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After growing 26 percent in 2014, Arizona 
continued to expand its Medicaid enrollment in 
2015. Arizona Health Care Cost Containment 
System (AHCCCS) rolls grew by nearly 13 
percent in 2015, topping out at 1.853 million 
on Dec. 1, 2015 and dropping to 1.845 million 
Jan. 1, 2016.

Since Medicaid expansion went into effect 
Jan. 1, 2014, AHCCCS membership (Acute, 
ALTCS, FFS, etc.) has increased by half a 
million members. 

Charting 2015 membership milestones, 
Health Choice topped 200,000 lives in March, 
Mercy Care Plan reported 300,000 enrollees 
in April and UnitedHealthcare maintained its 
lead with 400,000 beneficiaries in December.

As predicted, membership in Maricopa County 
surpassed one million enrollees by July 2015 
while Pima County, the state’s second most 
populated county, also gained ground by 
enrolling 280,000 Medicaid beneficiaries as of 
February 2016. 

Health Net, Arizona’s newest player in the 
Medicaid acute care market, and Phoenix 
Health Plan (PHP), a 30-plus year veteran 
AHCCCS plan, were the only two plans that 
experienced membership losses in 2015.

In its Feb. 4, 2015 letter to Health Net, 
AHCCCS “capped” the insurer for auto 
assignment and fined the carrier $200,000. 
In its letter, AHCCCS reminded the insurer 
that although it had only been an AHCCCS 
contractor since 2013, it had received “four 
significant regulatory actions as a result of non 
compliance,” in the areas of:

• Staff Requirements & Support Services
• Website
• Credentialing
• Claims Processing
• Grievance & Appeals

After covering nearly 80,000 members in 
Jan. 2015, Health Net is now responsible for 
about 62,000 lives, a year over year (YOY) 
membership loss of more than 20 percent.  

Concern about the carrier continues; in 
December 2015, AHCCCS imposed a 
$25,000 sanction on Health Net because its 
administrative cost percentage was more than 
10 percent and as much as 18.25 percent 
across four quarters ending Sept. 30, 2015. 

No AHCCCS acute plan is permitted by 
contract to have an administrative cost of 
more than 10 percent. 

Operating under a capped membership 
contract in Maricopa County since Oct. 1, 
2013, PHP has continued to lose ground. In 
December 2012 the health plan had 186,200 
members across nine Arizona counties. 
Denied an acute contract by AHCCCS during 
the last bid cycle in 2013, PHP argued for 
and was allowed to continue to manage the 
Maricopa County lives currently assigned to 
them. 

PHP now has 55,000 acute lives and has 
requested that AHCCCS lift its enrollment cap 
twice in 2015, once in January and again in 
November. Both requests were denied. 
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AHCCCS PLAN GROWTH CONTINUES - ENROLLMENT REACHES 1.84 MILLION IN 2016
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2016 AHCCCS ACUTE PLAN ENROLLMENT PER COUNTY - FEBRUARY 2016
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HEALTH 
PLAN

APACHE COCHISE COCONINO GILA GRAHAM G LEE L PAZ MARICOPA MOHAVE NAVAJO PIMA PINAL S CRUZ YAVAPAI YUMA TOTALS

Care 1st 80,957 25,135 106,092

Health 
Choice Az

3339 9902 5861 94,224 36,105 11,300 43,889 29,874 234,494

Health Net 
Access

60,395 60,395

Maricopa
Health Plan

82,299 82,299

Mercy Care
Plan

303,438 38,848 342,286

Phoenix
Health Plan

55,128 55,128

UHC 2296 16,246 9872 5736 960 2911 177,895 21,536 7346 74,520 9767 26,702 49,368 405,155

University
FC

16,880 4462 3118 586 1116 42,826 23,459 9222 16,025 16,143 133,837

CRS 68 344 271 105 83 15 34 10,234 453 230 2922 550 241 393 782 16,725

DCS/
CMDP

52 247 139 96 74 1 40 11,108 559 135 3001 995 57 343 317 17,164

Mercy
Maricopa IC 19,828 19,828

Health 
Choice IC

188 742 334 1864 520 1827 5475

Cenpatico 
IC

710 167 22 62 10,273 983 182 835 13,234

Plan Totals 
Per County

6653 33,717 20,926 10,858 9178 1584 4163 895,506 60,517 19,531 241,414 55,861 19,469 45,290 67,445 1,492,112

Legend: University FC = University Family Care, CRS = Children’s Rehabilitative Services, CMDP =  Comprehensive Medical and Dental Program for Children in Foster Care,  
IC = Integrated Care.
Note: Regional Behavioral Health Authority (RBHA) plans are Mercy Maricopa Integrated Care, Health Choice Integrated Care and Cenpatico Integrated Care.
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AHCCCS health plans continue to show solid 
earnings and membership growth in 2015.  
The AHCCCA (State) run Comprehensive 
Medical and Dental Program (CMDP) had 
the lowest medical expense ratio at 78.9 
percent followed by Phoenix Health Plan at 
82.3 percent. Mercy Care Plan had the highest 
earnings reporting $32.6 million.  

Bucking the trend are Federally Qualified 
Health Centers (FQHCs) and Rural Health 
Clinics (RHCs) providers, who report a 10 
percent increase in funding since 2013.  

Despite modest increases for some provider 
types, hospitals, skilled nursing facilities, 
assisted and ambulatory surgical centers, 
among others, the 2015 rate increases were 
all well below inflation. 

With Medicare and Medicaid offering 
reimbursement rates to providers at or below 
cost, providers are turning to the commercial 
market to create a margin for reinvestment 
and profits. This “cost shifting” puts pressure 
on commercial carriers to offer an affordable 
product to consumers both on and off the 
health insurance marketplace.

If we look to our neighbor to the West, 
California’s Medicaid program now covers one 
in three residents.  AHCCCS may increasingly 
hold the keys to provider financial solvency.

Several plans, including APIPA (United State 
and Community/United Community Plan), 
Bridgeway, Care 1st and Health Net have not 
provided 2015 financial reports to AHCCCS 
and 2014 earnings reported by Care 1st didn’t 
separate its Arizona and California operations. 

PLAN PROFIT REPORTS AND
PROVIDER REIMBURSEMENT

AHCCCS now covers one in four 
Arizona residents making it a 
significant payer for nearly 
all providers.  

The 2015/2016 physician fee 
schedule remains budget neutral 
remaining at its 2012 level of 82 
percent of Medicare.

Health Plan Medical Expense 
Ratio

Earnings Before 
Interest or Taxes

Reporting Year

UnitedHealthcare 88.7% $26.5 million 2014

Bridgeway 86.1% $8.1 million 2014

Care 1st 86.3% $52.9 million 2014

CMDP 78.9% $4.3 million 2015

Health Choice 85.7% $9.93 million 2015

Health Net Access 93.4% ($11.8 million) 2014

Maricopa 
Health Plan

88.5% $8.85 million 2015

Mercy Care
Plan

90.8% $32.6 million 2015

Phoenix Health Plan 82.3% $ 24.8 million 2015

University  
Family Care

94.6% $2.83 million 2015

Notes: 
CMDP is the state’s Comprehensive Medical and Dental Program for Children in Foster Care.
California and Arizona profits are consolidated for Care 1st.
Maricopa Health Plan and University Family Care reported payouts to providers for shared savings 
and pay-for-performance related contracts. 

TOTAL AHCCCS ENROLLMENT FROM 2006 TO 2016 

Year over Year Growth In Millions 
July to July - Plus Jan. 2016 Enrollment

* Includes all AHCCCS plans: Acute, ALTCS, FFS, RBHA, etc. 

Source: AHCCCS

Source: AHCCCS
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AHCCCS recently concluded public comment 
on its adjusted procurement timeline for man-
aged care organizations (MCOs) competing 
for Arizona Long Term Care System (ALTCS) 
contracts. Arizona’s Medicaid agency expects 
to release its Request for Proposals (RFPs) 
Nov. 1, 2016, and notify MCO award winners 
and losers March 1, 2017. All new ALTCS con-
tracts are scheduled to begin Oct. 1, 2017, 
the same date AHCCCS intends to release its 
acute care RFP. New acute care contracts be-
gin October 2018.

As of January 2016, AHCCCS reported that 
47 percent of ALTCS elderly and physically 
disabled (EPD) members are enrolled in a Dual 
Special Needs Plan (DSNP), 34 percent are in 
other Medicare Advantage (MA) plans and 18 
percent are in fee-for-service (FFS) Medicare. 
More than 40 percent of ALTCS beneficiaries 
select a DSNP plan, one that aligns an insur-
er’s MA plan and Medicaid acute plan – a 
choice called “dual enrollment.” 

Three health plans currently serve nearly 48 
percent of the 58,000 ALTCS EPD members: 
Mercy Care Plan (20.5 percent) UnitedHealth-
care Community Plan (17.7 percent) and 
Bridgeway Health Solutions (9.7 percent). 
The Arizona Department of Economic Secu-
rity/Department of Developmental Disabilities 
(DES/DDD) manages the other 51 percent of 
ALTCS’ members, who are also 
developmentally disabled.

Experts in the industry agree that the key to 
an MCOs successful bid for ALTCS business 
later this year will be two-fold; moving more 
members to home and community-based ser-
vices from institutional care and demonstrat-
ing an ability to control administrative costs.

ALTCS has five funding sources: Arizona’s 
general fund, county funds, Federal Medicaid 
Authority Funds, the Prescription Drug Rebate 
Fund (PDRF) and the Nursing Facility Assess-
ment. According to the Joint Legislative Bud-
get Committee (JBLC) total FY 2016 spending 
on ALTCS is expected to be $1.4 billion, which 
includes a federal match estimate of more 
than $945 million. The state’s contribution in-
cludes the following funding mix: general fund 
$162.9 million, county funds, $249.2 million, 
PDRF, $5.5 million and from the Nursing Facil-
ity Assessment $23.4 million. 

ALTCS BID CYCLE UPDATE
NEW BUDGET RESOURCES

Gov. Doug Ducey’s proposed 2017 budget in-
cludes the restoration of the ALTCS adult pre-
ventive dental benefit at a cost of $2.6 million. 
Total ALTCS spending has increased an aver-
age of 6.6 percent annually since 2000. 

ALTCS provides long term and acute care ser-
vices to financially needy persons at risk for 
institutionalization. Long-term care can include 
skilled nursing care, home health care, adult 
day care and assisted living. Reports indicate in 
2014 that 73 percent of ALTCS EPD beneficia-
ries received care at home or in the community.

According to the Joint Budget Legislative Com-
mittee (JBLC), in 2015, MCOs received an av-
erage capitation payment of approximately 
$4,700 per member per month (PMPM) for AL-
TCS beneficiaries not eligible for Medicare, and 
approximately $3,000 PMPM for ALTCS bene-
ficiaries who also qualify for Medicare. For AL-
TCS beneficiaries qualifying for only acute care 
services, program contractors received an av-
erage capitation of approximately $540 PMPM.

AHCCCS will host a Prospective Offerors’ Con-
ference and Technical Interface Meeting on 
Nov. 8. 

ALTCS PLAN BY GEOGRAPHIC SERVICE AREA (GSA)
ALTCS GSA Bridgeway United 

Healthcare 
Mercy Care Total 

Per GSA
% of State 

Total in GSA

Gila, Pinal counties 1468 1468 6%

La Paz & Yuma counties 936 936 4%

Apache, Coconino, 
Mohave & Navajo counties

1592 1592 6%

Cochise, Graham & 
Greenlee counties

778 778 3%

Yavapai County 1011 1011 4%

Pima & Santa Cruz 
counties

2842 1778 4620 17%

Maricopa County 3093 3386 9533 16,012 61%

Total Per Health Plan 5339 9767 11,311 26,417 100%

The National Association of Medicaid Directors 
(NAMD), led by its president and AHCCCS di-
rector Tom Betlach, urged CMS in January for 
progress toward a national standard for benefi-
ciary access to care that provides better stew-
ardship of taxpayer money. 

In its Jan. 4 letter, the association criticized 
CMS for “signaling its move towards a federal 
regulatory approach” that fails to synchronize 
with current delivery models, including the nu-
ances of statewide systems. 

The letter to CMS stated Arizona’s concerns, 
which mostly centered on a FFS requirement 
and administrative burdens that would come 
with new areas of reporting and oversight. 

NAMD recommends that CMS must allow 
states to retain authority over their reimburse-
ment rates, as well as prioritize high-value mea-
sures that target specific program priorities and 
minimize states’ mandatory reporting burdens.

Source: AHCCCS

NAMD FEEDBACK TO CMS
Reinstating KidsCare - Arizona’s version of the 
Children’s Health Insurance Program (CHIP), is 
gaining traction. At press time, the KidsCare 
bill, SB 2309, had passed the House Rules 
Committee and was scheduled to be heard by 
the full House for the first time this month. Once 
passed by the House the bill  moves on to the 
Senate. Arizona froze KidsCare enrollment in 
2010 due to budget concerns during the Great 
Recession, making it the only state in the nation 
without a CHIP.

KidsCare would receive a 100 percent fed-
eral funding match through Sept. 2019 and a 
weighted blended FY 2016 rate of 94.48 per-
cent thereafter. SB 2309 directs AHCCCS to 
stop processing all applications if federal fund-
ing is eliminated. 

Arizona has the nation’s third highest rate of 
uninsured children at about 160,000, or 10 per-
cent of the state’s total. The national average 
is  6 percent.

KIDSCARE POISED TO PASS

DUPLICATION WITHOUT WRITTEN AUTHORIZATION VIOLATES FEDERAL LAW
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AHCCCS’ CORE RESPONSIBILITIES
IN AHC MODEL PROGRAM

Provide required information on utilization 
outcomes for model participants covered under 
Medicaid 

Collaborate with the bridge organization on 
sustainability and scalability planning.

Dedicate staff time for AHC-related activities 

Also, as a member of the bridge organization’s 
consortium, AHCCCS would also need to con-
firm a willingness to:

• Report or facilitate the reporting of Medic-
aid claims data to CMS and its contractors 
for purposes of model monitoring and 
evaluation - CMS prefers T-MSIS2  

• Champion appropriate data sharing across 
clinical delivery sites and community ser-
vice providers consistent with federal, state 
and local law 

• Provide a point of contact for data collec-
tion and reporting 

• Ensure alignment with existing Medicaid 
policy, such as appropriate waivers and 
state plan amendments

• Perform an annual review to ensure CMS 
funding under the AHC model isn’t used 
to duplicate any services that a Medicaid 
beneficiary would otherwise be eligible to 
receive under a program administered by 
AHCCCS.

• Participate in program coordination and 
review every six months for scalability and 
sustainability planning

• Participate in the advisory board of the 
Track 3 alignment intervention.

ACCOUNTABLE HEALTH COMMUNITIES MODEL - APPLICATIONS DEADLINE NOW MAY 18, 2016
The basic idea behind the Accountable Health 
Communities (AHC) model is that there’s more 
to health than healthcare. That by addressing 
social needs like hunger, housing instability and 
lack of transportation health can be improved, 
chronic conditions can be reduced and the 
overall costs for Medicare and Medicaid benefi-
ciaries will also fall.

Applications for the model were recently ex-
tended to May 18, 2016 with $157 million in 
funding up for grabs by as many as 44 organi-
zations across the nation. 

The five-year model tests whether systematical-
ly identifying and addressing the health-related 
social needs of community-dwelling Medicare 
and Medicaid patients will impact health care 
quality, utilization and costs.

The model’s three tracks include increasing the 
awareness of available community services 
(Track 1), providing assistance to high-risk 
beneficiaries accessing services (Track 2) and 
encouraging partner alignment to ensure com-
munity services are available and responsive to 
beneficiaries’ needs (Track 3).

To apply to participate in the model, applicants 
may consist of either a consortium, composed 
of collaborators led by a bridge organization, 
or a bridge organization that intends to form a 
consortium within 12 months of the award.

Dignity Health Arizona is already recruiting a 
team to apply for the AHC model. So far its 
consortium includes 15 partners such as Arizo-
na State University, Mercy Maricopa Integrat-
ed Care, Mercy Care Plan, the Association of 
Community Health Centers and Chicanos Por 
La Causa. According to Marisue Garganta, di-
rector for community health integration at Dig-
nity Health Arizona, two major Arizona health 
systems are also considering joining the team.

“I do believe the model will not only benefit the 
health system as we move to value based pur-
chasing and population health management, 
but more importantly it will benefit the commu-
nity at large,” she said. “We’re building a dream 
team to go to the Super Bowl to win,” 
said Garganta.

During a recent CMS webinar directed at state 
Medicaid agencies, Jessica Kahn of the Cen-
ter for Medicaid & CHIP Services, offered her 
enthusiasm for the model saying, “we think it’s 
going to make a big difference for Medicaid and 
human service integration…this opportunity re-
ally allows some connective tissue to be 
laid down.”

Funding will help organizations provide patient 
screening for social and behavioral issues and 
follow-up referrals for local community support 
services. The selected “bridge organizations” 
will work to ensure Medicare and Medicaid ben-
eficiaries receive assistance and are connected 
to local services that will help address a variety 
of needs. The model will test three approaches: 
community referral, community services navi-
gation and community service alignment.

To qualify for the model, Arizona bridge organi-
zations must have participation from:

• AHCCCS
• Community Service Providers with 

Ample Capacity
• Clinical Delivery Sites – At Least, One Each
 Hospital
 Primary Care Service Provider
 Behavioral Health Service 
 Provider
 
Addressing Medicaid leaders during the webi-
nar, Kahn emphasized that the model, “gives 
Medicaid agencies the opportunity to address 
those population health and upstream clinical 
factors that you all already know impact the 
health outcomes of Medicaid beneficiaries.”

AHCCCS confirmed some potential bridge or-
ganizations including AAA, Dignity Health, Cen-
patico, HonorHealth, Chicanos Por La Causa 
and Arizona State University have approached 
the state Medicaid agency regarding its partici-
pation in the model, but no applications are cur-
rently under review. 

Whether AHCCCS agrees to participate in the 
model, a requirement of the application, will de-
pend on the size and scope of the bridge orga-
nization’s proposal, said Monica Higuera Coury, 
assistant director of the Office of Intergovern-
mental Relations for AHCCCS.

“If the proposal is relatively small in scope, is 
specific to a particular geographical area or 
population, or your project plans to use data 
from other sources (like CHiR1 or other) then it 
may be a lesser level of resource commitment 
on the part of the agency,” she said. “If the 
scope of the project is extensive, covers multi-
ple geographical areas, populations, or issues, 
etc., then the level of involvement on the part 
of the agency is greater.” AHCCCS is open to 
reviewing proposals from local organizations in-
terested in seeking funding through the model.

Coury said there’s already a significant effort 
underway in Arizona to address the intersection 
between social needs and quality care. 

AHCCCS is open to reviewing proposals from 
local organizations interested in seeking fund-
ing through the model. 

“Connecting AHCCCS members to broad 
community support services is an important as-
pect of improving overall health outcomes and 
something our health plans/RBHAs and other 
partners are already working on or working to-
wards,” Coury said.

Currently, AHCCCS is focusing on the devel-
opment of its Delivery System Reform Incen-
tive Payment (DSRIP) initiative included in its 
waiver and must weigh its participation in the 
AHC model based on “that proposal’s potential 
return on investment compared to DSRIP,” said 
Coury. 

1CHiR Center for Health Information 
and Research. 2T-MSIS is the Transformed 
Medicaid Statistical Information System. 
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As the single largest payer in the nation for be-
havioral health services, Medicaid accounted 
for 26 percent of U.S. behavioral health spend-
ing in 2009. By 2011, one in five Medicaid ben-
eficiaries also received a behavioral health di-
agnosis. Paying for the behavioral health care 
of all beneficiaries came at a cost of $131 billion 
– nearly half of all Medicaid expenditures.  

Advocates for mental health reform believe the 
impact of inadequate behavioral healthcare on 
the public means much more than dollars 
and cents.  

“It means (mentally ill) people in Arizona die 32 
years sooner than their non-mentally ill counter-
parts,” said Clarke Romans, Ph.D., the execu-
tive director for the National Alliance on Mental 
Illness (NAMI) Southern Arizona.

Historically, AHCCCS provided dollars to 
ADHS/DBHS to fund private, nonprofit agen-
cies to manage exclusively the behavioral 
health needs of Medicaid-eligible beneficiaries.

In its 2013 request to CMS, AHCCCS became 
one of three Medicaid agencies to ask the fed-
eral agency to allow for integration of physical 
and behavioral healthcare. The waiver, exclu-
sive to Maricopa County, resulted in the selec-
tion of Mercy Maricopa Integrated Care (MMIC) 
as the  first integrated regional behavioral health 
authority or RBHA in the state. 

Mercy Care Plan, a 30 year-old Medicaid plan 
managed by Aetna, teamed up with Maricopa 
Integrated Health System to create Mercy Mar-
icopa Integrated Care (MMIC). The three-year, 
$3 billion contract began in April 2014 and gave 
MMIC responsibility for approximately 843,000 
lives, making it the largest integrated plan in 
the nation.

MMIC became responsible for nearly 14,000 
AHCCCS beneficiaries diagnosed with a seri-
ous mental illness, 5,385 non-Medicaid eligible 

individuals with a SMI, 419,110 AHCCCS-eli-
gible adults with general mental health and or 
substance abuse needs, and almost 405,000  
AHCCCS-eligible children.

“We work with providers to expand services 
and work closely with MIHS on the expansion of 
services and to make sure they are aligned with 
the members’ physical healthcare,” said Jenni-
fer Sommers, director of network development 
and contracting for Mercy Care Plan. “Our goal 
is to make sure providers know what’s going on 
with their members’ behavioral health needs, to 
make sure they have real-time updates and that 
they are generally more engaged with members 
in terms of behavioral healthcare.”

In 2014, AHCCCS followed up on its successful 
2013 waiver request and asked CMS to allow it 
to better coordinate the physical and behavior-
al healthcare needs of Arizona residents living 
with serious mental illness (SMI) outside of 
Maricopa County.

Touting the successful delivery of physical and 
behavioral healthcare by insurers contracted 
with its ALCTS, AHCCCS argued it was time 
to bring all Arizonans with SMI into a fully in-
tegrated healthcare system under the Arizona 
Department of Health Services/Division of Be-
havioral Health Services (ADHS/DBHS).

The new approach makes RBHAs responsible 
for the management of both physical and be-
havioral health services for AHCCCS acute care 
enrollees living with SMI throughout the rest of 
the state, including all rural communities. 

In the summer of 2014, RFPs were issued by 
ADHS for two RBHAs responsible for geo-
graphic service areas (GSAs) in the northern 
and southern reaches of the state. Contracts 
were designed to run for three years with two 
options for renewal for two additional years.

Beginning July 1, 2016, AHCCCS will oversee 

all RBHAs in the state as a result of a 2015 law 
that required the transfer of funding and man-
agement for behavioral health services from 
ADHS/DBHS to AHCCCS. The move is expect-
ed to produce a savings of about $607,000 by 
eliminating duplicative administrative functions. 

In October, AHCCCS members with SMI and 
those with behavioral health needs in Apache, 
Coconino, Mohave, Navajo, and portions of 
Graham and Yavapai counties (Northern GSA) 
were awarded to Health Choice Integrated 
Care, a partnership between the Northern Ari-
zona Regional Behavioral Health Authority and 
Health Choice Integrated Care – a part  of the 
Iasis Healthcare footprint. 

The partnership was created to provide inte-
grated acute and behavioral healthcare ser-
vices to 6,000 AHCCCS beneficiaries with SMI, 
in addition to stand-alone behavioral health 
benefits to 225,000 AHCCCS members. Iasis 
Healthcare estimates its new venture will gen-
erate $300 million in annual revenue beginning 
this year.

Cenpatico Behavioral Health Services won the 
RBHA contract in Southern Arizona, replacing 
Tucson nonprofit Community Partnership of 
Southern Arizona. Its GSA includes La Paz, 
Yuma, Cochise, Gila, Graham, Greenlee, Santa 
Cruz and Pinal counties. 

As a subsidiary of Centene Corporation, Cen-
patico’s $612 million in new business revenue 
via its Arizona RBHA contract was included in 
its parent company’s skyrocketing 2015 man-
aged Medicaid revenues of nearly $19.4 billion 
– a 39 percent increase from its 2014 numbers.

REGIONAL BEHAVIORAL HEALTH AUTHORITY: INTEGRATING BEHAVIORAL HEALTH IN ARIZONA

RBHA HEALTH PLANS RBHA REGION TOTAL SMI
 ENROLLMENT

Mercy Maricopa 
Integrated Care Maricopa 19,828

Health Choice  
Integrated Care Northern Ariz. 5475

Cenpatico 
Integrated Care Southern Ariz. 13,234
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Milliman brings substantial experience in healthcare financing and 
delivery. We advise clients on a wide range of issues—from assessing 
the impact of healthcare reform on organizations and populations to 
streamlining operations. We work with organizations to better price 
premiums, work with complex regulations, and win bids with state and 
federal agencies. Ultimately, we help clients improve profitability while 
advancing the quality of patient care. Our services include:  

 � Medicare Advantage pricing and actuarial management. We 
conduct the actuarial work to price and model various benefit 
packages for Medicare Parts C and D, Part D standalone plans, 
and dual Special Needs Plans (SNPs). Our work includes 
financial analysis, projections, and scenario testing. We also 
guide clients through the complicated and cumbersome process 
of bid development.  

 � Medicaid pricing and financial projections. We help carriers 
navigate the requirements of each state in which they do 
business, including those of the Arizona Health Care Cost 
Containment System (AHCCCS) and similar programs in 
other states. 

 � Traditional actuarial support for ongoing health plan operations. 
For large HMOs, we provide actuarial departments with the 
necessary support work they need, including valuations and 
pricing analysis. 

 � State licensure and regulatory requirements. For start-up 
health plans looking to get licensed or existing plans looking to 
expand to other states, we are expert at meeting the mandated 
actuarial requirements. We help clients navigate challenging filing 
requirements, including those for managed care plans, such as 
the Knox-Keene licensing process in California. 

 � Pharmacy benefit manager (PBM) consulting. We help 
health plans assess the value and efficacy of PBM services and 
related issues, including formulary composition, contracts with 
pharmacies, and discounts with manufacturers. 

 � Provider contracting consulting. We help physician groups, 
independent practice associations (IPAs), and provider 
organizations negotiate with health plans on contracting and 
financial analysis. We work to ensure that the structure of 
contracts is fair and reasonable, helping develop realistic 
compensation and risk-reward mechanisms. We also assist in 
negotiating equitable division of financial responsibility (DOFR) 
between providers and health plans.  

 � Correctional healthcare. We assist various correctional 
healthcare systems to better manage utilization of services and 
cost containment through routine actuarial work, including pricing, 
pro-forma projections, and extensive trend analysis. We also help 
institutions with requests for proposals and evaluation of bids.

In today’s constantly shifting healthcare landscape, Milliman consultants help healthcare 
organizations navigate policy and market changes. We offer clients the deep knowledge 
they need in today’s environment, with unparalleled industry experience in actuarial 
science, pricing analysis, policy developments, and regulatory matters.

We help health plans estimate pricing and the financial impact of the ACA and the law’s developments.

The Patient Protection and Affordable Care Act (ACA) has dramatically changed the marketplace in ways 
that are difficult to predict. We use models that address the extraordinary complexity of the law, and have 
helped a variety of carriers in several states to develop rates for individual and small-group plans.

To learn more, contact:

Tom Snook           5415 E. High Street, Suite 275
tom.snook@milliman.com       Phoenix, AZ  85054
           +1 480 348 9020 
Jon Hendrickson     
jon.hendrickson@milliman.com       milliman.com
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