is receiving HCBS or is under the age of twenty-
one (21) and is identified by the health plan as having 
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health plan shall: 
• Ensure that members receive all medically 

necessary emergency services; 
• Ensure that members receive all medically 

necessary long-term care services, including both 
HCBS and institutional services; 

• Adhere to a member’s prescribed prior 
authorization for medically necessary services, 
including prescription drugs, or courses of 
treatment; and  

• Provide for the cost of care associated with a 
member transitioning to or from an institutional 
facility in accordance with the requirements 
prescribed in Section 40.800.   

 
For members enrolling after the transition enrollment 
period, the health plan shall complete a HFA and LOC 
assessment within fifteen (15) business days following 
enrollment. 
 
The health plan’s service coordinators shall conduct 
annual HFA and NF LOC re-assessments.  For those 
members who meet a NF LOC, the health plan may 
substitute the NF LOC assessment for the HFA.   
 
For non-NF LOC members, at the member’s request, 
the HFA annual re-assessment may be conducted by 
telephone.  Within ten (10) days the care coordinator 
shall follow-up a telephone reassessment with a face-
to-face re-assessment when significant events occur in 
the life of a member, including but not limited to, the 
death of a caregiver, change in health status, change in 

an emergency room (ER) visit, a hospital admission 
visit, or any change in condition shall have a face-to-
face assessment conducted within fourteen (14) days of 
the event.   
 
Also during this seventy-five (75) day three (3) month 
period, prior to conducting a HFA and/or LOC assessment 
for any member who is receiving HCBS or is under the 
age of twenty-one (21), the health plan shall: 
 
• Ensure that these members receive all medically 

necessary emergency services; 
• Ensure that these members receive all medically 

necessary long-term care services, including both 
HCBS and institutional services; 

• Adhere to a member’s prescribed prior 
authorization for medically necessary services, 
including prescription drugs, or courses of 
treatment; and  

• Provide for the cost of care associated with a 
member transitioning to or from an institutional 
facility in accordance with the requirements 
prescribed in Section 40.800.   

 
 
For (1) all members living in a nursing facility and (2) 
all members without a care plan whose first day of 
enrollment into the health plan falls within the first 
one-hundred and sixty-five (165) days following the 
date of Commencement of Services to Members, as 
defined in Section 20.100, the service coordinator shall 
conduct a face-to-face HFA and the LOC (as needed) 
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living arrangement, institutionalization and change in 
provider (if the provider change affects the care plan). 
 

assessment within the first one-hundred and eighty 
(180) days following the date of Commencement of 
Delivery of Services to Members.  The LOC 
assessment shall remain in effect until the expiration 
date.  If the member has a change in condition which 
requires a revised LOC assessment under the State’s 
LOC assessment process, a revised LOC assessment 
will be required. 
 
If a member has a change in condition during the first 
ninety (90) days of enrollment into the health plan, the 
member shall be assessed to determine new service needs.  
 
During this one-hundred and sixty five (165) day 
period, any member who lives in a nursing facility or 
does not have a care plan and is identified by the 
health plan as having an emergency room (ER) visit, a 
hospital admission visit, or any change in condition 
shall have a face-to-face assessment conducted within 
fifteen (15) days of the event.   
 
Also during this one-hundred and sixty-five (165) three 
(3) month day period, prior to conducting a HFA and/or 
LOC assessment for any member living in a nursing 
facility or without a care plan, the health plan shall: 
 
• Ensure that members receive all medically necessary 

emergency services; 
• Ensure that members receive all medically necessary 

long-term care services, including both HCBS and 
institutional services; 

• Adhere to a member’s prescribed prior authorization 
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for medically necessary services, including 
prescription drugs, or courses of treatment; and  

• Provide for the cost of care associated with a member 
transitioning to or from an institutional facility in 
accordance with the requirements prescribed in 
Section 40.800.   

 
For children under the age of twenty-one (21) enrolling 
after the seventy-fifth (75th) day enrolling after the first 
one-hundred and eighty (180) days following the date 
of Commencement of Services to Members transition 
enrollment period, the health plan shall complete a HFA 
and LOC assessment within fifteen (15) business days 
following enrollment. 
 
For members living in a nursing facility or without a 
care plan enrolling after the one hundred sixty-fifth 
(165th) day enrolling after the first one-hundred and 
eighty (180) days following the date of Commencement 
of Services to Members transition enrollment period, the 
health plan shall complete a HFA and LOC assessment 
within fifteen (15) business days following enrollment. 
 
The health plan’s service coordinators shall conduct 
annual HFA and NF LOC re-assessments.  For those 
members who meet a NF LOC, the health plan may 
substitute the NF LOC assessment for the HFA.   
 
For non-NF LOC members, at the member’s request, the 
HFA annual re-assessment may be conducted by 
telephone.  Within ten (10) days the care coordinator shall 
follow-up a telephone re-assessment with a face-to-face 
reassessment when significant events occur in the life of a 
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member, including but not limited to, the death of a 
caregiver, change in health status, change in living 
arrangement, institutionalization and change in provider 
(if the provider change affects the care plan). 
 
As a part of the health plan’s HFA process, the State 
shall develop a process (including criteria) to 
determine a member’s eligibility for personal 
assistances services Level I.  The process will be 
subject to annual evaluation by the State and or its 
designee.   
 

37 40.830, first 
paragraph on p. 
163 
 
Care Plan 

Paragraph reads: 
 
For members whose first day of enrollment into the 
health plan falls during the first three (3) months 
following Commencement of Delivery of Services as 
defined in Section 20.100, the health plan shall 
develop the care plan within the first 90 (ninety) days 
of enrollment into the plan, following the completion 
of the HFA.  For members enrolling after this three (3) 
month period, the health plan shall complete the care 
plan within fifteen (15) business days following 
enrollment, following completion of the HFA.   
 

Paragraph is amended to read as follows: 
 
For (1) all members receiving HCBS and (2) children 
under the age of twenty-one (21)  whose first day of 
enrollment into the health plan falls within the first 
seventy-five (75) days following the date of 
Commencement of Services to Members, as defined in 
Section 20.100, the health plan shall develop the care 
plan within ninety (90) days following the date of 
Commencement of Services to Members identified in 
Section 20.100.  The care plan shall be completed 
following completion of the HFA. 
 
For members under the age of twenty-one (21) 
enrolling after the seventy-fifth (75th) day following 
the date of Commencement of Services to Members, 
the health plan shall complete the care plan within 
fifteen (15) business days following enrollment.  The 
care plan shall be completed following completion of 
the HFA.   
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For (1) all members living in a nursing facility and (2) 
all members without a care plan whose first day of 
enrollment into the health plan falls within the first 
one-hundred and sixty-five (165) days following the 
date of Commencement of Services to Members 
identified in Section 20.100.  The care plan shall be 
completed following completion of the HFA.   
 
For members whose first day of enrollment into the health 
plan falls during the first three (3) months following 
Commencement of Delivery of Services as defined in 
Section 20.100, the health plan shall develop the care plan 
within the first 90 (ninety) days of enrollment into the 
plan, following the completion of the HFA.   
For members living in a nursing facility and without a 
care plan enrolling after this three (3) month period the 
one-hundred sixty-fifth (165th) day following the date 
of Commencement of Services to Members, the health 
plan shall complete the care plan within fifteen (15) 
business days following enrollment.  The care plan shall 
be completed following completion of the HFA.   

38 40.910, 2nd to last 
paragraph 
 
Cultural 
Competency Plan 

Paragraph reads: 
 
The health plan shall provide to all in-network 
providers a summary of the cultural competency plan 
that includes a summary of information on how the 
provider may access the full cultural competency plan 
from the health plan at no charge to the provider. 

Paragraph is amended to read: 
 
The health plan shall provide to all in-network providers a 
summary of the cultural competency plan and 
information on how the provider may access the full 
cultural competency plan (either on-line or in hard copy) 
from the health plan at no charge to the provider. 

39 40.920, p. 166 
 
Disease 
Management 
 

 New paragraph is inserted after the first paragraph in the 
section.  Language in the new paragraph shall read: 
 
The health plan may have a transition period for 
implementation of the disease management programs 
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provided that the the programs are fully operational 
according to the following schedule:   
 
• First program – sixty (60) days following 

Commencement of Services; 
• Second program – one-hundred and twenty (120) days 

following Commencement of Services; 
• Third program – one hundred and eighty (180) days 

following Commencement of Services; 
• Fourth program – two hundred and forty (240) days 

following Commencement of Services. 
  
The health plan may  choose the order in which each of 
the four (4) disease management programs is 
implemented.     

40 40.950, last 
sentence of last 
paragraph before 
bullets, p. 171 
 
Children’s 
Medical and 
Behavioral 
Health Services 
(EPSDT 
Services) 

Sentence reads: 
 
DOH and DOE will be responsible for providing the 
following services: 
 

Sentence is amended to read: 
 
DOH and DOE will be responsible for providing the 
following services: 
 

41 50.110, 2nd bullet 
on p. 179 
 
General 
Overview 

Bullet reads:  
 
A health plan member number, which does not have 
to be the same as the Medicaid ID number which has 
been assigned by the DHS. 
 

Section is amended to delete 2nd bullet on p. 179.   
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42 50.130 

 
PCP Selection 

Paragraph reads: 
 
The health plan shall provide assistance in selecting a 
PCP and shall provide the member fifteen (15) days to 
select a PCP.  This fifteen (15) day period shall not 
include mail time.  If a PCP is not selected within 
fifteen (15) days, the health plan shall assign a PCP to 
the member based first on historical utilization and 
second on the geographic area in which the member 
resides.   
 

Paragraph reads: 
 
The health plan shall provide assistance in selecting a PCP 
and shall provide the member fifteen (15) days to select a 
PCP.  This fifteen (15) day period shall not include mail 
time. The standard number of days the health plan 
should use for mail time is five (5) days.  If a PCP is not 
selected within fifteen (15) days, the health plan shall 
assign a PCP to the member based first on historical 
utilization and second on the geographic area in which the 
member resides.   
 

43 50.220, 1st 
paragraph  
 
State of Hawaii 
Organ and Tissue 
Transplant 
Program 
(SHOTT) 

Paragraph reads:  
 
For all non-experimental, non-investigational covered 
transplants, except for cornea transplants and bone 
grafts, the health plan shall notify the member that he 
or she should submit a 1144 form to the MQD for 
authorization for an evaluation by SHOTT.  The 
health plan shall provide assistance to the member as 
needed. 
 

Paragraph is amended to read: 
 
For all non-experimental, non-investigational covered 
transplants, except for cornea transplants and bone grafts, 
the health plan shall notify the member that he or she the 
health plan shall ensure that the provider should submit 
an 1144 form to the MQD for authorization for an 
evaluation by SHOTT.  The health plan shall provide 
assistance to the member as needed.   
 

44 50.340, 8th bullet 
on p. 190 
 
Member 
Handbook 
Requirements 

Bullet reads: 
 
A notice stating that the health plan shall be liable 
only for those services authorized by the health plan. 

Bullet is amended to read: 
 
A notice stating that the health plan shall be liable only for 
those services authorized by the health plan (if it is a 
service requiring prior authorization). 
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45 50.520, 3rd 

paragraph 
 
General 
Provisions 

Paragraph reads:  
 
The health plan shall execute processes to assess, 
plan, implement, evaluate and, as mandated, report 
quality management and performance improvement 
activities as specified in the Medicaid State Health 
Plan Manual, that adheres to the requirements 
prescribed in 42 CFR §438.240(a)(1) and (e)(2), 
including: 

Paragraph is amended to read:  
 
The health plan shall execute processes to assess, plan, 
implement, evaluate and, as mandated, report quality 
management and performance improvement activities as 
specified in by the Medicaid State Health Plan Manual, 
and that adheres to the requirements prescribed in 42 CFR 
§438.240(a)(1) and (e)(2), including: 

46 50.520, 2nd to last 
paragraph in the 
section 
 
General 
Provisions 

Paragraph reads:  
 
The health plan shall have a process in place to 
monitor services provided in home and community-
based settings. The process shall be a collaborative 
one that involves quality management and service 
coordinators.  The health plan shall develop a process 
that, at a minimum, meets the requirements specified 
in the Medicaid State Health Plan Manual 
instructions. 

Paragraph is amended to read:  
 
The health plan shall have a process in place to monitor 
services provided in home and community-based settings. 
The process shall be a collaborative one that involves 
quality management and service coordinators.  The health 
plan shall develop a process that, at a minimum, meets the 
requirements specified in by the Medicaid State Health 
Plan Manual instructions. 

47 50.520, last 
paragraph in the 
section 
 
General 
Provisions 

Paragraph reads: 
 
The health plan shall submit a written Quality 
Assessment and Performance Improvement (QAPI) 
plan, an evaluation of the previous year’s QAPI 
program, and Quarterly QAPI report that addresses its 
strategies for performance improvement and 
conducting the quality management activities 
described in this section.  

Paragraph is amended to read: 
 
The health plan shall submit a written Quality Assessment 
and Performance Improvement (QAPI) plan description 
and an evaluation of the previous year’s QAPI program, 
and Quarterly QAPI report that addresses its strategies for 
performance improvement and conducting the quality 
management activities described in this section.  In 
addition, the health plan shall submit an evaluation of 
the previous year’s QAPI program. 
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48 50.540, 2nd 

sentence of the 
last paragraph. 
 
Performance 
Improvement 
Projects (PIPs) 

Sentence reads: 
 
In addition, the health plan shall submit its proposed 
PIPs no later than November 1 of each year and its 
PIP evaluations for the previous year to the DHS no 
later than April 1 of each year. 

Sentence is amended to read: 
 
In addition, the health plan shall submit its proposed PIPs 
no later than November 1 October 1 of each year and its 
PIP evaluations for the previous year to the DHS no later 
than April 1 of each year. 

49 50.580, 1st bullet 
 
Medical Records 
Standards 

Bullet reads: 
 

• Require that the medical record is maintained 
by the PCP; 

Bullet is amended to read: 
 
Require that the medical record is maintained by the PCP 
provider; 

50 50.580, 3rd to last 
paragraph 
 
Medical Records 
Standards  

Sentence reads: 
 
As part of its medical records standards, the health 
plan shall facilitate the transfer of the member’s 
medical records (or copies) to the new PCP within 
seven (7) business days from receipt of request. 

Sentence is amended to read: 
 
As part of its medical records standards, the health plan 
shall ensure that providers facilitate the transfer of the 
member’s medical records (or copies) to the new PCP 
within seven (7) business days from receipt of request. 

51 50.860, pp. 232-
233 
 
Notice of 
Action 

List reads: 
 
The health plan shall mail the notice within the 
following time frames: 

 
• For termination, suspension, or reduction of 

previously authorized Medicaid-covered services, 
at least ten (10) days prior to the date the adverse 
action is to start except: 
o By the date of action for the following 

reasons:  
 The health plan has factual information 

confirming the death of a member; 
 The health plan receives a clear written 

statement signed by the member that he 

List is amended to read: 
 
The health plan shall mail the notice within the following 
time frames: 

 
• For termination, suspension, or reduction of 

previously authorized Medicaid-covered services, at 
least ten (10) days prior to the date the adverse action 
is to start except: 
o By the date of action for the following reasons:  

 The health plan has factual information 
confirming the death of a member; 

 The health plan receives a clear written 
statement signed by the member that he or 
she no longer wishes services or gives 
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or she no longer wishes services or gives 
information that requires termination or 
reduction of services and indicates that 
he or she understands that this must be 
the result of supplying that information;  

 The member has been admitted to an 
institution that makes him or her 
ineligible for further services; 

 The member’s address is unknown and 
the post office returns health plan mail 
directed to the member indicating no 
forwarding address; 

 The member has been accepted for 
Medicaid services by another local 
jurisdiction; 

 The member’s provider prescribes a 
change in the level of medical care; 

 There has been an adverse determination 
made with regard to the preadmission 
screening requirements for nursing 
facility admissions on or after January 1, 
1989; or 

 In the case of adverse actions for nursing 
facility transfers, the safety or health of 
individuals in the facility would be 
endangered, the member’s health 
improves sufficiently to allow a more 
immediate transfer or discharge, an 
immediate transfer or discharge is 
required by the member’s urgent medical 
needs, or the member has not resided in 
the nursing facility for thirty (30) days.  

• The period of advanced notice is shortened to 

information that requires termination or 
reduction of services and indicates that he or 
she understands that this must be the result of 
supplying that information;  

 The member has been admitted to an 
institution that makes him or her ineligible 
for further services; 

 The member’s address is unknown and the 
post office returns health plan mail directed 
to the member indicating no forwarding 
address; 

 The member has been accepted for Medicaid 
services by another local jurisdiction; 

 The member’s provider prescribes a change 
in the level of medical care; 

 There has been an adverse determination 
made with regard to the preadmission 
screening requirements for nursing facility 
admissions on or after January 1, 1989; or 

 In the case of adverse actions for nursing 
facility transfers, the safety or health of 
individuals in the facility would be 
endangered, the member’s health improves 
sufficiently to allow a more immediate 
transfer or discharge, an immediate transfer 
or discharge is required by the member’s 
urgent medical needs, or the member has not 
resided in the nursing facility for thirty (30) 
days.  

o The period of advanced notice is shortened to 
five (5) days if there is alleged fraud by the 
recipient and the facts have been verified, if 
possible, through secondary sources. [Note, 
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five (5) days if there is alleged fraud by the 
recipient and the facts have been verified, if 
possible, through secondary sources. 

 

bullet has been indented so it appears under 
the “For Termination, suspension, or 
reduction bullet.”  It is now a level 2 bullet, 
not a level 1 bullet.] 

52 51.110, 1st 
paragraph 
 
General 
Requirements 

Paragraph reads: 
 
The health plan shall have internal controls and 
policies and procedures in place that are designed to 
prevent, detect, and report known or suspected fraud 
and abuse activities.  The health plan shall have a 
compliance officer and sufficient staffing (as required 
in Section 51.210) and resources to investigate 
unusual incidents and develop and implement 
corrective action plans to assist the health plan in 
preventing and detecting potential fraud and abuse 
activities.  The health plan’s fraud and abuse activities 
shall comply with the program integrity requirements 
outlined in 42 CFR 438.608.   

Paragraph is amended to read: 
 
The health plan shall have internal controls and policies 
and procedures in place that are designed to prevent, 
detect, and report known or suspected fraud and abuse 
activities.  In addition, as part of these internal controls 
and policies and procedures, the health plan shall have 
ways to verify services were actually provided.  The 
health plan shall have a compliance officer and sufficient 
staffing (as required in Section 51.210) and resources to 
investigate unusual incidents and develop and implement 
corrective action plans to assist the health plan in 
preventing and detecting potential fraud and abuse 
activities.  The health plan’s fraud and abuse activities 
shall comply with the program integrity requirements 
outlined in 42 CFR 438.608.   

53 51.130, bullet list 
 
Compliance Plan 

 Bulleted list is amended to insert, between the 6th and 7th 
bullet, the following: 
 
• Ensure the enforcement of standards through well-

publicized disciplinary guidelines; 
54 51.220, 4th 

paragraph on p. 
244. 
 
Specific 
Descriptions 

Paragraph reads:  
 
The health plan shall have a service coordination 
manager who is a registered nurse (may have additional 
training, e.g., advanced practice nurse practitioner) and is 
responsible for all service coordination activities and 
oversees the hiring, training and work of all health plan 
service coordinators.   

Paragraph is amended to read:  
 
The health plan shall have a service coordination manager 
who is a registered nurse (may have additional training, 
e.g., advanced practice nurse practitioner) or a Masters 
Degree Social Worker who is licensed with a minimum 
of two (2) years of medical experience (i.e., acute care 
hospital or long-term care facility) and is responsible for 
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 all service coordination activities and oversees the hiring, 
training and work of all health plan service coordinators.   
 

55 51.220, 2nd 
sentence, last 
paragraph on p. 
244. 
 
Specific 
Descriptions 

Sentence reads: 
 
This person shall oversee all activities related to prior 
authorizations and concurrent and post-payment 
reviews. 

Sentence is amended to read: 
 
This person shall oversee all activities related to prior 
authorizations and concurrent and post-payment reviews, 
to include UM line. 

56 51.220, 3rd 
paragraph on p. 
245. 
 
Specific 
Descriptions 

Paragraph reads: 
 
The health plan shall have a provider services 
manager who is responsible for the UM line, provider 
network activities and provider education.  The person 
shall oversee the hiring, training and work of all line 
personnel performing member services functions. 

Paragraph is amended to read: 
 
The health plan shall have a provider services manager 
who is responsible for the UM line, provider network 
activities and provider education.  The person shall 
oversee the hiring, training and work of all line personnel 
performing member provider services functions. 

57 51.310, Table 
 
Reporting 
Requirements 

 Table is amended by inserting the following information 
for the Due Dates and Recipient for the QAPI Program, 
Performance Measures,: 
Due Dates (column 4): March 1, September 1 
Recipient (column 5): MSB 

58 51.610, Table 
 
Required Review 
Documents 

 Table is amended by inserting, between Cultural 
competency plan and EPSDT plan, the following: 
 
1st column: Disease management policies and procedures 
2nd column: 40.920 
3rd column: 90 days after Contract Award 
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59 51.610, Table 

 
Required Review 
Documents 

 Table is amended by inserting at the end: 
 
1st column: Proof of licensed in-house capacity to fulfill 
the function of Community Care Management Agencies 
(if proof of licensure not provided with the proposal) 
2nd column: 80.315.2 
3rd column: 90 days after Contract Award 

60 60.220, 2nd 
paragraph 
 
Provider and 
Subcontractor 
Reimbursement 

Paragraph reads: 
 
The health plan shall reimburse providers at rates 
comparable to the Medicaid FFS rates in place on the 
date of Contract Award identified in Section 20.100. 

Paragraph is amended to read and new paragraph added 
that reads: 
 
The health plan shall reimburse providers (except nursing 
facilities) at rates comparable to the Medicaid FFS rates in 
place on the date of Contract Award identified in Section 
20.100.   
 
The health plan shall reimburse nursing facilities utilizing 
an acuity-based system in accordance with HRS § 346-D-
1.5.  The health plan shall reimburse nursing facilities 
the rates as of July 1, 2008 in accordance with HRS § 
346-D-1.5. 

61 60.220, 3rd  
paragraph, last 
sentence 
 
Provider and 
Subcontractor 
Reimbursement 

Sentence reads: 
 
The health plan shall report this information to the 
DHS quarterly and in the format required by the DHS. 
 

Sentence reads: 
 
The health plan shall report this information to the DHS 
quarterly annually and in the format required by the DHS. 
 

62 60.220, 6th 
paragraph 
 
Provider and 
Subcontractor 
Reimbursement 

Paragraph reads: 
 
The health plan shall reimburse nursing facilities 
utilizing an acuity-based system in accordance with 
HRS § 346-D-1-5.   
 

Paragraph is deleted. 
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63 70.110, 2nd 

paragraph 
 
Compliance with 
other Federal 
Laws 

Paragraph reads: 
 
The health plan shall recognize mandatory standards 
and policies relating to energy efficiency which are 
contained in the State energy conservation plan issues 
in compliance with the Energy Policy and 
Conservation Act (Pub. L. 94-165). 

Paragraph is amended to read: 
 
The health plan shall comply with all applicable 
standards, orders or requirements issued under section 
306 of the Clean Air Act (42 USC 1857 (h)), section 508 
of the Clean Water Act (33 USC 1368), Executive 
Order 11738, and Environmental Protection Agency 
regulations (40 CFR part 15).  The health plan shall 
recognize mandatory standards and policies relating to 
energy efficiency which are contained in the State energy 
conservation plan issues in compliance with the Energy 
Policy and Conservation Act (Pub. L. 94-165). 
 

64 70.500, 4th major 
bullet on p. 300 
 
Subcontractor 
Requirement 

Bullet reads: 
 
Fulfill the requirements of 42 CFR § 438.6 that are 
appropriate to the service delegated under the 
subcontract; 

Bullet is amended to read: 
 
Fulfill the requirements of 42 CFR § 4384.6 that are 
appropriate to the service delegated under the subcontract; 

65 80.220 G 
 
Company 
Background 
Narrative 

Lettered item as amended by Amendment #1 reads: 
 
A list of the states in which it is accredited by either 
National Committee for Quality Assurance (NCQA), 
American Accreditation Healthcare 
Commission/URAC, Accreditation Association for 
Ambulatory Heatlth Care (AAAHC) or Joint 
Commission on Accreditation of Healthcare 
Organizations (JCAHO) and indicate the accreditation 
status by product line.  The applicant shall also list the 
states in which it has applied for accreditation by one 
(1) of the three (3) accrediting bodies listed and the 
status of the application(s) by product line; and 

Lettered item is amended to read: 
 
A list of the states in which it, an affiliate company (as 
defined in Section 30.200), or a company with the same 
parent company as the applicant is accredited by either 
National Committee for Quality Assurance (NCQA), 
American Accreditation Healthcare Commission/URAC, 
Accreditation Association for Ambulatory Heatlth Care 
(AAAHC) or Joint Commission on Accreditation of 
Healthcare Organizations (JCAHO) and indicate the 
accreditation status by product line.  The applicant shall 
also list the states in which it has applied for accreditation 
by one (1) of the three (3) four (4) accrediting bodies 
listed and the status of the application(s) by product line; 
and 
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66 80.230  Add bullet to read: 

 
Insert the following bullet between D and E and renumber 
accordingly.   

E. Disclosure Statement 
 

67 80.230 N. 
 
Attachment: 
Other 
Documentation 

Item reads: 
 
The Elimination of Barriers to Contracting Between 
FQHCs/RHC and Health Plans forms (if applicable) 
from both the health plan and all providers of any 
applicant that is owned or controlled by a provider or 
providers of health care services as defined in Section 
72.400.   
 

Item is amended to read: 
 
The Elimination of Barriers to Contracting Between 
FQHCs/RHCs and Health Plans form(s) (if applicable) 
from both the health plan and all providers of any 
applicant that is owned or controlled by a provider or 
providers of health care services or an appropriate 
explanation of why these forms have not been 
attached.  The first form, (with the Health Plan 
Name_____) across the top shall be submitted by all 
applicants.  The second form (with the Name of 
FQHC/RHC_____) across the top shall be submitted 
by any FQHC or RHC that has an ownership or 
control interest in the applicant, as defined in Section 
72.400.   

68 80.230 Q.  
 
Attachment: 
Other 
Documentation 

Item reads:  
 
The State and Federal Tax Clearance certificates as 
assurance that all federal and state tax liabilities have 
been paid and that there are no significant outstanding 
balances owing (a statement shall be included if 
certificates are not available at time of submission of 
proposal that the certificates will be submitted in 
compliance with Section 20.500.); and 
 

Item is amended to read:  
 
The State and Federal Tax Clearance certificates from the 
prime applicant and, upon request from 
subcontractors, as assurance that all federal and state tax 
liabilities have been paid and that there are no significant 
outstanding balances owing (a statement shall be included 
if certificates are not available at time of submission of 
proposal that the certificates will be submitted in 
compliance with Section 20.500.); and 
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69 80.310 A. 

 
Experience and 
References 

Bullet reads: 
 
A narrative of its experience providing services to 
Medicaid and Medicare populations in Hawaii and in 
other states. 

Bullet is amended to read: 
 
A narrative of its experience providing services to 
Medicaid and Medicare populations in Hawaii and in 
other states.  As part of this narrative the applicant may 
include experience of an affiliated company, a 
company with the same parent company as the 
applicant, and any subcontractors who will be 
providing direct services. 

70 80.310 B. 
 
Experience and 
References 

Bullet reads:  
 
A listing, in table format, of contacts for all Medicaid 
program clients (including those served by an 
affiliated company or a company with the same 
parent company as the applicant), past and present.  
This listing shall include the name, title, address, 
telephone number and e-mail address of the client 
and/or contract manager, the number of lives the 
applicant has or had broken down by the type of 
membership (e.g. TANF and TANF related, ABD), 
and the number of years the applicant has been 
providing or had provided services for that program; 

 

Bullet is amended to read: 
 
A listing, in table format, of contacts for all Medicaid 
program clients (including those served by an affiliated 
company, a company with the same parent company as the 
applicant, and any subcontractors providing direct 
services), past and present.  This listing shall include the 
name, title, address, telephone number and e-mail address 
of the client and/or contract manager, the number of lives 
the applicant has or had broken down by the type of 
membership (e.g. TANF and TANF related, ABD), and 
the number of years the applicant has been providing or 
had provided services for that program.  In the interest of 
space, if the applicant has ten (10) or more contacts for 
Medicaid programs which entail the provision of direct 
services, it is not necessary to include all contacts 
which do not entail direct service provision (e.g. 
administrative service arrangements); 

71 80.310 C. 
Experience and 
References 

Bullet reads: 
 
Information on whether or not any contract (including 
those for an affiliate of the company or a company 
with the same parent company as the applicant) has 
been terminated or not renewed for non-performance 

Bullet is amended to read: 
 
Information on (1) whether or not any contract (including 
those for an affiliate of the company, a company with the 
same parent company as the applicant), or subcontractor 
providing direct services) has been terminated or not 
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or poor performance within the past five (5) years.  In 
this instance include information on the details of 
termination or non-renewal. 

renewed for non-performance or poor performance within 
the past five (5) years and (2) whether the applicant 
(including an affiliate of the company, a company with 
the same parent company as the applicant or 
subcontractor providing direct services) failed to 
complete a full contract term or self-terminated mid-
contract.  Please include information on the details of 
termination, non-renewal, failure to complete a full 
contract term or self-termination. 

72 80.310 D., 1st 
sentence 
 
Experience and 
References 

1st sentence of the bullet reads: 
 
Its most recent EQRO evaluations from states in 
which it has previously or is currently operating.    

1st sentence of the bullet is amended to read: 
 
Its most recent EQRO evaluations from states in which it 
has previously or is currently operating.  The applicant 
shall also include EQRO evaluations of an affiliated 
company, a company with the same parent company as 
the applicant or any subcontractors. 

73 80.310 E., 1st 
sentence 
 
Experience and 
References 

1st sentence of the bullet reads: 
 
EPSDT measures for the last twelve (12) month 
period.    

1st sentence of the bullet is amended to read: 
 
EPSDT measures for the last twelve (12) month period.  
The applicant shall also include EPSDT measures of an 
affiliated company or a company with the same parent 
company as the applicant. 

74 80.315.2, 5th item 
in the table 
(Community 
Care 
Management 
Agencies) 

Language reads: 
 
Community Care Management Agencies or proof of 
licensed in-house capacity to fulfill the function. 

Language is amended to read: 
 
Community Care Management Agencies or proof of 
licensed in-house capacity to fulfill the function. 

75 80.320, Heading 
 
Provider Services 

Heading reads: 
 
Provider Services (8 pages maximum not including 
attachments) 

Heading is amended to read: 
 
Provider Services (8 pages maximum not including 
attachments) 
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76 80.335, 1st 

paragraph 
 
Other Services 
Narrative 

Language reads: 
 
The applicant shall describe in detail its proposed 
approach to disease management for at least one of the 
health conditions specified in Section 40.920.  The 
description should include how the applicant will: 

Language is amended to read: 
 
The applicant shall describe in detail its proposed 
approach to disease management for at least one of the 
health conditions specified in Section 40.920.  The 
description should include response shall describe how it 
will meet all requirements in Section 40.920, including 
but not limited to how the applicant will: 

77 80.345.2, D 
 
Member Services 

Language reads: 
 
How it will monitor compliance with performance 
standards outlined in Section 50.555 and what it will 
do in the event they are not being met.  

Language is amended to read: 
 
How it will monitor compliance with performance 
standards outlined in Section 50.380 and what it will do in 
the event they are not being met.  

78 80.350.2, 2nd 
sentence 
 
QAPI  

Language reads: 
 
As part of this description, please include the 
following information:  

Language is amended to read: 
 
As part of this description, please include, at a minimum, 
the following information: 

79 80.350.3 B. 
 
Performance 
Measures 

Language reads: 

Provide HEDIS measures for the last two (2), twelve 
(12) month periods for all Medicaid programs the 
applicant (or an affiliated company or a company with 
the same parent company as the applicant) was serving 
during that time period.  Provide reference to 
population reporting on to include geographic location 
and member demographics.  The applicant shall 
indicate which measures were validated by an EQRO 
and provide the EQRO validation reports.  Note: the 
EQRO validation reports do not count towards the page 
limit. 

Language is amended to read: 

Provide HEDIS measures reportsfor the last two (2), 
twelve (12) month periods for all Medicaid programs the 
applicant (or an affiliated company or a company with the 
same parent company as the applicant) was serving during 
that time period.  Provide reference to population 
reporting on to include geographic location and member 
demographics.  The applicant shall indicate which 
measures were validated by an EQRO or NCQA certified 
compliance auditor and provide the EQRO validation 
reports.  Note: the HEDIS measures and the EQRO 
validation reports do not count towards the page limit but 
the HEDIS measures shall not exceed ten (10) pages. 
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80 80.365.2, 

Heading 
 
General 
Administrative 
Requirements 

Heading reads: 

General Administrative Requirements Narrative – 
Organization Charts and Narrative on Organization 
Charts  

Heading is amended to read: 
 
General Administrative Requirements Attachment and 
Narrative – Organization Charts (Attachment) and 
Narrative on Organization Charts  

81 80.365.3, 1st 
sentence 
 
General 
Administrative 
Requirements 
Narrative – 
Organization and 
Staffing Table 

1st sentence reads: 
 
In a table format, the applicant shall describe its 
current or proposed staffing that includes the number 
of full-time equivalents (FTEs) for all positions 
described in Section 51.310. 

1st sentence is amended to read: 
 
In a table format, the applicant shall describe its current or 
proposed staffing that includes the number of full-time 
equivalents (FTEs) for all positions described in Section 
51.3210. 

82 80.370, Heading 
 
Financial 
Responsibilities 

Heading reads: 
 
Financial Responsibilities (6 pages maximum not 
including attachments) 

Heading is amended to read: 
 
Financial Responsibilities (6 pages maximum not 
including attachments) 

83 100.700 2nd 
sentence of the 
2nd paragraph 
 
Contract Award 

Sentence reads> 
 
If an awarded applicant requests to withdraw its bid 
from all or specified islands, without incurring 
penalties, it must be requested in writing to the MQD 
before the close of business (4:30 p.m. H.S.T.) on 
Contract Award date identified in Section 20.100. 

Sentence is amended to read: 
 
If an awarded applicant requests to withdraw its bid from 
all or specified islands, without incurring penalties, it must 
be requested in writing to the MQD before the close of 
business (4:30 p.m. H.S.T.) on Contract Award date 
identified in Section 20.100. 

84 Appendix B  Replace Appendix B amended by Amendment #2 with 
revised Appendix B below. 

85 Appendix L  Replace Appendix L with revised Appendix L. 
86 Appendix N  Insert Appendix N as included at the end of this 

document. 
87 Data Book  Replace Data Book with amended version. 
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AMENDED 
APPENDIX B 

RISK SHARE PROGRAM 
 
 
Objective of the Program:  The State acknowledges that due to circumstances 
beyond the control of the health plans and the State, the established capitation 
rates may not be appropriate for the services to be provided.  Even with 
utilization data and experience serving the ABD enrollees, it is difficult for the 
plans and the State to accurately predict the actual performance or utilization of 
services by the enrolled population.  It is possible that more recipients will utilize 
more services than estimated.  Conversely, it is also possible that more 
recipients will utilize substantially less services than estimated. 
 
To address the unknown risk to the health plans and the State, the DHS will 
implement a risk share program.  The risk share program will be applied when 
there is an overall impact on the program such that there is a significant 
differential between the total funds provided to the plans for health care and the 
aggregate health care expenses of the plans.  It is not intended to protect any 
one health plan from poor performance due to ineffective management of 
utilization, or the inability to negotiate effective and economical contracts.  The 
risk share program cannot be activated by a single plan. 
 
Conceptual Framework:  Under the risk share program, the DHS will share in a 
significant difference between the capitated revenues and the actual costs 
experienced by the totality of the plans.  Six (6) months following the end of the 
fiscal year (by December 31), using the financial reports provided by the 
participating health plans, a simple profit and loss statement will be developed for 
the health services portion of the QExA program.  The health care services 
portion of the capitation revenues is assumed to be 93%.  Actual administrative 
expenses will not be included in the computation since the intent of the program 
is to adjust for unknown risk associated with providing the health services to the 
enrolled population.  Note that service coordination costs are reported as 
healthcare services and not as administrative costs for this computation. 
 
Following the computation of the aggregate profit and loss statement, a net loss 
or gain percentage will be computed based upon the total capitations paid to the 
plans for health care.  If the loss percentage is within a 5% risk corridor, there will 
be no loss sharing between the DHS and the health plans and the health plans 
will absorb all of the loss.  If the aggregate loss is outside of this risk corridor, the 
DHS will share equally in the loss exceeding the risk corridor up to the risk share 
limit of $5,000,000.  If there is an aggregate gain exceeding 3%, the DHS will 
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share equally in the gain between 3% and 5%.  The DHS will recover all gains 
exceeding 5%. 
 
If there is to be risk sharing, each health plan would be compensated individually 
based on the number of eligible months.  Using an example of a net loss of 7%, 
with the risk corridor at 5%, the 2% difference would be shared equally between 
the DHS and the health plans up to $5,000,000.  Since the DHS and the health 
plans share equally in the loss, the amount to be remitted back to the health 
plans is 1% of the total capitations paid to the health plans for health care.  Only 
health plans experiencing an actual loss will benefit from the risk share program.   
 
Similarly, if there is a net gain of 7%, there will be profit sharing for the 4% 
difference beyond the 3% corridor.  The first 2% difference will be shared equally 
between the DHS and the plans.  The second 2% will be returned to the State.  
Only health plans experiencing an actual gain above the 3% corridor will be 
required to reimburse the State. 
 
The individual amounts to be remitted to the plans or to the State will be 
distributed based on eligible months.  The following formula will be used to 
determine the aggregate gain/loss*: 
 

 ∑Total revenue (based on capitations paid to each plan for the health 
care portion) 

 
Less: ∑Net health care expenses (based on the actual experience for health 

care) 
 
  Equals: Net profit/loss (for the health care services provided to QExA 

populations) 
 
The net profit/loss divided by the total revenue will provide a percentage of the 
profit/loss which will be compared to the risk corridor established by the DHS. 
 
* The following definitions apply: 
 
Total Revenue is the sum of all capitation payments made to each health plan 
during the fiscal year.  The health care services portion is equal to Total Revenue 
times 93% 
 
Net Health Care Expenses will be based on the actual service expenses less any 
reimbursements from third party reimbursements.  The expenses will be taken 
from the financial reports provided by the health plans for the year ended June 
30.  DHS recognizes that the financial reports are due within 45 days from the 
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end of the reporting period and that some data may not be available at the time 
the reports are submitted.  Therefore, prior to compiling the profit/loss statement 
for the risk share program, the plans will be requested to update their prior year’s 
report for any adjustments.  The report will be due to the DHS by January 15. 
 
All net expenses for all health plans will be summed to determine the total net 
expenses for care. 
 
Examples:  The following examples illustrate how the Risk Share Program would 
be applied in aggregate and individually to the plans 
 
 
Example 1:  Aggregate Program Calculation for Loss
 
 

 Recipient Capitation Medical Portion Medical Net Gain (Loss)
Plan Months Paid (total) % $ Expenses Profit (Loss) Percentage

A 205,200 102,600,000 93%   95,418,000 106,618,842 -11,200,842 -11.74%
B 154,800   77,400,000 93%   71,982,000   79,122,150   -7,140,150 -9.92%
 360,000 180,000,000 167,400,000 185,740,992 -18,340,992 -10.96%
       

 
Total Capitations Paid to the Plans for Care 167,400,000 
Total Expenses Related to Care 185,740,992
Net Loss 18,340,992 
 
Loss Percentage for the Program 10.96% 

 
Risk corridor is 5% -5.00% 

 
% of loss to be shared equally between plans and DHS 5.96% 
 
% to be returned to plans (50/50 share) 2.98% 

 
 
Since in aggregate, the program experienced a loss greater than the 5% corridor, 
the risk share program will be implemented. 
 
Example 2:  Distribution to the Plans
 
The plans and DHS share equally in the loss over 5% (i.e., in this example 
5.96%).  The total amount to be returned to the plans is calculated based on 
2.98% of the services portion of the capitations received by the plan experiencing 

B-3 



Amendment # 4 
Issued on: November 15, 2007 

 
For Requests for Proposals RFP-MQD-2008-006 

QUEST Expanded Access (QExA) Managed Care Plans to Cover Eligible Individuals 
Who Are Aged, Blind or Disabled 

a loss (2.98% x $167,400,000 = $4,988,520).  A per capita amount to be returned 
can be calculated using the total amount to be returned divided by the total 
number of recipient months served by the plans experiencing a loss (which could 
be a single plan).  In this example, the per capita amount would be $13.857 per 
recipient month ($4,988,520 / 360,000).  As long as the $5,000,000 limit was not 
reached, the calculation would be computed as follows:  Each plan with a loss 
will receive $13.857 per recipient month.  Plan A would receive $2,843,456 
(205,200 x 13.857); and Plan B would receive $2,145,063 (154,800 x 13.857).  A 
plan would not receive any payment from the Risk Share Program if it did not 
actually experience a loss. 
 
If the limit of $5 million had been exceeded, each plan with a loss will receive a 
pro rata share of the $5,000,000 based on the plan’s recipient months.  Plan A 
would receive $2.85 million (57% x 5,000,000); and Plan B would receive $2.15 
million (43% x 5,000,000). 
 
Example 3:Aggregate Calculation of Gain
 
If there is a net gain, the net gain percentage will be computed and distributed 
among the plans exceeding the 3% allowable gain. 
 
 

 Recipient Capitation Medical Portion Medical Net Gain (Loss)
Plan Months Paid (total) % $ Expenses Profit (Loss) Percentage

A 205,200 102,600,000 93%   95,418,000   92,142,598   3,275,402 3.43% 
B 154,800   77,400,000 93%   71,982,000   66,404,401   5,577,599 7.75% 
 360,000 180,000,000 167,400,000 158,546,999 8,853,001 5.29% 

 
Total Capitations Paid to the Plans for Care 167,400,000 
Total Expenses Related to Care 158,546,999
Net Gain 8,853,001 
 
Gain Percentage for the Program 5.29% 

 
Risk corridor is 3% 3.00% 

 
Since in aggregate, the program experienced a gain greater than the 3% 
corridor, the risk share program will be implemented. 
 
Example 4:  Plan Specific Calculations
 
The plans and DHS share equally in the gain between 3% and 5% and any gain 
at or over 5% is returned to the State.  If a plan has a gain over 5%, the 
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maximum amount that the plan will be allowed to retain will be 4%.  The gain 
allocation would be applied only to plans which experienced a gain over 3%.  In 
this example, Plan A had a gain of 3.43% and would return half of the gain in 
excess of 3%, or 0.215% ( [3.43 – 3.00] / 2).  Plan A would retain $3,069,299 and 
would return $206,103 to DHS.  Plan B had a gain of 7.75% and would be 
allowed to retain 4%.  Plan B would retain $2,879,280 and would return 
$2,698,319 to DHS.  If a plan has a gain of less than 3% or a loss, they would not 
make any payment to the state under the gain sharing provision. 
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Appendix N 
Written Questions on Amendments 

Format for QExA RFP  
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