
     CONTRACT # 415-12208 
     AMENDMENT C 
 

AMENDMENT TO NORTH DAKOTA MEDICAID EXPANSION  
 

MANAGED CARE ORGANIZATION CONTRACT  
 

On or about June 25, 2021, the State of North Dakota, acting through its North Dakota 
Department of Health and Human Services, Medical Services Division (STATE) and Blue Cross 
Blue Shield of North Dakota (MCO) entered into a Contract for operation and administration of 
the Medicaid Managed Care Program for North Dakota. 
 
The parties agree that certain parts of that Contract and Amendments A and B should be 
changed: 

 
1. Section 2.4.7, titled Enrollee Orientation, as amended by Amendment B, is further 

amended to add the following language under sub-section (A): 
 
(1) In cases of retroactive enrollment sent past the time of active coverage, an ID card is 

not required to be distributed. 
 

2. Section 2.5.3, titled Enrollee Call Center Performance Standards, is amended to delete 
sub-section (A)(1) in its entirety and replace it with the following: 
 
(1) Maintain a hold time plus speed of answer of three (3) minutes or less or direct the 

call to an automatic call pickup system with IVR options; 
 

3. Section 2.6.4, titled Allowable Marketing Activities, as amended by Amendment B, is 
further amended to delete sub-section (D) in its entirety and replace it with the following 
language: 
 
(D) Provide promotional giveaways that do not exceed $100 value to current Enrollees 

only on an annual basis for activities, including, but not limited to, participation in the 
member advisory committee, health screenings, or other activities as approved by 
STATE; 

 
4. Section 2.8.12, titled Claims and Provider Payment, is amended to delete sub-section (J) 

in its entirety and replace it with the following language: 
 
(J)  Claims Reprocessing  
 

If MCO discover errors made by MCO when a claim was adjudicated, MCO shall 
make corrections and reprocess the claim within thirty (30) calendar days of 
discovery. Exceptions may be granted by STATE. MCO shall automatically recycle 
all impacted claims for all Providers and shall not require the Provider to resubmit the 
impacted claims. 
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Furthermore, in Section 2.8.12, delete sub-section (P) in its entirety and replace it with 
the following language: 
 
(P)  Claims Payment Accuracy Report 
 

(1) On a monthly basis, MCO shall submit a claims payment accuracy percentage 
report to STATE. The report shall be based on an audit conducted by MCO. The 
audit shall be conducted by an entity or staff independent of claims management. 
A minimum sample consisting of one hundred seventy-five (175) claims per 
month shall be selected from the entire population of electronic and paper claims 
processed or paid upon initial submission. A minimum of fifty (50) Institution 
claims, a minimum of seventy (70) Professional claims, a minimum of thirty (30) 
Denied claims, a minimum twenty-five (25) NEMT claims, and a minimum of 
twenty (20) other claims will be reviewed monthly. 
 

(2) The MCO will determine stratification and sample allocation that align with other 
claim audit programs. Industry standard claim stratification and sampling 
methods will be used for sample allocation. 

 
(a) Four financial stratums will be used to determine claim payment accuracy. 

Stratums 1 and 2 will consist primarily of professional claims and Stratums 3 
and 4 will consist primarily of institutional claims. 

 
(b) A zero-dollar stratum of denied claim samples will be reviewed to determine 

claims payment incident accuracy. 
 

(3) Additional focused audits will be completed by MCO as requested by STATE on 
a quarterly basis. Sample size and scope will be agreed upon per audit request 
between MCO and STATE. 
 

(4) The minimum attributes to be tested for each claim selected shall include: 
 

(a) Claim data is correctly entered into the claims processing system; 
 
(b) Claim is associated with the correct Provider; 
 
(c) Proper authorization was obtained for the service; 
 
(d) Enrollee eligibility at processing date correctly applied; 
 
(e) Allowed payment amount agrees with contracted rate; 
 
(f) Duplicate payment of the same claim has not occurred; 
 
(g) Denial reason is applied appropriately; 
 
(h) Co-payments are considered and applied, if applicable; 
 
(i) Effect of modifier codes correctly applied; and 
 
(j) Proper coding. 
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(5) The results of testing at a minimum should be documented to include: 
 
(a) Results for each attribute tested for each claim selected; 
 
(b) Amount of overpayment or underpayment for each claim processed or paid in 

error; 
 
(c) Explanation of the erroneous processing for each claim processed or paid in 

error; 
 
(d) Determination if the error is the result of a keying error or the result of error in 

the configuration or table maintenance of the claims processing system; and 
 
(e) Claims processed or paid in error have been corrected. 

 
(6) If MCO subcontracted for the provision of any Covered Services, and the 

Subcontractor is responsible for processing claims, then MCO shall submit a 
claims payment accuracy percentage report for the claims processed by the 
Subcontractor. 

 
5. Section 2.11.3, titled Timing of Service Authorization Decisions, is amended to delete 

sub-section (A) in its entirety and replace it with the following language: 
 
(A) Standard Service Authorization 

 
(1) Requests received after 3 p.m., Central Time, will not count as the first business 

day. 
 

(2) MCO shall make eighty percent (80%) of standard service authorization 
determinations within two (2) business days of obtaining appropriate medical 
information that may be required regarding a proposed admission, procedure, or 
service requiring a review determination. All standard service authorization 
determinations shall be made no later than fourteen (14) calendar days following 
receipt of the request for service. 

 
(3) The service authorization decision may be extended up to fourteen (14) 

additional calendar days if the Enrollee or Provider requests the extension, or 
MCO justifies to STATE a need for additional information and how the extension 
is in the Enrollee’s interest.  

 
(a) If MCO extends the timeframe for the authorization decision, MCO must:  

 
(i) Give the Enrollee written notice of the reason for the decision to extend 

the timeframe and inform the Enrollee of the right to File a Grievance if he 
or she disagrees with that decision; and 
 

(ii) Issue and carry out its determination as expeditiously as the Enrollee’s 
health condition requires and no later than the date the extension expires. 
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(4) MCO shall make ninety-five percent (95%) of concurrent review determinations 
within one (1) business day and ninety-nine point five percent (99.5%) of 
concurrent review determinations within two (2) business days of obtaining the 
appropriate medical information that may be required. Concurrent review is not 
required for inpatient hospital services under the diagnosis related group (DRG) 
payment methodology.  
 

6. Section 2.12.3, titled Appeal Requirements, as amended by Amendment B, is further 
amended to delete sub-section (B) in its entirety and replace it with the following 
language: 

 
(B) The Enrollee, Provider, or authorized representative may file an Appeal of an 

Adverse Benefit Determination either orally or in writing to MCO within sixty (60) 
calendar days from the date on MCO’s written Notice of Adverse Benefit 
Determination. With STATE approval, exceptions to this timeline will be allowed only 
if MCO or STATE causes a delay impacting the ability for the provider to submit the 
appeal timely. [42 C.F.R. §438.402(c)(2)(ii), 42 C.F.R. §438.402(c)(3)(ii)] 

 
7. Section 2.12.5, titled Format and Content of Notice of Appeal Resolution, is amended to 

delete sub-section (B) in its entirety and replace it with the following language: 
 

(B) In the case of making a determination on the same day or appeal receipt 
acknowledgement, the Notice of Appeal Resolution and acknowledgement 
notification to Enrollee can be combined. 

 
8. Section 2.12.7, titled Process for State Fair Hearings, is amended to delete sub-section 

(D) in its entirety and replace it with the following language: 
 

(D) MCO shall submit an evidence packet to STATE and to the Enrollee, free of charge, 
within ten (10) business days from the time MCO receives notification of the hearing. 
The evidence packet shall be submitted to STATE in accordance with any 
prehearing instructions. The evidence packet shall include all necessary documents, 
including the statement of matters (or, alternatively, the denial letter) and any 
medical records or other documents and/or records considered or relied upon by 
MCO and supporting MCO’s Adverse Benefit Determination and Appeal resolution. 
Additional evidence or information pertaining to the hearing that was not known at 
the time of the initial denial decision may be presented at this time as part of the 
evidence packet. 

 
9. Section 2.13.2, titled Quality Assessment and Performance Improvement (QAPI) 

program, is amended to delete sub-section (A)(2) in its entirety and replace it with the 
following language: 

 
(2) Collection and submission of Performance Measurement data quarterly, including 

any required by STATE or CMS. [42 C.F.R. §438.330(b)(2); 42 C.F.R. §438.330(c); 
42 C.F.R. §438.330(a)(2)] 
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Furthermore, in Section 2.13.2, delete sub-section (D) in its entirety and replace it with 
the following language: 
 
(D) MCO must report the status and results of each performance improvement project to 

STATE quarterly as required in Appendix D: MCO Compliance, Operations, and 
Quality Reporting, consistent with 42 C.F.R. §438.330(d)(1) and (3). 

 
10. Section 2.14.1, titled Performance Evaluation, is amended to delete the section its 

entirety and replace it with the following language: 
 

2.14.1 Performance Evaluation 
 
   MCO shall: 
 

(A) Annually measure and report to STATE on its performance, using the standard 
measures required by STATE, including, but not limited to, identified HEDIS and 
Adult Core Set measures, and submit data specified by STATE, which enables 
STATE to calculate MCO’s performance using the standard measures identified by 
STATE as required in 42 C.F.R. §438.330(c)(1) and (2), including, but not limited to, 
reports identified in Appendix D: MCO Compliance, Operations, and Quality 
Reporting.  

 
(B) Contract with an NCQA-certified HEDIS auditor to validate the processes of MCO in 

accordance with NCQA requirements. Audited HEDIS results shall be submitted to 
STATE, NCQA Interactive Data Submission System (IDSS), and STATE’s EQRO 
annually according to NCQA’s data submission timeline for health plans to submit 
final Medicaid HEDIS results.   

 
(C) Report quality measure results overall and stratified for both Native 

Americans/Alaskan Native Enrollees and non-Native American/Alaskan Native 
Enrollees using data obtained from STATE eligibility information on Enrollees.  

 
(D) Have processes in place to monitor, self-report, and implement CQI on all 

performance measures. 
 
(E) Annually measure and report to STATE and the Consumer Assessment of 

Healthcare Providers and Systems (CAHPS) Databases Submission System on 
Enrollee satisfaction with MCO utilizing the most recent CAHPS survey and 
methodology. MCO shall enter into an agreement with a vendor that is certified by 
NCQA to perform CAHPS surveys.  

 
(F) Participate in two (2) to four (4) quality assurance and improvement meetings per 

year with STATE, pursuant to requirements in this Contract and the North Dakota 
Medicaid Expansion Quality Strategy. 

 
(G) Participate in collaborative quality improvement projects, as directed by STATE. 
 
(H) Participate in the development of annual quality improvement (QI) goals with STATE.  
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(I) Actively participate in an annual quality assurance and improvement goal meeting 
with STATE prior to June 30, for the primary purpose of reviewing progress toward 
the achievement of annual improvement goals in the prior Calendar Year and 
applicable Contract requirements, including, but not limited to, progress made toward 
performance measures and objectives.  

 
(1) For purposes of such annual meetings, MCO shall provide to STATE, no later 

than fourteen (14) calendar days prior to each QI goal meeting, a written update 
detailing MCO’s progress toward meeting applicable Contract requirements and 
annual QI goals; and explain its performance regarding applicable Contract 
requirements and the annual QI goals. 

 
(J) Meet with STATE in person if STATE determines that MCO is not in substantial 

compliance with the Contract, including any aspect of quality assurance and quality 
improvement. 
 

11. Section 2.15.1, titled General Requirements, is amended to delete sub-section (C)(6) in 
its entirety and replace it with the following language: 

 
(6) Accept electronic claims by Network Providers, and non-Participating Providers; 

paper claims are allowed from NEMT Network Providers or otherwise approved by 
STATE; 

 
12. Section 2.15.9, titled Encounter Data, is amended to delete sub-section (B)(8)(f) in its 

entirety and replace it with the following language: 
 

(f) Provider NPI numbers; 
 

13. Section 3.9, titled National Correct Coding Initiative Edits, is amended to delete sub-
section 3.9.1 in its entirety and replace it with the following language: 

 
STATE will share with MCO, as they become available, certain National Correct Coding 
Initiative (NCCI) edits, subject to the Medicaid NCCI Technical Guidance manual, 
revised January 1, 2020, which is made a part of this Contract by its reference here, and 
specifically Sections 7.1.1 and 7.1.2 which require terms of confidentiality that may 
change from time to time. STATE will share these quarterly state Medicaid NCCI edit 
files with MCO to use in its processing of claims data. MCO will identify and apply 
necessary edit modifications through comparing STATE provided files to CMS files. 
MCO will deliver a quarterly report, by the 20th of the first month of the quarter, to 
STATE indicating differences. STATE shall impose penalties, up to and including loss of 
contract, for violations of any confidentiality requirements relating to use of the Medicaid 
NCCI edit files. 

 
14. Section 4.20.3, titled Alternative Payment Methodologies, as amended by Amendment 

B, is further amended to delete sub-section (A)(2) in its entirety and relace it with the 
following language: 
 
(2) Increase the percentage of members attributed to a category three APM provider, as 

defined by the LAN APM Framework 
 
(a) 25% of members in Year 4 of the Contract 
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BLUE CROSS BLUE SHIELD OF NORTH DAKOTA 
 
 

    
   By       
       DATE 
  

     Its          
      
 
 
 STATE OF NORTH DAKOTA 
 

NORTH DAKOTA DEPARTMENT OF HEALTH AND 
HUMAN SERVICES 

    
 
 
   By       

 SARA STOLT DATE 
 INTERIM COMMISSIONER 
     
 
 

   By       
 KYLE J. NELSON DATE  
 CONTRACT OFFICER 
       Approved for form and content 




